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Oxford Plan # 1 Oxford Plan #2 Oxford Plan #3 Oxford Plan #4 Oxford Plan #5 Oxford Plan #6 Oxford Plan #7 Oxford Plan #8
Freedom Freedom Liberty Liberty Freedom Freedom Liberty Direct Freedom
HS.A, POS HMO EPO POS HSAs POS EPO
Www.0xhp.com Ww.0xhp.com viwve.oxhip.com Yowvy.oxhp.com Y0viW,0xho.com yiww.oxhp.com
Irdividual: $531.89 Indwidual: $765.01 Tndidual; $446.00 Tradividualz $573.71 Iredivicual $656.21 Indridual $393.70 Indvidual $597.54 Indvidual $604.49
[Monthly Rates Emp & Spouse: $1,158.17  |Emp & Spouse: $1,671.03  |Emp & Spouse: $969.19  |Emp & Spouse: $1,250.04  [Emp & Spouse: $1,453.68 |Fmip & Spouse: $854.43 |Emp & Spouse: $1,302.58  |emp & Spouse: $1,217.83
: Emp/Chid{ren): $975.51 Emp/Chidiren): $1,406.76  |Emp/Chid{ren): $816.60 Emp/Chid (ren): $1,052.87 EmgyChid (ren): $1,224.00 Emp/Chd (ren): $719.84 Emp/Chid (ren): $1,096.95 Emp/Chid (ren): $1,109.81
Family: $1,617.87  |Famip $2,350.53  [Famdy: $1,360.60  |Famiy $1,757.49  [Femip $2,044,25 Famity: $1,199.47 Family: $1,866.62  [Famly: $1,852.94
Referrals Required Referrals Required Referrals Required Ho Referrals Required No Referrals Required No Referrals Required No Referrals Required Ho Referrals Required
In-Net: $1250/$2500 In-Met: NfA In-Net: NJA In-Net: N/A In-Het: NfA In-Net: $2,850/$5,700 In-Het: $500/$1,000 In-Het: NfA
Out-Het: N/A Out-Net: $1,000/43,000 Out-Net: N/A Out-Net: H/A Qut-Het: $3,000/$%,000 Out-Ket: NJA Qut-Net: $1,000/42,000 Out-et: N/A
[L; etime Maximum Untmited Untimited Untmited Untimited Untimited Uniimited Qut-Het: $1,000,000 Unimited
e el Y In-Net: 1003 In-Net: 100% In-Het: 100% In-Net: 100% In-Het: 100% In-Net: 100% In-Het: 90% of $10,000 In-Ret: 100%
Coinsurance
Qut-Net: NfA Qut-Net: 70% of $10,000 Out-Het: N/A Cut-Net: N/A Qut-Net: 7035 of $10,000 Out-Het: N/A Qut-Net: 70% of $10,000 Out-Net: H/A
) ey In-Net: 100% After Deductible In-Net: $25/$40 In-Het: $30/$50 Copay In-Het: $25/$50 In-Net: $30/450 In-Net: 100% After Deductible In-Net: 90% After Deductible In-Net: $25/$50
Office Co-payments.
Qut-Net: NfA Qut-Net: 70% after Deductible Out-Het: M/A Qut-Net: N/A Out-Net: 70% after Deductible Out-Het: N/A Qut-Net: 70% after Deductible QOut-Net: N/A
- ) In-Net: $250 per day (§1,250 | In-Net: $500 per day, $1,000 max per]  In-Net; $300 per day (5 day max) Tn-Net: $500 per admission In-Net: $300 per day (5 day max)
AN In-Net: 100% After Deductible calendar yr max), $250 Qutpatient admission Inpatient/$150 Copay Inpatient/$300 Copay Outpaticnt Inpatient/$500 Copay Qutpatient In-Het: 1003% After Ded In-Net: 90% After Deductible Inpatient/$300 Copay Outpatient
Hbﬁﬂtﬁls Surgery Copay Outpatiant Surgery Surgery Surgery Surgery
v In-Net: 100% After Deductible Out-Net: 70% after Deductible Qut-Net: N/A HfA Out-Net: 70% After Deductible N/A Out-Net: 70% After Deductible OQut-Het: N/A
Generic: $10 Generic: $10 Gereric: $15 Generic: $10 Generic: $15 Generic: $10 Generic: $15 Generic: $10
Preferred: $25 Preferred: §25 Preferred: $35 Prefarred:; $25 Preferred: $30 Preferred; $25 Preferred: $30 Preferred; $25

Hon-Preferred; $50

Non-Preferred: $50

Hon-Preferred: $75

Hon-Preferred: $50

Hon-Preferred: $60

Hon-Preferred; 450

Non-Preferred: $60

Hon-Preferred: $50

Subject to Deductible

£50 Annual Deductible- Watved for
Generic.

$100 Annual Deductible- Walved for
Generic.

450 Annual Deductible- Walved for
Generic.

$100 Annual Deductible- Waived for
Generic.

Subject to Deductible

$100 Annual Deductible- Waived for
Generic.

$100 Annual Deductible- Watved for
Generic,

Annual Madmum: Untmited

Annual Maximum: Unfimited

Annual Maximum: Unfmited

Annual Maximum: Untimited

Annual Maximum: $3,000

Annual Haximum: Untimited

Annuzl Maximum: $3,000

Annual Maximum: Unlimited

In-Ket: 1005 After Deductible

$75 Copay Waived If Admitted

$150 Copay

475 Copay Waived If Admitted

days max per calendar yr.)

days max per catendar yr.)

$150 Copay Walved If Admitted In-Net: 100% After Ded 90% AfRter Deductible 475 Copay Walved If Admitted
19/23 yrs 19/23 yrs 19723 yrs 19/23 y1s 19/23 yrs 19/23 yrs 19/23 yrs 19/23y1s
In-Net: $100 % After Deductible-30 | In-Het: $250 copay per day- 30 days (ﬂ:};ﬁ;ﬂiﬁﬂﬁ:ﬁ"gﬂ’;‘m’f:g PST | In-Het: $300 per day (5 day max) 30 | In-Het: $500 per dmission- 30 Days | In-Het: 100% After Deductble-30 | In-Ret: 903 After Deductbia-30 days| In-Het: $300 per day (5 day max) 30
days max per calendar yr per yr. max ($1,250 Calendar max) ; ;1 P : Days per calendar yr max. per calendar yr max. days per yr, max per yr. max Days per calendar yr max.
o Out-Het: 70% after Deductible (30 - - Qut-Het: 50% after Deductible (30 - Out-Net: 70% after Deductible (30 R,
Out-Het: N/A days max per calendar yr.) Out-Net: N/A Out-Net: N/A Qut-Net: N/A Out-Net: NfA

other liiness)

In-Net: $100 % After Deductible-30
days max per calendar yr

In-Net: $40 Copay per office visit (30
visits max per calendar yr.)

In-Net: $50 Copay-30 visits max per
calendar yr

In-Net: $50 Copay per office visit (30
visits max per calendar yr.)

In-Net: $50 Copay per office visit (30
visits max per calendar yr.)

In-Het: 100% After Deductible-30
visits per yr. max

In-Het: 90% After Deductible-60 days
per yr, max

In-Net; $50 Copay per office visit (30
visits max per calendar yr.)

QOut-Net: N/A

Qut-Net: 70% after Deductitle (30
days max per calendar yr.)

Out-Net: N/A

Out-Net: N/A

Qut-Net: 50% after Deductible (30
days max per calendar yr.)

QOut-Net: NfA

Qut-Het: 70% after Deductible (60
days max per catendar yt.)

Out-Net: N/A

[Chiropractic

In-Het: 100% ARer Deductible

In-Net: $40 Copay

In-Net:$50 Copay

In-Net: $50 Copay

In-Net: $50 Copay

In-Net: 100% After Ded

In-Het: N/A

In-Het: $50 Copay

Out-Net: N/A

QOut-Net: 70% After Deductible

Out-Net: N/A

N/A

Qut-Het: 70% After Deductible

Out-Het: NfA

Qut-Net: N/A

Qut-Net: N/A

I have placed an "X" in the red box above the plan I have chosen.

My new premium is $.

are due monthly i

dvance T

(rate includes $10.00 monthly administrative billing fee) and a check in this amount is enclosed.

Please accept this completed form as acknowledgment of my 2010 plan election:

Signature

Date

i in B

Print Name

Company Name



