
  

 
 

Plan 2 Benefits Overview 

Effective Date:   July 1, 2025 
 

Service MGB Medical Benefit 

(Complete Access EPO 3000 
with Care Complement) 

RSI Benefit 

(Eliot Pays on Your Behalf after 
Member Deductible is Paid) 

You Pay First 

Deductible 
(Individual/Family)1 

$3,000 / $6,000 $2,000 / $4,000 
Member deductible: 

$1,000 / $2,000 

Out-of-Pocket 
Maximum 
(Individual/Family)2 

$5,450 / $10,900 $2,000 / $4,000 $3,450 / $6,900 

Preventive Primary Care 
Provider Visit 

100% $0 $0 

PCP Visit3 $25 copay $0 $25 copay 

Specialist Visit $40 copay $0 $40 copay 

Physical Therapy / 
Occupational Therapy4 

Deductible, then $40 copay Deductible 
Member deductible, then $40 

copay 

Chiropractic Care Visits4  $25 copay $0 $25 copay 

Acupuncture Visits 4 $40 copay $0 $40 copay 

Diagnostics, Imaging, X-
Ray 

Deductible, then $25 copay Deductible, then $25 copay Member deductible 

Lab Tests Deductible, then $25 copay Deductible, then $25 copay Member deductible 

High-Tech Radiology Deductible, then $1,000 copay Deductible, then $1,000 copay Member deductible 

Outpatient Surgery Deductible, then $1,000 copay Deductible, then $1,000 copay Member deductible 

Outpatient Mental 
Health / Substance Use3  

$25 copay $0 $25 copay 

Inpatient Hospital Care  Deductible, then $1,000 copay Deductible, then $1,000 copay Member deductible 

Inpatient Skilled 
Nursing Facility 

Deductible, then $1,000 copay Deductible, then $1,000 copay Member deductible 

Durable Medical 
Equipment 

Deductible, then 20% 
coinsurance 

Deductible 
Member deductible, 

then 20% coinsurance 

Home Health Care & 
Hospice Services 

100% $0 $0 

Urgent Care $40 copay $0 $40 copay 

Emergency Room Visit Deductible, then $750 copay Deductible, then $750 copay Member deductible 
 

MGB Pharmacy Benefit You Pay 

Out-of-Pocket Maximum 
(Individual/Family)2 $1,000 / $2,000 

 Tier 1 
Preferred 
Generic 

Tier 2 
Non-Preferred 

Generic 

Tier 3 
Preferred  

Brand 

Tier 4 
Non-Preferred 

Brand 

Tier 5 
Preferred 
Specialty 

Tier 6 
Non-Preferred 

Specialty 

Retail Pharmacy, 30-Day Supply $5 $20 $40 $60 $40 $60 

Mail Order Pharmacy, 90-Day Supply $10 $40 $80 $180 N/A5 N/A5 
 

 
1 You must pay all costs up to the deductible in the “You Pay First” column before the plan begins to pay benefits. 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.  
2 Out-of-Pocket Maximum is the most you will pay in a plan year for covered services. If you have other family members in this 
plan, they have to meet their own out-of-pocket limits until the overall family out-of-pocket limit has been met. 
3 First 3 pediatric Primary Care Provider and first 3 pediatric MH/SU visits are covered 100%, with no member cost share. 
4 First 6 visits are covered 100%, with no member cost share. 
5 Tiers 5 and 6 (Preferred and Non-Preferred Specialty medications) are not available through Mail Order. 


