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Benefit 

In-Plan Providers Out-of-Plan Providers 

Deductible 

Applies 

Copay or Coinsurance Deductible 

Applies 

Copay or Coinsurance 

Physician/Surgeon Fees for Inpatient 

services 

Yes 30% Coinsurance after you 

have met the deductible 

Yes 50% Coinsurance after 

you have met the 

deductible  

Mental Health and Substance Abuse Services 

Facility Fees for Mental Health and 

Substance Abuse Disorder Services 

Yes 30% Coinsurance after you 

have met the deductible 

Yes 50% Coinsurance after 

you have met the 

deductible and $750 

Reduction of Benefit if 

Prior Auth is required 

and not obtained 

Intermediate services including but not 

limited to: 

 Intensive Outpatient Programs 

 Partial Hospitalization 

Yes 30% Coinsurance after you 

have met the deductible 

Yes 50% Coinsurance after 

you have met the 

deductible 

Neuropsychological Evaluations# No $20 Copay Yes 20% Coinsurance after 

you have met the 

deductible 

Office Visits No $20 Copay Yes 20% Coinsurance after 

you have met the 

deductible 

Autism Spectrum Disorder 

Services to diagnose and treat Autism Spectrum Disorder include: 

 Habilitative or Rehabilitative 

care includes applied behavioral 

analysis (ABA)# 

No $20 Copay Yes 20% Coinsurance after 

you have met the 

deductible 

 Other test to diagnose ASD# 

(some test may require Prior 

Approval) 

Depends on 

type of test 

listed 

elsewhere 

in this chart 

Copay amount depends on 

type of test as listed elsewhere 

in this chart (Lab Services, 

Diagnostic Imaging, 

Diagnostic Testing, etc.) 

Yes 20% Coinsurance after 

you have met the 

deductible 

 Prescription drugs See 

Prescription 

Drug 

benefit 

Cost sharing varies by Tier Not Covered 

 Psychiatric Care No $20 Copay Yes 20% Coinsurance after 

you have met the 

deductible 

 Psychological Care No $20 Copay Yes 20% Coinsurance after 

you have met the 

deductible 

 Therapeutic Care: 

o Services provided by 

licensed or certified 

speech therapists, 

occupational therapists, 

physical therapists 

No $35 Copay Yes 20% Coinsurance after 

you have met the 

deductible 

o Services provided by 

licensed or certified social 

worker 

No $20 Copay Yes 20% Coinsurance after 

you have met the 

deductible 
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Benefit 

In-Plan Providers Out-of-Plan Providers 

Deductible 

Applies 

Copay or Coinsurance Deductible 

Applies 

Copay or Coinsurance 

Cleft Palate and Cleft Lip for Children# 

Services to cover the treatment of cleft lip and cleft palate includes: 

 Medical, dental, oral and facial 

surgery 

Yes 30% Coinsurance after you 

have met the deductible 

Yes 50% Coinsurance after 

you have met the 

deductible and $750 

Reduction of Benefit if 

Prior Auth is required 

and not obtained 

 Specialist visit (including oral 

and plastic surgeons, 

orthodontists, dentist and 

audiologists) 

No $35 Copay Yes 20% Coinsurance after 

you have met the 

deductible 

 Speech therapy Yes $35 Copay after you have met 

the deductible 

Yes 20% Coinsurance after 

you have met the 

deductible 

Dental Services 

Pediatric Dental Services for members under age 19 described later in the chart 

Surgical Treatment of Non-Dental Conditions# 

(Some services are subject to the Outpatient Surgical Services and Procedures Copay/Coinsurance.  Deductible may apply to some 

office services) 

Emergency Dental Care in an 

Emergency Room 

Yes 30% Coinsurance after you 

have met the deductible 

Yes 30% Coinsurance after 

you have met the 

deductible 

Diabetic Treatment, Services & Supplies 

 Outpatient Services No $35 Copay Yes 20% Coinsurance after 

you have met the 

deductible 

 Lab Services Yes 30% Coinsurance after you 

have met the deductible 

Yes 50% Coinsurance after 

you have met the 

deductible 

 Durable Medical Equipment# 

(some DME requires Prior 

Authorization) 

Yes 20% Coinsurance after you 

have met the deductible 

Yes 40% Coinsurance after 

you have met the 

deductible and $750 

Reduction of Benefit if 

Prior Auth is required 

and not obtained 

o Insulin pumps & insulin 

pump supplies# 

Yes $0 Copay after you have met 

the deductible 

Yes 20% Coinsurance after 

you have met the 

deductible and $750 

Reduction of Benefit if 

Prior Auth is required 

and not obtained 

 Prescription Drugs See 

Prescription 

Drug 

benefit 

Cost sharing varies by Tier Not Covered 

 Group Diabetic Education 

Services 

No $20 Copay Yes 20% Coinsurance after 

you have met the 

deductible 
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Benefit 

In-Plan Providers Out-of-Plan Providers 

Deductible 

Applies 

Copay or Coinsurance Deductible 

Applies 

Copay or Coinsurance 

 Individual Diabetic Education No $35 Copay Yes 20% Coinsurance after 

you have met the 

deductible 

Durable Medical Equipment, Prosthetic Equipment & Medical/Surgical Supplies 

Durable Medical Equipment# (some 

items require Prior Authorization) 

Yes 20% Coinsurance after you 

have met the deductible 

Yes 40% Coinsurance after 

you have met the 

deductible and $750 

Reduction of Benefit if 

Prior Auth is required 

and not obtained 

Prosthetic Limbs Yes 20% Coinsurance after you 

have met the deductible 

Yes 40% Coinsurance after 

you have met the 

deductible 

Without Prior Auth, 

member is responsible 

for all costs 

Wigs (Scalp Hair Prosthesis) for hair 

loss due to treatment of any form of 

cancer, leukemia or permanent hair loss 

due to injury (one wig per Calendar 

Year; you are responsible for 

copay/coinsurance plus any additional 

cost over the Allowable Amount) 

Yes 20% Coinsurance after you 

have met the deductible 

Yes 40% Coinsurance after 

you have met the 

deductible  

Family Planning Services 

Office Visit (Deductible may apply to 

some office services) 

No $35 Copay Yes 20% Coinsurance after 

you have met the 

deductible 

Maternity Care 

Delivery/Hospital Care for Mother and 

Child (coverage for child limited to 

routine newborn nursery charges.  For 

continued coverage, child must be 

enrolled within 31 days of date of birth) 

Yes 30% Coinsurance after you 

have met the deductible 

Yes 50% Coinsurance after 

you have met the 

deductible 

Non-routine Prenatal and Postpartum 

Care 

No $35 Copay Yes 20% Coinsurance after 

you have met the 

deductible 

Infertility Services# 

 Facility Fees for Inpatient 

Care# 

Yes 30% Coinsurance after you 

have met the deductible 

Yes 50% Coinsurance after 

you have met the 

deductible. Without 

Prior Auth, member is 

responsible for all costs 

 Physician/Surgeon Fees for 

Inpatient Care 

Yes 30% Coinsurance after you 

have met the deductible 

Yes 50% Coinsurance after 

you have met the 

deductible. Without 

Prior Auth, member is 

responsible for all costs 

 Lab Test# Yes 30% Coinsurance after you 

have met the deductible 

Yes 50% Coinsurance after 

you have met the 

deductible. Without 

Prior Auth, member is 

responsible for all costs 
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Benefit 

In-Plan Providers Out-of-Plan Providers 

Deductible 

Applies 

Copay or Coinsurance Deductible 

Applies 

Copay or Coinsurance 

 Office Visit (Deductible may 

apply to some office services) 

No $35 Copay Yes 20% Coinsurance after 

you have met the 

deductible. Without 

Prior Auth, member is 

responsible for all costs 

 Outpatient Surgery & Procedures# (cost sharing varies by location of service) 

o Facility Fees from services 

rendered in Hospital, 

Ambulatory Surgical Center 

or other approved facility 

Yes 30% Coinsurance after you 

have met the deductible 

Yes 50% Coinsurance after 

you have met the 

deductible. Without 

Prior Auth, member is 

responsible for all costs 

o Physician/Surgeon Fees for 

services rendered in 

Hospital, Ambulatory 

Surgical Center or other 

approved facility 

Yes 30% Coinsurance after you 

have met the deductible 

Yes 50% Coinsurance after 

you have met the 

deductible. Without 

Prior Auth, member is 

responsible for all costs 

o Services rendered in PCP 

Office including OB/GYN, 

Nurse Practitioner 

No 

 
$20 Copay Yes 20% Coinsurance after 

you have met the 

deductible. Without 

Prior Auth, member is 

responsible for all costs 

o Services rendered in 

Specialist Office 

No $35 Copay Yes 20% Coinsurance after 

you have met the 

deductible. Without 

Prior Auth, member is 

responsible for all costs 

Other Services# 

Home Health Care Services# Yes $0 Copay after you have met 

the deductible 

Yes 20% Coinsurance after 

you have met the 

deductible and $750 

Reduction of Benefit if 

Prior Auth is required 

and not obtained 

Hospice Services# Yes $0 Copay after you have met 

the deductible 

Yes 20% Coinsurance after 

you have met the 

deductible and $750 

Reduction of Benefit if 

Prior Auth is required 

and not obtained 

Infusion Therapy# Yes $0 Copay after you have met 

the deductible 

Yes 20% Coinsurance after 

you have met the 

deductible and $750 

Reduction of Benefit if 

Prior Auth is required 

and not obtained 

Kidney Dialysis Yes $0 Copay after you have met 

the deductible 

Yes 20% Coinsurance after 

you have met the 

deductible 

Nutritional Support including non-

prescription enteral formulas# 

Yes $0 Copay after you have met 

the deductible 

Yes 20% Coinsurance after 

you have met the 

deductible 
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Benefit 

In-Plan Providers Out-of-Plan Providers 

Deductible 

Applies 

Copay or Coinsurance Deductible 

Applies 

Copay or Coinsurance 

Speech, Hearing, and Language Disorders# 

(Prior Approval is required for speech therapy services after the initial evaluation).  This includes coverage for hearing aids for 

Members age 21 or younger as follows: 

 Speech Therapy# Yes $35 Copay after you have met 

the deductible 

Yes 20% Coinsurance after 

you have met the 

deductible and $750 

Reduction of Benefit if 

Prior Auth is required 

and not obtained 

 One hearing aid per hearing 

impaired ear every 36 months, 

up to $2,000 for each hearing 

aid# 

Yes $0 Copay after you have met 

the deductible 

Yes 20% Coinsurance after 

you have met the 

deductible and $750 

Reduction of Benefit if 

Prior Auth is required 

and not obtained 

 Licensed audiologist or hearing 

instrument specialist visits 

No $35 Copay Yes 20% Coinsurance after 

you have met the 

deductible 

 Supplies, including ear molds# Yes 20% Coinsurance after you 

have met the deductible 

Yes 40% Coinsurance after 

you have met the 

deductible and $750 

Reduction of Benefit if 

Prior Auth is required 

and not obtained 

Pediatric Vision Services for members under age 19 

Routine Eye Exam (limited to one per 

Calendar Year) 

No  $0 Copay Yes 20% Coinsurance after 

you have met the 

deductible 

Collection Lenses & Lens Treatments 

(once per Calendar Year; available only 

if the contact lens benefit is Not used) 

No $0 Copay Yes 20% Coinsurance after 

you have met the 

deductible 

Non-Collection Lenses & Lens 

Treatments 

(once per Calendar Year; available only 

if the contact lens benefit is Not used) 

Yes 50% Coinsurance after you 

have met the deductible 

Yes 70% Coinsurance after 

you have met the 

deductible 

Collection Frames  

(once per Calendar Year, available only 

if the contact lens benefit is Not used) 

No $0 Copay Yes 20% Coinsurance after 

you have met the 

deductible 

Non-Collection Frames 

(once per Calendar Year, available only 

if the contact lens benefit is Not used) 

Yes 50% Coinsurance after you 

have met the deductible 

Yes 70% Coinsurance after 

you have met the 

deductible 

Contact Lenses 

(once per Calendar Year; available only if the eyeglass lens benefit is Not used) 

 Contact lens evaluation/fitting No $0 Copay Yes 20% Coinsurance after 

you have met the 

deductible 

 Contact lenses Yes 50% Coinsurance after you 

have met the deductible 

Yes 70% Coinsurance after 

you have met the 

deductible 

 

 

 

http://www.minutemanhealth.org/


MyDoc PPO National Gold Basic 

Effective 1/1/2017 

If you have further questions, please call the Minuteman Member Services Line at 1-855-MHI-1776,  

Monday – Friday, 8 a.m. to 6 p.m. or visit www.minutemanhealth.org 

 

SOB-PPO-Gld-73331MA142-712016   11 
1/1/17 

 

Benefit 

In-Plan Providers Out-of-Plan Providers 

Deductible 

Applies 

Copay or Coinsurance Deductible 

Applies 

Copay or Coinsurance 

Pediatric Dental Services for members under age 19 

Diagnostic & Preventive Services 

Topical Fluoride treatment, once every 6 

months (Deductible and Coinsurance 

does not apply for Children up to age 5) 

Yes 50% Coinsurance after you 

have met the deductible 

Yes 70% Coinsurance after 

you have met the 

deductible 

Periodic oral exams, 2 per year Yes 50% Coinsurance after you 

have met the deductible 

Yes 70% Coinsurance after 

you have met the 

deductible 

Routine Cleanings, once every 6 months Yes 50% Coinsurance after you 

have met the deductible 

Yes 70% Coinsurance after 

you have met the 

deductible 

Bitewing x-ray, 1 set every 6 months Yes 50% Coinsurance after you 

have met the deductible 

Yes 70% Coinsurance after 

you have met the 

deductible 

Panoramic x-rays, 1 image every 60 

months 

Yes 50% Coinsurance after you 

have met the deductible 

Yes 70% Coinsurance after 

you have met the 

deductible 

Sealants Yes 50% Coinsurance after you 

have met the deductible 

Yes 70% Coinsurance after 

you have met the 

deductible 

Space maintainers Yes 50% Coinsurance after you 

have met the deductible 

Yes 70% Coinsurance after 

you have met the 

deductible 

Minor Restorative Services 

Fillings Yes 50% Coinsurance after you 

have met the deductible 

Yes 70% Coinsurance after 

you have met the 

deductible 

Pre-fabricated stainless steel crowns, 

under age 15, 1 per tooth every 60 

months 

Yes 50% Coinsurance after you 

have met the deductible 

Yes 70% Coinsurance after 

you have met the 

deductible 

Pre-fabricated porcelain crowns, 

primary, 1 per tooth every 60 months 

Yes 50% Coinsurance after you 

have met the deductible 

Yes 70% Coinsurance after 

you have met the 

deductible 

Simple tooth extractions Yes 50% Coinsurance after you 

have met the deductible 

Yes 70% Coinsurance after 

you have met the 

deductible 

Surgical extractions Yes 50% Coinsurance after you 

have met the deductible 

Yes 70% Coinsurance after 

you have met the 

deductible 

Incisions and drainage of abscess Yes 50% Coinsurance after you 

have met the deductible 

Yes 70% Coinsurance after 

you have met the 

deductible 

General Anesthesia 

 Minor treatment for pain relief 

Yes 50% Coinsurance after you 

have met the deductible 

Yes 70% Coinsurance after 

you have met the 

deductible 

Tissue conditioning Yes 50% Coinsurance after you 

have met the deductible 

Yes 70% Coinsurance after 

you have met the 

deductible 

Repairs of crowns Yes 50% Coinsurance after you 

have met the deductible 

Yes 70% Coinsurance after 

you have met the 

deductible 
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Benefit 

In-Plan Providers Out-of-Plan Providers 

Deductible 

Applies 

Copay or Coinsurance Deductible 

Applies 

Copay or Coinsurance 

Palliative treatment of dental pain Yes 50% Coinsurance after you 

have met the deductible 

Yes 70% Coinsurance after 

you have met the 

deductible 

Adjustment of dentures Yes 50% Coinsurance after you 

have met the deductible 

Yes 70% Coinsurance after 

you have met the 

deductible 

Complex Restorative Services 

Crowns, 1 per tooth every 60 months Yes 50% Coinsurance after you 

have met the deductible 

Yes 70% Coinsurance after 

you have met the 

deductible 

Root canals Yes 50% Coinsurance after you 

have met the deductible 

Yes 70% Coinsurance after 

you have met the 

deductible 

Periodontic services, limits vary Yes 50% Coinsurance after you 

have met the deductible 

Yes 70% Coinsurance after 

you have met the 

deductible 

Endodontic services, limits vary Yes 50% Coinsurance after you 

have met the deductible 

Yes 70% Coinsurance after 

you have met the 

deductible 

Onlay, metallic, 1 every 60 months Yes 50% Coinsurance after you 

have met the deductible 

Yes 70% Coinsurance after 

you have met the 

deductible 

Inlay, metallic, 1 every 60 months Yes 50% Coinsurance after you 

have met the deductible 

Yes 70% Coinsurance after 

you have met the 

deductible 

Dentures, 1 every 50 months Yes 50% Coinsurance after you 

have met the deductible 

Yes 70% Coinsurance after 

you have met the 

deductible 

Implants, 1 every 60 months Yes 50% Coinsurance after you 

have met the deductible 

Yes 70% Coinsurance after 

you have met the 

deductible 

Orthodontic Services 

All Orthodontic Treatment Requires Preauthorization 

Only medically necessary orthodontic 

treatment is covered 

Yes 50% Coinsurance after you 

have met the deductible 

Yes 70% Coinsurance after 

you have met the 

deductible 

Minuteman Health has a 24-hour nurse line.  An experienced nurse will listen to your concerns and help you choose the 

care that’s right for you. 

 
Fitness & Weight Loss Benefit 

Minuteman Health will reimburse 5 months membership fee only in Weight Watchers® per family per Calendar Year.  Qualifying 

Weight Watchers® services are: 

 Weight Watchers® Traditional meetings 

 Weight Watchers® at Work meetings 

 Weight Watchers® On-Line 

Minuteman Health will reimburse membership fee only at one of the fitness facilities listed below per family per Calendar Year: 

 6 months of membership at Planet Fitness, W-Fitness or Work out World OR 

 3 months of membership at YMCA or Gold’s Gym OR 

 2 months of membership at Boston Sports Club, FitCorp or LA Fitness 
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