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Medicare-Eligible TRS-Care Standard
Health Plan Comparison Chart

Effective Sept. 1, 2016 - Aug. 31, 2017

Benefits

In-Network

TRS-Care 1

Out-of-
Network

Plan P

In-Network

rovisions

TRS-Care 2

Out-of-
Network

In-Network

TRS-Care 3

$5,250 $1,300 $400
Individual Individual Individual
Deductible $10,500 $2,600 $800
Family Family Family
$8,250 $5,800 $4,900
Individual Individual Individual
Annual
Maximum Out-of-
Pocket Limit $16,§OO $11 ,6.00 $9,890
Family Family Family

Preventive Services

Routine Physical Exam
(One per benefit year, in-
cludes office visit, lab work Paid at : o % Paid at , o % Paid at : o %
and childhood 100% Paid at 60% 100% Paid at 60% 100% Paid at 60%
immunizations)
Cervical Cancer Paid at , o % Paid at , o % Paid at : o %
Routine Screening™ 1009 | PadateO%” | e, | PAIEtEO%T | i55e | Paidatb0%
Colorectal Cancer Paid at : o & Paid at . o % Paid at . o %
Screening and Exam*** 100% Rl 100% Reliche 100% Pl Etiewi:
Flu shot Paid at , o % Paid at , o % Paid at : o %
(one per benefit year) 100% | PA4A60% | qgp, | PAAALEORT |, | Paidatbl%
Mammogram Screening
(One per benefit year for Paid at : o % Paid at : o % Paid at , o)
females 35+) 100% Paid at 60% 100% Paid at 60% 100% Paid at 60%
Prostate Screening and
Office Visit . , .
, Paid at , o) % Paid at , o) % Paid at , o) %
(One p:;ral tl):gzgi 3)/ear for 100% Paid at 60% 100% Paid at 60% 100% Paid at 60%
Zostavax Vaccine , , .
o , Paid at , o) % Paid at , o) % Paid at , o) %
( Shlr}%ﬁismg;\e per 100% Paid at 60% 100% Paid at 60% 100% Paid at 60%




Other Medical Services

TRS-Care 2 TRS-Care 3
Benefits In-Network Out-of- In-Network Out-of- In-Network Out-of-
Network Network Network
Physician Services
Office Visits
(Includes lab, X-ray and 20% 40% | $35copay |  40% $25 copay 40%
injections if billed with : . : . o : . o : .
office visit) coinsurance* | coinsurance per visit coinsurance per visit coinsurance
Specialist Visits
(Includes lab, X-ray and 0 0 0 0
e . 20% 40% $35 copay 40% $25 copay 40%
injections if billed with : . . . e , . e : .
o coinsurance* | coinsurance per visit coinsurance per visit coinsurance
office visit)
Walk-In Clinics
(Includes lab, X-ray and 20% 40% | $35copay |  40% $25 copay 40%
injections if billed with , . . . e , . p . .
o coinsurance® | coinsurance per visit coinsurance per visit coinsurance
office visit)
0 0 0 0
Allergy Testing . 20% e 40% ) $35 copay . 40% ; $25 copay . 40% )
coinsurance® | coinsurance per visit coinsurance per visit coinsurance
0 0, 0, 0
Office Surgery . 20% . 40% ) $35 copay . 40% ; $25 copay . 40% )
coinsurance* | coinsurance per visit coinsurance per visit coinsurance
e 20% 40% 20% 40% 20% 40%
Allergy Injections : . . . . . : . : . , .
coinsurance* | coinsurance® | coinsurance® | coinsurance® | coinsurance* | coinsurance
Non-Office-Based 20% 40% 20% 40% 20% 40%
Physician Services coinsurance® | coinsurance® | coinsurance® | coinsurance® | coinsurance® | coinsurance*

Ambulance 20% 20% 20% 20% 20% 20%
(Emergency) coinsurance® | coinsurance® | coinsurance® | coinsurance® | coinsurance* | coinsurance*
Ambulance 20% 20% 20% 20% 20% 20%
(Non-Emergency) coinsurance® | coinsurance® | coinsurance® | coinsurance® | coinsurance® | coinsurance*
Ch!rppractllc Care 20% 40% $35 copay 40% $25 copay 40%
(20 Visits Maximum per : . . . e , . e . .
benefit year) coinsurance* | coinsurance per visit coinsurance per visit coinsurance
Durable Medical
Equipment (DME) 20% 40% 20% 40% 20% 40%
(Precertification required | coinsurance® | coinsurance* coinsurance* coinsurance® | coinsurance® | coinsurance*
for select equipment)
Home Infusion Services 20% 40% 20% 40% 20% 40%
(Precertification required) | coinsurance® | coinsurance™ | coinsurance® | coinsurance® | coinsurance® | coinsurance®
Physical, Occupational, 20% 40% 20% 40% 20% 40%
and Speech Therapy**** | coinsurance* | coinsurance® | coinsurance® | coinsurance® | coinsurance® | coinsurance*
Prosthetics ' 20% 40% 20% 40% 20% 40%
coinsurance® | coinsurance® | coinsurance® | coinsurance® | coinsurance® | coinsurance*
Quest Lab Services : 20% . NOt Paid at 100% Paid at 100%
coinsurance applicable




TRS-Care 1 TRS-Care 2 TRS-Care 3

. Out-of- Out-of- Out-of-
Benefits . . .
In-Network Network In-Network Network In-Network Network
Extended Services
20% 40% 20% 40% 20% 40%
Convalescent Care : . : . , . , . . . : .
coinsurance* | coinsurance* | coinsurance* | coinsurance* | coinsurance coinsurance
20% 40% 20% 40% 20% 40%
Home Health Care : . : . , . , . . . : .
coinsurance* | coinsurance* | coinsurance* | coinsurance* | coinsurance coinsurance
Hosbice 20% 40% 20% 40% 20% 40%
P coinsurance* | coinsurance* | coinsurance* | coinsurance® | coinsurance* | coinsurance*
0, 0, 0, 0, 0, 0,
Private Duty Nursing 20% 40% 20% 40% 20% 40%

coinsurance® | coinsurance* | coinsurance® | coinsurance® | coinsurance* | coinsurance®
Hospital / Facility Services

20% 40% 20% 40% 20% 40%

Emergency Room , . : . , . , . . . : .
coinsurance* | coinsurance® | coinsurance® | coinsurance® | coinsurance* | coinsurance

Inpatient
Hospital
(if medically necessary, 20% 40% 20% 40% 20% 40%
semi-private room and | coinsurance® | coinsurance® | coinsurance® | coinsurance® | coinsurance® | coinsurance®
board or
intensive care unit)
Other
. 20% 40% 20% 40% 20% 40%
Inpatient Charges , . , . , . , . , . , .
coinsurance* | coinsurance® | coinsurance* | coinsurance® | coinsurance* | coinsurance
Outpatient Hospital 20% 40% 20% 40% 20% 40%
coinsurance® | coinsurance® | coinsurance® | coinsurance® | coinsurance* | coinsurance®
Ambulatory Surgical 20% 40% 20% 40% 20% 40%
Center coinsurance* | coinsurance® | coinsurance® | coinsurance® | coinsurance® | coinsurance®
Behavioral Health (Mental Health and Chemical Dependency)
Inpatient Facilit 20% 40% 20% 40% 20% 40%
P y coinsurance* | coinsurance® | coinsurance* | coinsurance® | coinsurance* | coinsurance*
. . 20% 40% 20% 40% 20% 40%
Inpatient Physician : . : . , . , . , . : .
coinsurance® | coinsurance® | coinsurance® | coinsurance® | coinsurance* | coinsurance
. . 20% 40% 20% 40% 20% 40%
Outpatient Services , . , . . . . . : . : .
coinsurance* | coinsurance® | coinsurance®* | coinsurance* | coinsurance® | coinsurance
Office Visit 20% 40% $35 copay 40% $25 copay 40%
coinsurance® | coinsurance* per visit coinsurance* per visit coinsurance*

*The amount you are responsible for after you meet the deductible

**One per benefit year for females 18+; HPV screening included for females 30+

***Ages 50+; fecal occult blood annual with office visit, and flexible sigmoidoscopy every five years; or colonoscopy every 10 years as outpatient
service

****May require periodic review




Prescription Drug Plans for TRS-Care

TRS-Care 1
Up to 90-day supply at
Drua Tier 31-day supply at retail Up to 31-day supply at Retail-Plus
9 pharmacies Retail Pharmacy pharmacies and through
home delivery
Tier 1: Generic Drugs A 203k At
' g after deductible after deductible after deductible
. . 20% 20% 20%
Tier 2: Preferred Brand Drugs after deductible after deductible after deductible
.o 20% 20% 20%
Tier 3: Non-Preferred Drugs after deductible after deductible after deductible
. . . 20% 20% 20%
Tier 4: Specialty Tier Drugs after deductible after deductible after deductible
TRS-Care 2
Up to 90-day supply at
Drua Tier 31-day supply at retail Up to 31-day supply at Retail-Plus
9 pharmacies Retail Pharmacy pharmacies and through
home delivery
Tier 1: Generic Drugs $13 $23 $25
Tier 2: Preferred Brand Drugs $40 $50 $100
Tier 3: Non-Preferred Drugs $65 $75 $165
Tier 4: Specialty Tier Drugs $65 $75 $165
TRS-Care 3
Up to 90-day supply at
Drua Tier 31-day supply at retail Up to 31-day supply at Retail-Plus
9 pharmacies Retail Pharmacy pharmacies and through
home delivery
Tier 1: Generic Drugs $13 $23 $25
Tier 2: Preferred Brand Drugs $30 $40 $65
Tier 3: Non-Preferred Drugs $50 $60 $105
Tier 4: Specialty Tier Drugs $50 $60 $105

SAVINGS INFORMATION
* If you fill a prescription for a brand-name medication when a generic is available,
ou will pay the generic copay, plus the difference in cost between the brand and the
generic.

* If you fill more than a 31-day supply of maintenance medication through a non-
Retail-Plus pharmacy, you will pay a $10 convenience fee in addition to your copay.
You can avoid this fee by getting your prescriptions through mail order or by using a
Retail-Plus pharmacy.




DISCRIMINATION IS AGAINST THE LAW
The Teacher Retirement System of Texas complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex. The Teacher Retirement
System of Texas does not exclude people or treat them differently because of race, color, national origin,
age, disability, or sex.

The Teacher Retirement System of Texas:
* Provides free aids and services to people with disabilities to communicate effectively with us, such as:
0 Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, other
formats)

* Provides free language services to people whose primary language is not English, such as:
0 Qualified interpreters
0 Information written in other languages

If you need these services, contact Karen Harper.

If you believe that the Teacher Retirement System of Texas has failed to provide these services or
discriminated in another way on the basis of race, color, national origin, age, disability, or sex, you can file
a grievance with: Karen Harper, Health and Insurance Benefits Consultant, 1000 Red River Street,
Austin, Texas, 78701 512-542-6737, 512-542-6575, karen.harper@trs.texas.gov. You can file a grievance
in person or by mail, fax, or email. If you need help filing a grievance, Karen Harper is available to help
you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office
for Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services

200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.




MULTI-LANGUAGE INTERPRETER SERVICES

ATTENTION: If you speak English, language assistance services, free of charge, are available to you.
Call 1-888-237-6762 (TTY: 711).

ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia lingiistica.
Llame al 1-888-237-6762 (TTY: 711).

CHU Y: Néu ban néi Tiéng Viét, cé cac dich vu hd tro ngdn ngk mién phi danh cho ban. Goisé 1-
888-237-6762 (TTY. 711).

R ORGERAER T VLB EGASRYIR - 55EE 1-888-237-6762 (TTY 1 711) -

=9 TI=UHE AESHAIE ER, 0 AE MHIAE REZ2 0|25t == JUSLICH 1-888-237-6762
(TTY: 7MNHH 2= Heto FHAIL

aall il o3 ) 888-237-6762-1 af s doadl | Glanally <l 80 435 45 pallf Sac Liall land, (8 (Aall S0 Coaahh i€ 13 1Ak ala
(711 1840
1-888-237-6762 1S JS . L lftad (e iha ek (S s (S G S s e bl Sloa
(TTY: 711).

PAUNAWA: Kung nagsasalita ka hg Tagalog, maaari kang gumamit hg mga serbisyo ng tulong sa
wika nang walang bayad. Tumawag sa 1-888-237-6762 (TTY. 711).

ATTENTION : Sivous parlez frangais, des services d'aide linguistique vous sont proposés
gratuitement. Appelez le 1-888-237-6762 (ATS : 711).

A & FTE 39 TEEY atete & a1 3179k Tl FoheT 3 97197 WETIlT YalTd 3uefees | 1-888-237-6762 (TTY:
711) 9T shieT HY|

1-888-237-6762 (TTY: 711) L 18U (e adh b Lad (gl 0 85 o sams U5 Ol € o SO s 8 (5 45 S dags
B ol

ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfligung. Rufhummer: 1-888-237-6762 (TTY: 711).

YUoll: % dN ferlcdl olleddl &, dl [A:ges etnll Holad Al dHRL HI2 GUuded B, Slot 52 1-888-
237-6762 (TTY: 711).

BHAMAHWE: Ecnu Bbl roBopuUTe Ha pyCCKOM A13blKe, TO Bam AOCTYMHbl GecnnaTHble YCnyru nepeeoja.
3eoHuTe 1-888-237-6762 (Tenetann: 711).

AEREH: AFFTRINEG. BHOSEEZ MAWZITES, 1-888-237-6762
(TTY:711) £T, BEFEICTITER (LS,

Yog90: 1o WIneSrwam 990, NML3NWgoucEiodWIZ, ToulcSyen, ccuvDuenlviiw.
lns 1-888-237-6762 (TTY: 711).



