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Effective May 1, 2008 through April 30, 2009

BENEFITS Unicare Pays You Pay

DEDUCTIBLE & LIFETIME MAXIMUM

ANNUAL DEDUCTIBLE

OOP COPAYMENT MAXIMUM (2X FAMILY)

INDIVIDUAL LIFETIME MAXIMUM

PREVENTATIVE CARE

ROUTINE PHYSICAL EXAMS

DIAGNOSTIC X-RAY & LAB TESTS

IMMUNIZATIONS $25 COPAYMENT PER VISIT

ALLERGY TREATMENT & TESTING

WELLNESS CARE

PHYSICIAN SERVICES

OFFICE VISITS TO HEALTHCARE PROVIDER PCP - $25 COPAYMENT PER VISIT

 (PCP & Specialty) Specialty - $50 COPAYMENT PER VISIT

 $25 COPAYMENT

(initial prenatal visit only)

DELIVERY & POST PARTUM CARE 100% $0 

HOSPITAL SERVICES

INPATIENT (semi-private room) 100% AFTER COPAYMENT $400 COPAYMENT 

OUTPATIENT SURGERY 100% $0 

$75 COPAYMENT

(waived if admitted)

OTHER SERVICES

$0 up to 60 days per condition

100% AFTER 60 visits per condition

$0 up to 60 visits per condition

100% AFTER 60 visits per condition

DURABLE MEDICAL EQUIPMENT 100% 0%

(Rental or purchase per plan decision)

EYE EXAMS

(Screening for and treatment of eye disease and eye surgery 

every 24 months.)

REHABILITATIVE SERVICES

OUPATIENT REHABILITATION:                                     

Physical, Occupational & Speech Therapy
100% after copayment, up to 60 visits per calendar year

$25 copayment per visit up to 60 visits per calendar year, 

then 100%.

MENTAL HEALTH

INPATIENT: 100% up to 30 days per calendar year.                                                               

OUTPATIENT: 100% after copayment, up to 20 visits per 

calendar year

INPATIENT:  $0 up to 30 days per calendar year, then 100%.  

OUTPATIENT: $20 copayment per visit up to 20 visits per 

calendar year, then 100%.

SUBSTANCE ABUSE

INPATIENT: 100% up to 30 days per calendar year.                                                               

OUTPATIENT: 100% after copayment, up to 20 visits per 

calendar year

INPATIENT:  $0 up to 30 days per calendar year, then 100%  

OUTPATIENT: $20 copayment per visit up to 20 visits per 

calendar year, then 100%.

PRESCRIPTION DRUG BENEFIT

COPAYMENTS:

$15 level 1 / $30 level 2 / $60 level 3

PROCEDURES AND DEFINITIONS  
Lifetime Maximum: Psychiatric, Alcohol & Drug Related 

Services

Coordination of Benefits

Copay

Medical Emergency

(Continued on Page 2)

Plan includes $15,000 life insurance for primary insured only (doubled for AD&D).

For a more complete list of the Unicare HMO benefits, see  www.abcins.com.

SKILLED NURSING FACILITY 100% Up to 60 days per condition

HOME HEALTHCARE

100% AFTER COPAYMENT

The lifetime maximum benefit for psychiatric, alcohol and drug related services is $50,000 combined in- and out- patient 

service.

All benefits are subject to coordination of benefits with other plans.  The total benefits payable under this plan for a covered 

person when combined with other group health plan benefits will not be more than 100% of allowable charges.

UNICARE HMO BENEFITS

PRESCRIPTIONS

EMERGENCY CARE 100% AFTER COPAYMENT

100% AFTER COPAYMENT

MATERNITY - PRENATAL 100%

Services and supplies must be provided or 

authorized by your Primary Care Physician

100% AFTER COPAYMENT $35 COPAYMENT PER VISIT

100% AFTER COPAYMENT

NOT APPLICABLE

$1,500 

UNLIMITED

100% Up to 60 visits per condition

The amount a patient is required to pay to a network provider at the time of service.

Medical conditions of sufficient severity such that a layperson could reasonably expect the absence of immediate medical 

attention to result in serious jeopardy of the person's health, serious impairment to bodily functions, or serious dysfunction of 

any organ or part.

Page 1



CHCA UNICARE HMO BENEFITS
Effective May 1, 2008 through April 30, 2009

Services and supplies not covered by plan

- -

- -

- - Eye surgery to correct myopia, hyperopia or astigmatism.  

- Cosmetic surgery and supplies. 

- - Sex changes and reversal of previous voluntary sterilization.   

- Charges made by the employer or close relative.  

- - Over the counter drugs and items.  

- Services and supplies for weight loss.  

- - Blood or blood plasma including the collection and storage. 

- Procedures specific to sex preselection and/or determination.  

- - Collection and storage of sperm, oocytes, or embryos for later use. 

- Transportation except for emergency transportation.  

- - Services and supplies required by court decree. 

- Non-medical costs.  Non-eligible drugs.

- - Visits, days and maximum amounts over the plan limits.

-

Employee only $ 639.74
Employee & Spouse $ 1,462.45
Employee & children $ 1,273.42
Family $ 2,242.40

How to find a participating physician on Unicare's website

1.  Go to www.unicare.com

2.  Click on "Find a Doctor"

3.  Select "Visitor Search" and "Continue"

4.  Select "Large Group Plans" and "Continue"

5.  Under "Select a Plan", click on the arrow for a drop down menu.

        Scroll down and select "Unicare HMO Performance (Metro Chicago)", then "continue"

6.  Under "Select a Provider Type", click on the arrow for a drop-down menu to make your choice(s), then "continue".

7. Select either "Search by Location" or "Search by Name", provide search criteria, then choose "Find Providers Now"

       or "Further Refine Search" for "Additional Search Criteria" 

8.  If you get the response "No provider met the preferences you selected", you must broaden your search.

OR call Unicare Member Services at (312) 234-8855 to find a network physician or hospital.

Good through April 2009

Planned home deliveries and delivery outside the service area against 

medical advice.  

Treatment of foot conditions except for a open cutting operation, 

removal of nail root and treatment in connection with metabolic or 

peripheral vascular disease or of a neurological condition.

Fees over usual and prevailing charge for non-participating 

providers in connection with a medical emergency.

Dental and related services.  Treatment for temporo-mandibular 

joint syndrome.

Custodial care.  Personal comfort and convenience items and services.  

CHCA Unicare HMO Rates

Services and supplies in connection with a medical emergency after 48 

hours unless proper notice and primary care physician authorized.

Services and supplies furnished by the U.S. government and at 

public facilities.  

Corrective appliances and artificial aids including hearing aids.  

Hearing aid exams to determine the need for hearing aids or to 

adjust them. 

Services and supplies that are not authorized by the primary care 

physician except treatment for medical emergencies in the first 

48 hours of onset.

Services that are not medically necessary.  Services that are 

experimental, investigational and/or educational. 

Routine exams and immunizations solely for the purpose of  

insurance, licensure, employment or travel. 

Work related illnesses or injuries.  Services and supplies relating 

to military service connected disabilities.  
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Community HealthCare Alliance
12137 Rhea Drive, Unit A
Plainfield, IL  60544
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