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Welcome to Sentara Health Plans

Within the pages of this Benefit Information 

Guide you will find answers to frequently 

asked questions about pre-authorization, 

emergencies, urgent care, and more. 

Information specific to services your 

plan covers, as well as plan deductibles, 

copayments, and other cost-share amounts 

can be found in the Uniform Summary 

of Benefits and Coverage (SBC) and the 

Benefit Summary in the following two 

sections of this Guide.

Our Plans

Sentara Health Plans offers several different plan 

options to meet our customers’ needs. This Benefit 

Information Guide outlines basic information and 

answers common questions about the plans we offer. 

Plan information such as copayments, coinsurance, 

and applicable deductibles is referenced in your 

specific Plan benefit chosen by your employer. Refer to 

your Plan documents for more details. 

Every individual covered by Sentara Health Plans 

receives a member ID card, which is designed 

according to your specific plan. Your card includes 

your name, the name of your employer, group number, 

member ID number, the name of your plan, and 

important phone numbers. Depending on your plan, it 

will also include copayment and coinsurance amounts 

for prescription drugs, office visits, emergency room, 

and other services. Always show your member 

ID card whenever you receive services or get a 

prescription drug filled to ensure you are charged the 

correct amount.

POS and Plus PPO Plans

Sentara POS and Sentara Plus PPO 

Sentara POS is a point-of-service plan and Sentara 

Plus PPO is a preferred provider organization 

(PPO) plan, which are designed to give members 

more freedom and flexibility when choosing 

providers for care. 

Sentara POS Design/HRA and  

Sentara Plus PPO Design/HRA

Sentara POS Design/HRA and Plus PPO Design/HRA 

are consumer-directed health plans (CDHP) coupled 

with a Health Reimbursement Arrangement (HRA). 

Employer groups offer tax-free HRA funds to help 

offset medical expenses, like the deductible. Unused 

funds are returned to the employer at the end of the 

plan year.   

Sentara POS Equity/HSA and  

Sentara Plus PPO Equity/HSA 

Sentara POS Equity/HSA and Plus PPO Equity/

HSA are consumer-directed health plans 

(CDHP) combined with a Health 

Savings Account (HSA). 

Employees are eligible to 

make tax-deductible 

contributions to their 

HSA account. Funds 

added to an HSA 

account belong to 

the individual and 

roll over every year.  
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POS and PPO Basics  

All Sentara POS and Plus PPO plans feature 

in-network and out-of-network benefits. You choose 

the coverage you want to use each time you seek 

care. Below are characteristics of in-network and 

out-of-network coverage options:  

In-Network Coverage 

• To receive benefits at the in-network level, you 

must receive your care from Plan providers, 

including, but not limited to, doctors, facilities, 

and laboratories. 

• Generally, you pay a set copayment and/or 

coinsurance for services. Depending on your 

plan, you may have to meet a deductible before 

coinsurance will apply. 

• Your out-of-pocket costs, or copayments/

coinsurance amounts, are generally lower, and you 

do not need to file for reimbursement. 

• Payments applied to the in-network, 

out-of-pocket maximum only apply toward the 

in-network maximum. 

Any exceptions are noted on the Benefit Summary, 

included with your plan documents.

Out-of-Network Coverage 

• You have the freedom to go out-of-network and see 

any provider you choose for covered services. 

• Generally, an annual deductible applies. You 

may also pay a percentage (coinsurance) of the 

medical bill.1 

• With out-of-network coverage, your out-of-pocket 

costs, including out-of-pocket maximums, are 

generally higher. 

• If your plan has a deductible, you will need to 

meet your deductible before your coinsurance 

will apply. Copayments, coinsurance, and 

applicable deductibles vary or may not apply 

depending on your plan option. Refer to your plan 

documents for details. 

• Before you use your out-of-network benefits, 

ensure that any required pre-authorization has 

been obtained. Without pre-authorization, your 

coverage may be reduced or denied. 

Our Provider Network 

Understanding your Plan’s network helps you know 

how your care is covered by Sentara Health Plans. 

In-network: 

The in-network benefit option means you can lower 

your out-of-pocket costs by seeing Plan primary 

care physicians (PCP), specialists, therapists, and 

other healthcare professionals who have met Sentara 

Health Plans’ credentialing requirements and are part 

of the Plan network. 

Sentara Direct® Network 

Sentara Direct® plans have a tiered network of 

providers. This means that you have the freedom to 

choose from any healthcare provider in the network. 

You will have a lower cost share—copayments and 

coinsurance amounts—when you use a Tier 1 provider. 

With this network design, you have the option to also 

visit Tier 2 providers for a higher cost share than a Tier 

1 provider. Please refer to your Plan documents for 

more information about the cost savings of choosing a 

Tier 1 provider, specific to your plan.

PHCS/MultiPlan Network

Sentara Health Plans partners with PHCS/MultiPlan to 

provide national coverage. Your Sentara POS and Plus 

PPO plans include in-network benefits for covered 

services when you access a PHCS/MultiPlan provider 

outside of the Sentara Health Plans service area2. This 

coverage may be used for:

• out-of-area dependents

• members living outside the Sentara Health Plans 

service area

• coverage when traveling outside the 

Sentara Health Plans service area
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If you need to find a PHCS/MultiPlan provider, sign in 

to sentarahealthplans.com/members or the mobile 

app. PHCS/MultiPlan providers will display their logo 

under “QUALITY.” 

Out-of-network: 

If you choose to use your out-of-network benefit 

option for covered services, it means you can select 

the doctor or medical facility you want for most 

covered services, regardless of whether they are Plan 

providers. Remember, your out-of-pocket costs will be 

higher when you use out-of-network benefits.

1In accordance with the provisions in the No Surprises Act 

regarding balance billing, you may be responsible for paying 

all charges in excess of the Sentara Health Plans allowable 

charge, in addition to any copayment and coinsurance 

amounts you are required to pay. 

2The Sentara Health Plans service area is defined by 

participating providers in the Commonwealth of Virginia and 

northeastern North Carolina. 

Before you use your in-network benefits, verify that your provider 

participates in the Sentara Health Plans network. Sign in to the mobile app or 

sentarahealthplans.com/member, use the Find-a-Doc feature, download a Provider 

Directory, or call member services at the number on the back of your member ID card.
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You and Your Primary Care Physician

A Relationship for a Healthy Life

When you have a health concern or need medical 

care, do you have that one “go to” doctor you can 

call? A primary care physician, or PCP, is your main 

point of contact–your first stop–to identify an illness 

or condition, offer methods of care, write prescriptions, 

and recommend specialists or facilities if additional 

diagnosis and follow-up are needed.

When you establish a relationship with a PCP, you 

develop continuity of care with someone who gets 

to know you and your health goals, and helps you 

manage your overall progress.

Benefits of a PCP

• Your PCP will provide routine and preventive care 

services such as annual physicals, exams, and 

treatment for colds and the flu.

• Your PCP can help you focus on staying healthy in 

addition to treating you when you are sick or hurt.

• Through routine care, your PCP can catch 

problems early before they become serious or lead 

to major illnesses.

• If you have a chronic condition like asthma or 

diabetes, your PCP will help you develop a self-

management plan, monitor your progress, and refer 

you to specialized care if needed.

Get the most out of your time with your PCP

• Be honest. It’s always the best policy, especially 

when your health could be affected.

• Come prepared. Write down your questions and be 

specific about what you intend to discuss.

• Prioritize your concerns. Time is limited with a 

provider so focus on the issues most important 

to you.

• Don’t be afraid to request another appointment.

• Bring someone with you. A close friend or family 

member can help you keep track of information and  

make sure all your questions are answered.

• Use an online patient portal to communicate if 

available. 

• Tell your doctor if you take over-the-counter 

medications, herbal supplements, and vitamins. 

Some of these can interact with prescribed drugs.

• Tell the doctor if you are stressed, depressed, or 

experiencing abuse. Doctors may not be therapists, 

but they’ve heard it all. Don’t be afraid to discuss 

personal issues.

• Let your doctor know if you have reasons for not 

following orders. Does your medication cause side 

effects? Are you unable to follow a nutrition or 

activity plan? Let your doctor know!

• Tell your doctor if you can’t sleep. Your doctor can 

evaluate the problem and provide advice on how to 

solve it.

• Let your doctor know if you have low energy. 

Fatigue is associated with many illnesses. Let your 

doctor know if this is a chronic problem.

FAQs

How do I choose or change a PCP?

When you enroll, if your plan requires the designation 

of a primary care physician (PCP) you have the right 

to designate any PCP who participates in your plan’s 

network and who is available to accept you or your 

family members. For children, you may designate a 

pediatrician as the PCP.  Your plan may assign a PCP 

to you and your family until you choose a PCP. For 

information on how to select or change a PCP, and for 

a list of the participating PCPs, you can call member 

services. You can also find the list of participating 

providers on sentarahealthplans.com.  
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If you are new to the Sentara Health Plans community, 

you can often continue your relationship with your 

current physician, or select a new one from our 

extensive list of participating providers. If you have 

children, you may choose a participating pediatrician as 

their PCP. 

What about my spouse and children? Do we all 

have to have the same PCP?

Adult members have the right to choose a general 

family practice or an internal medicine doctor as their 

PCP, and a family practice doctor or a pediatrician for 

their children.

What if my doctor leaves the Sentara Health 

Plans network?

If your plan doctor leaves the network, Sentara 

Health Plans will notify and assist you in finding a new 

doctor or facility. If you are in active treatment with 

a doctor who leaves the network, you can request 

to continue receiving healthcare services from the 

doctor for at least 90 days. If you are beyond the first 

trimester of pregnancy, you may be able to remain 

with that doctor through the provision of postpartum 

care directly related to the delivery. For a terminal 

illness, treatment may continue for the remainder 

of the member’s life for care directly related to the 

terminal illness.

Specialist Care

What if I need to see a specialist?

You do not need a referral from your PCP for specialist 

care. If you and your PCP make the decision for you 

to see a plan specialist, your PCP will coordinate your 

care, and you can make your own appointment. Before 

you see a specialist, you should confirm that the 

specialist is in the Sentara Health Plans network. 

What if my plan doctor directs my care to a non-

plan provider?

It is your responsibility to ensure that you are using 

in-network or plan doctors and facilities. If you have 

a Vantage HMO plan and your plan doctor directs 

you to a non-plan provider, you will be responsible 

for payment of these services. If you have a POS or 

Plus (PPO) plan, you have the option of using plan 

providers or non-plan providers. Claims from non-plan 

providers will be paid at a reduced benefit level and 

you will usually pay a higher deductible, copayment, 

and/or coinsurance amount. You may also be balance 

billed for any charges in excess of the Plan’s allowable 

charges. Information on balance billing is located in 

The Fine Print section of this guide. 

Is my plan specialist authorized to order diagnostic 

or X-ray tests for me?

Yes. However, some tests may require pre-

authorization by the Plan.

Do I need a referral for my annual OB/GYN exam?

No. Your plan does not require referrals. Members 

may schedule an appointment for a routine 

annual exam with any OB/GYN in the Sentara 

Health Plans network.

Can an obstetrician (OB) serve as 

PCP while I am pregnant?

Yes. During your 

pregnancy, your OB 

can serve as your 

PCP. As a plan 

member, you are 

automatically 

eligible for 

the Sentara 

Health Plans Partners 

in Pregnancy 

program. This program 

is designed to provide 

education and support 

to pregnant women. If you 

would like more information 

about the program, please call 

1-866-239-0618, option 2.
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Member Services

When do I receive my member ID card?

You should receive your card(s) in the mail within 

10 days of your plan effective date, depending on 

when you enroll. You can also view, download, 

and print a temporary card when you sign in to 

sentarahealthplans.com/members and create an 

account, or download the Sentara Health Plans mobile 

app. If you do not receive your member ID card, please 

contact your group benefits administrator.

What does Sentara Health Plans do to assist 

members with communication disabilities?

Sentara Health Plans uses various means to facilitate 

healthcare services for members with physical, mental, 

language, and cultural barriers. For members who may 

be hearing impaired, Sentara Health Plans uses the 

Virginia Relay Service at TTY 711 or 1-800-828-1140. 

Members who are non-English speaking can connect 

to a language interpretation service by calling 1-855-

687- 6260. Additionally, members may request 

documents that contain benefit, plan, premium, and 

appeals information in languages other than English. 

Who can make changes or update my 

membership information?

No one can make changes or view your information 

without your consent. In accordance with privacy 

laws, we require an Authorization of Designated 

Agent form whenever anyone other than the 

Sentara Health Plans member needs to obtain and/

or change health information. This form must be 

signed and returned to Sentara Health Plans. Visit 

sentarahealthplans.com/members to download a 

Designated Agent form or contact member services 

at the number on the back of your member ID card to 

request a form.

When and how can I add a newborn or 

adopted child?

You must add newborns or adopted children to the 

plan within 31 days of birth or placement for adoption. 

The application and supporting documents for 

these additions must be submitted directly to your 

employer for processing. Failure to provide information 

requested by Sentara Health Plans within 31 days from 

the birth or adoption will result in your dependent 

being ineligible for coverage until the next open 

enrollment period or qualifying event.

When and how can I enroll my dependent up to 

age 26?

Dependents up to age 26 can be enrolled during 

the month of the group’s renewal regardless of the 

dependent’s student status. The subscriber has 30 

days to add the dependent. If the child is added within 

the 30-day period, coverage will begin on the plan 

renewal date. If the child is not added within the 30-

day period, the child will have to wait until the next 

open enrollment or a qualifying event.

How can I ensure my enrollment in the health plan 

is processed in a timely manner?

Respond to each item listed on the application in its 

entirety. Also, pay close attention to areas requiring you 

to provide information about other health insurance 

carriers that you or your family may have. If you do not 

have additional health insurance, please state so in 

the areas indicated. If your application is incomplete 

or if you have failed to complete the coordination 

of benefits section, this may delay processing your 

enrollment and your effective date of coverage. 

Do I have to present any additional information to 

have my application processed?

You may need to provide additional information if you 

have dependents with a last name different from your 

own, you may need to produce legal documentation 

to support your relationship (e.g. birth certificate, 

marriage certificate, court order, adoption papers), 

or if you have dependents that exceed the maximum 

dependent age, you will be asked to provide current 

documentation to support their disabled status. 

Contact member services to see if dependents are 

eligible for coverage. Failure to provide information 
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requested by Sentara Health Plans may result in your 

dependent being ineligible for coverage.

Why do you need social security numbers for me 

and my dependents?

Social Security numbers (SSN) are required for all 

individuals, including children, to comply with federal 

law related to coordination of benefits. If you do not 

have a SSN or do not wish to provide one, a refusal 

form must be completed annually for each family 

member not providing a social security number. New 

enrolling members who do not provide their SSN and 

do not send a refusal form will not be enrolled and will 

be ineligible for coverage until your employer’s next 

open enrollment period. If you are the subscriber and 

do not provide the documentation, then none of your 

dependents will be enrolled.

Will I ever need to file a claim?

If you use an out-of-network provider who does not file 

on your behalf, you will need to mail originals of your 

medical bills for reimbursement to: MEDICAL CLAIMS, 

P.O. Box 5028, Troy, MI 48007-5028.

The itemized bill should contain the name, address, tax 

ID number, and NPI number of the provider; the name 

of the member receiving services; the date, diagnosis, 

and type of services the member received, and the 

charge for each type of service. Your claim will be 

processed in accordance with out-of-network benefits. 

Instructions on how to file a claim can be found 

at sentarahealthplans.com.

24/7 Nurse Advice Line

What should I do if I get sick or hurt after business 

hours or during the weekend?

If you have an illness, injury, or condition that occurs 

during an evening or weekend, you should call your 

PCP or doctor’s office, or the Sentara Health Plans 

24/7 Nurse Advice Line number located on the back of 

your member ID card.

When you call the 24/7 Nurse Advice Line, a registered 

nurse will ask you to describe your medical situation 

in as much detail as possible. Be sure to mention any 

other medical conditions you have, such as diabetes 

or hypertension.

Depending on the situation, you may be advised about 

appropriate home treatments, or advised to visit your 

doctor. If necessary, the nurse may direct you to an 

urgent care center or Emergency Eepartment.

The nurses for our 24/7 Nurse Advice Line have 

training in emergency medicine, acute care, OB/

GYN, and pediatric care. They are well prepared to 

answer your medical questions. However, since they 

are unable to access medical records, they cannot 

diagnose or medically treat conditions, order labs, 

write prescriptions, order home health services, or 

initiate hospital admissions or discharges.

Sentara Health Plans also offers a 24/7 Behavioral 

Health Crisis Line that is staffed by professionals who 

can triage and assist members going through a crisis. 

If you need help, you should call the number located 

on the back of your member ID card. Remember if you 

have thoughts of harming yourself or someone else, 

you should get help right away by calling 911 or go to 

the closest hospital for emergency care.

Emergency Care

What should I do if I have an emergency? 

In any life-threatening emergency, always go to the 

closest Emergency Department or call 911. If you 

receive emergency care and are admitted, you or a 

family member should contact Sentara Health Plans 

within 48 hours (two business days), or as soon as 

medically possible. This enables Sentara Health Plans 

to arrange for appropriate follow-up care, if necessary. 

How can I tell if it is an emergency?

An emergency is the sudden onset of a medical 

condition resulting in severe symptoms or pain that an 

average person with average knowledge of health and 

medicine (prudent layperson) would seek medical care 

immediately because there may be serious risk to your 
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physical or mental health, or that of your unborn child. 

Some examples of situations that would require the 

use of an Emergency Department include, but are not 

limited to:

• heart attack/severe chest pain

• stroke

• loss of consciousness

• loss of pulse or breathing

• poisoning

• convulsions

Sentara Health Plans may review all Emergency 

Department care retrospectively to determine if a 

medical emergency did exist. If an emergency did 

not exist, you could be responsible for payment for 

all services.

What conditions generally do not 

require emergency department 

treatment? 

The following conditions 

do not ordinarily 

require Emergency 

Department 

treatment, and 

may be more 

appropriately 

treated in your 

doctor’s office, 

or at an urgent 

care center:

• sprains 

or strains

• chronic 

conditions 

such as 

arthritis, bursitis, 

or backaches

• minor injuries and 

puncture wounds of 

the skin

What is the difference between an Emergency 

Department and an Urgent Care Center?

An Emergency Department is designed, staffed, and 

equipped to treat life-threatening conditions. An 

urgent care center is a more appropriate place to 

seek treatment for sudden acute illness and minor 

injuries when your doctor’s office is closed or not 

available. Copayments and coinsurance amounts for 

Emergency Department visits are generally higher 

than copayments for urgent care visits. If you are 

transferred to an Emergency Department from an 

urgent care center, you will be charged an Emergency 

Department copayment/coinsurance.

Do I need to contact Sentara Health Plans or my 

PCP before going to the Emergency Department/

Urgent Care Center?

If you are experiencing a life-threatening emergency, 

you do not need to call Sentara Health Plans or your 

PCP, you can proceed to nearest emergency room. 

If you are unsure whether to visit an Emergency 

Department or urgent care center, you can call your 

PCP office or the Sentara Health Plans 24/7 Nurse 

Advice Line at the number on the back of your 

member ID card.

Are there any special emergency care policies I 

should know about?

Yes. Sentara Health Plans may review all emergency 

care retrospectively, or after the fact, to determine if a 

true medical emergency did exist. This retrospective 

review policy is designed to protect you and all other 

Sentara Health Plans members from the high costs 

associated with unnecessary use of Emergency 

Departments and urgent care centers. If you handle 

non-emergencies as if they are emergencies by 

seeking treatment at an Emergency Department or 

urgent care center when a visit to your doctor’s office 

would suffice, you could be responsible for paying a 

greater portion or all of the charges.
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What if I become ill when I am outside of the 

Sentara Health Plans service area? 

Your plan includes coverage for emergency services 

when you are outside the service area. If you have 

an unexpected illness or injury when outside of 

the service area, you should call the 24/7 Nurse 

Advice Line at the number on the back of your 

member ID card.

In any life-threatening emergency always go to the 

closest Emergency Department or call 911.

Remember, Sentara Health Plans may review all 

Emergency Department care retrospectively, or after 

the fact, to determine if a medical emergency did exist. 

If an emergency did not exist, you could be responsible 

for payment for all services.

What if I need to be hospitalized?

If you received emergency care and are admitted, 

you or a family member should contact Sentara 

Health Plans within 48 hours (two business days) or 

as soon as medically possible. This enables Sentara 

Health Plans to review your care immediately and to 

arrange for appropriate follow-up care. Remember, 

all emergency care may be reviewed retrospectively 

to make sure it met the criteria for coverage of 

emergency/urgent care treatment.

If you are admitted to a hospital outside of the Sentara 

Health Plans service area, call member services at the 

number on back of your member ID card.

Be prepared to give the following information:

• member name

• reason for treatment

• hospital name

• city and state where treatment is occurring

• name of treating doctor

The doctor or hospital may also call 

Clinical Care Services.

What happens once I am admitted to the hospital?

As part of your Sentara Health Plans coverage, an RN 

case manager will follow your case from beginning 

to end. Your case manager will review your medical 

record, check your progress, and arrange for your 

continuing care needs after you leave the hospital.

Pre-Authorization

What is pre-authorization and when is 

it necessary?

Pre-authorization is a clinical review of all pertinent 

medical information to determine medical necessity 

and your Plan’s benefit criteria for coverage. The 

provider of the service is responsible for obtaining 

preauthorization, when it is required. Patient service 

coordinators, as well as licensed medical professionals 

such as RNs, LPNs, social workers, and medical 

doctors perform the process of pre-authorization 

by the plan.

Medical services typically requiring pre-authorization 

include, but are not limited to: hospitalizations, 

outpatient surgeries, certain diagnostic tests, 

advanced imaging services (MRI, CT, PET), home 

health services, hospice, therapies (physical therapy, 

occupational therapy, speech therapy), rehabilitation 

services, certain durable medical equipment, 

prosthetics, skilled nursing facilities, certain injectable 

drugs, chemotherapy and radiation therapies, and 

scheduled ambulance transportation.

When you use your in-network benefits, your provider 

handles pre-authorization. Please keepin mind that 

this is a certification of medical necessity, not a 

guarantee of medical payment. Benefits are always 

paid according to your eligibility at the time of service 

and the provisions of Sentara Health Plans.

When you use your out-of-network benefits, you 

have a responsibility for seeing that your provider has 

obtained any required pre-authorization. The member 

should follow the plan’s pre-authorization procedures 

and ensure that pre-authorization is obtained for 

medically necessary services when required.
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Your provider can obtain pre-authorization by calling 

Medical Pre-Authorization at the number on the 

back of your member ID card and providing the 

following information:

• your member ID number

• the provider’s full name, phone number, and 

fax number

• the diagnosis and/or procedure

• the plan of treatment

• other pertinent information such as X-rays and 

lab results

What happens if certain services are not 

pre-authorized?

If your plan provider’s request for pre-authorization of 

a medical service is denied, Sentara Health Plans will 

not pay for any cost associated with the requested 

service. If you wish to appeal the denial, you may call 

member services to initiate the appeal process. Please 

keep in mind that if you receive medical services that 

Sentara Health Plans has denied, you must pay all 

charges for the services.

If you believe the denial of pre-authorization will 

result in the loss of life, limb, or permanent injury, be 

sure to tell the representative at the time you request 

an appeal. In these situations, you may request an 

expedited appeal.

Do I need services pre-authorized if I have primary 

coverage under another health plan?

Your provider must still call the plan to verify pre-

authorization requirements even if you have primary 

coverage under another insurance plan and have 

Sentara Health Plans as secondary insurance.

How far in advance should my provider obtain pre-

authorization?

Your provider should obtain elective pre-authorization 

at least 7–10 days, or as soon as you are aware, prior to 

the services being scheduled or provided.

How do I ensure pre-authorization has 

been obtained?

To ensure pre-authorization has been obtained, sign in 

at sentarahealthplans.com/members or the Sentara 

Health Plans mobile app, contact member services at 

the number on the back of your member ID card, or 

call your provider.

What if I need to be hospitalized?

If you need to be hospitalized for an elective 

procedure, your doctor must notify Sentara 

Health Plans 7–10 business days prior to your 

admission. If you are hospitalized due to an 

emergency, you or a family member should contact 

Optima Health within 48 hours (two business days) of 

admission, or as soon as medically possible.

Utilization Management

How is utilization of healthcare 

services determined?

The Clinical Care Services Department at 

Sentara Health Plans may use any or all of the 

following procedures to determine your healthcare 

services coverage:

• pre-authorization

• concurrent review or request for an extension of 

previously approved services including:

• hospitalization, skilled nursing facility stays, 

therapies, rehabilitation, home health, and durable 

medical equipment

• retrospective review

• case management

Sentara Health Plans staff (nurses and doctors) make 

coverage decisions based on medical judgment and 

evidence-based criteria and policies. Our staff does 

not receive incentives from Sentara Health Plans 

based on decisions regarding coverage.
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How does Sentara Health Plans pay providers?

Sentara Health Plans uses a fee-for-service payment 

to reimburse doctors for the care they provide. Fee-for-

service payment means doctors are paid for medical 

care each time it is delivered, whether it is for an office 

visit or another form of treatment. Usually, fee-for-

service payments are at a discounted rate, which has 

been negotiated in advance. Doctors always have the 

right to discuss all medical care and treatment options 

with their patients.

What is the Sentara Health Plans Quality 

Improvement Program designed to do?

The Sentara Health Plans Quality Improvement 

Program provides a foundation for the development 

of programs and activities directed towards 

improving the health of our members. It is designed 

to implement, monitor, evaluate, and improve 

processes within the scope of the health plan. Several 

committees within the organization work on quality 

improvement (QI) issues, which includes Sentara 

Health Plans staff and plan providers, and may include 

representatives from other organizations. Each year, 

Sentara Health Plans develops a QI program and 

work plan that outlines our efforts to improve clinical 

care and service to our members. We identify areas 

for improving service by analyzing member complaint 

data and conducting an annual member satisfaction 

survey. If you would like a copy of the current QI 

program and work plan or information on other QI 

activities, please call 1-866-425-5257.

How does Sentara Health Plans evaluate and 

determine coverage for new medical technologies?

Since healthcare is constantly changing, the 

Sentara Health Plans team of health professionals 

is always researching and evaluating new medical 

technologies and applications of existing technologies 

by the following:

• reviewing current medical literature and 

research studies

• consulting with national technology firms

• researching clinical and national 

state/government guidelines

• consulting with members, local doctors, and 

other providers in the Sentara 

Health Plans network

How can I learn more about health insurance? Visit 

sentarahealthplans.com/health-insurance-101 

to find definitions of common terms and 

acronyms and also helpful videos to help you learn 

everything you need to know.  



Uniform Summary 
of Benefits and 
Coverage (SBC)



Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period:  01/01/2025 – 12/31/2025 

Sentara Plus 750/25/25% 
Sentara Health Administration, Inc.  

Coverage for: Individual/Family | Plan Type: PPO 
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The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would 
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. 
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-800-229-1199 or visit 
sentarahealthplans.com and sign into the Member Portal. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, 
copayment, deductible, provider, or other underlined terms see the Glossary. You can view the Glossary at https://www.healthcare.gov/sbc-glossary or call 1-
800-229-1199 to request a copy. 

Important Questions Answers Why This Matters 

What is the overall 
deductible? 

$750/Individual or $1,500/family In-Network 
$1,000/Individual or $2,000/family Out-of-Network 

Generally, you must pay all of the costs from providers up to the deductible 
amount before this plan begins to pay. If you have other family members on 
the plan, each family member must meet their own individual deductible until 
the total amount of deductible expenses paid by all family members meets the 
overall family deductible. 

Are there services covered 
before you meet your 
deductible? 

Yes. Prescription drugs, most services that require 
a copayment, preventive care, and a routine eye 
exam are covered before you meet your 
deductible. 

This plan covers some items and services even if you haven’t yet met the 
deductible amount. But a copayment or coinsurance may apply. For example 
this plan covers certain preventive services without cost sharing and before 
you meet your deductible. See a list of covered preventive services at 
healthcare.gov/coverage/preventive-care-benefits/. 

Are there other deductibles 
for specific services? 

No. You don't have to meet deductibles for specific services. 

What is the out-of-pocket 
limit for this plan? 

For In-Network $4,000 person / $8,000 family and 
out-of-network providers $5,000 person / $10,000 
family 

The out-of-pocket limit is the most you could pay in a year for covered 
services. If you have other family members in this plan, they have to meet their 
own out-of-pocket limit until the overall family out-of-pocket limit has been met. 

What is not included in the 
out-of-pocket limit? 

Premiums, balance-billed charges, and health 
care this plan doesn’t cover. 

Even though you pay these expenses, they don’t count toward the out-of-
pocket limit. 

Will you pay less if you use a 
network provider? 

Yes. See sentarahealthplans.com or call 1-800-
229-1199. 

This plan uses a provider network. You will pay less if you use a provider in 
the plan’s network. You will pay the most if you use an out-of-network provider, 
and you might receive a bill from a provider for the difference between the 
provider’s charge and what your plan pays (balance billing). Be aware, your 
network provider might use an out-of-network provider for some services (such 
as lab work). Check with your provider before you get services. 

Do you need a referral to see 
a specialist? 

No. You can see the specialist you choose without a referral. 
 

 



 

  

* For more information about limitations and exceptions, see the plan or policy document at 
https://apps.sentarahealthplans.com/public/ViewCorePlanSOB/CorePlanFilter/DownloadAzureFile?sobFile=%2Fpresales%2F2024%2FEOCC
OI-For-SBC%2F2024_MMLGPPOCOI.pdf Page 2 of 6 

 

 
All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies. 

 

Common  
Medical Event 

Services You May 
Need 

What You Will Pay 
Limitations, Exceptions, & Other 

Important Information 
In-Network 

(You will pay the least) 
Out-of-Network 

(You will pay the most) 

If you visit a health 
care provider’s office 
or clinic 

Primary care visit to 
treat an injury or 
illness 

$25 copayment, deductible does 
not apply 

40% coinsurance None.  

Specialist visit 
$70 copayment, deductible does 
not apply 

40% coinsurance None. 

Preventive care/ 
screening/ 
immunization 

No charge, deductible does not 
apply 

40% coinsurance 

You may have to pay for services that 
aren’t preventive. Ask your provider if the 
services you need are preventive. Then 
check what your plan will pay for. 

If you have a test 

Diagnostic test (x-ray, 
blood work) 

25% coinsurance 40% coinsurance None. 

Imaging (CT/PET 
scans, MRIs) 

25% coinsurance 40% coinsurance Pre-authorization required. 

If you need drugs to 
treat your illness or 
condition 
More information about 
prescription drug 
coverage is available at 
Express Scripts, phone 
1-877-476-9269 or 
www.express-
scripts.com 

Generic drugs 
$10 copayment retail/$25 
copayment mail order  

$10 copayment retail/$25 
copayment mail order 

Coverage is limited to FDA approved 
prescription drugs. If brand drugs are 
chosen by you when a generic is 
available, you must pay the difference in 
cost plus the copayment or coinsurance 
amount. One copayment covers up to a 
31-day supply (retail); 31-90 day supply 
(mail order).  

 

Preferred drugs  

(brand or generic) 
$30 copayment retail/$75 
copayment mail order  

$30 copayment retail/$75 
copayment mail order 

Non-Preferred drugs  

(brand or generic) 
$50 copayment retail/ $125 
copayment mail order  

$50 copayment retail/ 

$125 copayment mail order 

Specialty drugs 
20% coinsurance retail/ 20% 
coinsurance mail order 

20% coinsurance retail/ 20% 
coinsurance mail order 

If you have outpatient 
surgery 

Facility fee (e.g., 
ambulatory surgery 
center) 

25% coinsurance 40% coinsurance Pre-authorization required. 

Physician/surgeon 
fees 

25% coinsurance 
 

40% coinsurance 
None. 

Emergency room care 25% coinsurance 25% coinsurance None. 



 

  

* For more information about limitations and exceptions, see the plan or policy document at 
https://apps.sentarahealthplans.com/public/ViewCorePlanSOB/CorePlanFilter/DownloadAzureFile?sobFile=%2Fpresales%2F2024%2FEOCC
OI-For-SBC%2F2024_MMLGPPOCOI.pdf Page 3 of 6 

 

Common  
Medical Event 

Services You May 
Need 

What You Will Pay 
Limitations, Exceptions, & Other 

Important Information 
In-Network 

(You will pay the least) 
Out-of-Network 

(You will pay the most) 

If you need immediate 
medical attention 

Emergency medical 
transportation 

Non-emergency services: $25 
copayment and 25% 
coinsurance  
Emergency services: $25 
copayment and 25% 
coinsurance 

Non-emergency services: 40% 
coinsurance  
Emergency services: $25 
copayment and 25% 
coinsurance 

Pre-authorization required for non-
emergent transport. 

Urgent care 
$70 copayment, deductible does 
not apply 

40% coinsurance None. 

If you have a hospital 
stay 

Facility fee (e.g., 
hospital room) 

25% coinsurance 40% coinsurance Pre-authorization required. 

Physician/surgeon 
fees 

25% coinsurance 40% coinsurance None. 

If you need mental 
health, behavioral 
health, or substance 
abuse services 

Outpatient services 

Office visits: $25 copayment, 
deductible does not apply  
Other visits: 25% coinsurance 

 

Office visits: 40% coinsurance  
Other visits: 40% coinsurance  
 

Pre-authorization required for partial 
hospitalization, intensive outpatient 
program, electro-convulsive therapy, and 
Transcranial Magnetic Stimulation.  

Inpatient services 25% coinsurance 40% coinsurance 
Pre-authorization required for all inpatient 
services. 

Emergency Services 
(Ambulance and ER) 

25% coinsurance 25% coinsurance Pre-authorization required. 

If you are pregnant 

Office visits 25% coinsurance 40% coinsurance 
Cost sharing does not apply to certain 
preventive services. Maternity care may 
include tests and services described 
elsewhere in this SBC (i.e. ultrasound). 

Childbirth/delivery 
professional services 

25% coinsurance 40% coinsurance 

Childbirth/delivery 
facility services 

25% coinsurance 40% coinsurance 

If you need help 
recovering or have 
other special health 
needs 

Home health care 25% coinsurance 40% coinsurance 
Pre-authorization required. 100 visits/plan 
year. 

Rehabilitation services 
Rehabilitative PT/OT: 25% 
coinsurance  
Rehabilitative Speech Therapy: 

Rehabilitative PT/OT: 40% 
coinsurance  
Rehabilitative Speech Therapy: 

Pre-authorization required. 30 combined 
visits/plan year for physical and 
occupational therapies. 30 visits/plan year 



 

  

* For more information about limitations and exceptions, see the plan or policy document at 
https://apps.sentarahealthplans.com/public/ViewCorePlanSOB/CorePlanFilter/DownloadAzureFile?sobFile=%2Fpresales%2F2024%2FEOCC
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Common  
Medical Event 

Services You May 
Need 

What You Will Pay 
Limitations, Exceptions, & Other 

Important Information 
In-Network 

(You will pay the least) 
Out-of-Network 

(You will pay the most) 

25% coinsurance  
Other Services: 25% 
coinsurance 

40% coinsurance  
Other Services: 40% 
coinsurance 

each for speech therapy; and cardiac, 
pulmonary, vascular, and vestibular 
rehabilitation.  

Habilitation services Not covered. Not covered.  None. 

Skilled nursing care 25% coinsurance 40% coinsurance 
Pre-authorization required. 90 days/plan 
year. 

Durable medical 
equipment 

30% coinsurance 40% coinsurance 
Pre-authorization required for single items 
over $750, all rental items, and repair and 
replacement. 

Hospice services 25% coinsurance 40% coinsurance Pre-authorization required. 

If your child needs 
dental or eye care 

Children’s eye exam 
No charge, deductible does not 
apply 

$30 Reimbursement, deductible 
does not apply 

Coverage limited to one exam/plan year 
from participating VSP providers. 

Children’s glasses Not covered Not covered None. 

Children’s dental 
check-up 

Not covered Not covered None. 

 Excluded Services & Other Covered Services: 

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.) 

• Acupuncture • Dental Care (Pediatric) • Routine foot care unless medically necessary 

• Bariatric Surgery • Glasses • Weight Loss Programs and Medications 

• Cosmetic Surgery • Infertility Treatment •   

• Dental Care (Adult) • Long-term care 

 

•   

 

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.) 

• Chiropractic Care • Hearing aids (Adults) 
• Hearing aids (Pediatric) 

• Routine eye care (Adult) 

 • Non-emergency care when traveling outside the 
U.S. (under out-of-network benefit) 

 

Your Rights to Continue Coverage: 



 

  

* For more information about limitations and exceptions, see the plan or policy document at 
https://apps.sentarahealthplans.com/public/ViewCorePlanSOB/CorePlanFilter/DownloadAzureFile?sobFile=%2Fpresales%2F2024%2FEOCC
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For more information on your rights to continue coverage, contact the plan at 1-800-229-1199. There are agencies that can help if you want to continue your coverage 
after it ends. The contact information for those agencies is: Virginia State Corporation Commission, Life & Health Division, Bureau of Insurance, at 1-877-310-6560 or 
bureauofinsurance@scc.virginia.gov; the U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or dol.gov/ebsa/healthreform; or the 
U.S. Department of Health and Human Services at 1-877-267-2323 x61565 or cciio.cms.gov. Other coverage options may be available to you too, including buying 
individual insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit HealthCare.gov or call 1-800-318-2596. 
Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information 
about the Marketplace, visit www.healthcare.gov or call 1-800-318-2596. 
 
Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a 
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also 
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, 
contact: member services at the number on the back of your member ID card. You may also contact the Department of Labor's Employee Benefits Security 
Administration at 1-866-444-EBSA (3272) or dol.gov/ebsa/healthreform; or your state department of insurance at the Virginia State Corporation Commission, Life & 
Health Division, Bureau of Insurance, P.O.Box 1157, Richmond, VA, 23218, 1-877-310-6560 or bureauofinsurance@scc.virginia.gov. 
 

Does this plan provide Minimum Essential Coverage?  Yes 

Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, 
CHIP, TRICARE, and certain other coverage. If you are eligible for Minimum Essential Coverage, you may not be eligible for the premium tax credit. 
 

Does this plan meet the Minimum Value Standards?  Yes 

If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace. 
 

Language Access Services:  

Spanish (Español): Para obtener asistencia en Español, llame al 1-855-687-6260. 

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-855-687-6260. 

Chinese (୰ᩥ): ዴᯝ㟂せ୰ᩥⓗᖎຓ, 寞㋏ᡴ忀୭ྕ䟨 1-855-687-6260. 

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-855-687-6260. 

–––––––––––––––To see examples of how this plan might cover costs for a sample medical situation, see the next page.–––––––––––––––  

 



 

 The plan would be responsible for the other costs of these EXAMPLE covered services.  Page 6 of 6 
 

About these Coverage Examples: 

 

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be 
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing 
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of 
costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage. 

 

Peg is Having a Baby 

(9 months of in-network pre-natal care and a hospital 
delivery) 

 Managing Joe’s type 2 Diabetes 

(a year of routine in-network care of a well-controlled 

condition) 

 Mia’s Simple Fracture 

(in-network emergency room visit and follow up care) 

 

 The plan’s overall deductible 

 

$750 
  

 The plan’s overall deductible 

 

$750 
  

 The plan’s overall deductible 

 

$750 

 Specialist copayment $350   PCP copayment $25   Specialist copayment $70 

 Hospital (facility) coinsurance 15%   Hospital (facility) coinsurance 15%   Hospital (facility) coinsurance 15% 
 Other coinsurance 15%   Other coinsurance 15%   Other coinsurance 15% 
 

This EXAMPLE event includes services like: 

Specialist office visits (prenatal care) 

Childbirth/Delivery Professional Services 

Childbirth/Delivery Facility Services 

Diagnostic tests (ultrasounds and blood work) 

Specialist visit (anesthesia) 
 

  

This EXAMPLE event includes services like: 

Primary care physician office visits (including disease 

education) 

Diagnostic tests (blood work) 

Prescription drugs 

Durable medical equipment (glucose meter) 
 

  

This EXAMPLE event includes services like: 

Emergency room care (including medical supplies) 

Diagnostic test (x-ray) 

Durable medical equipment (crutches) 

Rehabilitation services (physical therapy) 
 

Total Example Cost $12,700  Total Example Cost $5,600  Total Example Cost $2,800 
 

In this example, Peg would pay: 
  

In this example, Joe would pay: 
  

In this example, Mia would pay: 

Cost Sharing  Cost Sharing  Cost Sharing 

Deductibles $750  Deductibles $750  Deductibles $750 

Copayments $400  Copayments $500  Copayments $300 

Coinsurance $1,400  Coinsurance $0  Coinsurance $300 

What isn’t covered  What isn’t covered  What isn’t covered 

Limits or exclusions $0  Limits or exclusions $0  Limits or exclusions $0 

The total Peg would pay is $2,550 
 

The total Joe would pay is $1,210 
 

The total Mia would pay is $1,350 
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Sentara Health Insurance Company 
Sentara Plus 750/25/25% 

City of Chesapeake 

Plan Effective Date: 01/01/2025 
(This Plan is closed to new enrollments effective 1-1-2027) 

Large Group Benefit Summary 
 

This document is not a contract or health plan policy from Sentara Health Plans. If there are any differences between 
this benefit summary and the Sentara Health Plans coverage documents issued when You are enrolled, the 
provisions of the coverage documents will prevail for all benefits, conditions, cost sharing, and limitations and 

exclusions. 

  

This document is an overview of Your Covered Services and Your out-of-pocket cost sharing amounts including any 

Deductibles, Copayment and Coinsurance. There are two benefit columns. One column lists cost sharing amounts 

You will pay for In-Network benefits from Plan Providers. The other column lists cost sharing amounts You will pay 
for Out-of-Network benefits from Non-Plan Providers.You or Your means the Subscriber and each family member 

who is a Covered Person under the Plan. 

Details about Covered Services are in the section “What is Covered." Details about services and treatments that are 

not Covered are in the section “What is Not Covered." 

Some benefits require Pre-Authorization before You receive them. These services are marked with an * in this 

document. 

Some Covered Services may have visit limits. Once a visit limit is reached, no additional services are Covered under 

the benefit. If a service is shown as covered under Out-of-Network benefits visit limits are combined with In-Network 
and Out-of-Network benefits unless otherwise stated. 

Services or treatment You receive Out-of-Network or from Non-Plan Providers will be covered under the Plan’s Out-

of-Network benefits unless: 

1. The Covered Service is an Emergency Service or an air ambulance service; 
2. During treatment at an In-Network Hospital or other In-Network Facility You receive Covered Services from a 

Non-Plan Provider; or 

3. We have approved Your Covered Service in advance as an Authorized Out-of-Network Service. 

 

       For the services above, Members are only responsible for applicable In-Network Copayments, Coinsurance and 

Deductibles which will be applied to In-Network Maximum Out-of-Pocket Amounts.  Members are protected from 

balance billing for these services.      

If Your Plan has a Deductible that is the dollar amount that must be paid out-of-pocket by a Member for Covered 
Services each year before the Plan begins to pay for benefits. Your Plan may have separate Deductibles for In-

Network and Out-of-Network benefits. 

Copayments and Coinsurances listed in this document are amounts You pay directly to a Provider for a Covered 

Service. Copayments are shown as flat dollar amounts. Coinsurance is shown as a percentage of the Plan’s 

Allowable Charge for Your Covered Service. For some benefits You may see the statement, “Cost sharing 
determined by the type and place of service.” For these services Your cost sharing will be based on where You 



Some benefits require Pre-Authorization before You receive them. These services are marked with * in the chart. 
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receive a service, for example in a Physician office or inpatient setting, and/or the type of service. You may also have 

to pay for balance billing amounts that are more than the Plan’s Allowable Charge for a Covered Service from Non-

Plan Providers. 

Your Plan’s Maximum Out-of-Pocket Amount means the total dollar amount Members pay, out-of-pocket for most 

Covered Services during a year. Deductibles, Copayments and Coinsurance for most Covered Services count toward 

the Maximum amount. Your Plan may have separate Maximum Amounts for In-Network and Out-of-Network benefits. 
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Deductible and Maximum Out-of-Pocket Amount (MOOP) 

  In-Network Out-of-Network 

Deductible 

Plan Year 
$750/Individual; 
$1,500/Family 

$1,000/Individual; 
$2,000/Family 

The In-Network and Out-of-Network Deductibles are separate. Most amounts You pay for In-Network Covered 
Services will count toward meeting the In-Network Deductible. Most amounts You pay for Out-of-Network Covered 
Services will count toward meeting the Out-of-Network Deductible. 
The Deductible applies to all Covered Services except for: 

• In-Network Preventive Care Services required by law; 
• Other services in this document shown as Covered without a Deductible. 

If You are the Subscriber, and the only Member Covered under Your Plan, the Individual Deductible amount 
applies. If You have other Family Members on Your Plan the Family Deductible amount applies. The Plan has an 
embedded Individual Deductible within the Family Deductible. If one Family Member meets the Individual 
Deductible his or her benefits will begin. Once the total Family Coverage Deductible is met benefits are available 
for all Family Members. No one Member can contribute more than their Individual Deductible amount to the 
Family Deductible. Copayment or Coinsurance amounts a Member pays for services shown as Covered without 
a Deductible will not count toward meeting the Individual or Family Deductible. 
Any amounts applied to the Plan Deductible during the last three months of the Plan year can be carried forward 
to the next year. 

  In-Network Out-of-Network 

Maximum Out-of-Pocket 
Plan Year 

$4,000/Individual; 
$8,000/Family 

$5,000/Individual; 
$10,000/Family 

The In-Network and the Out-of-Network Maximum Out-of-Pocket Amounts are separate. Most amounts You pay, 
for In-Network Covered Services will count toward meeting the In-Network Maximum. Most amounts You pay, for 
Covered Services Out-of-Network will count toward meeting the Out-of-Network Maximum. 
The following will not count toward the Plan Maximum Amount(s): 

• Amounts You pay for services not covered under Your Plan; 
• Amounts You pay for any services after a benefit limit has been reached; 
• Balance billing amounts that are more than the Plan’s Allowable Charge for a Covered Service from 

Non-Plan Providers; 
• Premium amounts; 
• Amounts You pay for Out-of-Network Services; 
• Copayments, Coinsurance, or Deductibles for Covered Services that are not Essential Health Benefits; 
• Other services in this document that are shown as excluded from the Maximum Amount. 

If You are the Subscriber, and the only Member Covered under Your Plan, the Individual Maximum applies. If 
You have other Family Members on Your Plan the Family Maximum applies. Under Family coverage the 
Individual Maximum applies separately to each covered Family Member. Once the total Family Coverage 
Maximum is met the Family Maximum Amount is satisfied. No one Member can contribute more than their 
Individual Maximum Amount to the Family limit. 
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Benefit In-Network Out-of-Network 

Physician Office Visits 
Your Copayment or Coinsurance applies to Covered Services done during an office visit. You will pay an 
additional Copayment or Coinsurance for outpatient therapies and services, injectable and infused medications, 
allergy care, testing and serum, outpatient advanced imaging procedures, and sleep studies done during an office 
visit. Virtual Consults must be provided by approved Plan providers. For mental health or substance use disorders 
You will pay the Copayment or Coinsurance listed under Mental Health and Substance Use Disorder Services 
Outpatient Office Visits. 
*Pre-Authorization is required for in-office surgery. 

Primary Care Visit You Pay $25 After Deductible You Pay 40% 

Virtual Consult No Charge Not Covered 

Specialist Visit You Pay $70 After Deductible You Pay 40% 

Vaccines and Immunotherapeutic 
Agents 

You are responsible for Coinsurance 
amount up to a maximum of $250 per 

dose. This does not include routine 
immunizations Covered under 

Preventive Care. 

After Deductible You Pay 50% After Deductible You Pay 50% 

Preventive Care 
Recommended preventive care services are Covered at no cost sharing when received from In-Network Plan 
Providers. You may still have to pay an office visit Copayment or Coinsurance when You receive preventive 
care.  (See Your COI under “OFFICE VISIT COPAYMENTS FOR PREVENTIVE CARE”). Some services may be 
provided under Your prescription drug benefit. Please use the following link for a complete list of Covered 
preventive care services: healthcare.gov/what-are-my-preventive-care-benefits. 

Recommended exams, screenings, 
tests, immunizations, and other 

services 
No Charge After Deductible You Pay 40% 

Outpatient Therapies and Services 
You pay a Copayment or Coinsurance amount for each visit at a Physician’s office, a free-standing outpatient 
Facility, a Hospital outpatient Facility, or at home. For home visits the Home Health Visit limit will apply instead of 
the Therapy Services limits listed below.  Visit limits do not apply to outpatient habilitative or rehabilitative therapy 
services if You get that care as part of the Hospice or Early Intervention benefit, or as part of a treatment plan for 
Autism Spectrum Disorder.  Visit limits do not apply to outpatient or home health habilitative or rehabilitative 
therapy services for  mental health conditions or substance use disorders. For Mental Health conditions or 
Substance Use Disorders You will pay the Copayment or Coinsurance listed under Mental Health and Substance 
Use Disorder Services Other Outpatient Services. 

Occupational and Physical Therapy* 
Services limited to 30 combined visits 
per Plan year. 

After Deductible You Pay 25% After Deductible You Pay 40% 

Speech Therapy* 
Services limited to 30 visits per Plan 
year. 

After Deductible You Pay 25% After Deductible You Pay 40% 

Cardiac Rehabilitation* 
Services limited to 30 visits per Plan 
year. 

After Deductible You Pay 25% After Deductible You Pay 40% 
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Benefit In-Network Out-of-Network 

Pulmonary Rehabilitation* 
Services limited to 30 visits per Plan 
year. 

After Deductible You Pay 25% After Deductible You Pay 40% 

Vascular Rehabilitation* 
Services limited to 30 visits per Plan 
year. 

After Deductible You Pay 25% After Deductible You Pay 40% 

Vestibular Rehabilitation* 
Services limited to 30 visits per Plan 
year. 

After Deductible You Pay 25% After Deductible You Pay 40% 

IV Infusion Therapy 

PCP Office Visit 
You Pay $25 

Specialist Office Visit 
You Pay $70 

Outpatient Facility 
After Deductible You Pay 25% 

After Deductible You Pay 40% 

Respiratory/Inhalation Therapy 

PCP Office Visit 
You Pay $25 

Specialist Office Visit 
You Pay $70 

Outpatient Facility 
After Deductible You Pay 25% 

After Deductible You Pay 40% 

Chemotherapy and Chemotherapy 
Drugs* 

PCP Office Visit 
You Pay $25 

Specialist Office Visit 
You Pay $70 

Outpatient Facility 
After Deductible You Pay 25% 

After Deductible You Pay 40% 

Radiation Therapy* 

PCP Office Visit 
You Pay $25 

Specialist Office Visit 
You Pay $70 

Outpatient Facility 
After Deductible You Pay 25% 

After Deductible You Pay 40% 

Pre-Authorized Injectable and 
Infused Medications* 

Includes injectable and infused 
medications, biologics, and IV therapy 

medications that require Pre-
Authorization. Office visit, outpatient 

Facility, or home health Copayment or 
Coinsurance will also apply. Does not 

apply to Chemotherapy Drugs. 

After Deductible You Pay 25% After Deductible You Pay 40% 

Outpatient Dialysis 
You Pay a Copayment or Coinsurance for each visit at any place of service. Coverage also includes home dialysis 
equipment and supplies. 

Dialysis Services After Deductible You Pay 25% After Deductible You Pay 40% 
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Benefit In-Network Out-of-Network 

Outpatient Surgery 
You pay a Copayment or Coinsurance for services provided in a free-standing ambulatory surgery center or 
Hospital outpatient surgical Facility. 

Surgery Services* After Deductible You Pay 25% After Deductible You Pay 40% 

Outpatient Lab, Diagnostic, Imaging and Testing 
You pay a Copayment or Coinsurance for services done in a free-standing outpatient Facility or lab or a Hospital 
outpatient Facility or lab. For mental health conditions or substance use disorders You will pay the Copayment or 
Coinsurance listed under Mental Health and Substance Use Disorder Services Other Outpatient Services. 

Diagnostic Procedures After Deductible You Pay 25% After Deductible You Pay 40% 

X-Ray 
Ultrasound 

Doppler Studies 
After Deductible You Pay 25% After Deductible You Pay 40% 

Lab Work After Deductible You Pay 25% After Deductible You Pay 40% 

Outpatient Advanced Imaging, Testing and Scans 
You pay a Copayment or Coinsurance for services done in a Physician’s office, a freestanding outpatient Facility 
or a Hospital outpatient Facility or lab. For mental health conditions or substance use disorders You will pay the 
Copayment or Coinsurance listed under Mental Health and Substance Use Disorder Services Other Outpatient 
Services. 

Magnetic Resonance Imaging (MRI)* 
Magnetic Resonance Angiography 

(MRA)* 
Positron Emission Tomography 

(PET)* 
Computerized Axial Tomography 

(CT)* 
Computerized Axial Tomography 

Angiogram (CTA)* 
Magnetic Resonance Spectroscopy 

(MRS) 
Single Photon Emission Computed 

Tomography (SPECT) 
Nuclear Cardiology 

Sleep Studies 

After Deductible You Pay 25% After Deductible You Pay 40% 

Maternity Care 
Includes prenatal care, delivery, and postpartum care and services, and home health visits. You must also pay 
Your Inpatient Hospital Copayment or Coinsurance. Recommended preventive care services and screenings are 
Covered under preventive benefits. 

Maternity Care 

*Pre-Authorization is required for 
prenatal services 

After Deductible You Pay 25% After Deductible You Pay 40% 

Inpatient Services 
 

Inpatient Hospital Services* After Deductible You Pay 25% After Deductible You Pay 40% 

Transplants* After Deductible You Pay 25% After Deductible You Pay 40% 
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Benefit In-Network Out-of-Network 

Skilled Nursing Facility Services* 
Limited to a maximum of 90 days per 
Plan year. 

After Deductible You Pay 25% After Deductible You Pay 40% 

Non-Emergent Ambulance Services 
Includes non-Emergency transportation that is Medically Necessary and Pre-Authorized. You pay a Copayment or 
Coinsurance per transport each way. For mental health conditions or substance use disorders You will pay the 
Copayment or Coinsurance listed under Mental Health and Substance Use Disorder Services Other Outpatient 
Services. 

Water and Ground Services Non-
Emergent Transportation* 

After Deductible You Pay $25 and 
You Pay 25%  

After Deductible You Pay 40% 

Air Ambulance Services Non-
Emergent Transportation* 

After Deductible You Pay $25 and 
You Pay 25% 

After Deductible You Pay $25 and 
You Pay 25% 

Emergency Services 
Includes medical Emergency Services, Physician services, Advanced Diagnostic Imaging, such as MRIs and CT 
scans, other Facility charges, such as diagnostic x-ray and lab services and medical supplies provided in an 
Emergency Department, including and independent freestanding Emergency Department, In-Network or Out-of-
Network. 

Emergency Services After Deductible You Pay  25% After Deductible You Pay 25% 

Emergency Ambulance 
After Deductible You Pay $25 and 

You Pay 25% 
After Deductible You Pay $25 and 

You Pay 25% 

Urgent Care Services 
Includes Urgent Care Services, Physician services, and other ancillary services received at an Urgent Care 
Facility. If You are transferred to an Emergency Department from an Urgent Care Center, You will pay the 
Emergency Services Copayment or Coinsurance. For mental health conditions or substance use disorders visit 
limits will not apply and You will pay the Copayment or Coinsurance listed under Mental Health and Substance 
Use Disorder Services Other Outpatient Services. 

Urgent Care Services You Pay $70 After Deductible You Pay 40% 

Mental Health and Substance Use Disorder Services 
Includes inpatient and outpatient services for the treatment of mental health and substance use disorders. Virtual 
Consults must be furnished by approved Plan providers. 
*Pre-Authorization is required for Inpatient Hospital Services, partial hospitalization services, intensive 
outpatient program (IOP) services, Transcranial Magnetic Stimulation (TMS), and electro-convulsive 
therapy. 

Emergency Ambulance After Deductible You Pay 25% After Deductible You Pay 25% 

Emergency Services After Deductible You Pay 25% After Deductible You Pay 25% 

Inpatient Hospital Services* After Deductible You Pay 25% After Deductible You Pay 40% 

Residential Treatment Services* After Deductible You Pay 25% After Deductible You Pay 40% 

Outpatient Office Visits (PCP and 
Specialist) 

You Pay $25 After Deductible You Pay 40% 

Outpatient Office Visits (Virtual 
Consult) 

You Pay $25 Not Covered 

Partial Hospitalization/Intensive 
Outpatient Program Facility 

Services* 
After Deductible You Pay 25% After Deductible You Pay 40% 
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Benefit In-Network Out-of-Network 

Other Outpatient Services* After Deductible You Pay 25% After Deductible You Pay 40% 

Autism Spectrum Disorder* 
Cost sharing determined by the 

type and place of service. 
Cost sharing determined by the 

type and place of service. 

Diabetes Treatment 
Includes supplies, equipment, and education. An annual diabetic eye exam is Covered from an In-Network Plan 
Provider or a participating Vision Services Plan (VSP) provider at the office visit Copayment or Coinsurance 
amount. 

Insulin Pumps* No Charge After Deductible You Pay 40% 

Pump Infusion Sets and Supplies* No Charge After Deductible You Pay 40% 

Testing Supplies 
Includes test strips, lancets, lancet 
devices, Blood Glucose Meters and 

control solution, and Continuous Blood 
Glucose Monitors, sensors, and 

supplies.  
*Pre-Authorization is required for 

talking Blood Glucose Meters 

No Charge After Deductible You Pay 40% 

Insulin, and Needles and Syringes 
for Injection 

Covered under the Plan's 
Prescription Drug Benefit 

Covered under the Plan's 
Prescription Drug Benefit 

Outpatient Self-Management 
Training, Education, Nutritional 

Therapy 
No Charge After Deductible You Pay 40% 

Prosthetic Limb Replacement 
 

Prosthetic Devices and 
Components, repair, fitting, 
replacement, adjustment.* 

After Deductible You Pay 30% After Deductible You Pay 40% 

Durable Medical Equipment (DME) and Supplies 
 

DME, Orthopedic Devices, 
Prosthetic Appliances, Devices 

*Pre-Authorization is required for 
items over $750 

*Pre-Authorization is required for 
repair, replacement and rental 

items. 

After Deductible You Pay 30% After Deductible You Pay 40% 

Early Intervention Services 
For Dependent children from birth to age three. 

Speech and language therapy, 
Occupational therapy, Physical 
therapy, Assistive technology 

services and devices.* 

Cost sharing determined by the 
type and place of service. 

Cost sharing determined by the 
type and place of service. 
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Benefit In-Network Out-of-Network 

Home Health Care 
Includes skilled home health care services. You will also pay a separate Copayment or Coinsurance for therapies 
and infused medications received at home. Visit limits do not apply to outpatient habilitative or rehabilitative 
therapy services for mental health conditions and substance use disorders. 

Home Health Care* 
Limited to a maximum of 100 visits per 
Plan year. 

After Deductible You Pay 25% After Deductible You Pay 40% 

Hospice Care 
 

Hospice Care* After Deductible You Pay 25% After Deductible You Pay 40% 

Vision Care 
The Plan contracts with Vision Services Plan (VSP) to administer this benefit. Services must be received from 
Vision Services Plan (VSP) providers. 

Vision Exams 
Limited to one routine eye exam every 
12 months from a participating VSP 
provider. 

No Charge 
Members will be reimbursed up to 
$30 for one routine eye exam only 

Chiropractic/Osteopathic/Manipulation Therapy 
The Plan Contracts with American Specialty Health Group (ASH) to administer this benefit. Services include 
therapy to treat problems of the bones, joints, and back. Services must be received from ASH providers. 

Chiropractic Services* 
Limited to 25 visits per Plan year. 

After Deductible You Pay 25% After Deductible You Pay 40% 

Reconstructive Breast Surgery 
Includes Covered Services for Members who have had a mastectomy. 

Surgery and Reconstruction* 
Prostheses* 

Physical Complications* 
Lymphedema* 

Cost sharing determined by the 
type and place of service. 

Cost sharing determined by the 
type and place of service. 

Clinical Trials 
Includes “routine patient costs” for a Phase I, Phase II, Phase III, or Phase IV clinical trial that is conducted in 
relation to the prevention, detection, or treatment of cancer or other life-threatening disease or condition. 

Clinical Trial Services* 
Cost sharing determined by the 

type and place of service. 
Cost sharing determined by the 

type and place of service. 

Allergy Care 
 

Allergy Care, Testing, and Serum 
Cost sharing determined by the 

type and place of service. 
Cost sharing determined by the 

type and place of service. 

Telemedicine Services 
Includes the use of interactive audio, video, or other electronic media used for the purpose of diagnosis, 
consultation, or treatment. Your out-of-pocket Deductible, Copayment, or Coinsurance amounts will not exceed 
the Deductible, Copayment or Coinsurance amount You would have paid if the same services were provided 
through face-to-face diagnosis, consultation, or treatment. 

Telemedicine Services 
Cost sharing determined by the 

type and place of service. 
Cost sharing determined by the 

type and place of service. 
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Benefit In-Network Out-of-Network 

Wigs 
Reimbursement for wigs in conjunction 

with chemotherapy 

After Deductible Coverage is limited to a maximum benefit of $250 once 
every 12 months. 

Hearing Aid Rider 

Hearing Aid Services*  
Covered Services include the following 
up to the annual maximum benefit of 
$2,500 per ear:  
 • the hearing aid(s);  
• audiometric specialist office visits for 
fitting, including molds and dispensing;  
• repair, replacement or refurbishment 

of the hearing aid(s)  
 

Replacement is covered only every 36 
months from date of acquisition. 

Batteries and supplies are not covered. 

After Deductible You Pay $70 After Deductible You Pay 40% 
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Notice/Notes/Terms & Conditions: 

Dependent Children enrolled in the Plan are Covered until the end of month they turn 26. 

This Plan does not have pre-existing condition exclusions. 

This Plan does not have annual or lifetime dollar limits on Essential Health Benefits. 

This is a group plan sponsored by Your employer. Your employer will pay the premium to us on Your behalf. Your 

employer will tell You how much You must contribute, if any, to the premium. 

 



Behavioral 
Health Information



Mental/Behavioral Health and Substance Use 

Disorder Services 

Inpatient services, outpatient office visits, and 

virtual counseling for the treatment of mental 

health and substance use disorders are covered as 

medical benefits. 

Pre-Authorization is required for inpatient services, 

partial hospitalization services, intensive outpatient 

program (IOP) services, Transcranial Magnetic 

Stimulation (TMS), and electroconvulsive therapy. 

How to receive services 

• Call Sentara Health Plans at 1-800-648-8420 to 

be directed to a participating behavioral health 

provider. It is not necessary to go through your 

primary care physician.

• Contact a participating behavioral health provider 

directly to arrange for an initial authorization.

If hospitalization is required, the behavioral 

health provider will arrange for admission to the 

appropriate facility. 

Emergency services 

If currently in treatment, contact the attending 

behavioral health provider. 

If not currently receiving care, call Sentara Behavioral 

Health Services, Inc. at 1-800-648-8420, and 

arrangements will be made for the member to be seen 

by a behavioral health professional. In order to ensure 

a prompt response to any clinical emergency, a 

24-hour crisis hotline is available.

If you feel you are engaged in behaviors 

that pose an immediate danger to 

yourself or to the life of another, 

please call 911 or go directly to an 

Emergency Department facility. 

Exclusions 

Non-medical ancillary services are not covered. 

These may include, but are not limited to: vocational 

rehabilitation services, employment counseling, health 

education, expressive therapies, or other non-medical 

services. Residential treatment center care or care 

in other non-skilled settings are not covered when 

services are merely custodial, residential, or domiciliary 

in nature. 

The member is responsible for all applicable 

copayments, coinsurances, and any deductibles 

depending on the type and place of service as listed 

on the Benefit Summary. 

Members should refer to Plan documents for Plan 

copayments, coinsurances, deductibles, and maximum 

out-of-pocket amounts, in addition to coverage 

exclusions and limitations.

Behavioral Health Information

Behavioral Health Crisis 

Line Toll free. Available 

24 hours a day, 7 days a 

week 833-717-2310. 



Other Health 
Insurance Information



Other Health Insurance Information

Health and Preventive Services

Overview

Sentara Heath Plans Department of Health and 

Preventive Services provides individual and group 

programs to improve health and prevent disease. The 

department offers a wide range of services including 

direct mail reminders, health screenings, self-paced 

online programs and resources, flu shot clinics, and 

monthly webinars.

Personalized Health Education

Sentara Health Plans has a powerful resource, MyLife 

MyPlan, to help members adopt healthy behaviors, 

reduce health risks, and lower their lifetime cost of 

care. MyLife MyPlan offers members flexible programs, 

expert guidance, and inspiration to take charge of 

their own health, whether they are continuing healthy 

habits, or making a change to improve their health.

All members have access to WebMD® Health 

Services, a personalized online portal that engages 

and motivates members through tailored content. 

Based on Personal Health Assessment (PHA) 

results, the member will receive personalized 

education to reduce health risks and support 

healthy behavior change. Members can visit 

WebMD® Health Services to learn about specific 

health topics, recipes, newsletters, and other 

health resources. Access WebMD Health Services 

by completing your personal health assessment 

on sentarahealthplans.com/members/members/ 

health-and-wellness/start-your-personal- 

health-assessment.com.

Self-Paced Staying Healthy Programs

Members have 24/7 access to free on-demand 

and self-paced well-being programs to reduce 

cardiovascular health risks and promote health.

• Eating for Life helps participants develop healthy 

eating and exercise habits.

• Get Off Your Butt: Stay Smokeless for Life offers 

support for anyone who wants to quit tobacco use.

• Guided Meditation invites listeners to experience a 

calm, peaceful retreat from everyday stressors.

• Healthy Habits Healthy You offers helpful ways 

to prevent Type 2 diabetes and heart disease with 

healthy food choices, managing body weight, 

exercising, and finding ways to relax and get 

more sleep.

• Tai Chi helps your body to mentally and physically 

relax. The movements enhance your blood flow, 

release muscle tension, and improve your balance.

• The MoveAbout Program assists in the journey to 

become more active and stay healthy.

• Yoga programs include stretching and 

strengthening exercises to help improve flexibility, 

strength, and cardiovascular health. Chair Yoga is 

also available.

For more information visit sentarahealthplans.com/ 

members/health-and-wellness.com.

Patient Identification Manager Reminder System

The Patient Identification Manager Reminder System 

informs members of recommended immunizations 

and preventive health screenings that help fight 

communicable diseases and identify cancer in the 

earliest, most treatable stages. Initiatives of this 

system include:

• mammography reminders

• cervical cancer screening reminders

• healthy pregnancy mailings

• immunization postcards

• birthday cards



Other Health Insurance Information

Health and Fitness Center Discount Program

Sentara Health Plan members have access to premier 

fitness, weight loss, and wellness brands at discounted 

pricing along with the education, resources, and tools 

to engage and motivate members to become more 

active and adopt healthier behaviors. Benefits include:

• savings of 5–35% off retail rates of over 6,000 

fitness facilities and programs designed to engage 

at all fitness levels

• exclusive rates on top-ranked nutrition, weight loss, 

and healthy eating programs

• wellness tools and resources to support and 

motivate members through their wellness journey, 

including special promotions for additional savings

How to Receive Services

For more information on Health and Fitness Center Discounts visit 

sentarahealthplans.com/members/health-and-wellness/discounts.




















































































