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Benefit Summary 
Outpatient Prescription Drug Products  

Maxar Technologies Plan Name: CDHP 

 

This document is provided as a sample and does not reflect actual benefits. A customized Benefit Summary or Summary Plan Description (SPD) will be created 
during implementation of the business. 

 

Your Co-payment and/or Co-insurance is determined by the tier to which the Prescription Drug List (PDL) Management Committee has assigned the Prescription Drug Product. 
All Prescription Drug Products on the Prescription Drug List are assigned to Tier 1, Tier 2 or Tier 3. Find individualized information on your benefit coverage, determine tier status, 
check the status of claims and search for network pharmacies by logging on to myuhc.com® or calling the Customer Care number on your ID card 

 

 

Annual Drug Deductible – Network and Out-of-Network  
Deductible – Individual 
                    
 

See the Medical Benefit Summary for the total Individual  

Deductible - Family 
 

See the Medical Benefit Summary for the total Family 

Out-of-Pocket Drug Limit - Network 
Out-of-Pocket Limit – Individual See the Medical Benefit Summary for the total Individual Out-of-Pocket Limit that applies. 

 
Out-of-Pocket Limit – Family 
 

See the Medical Benefit Summary for the total Family Out-of-Pocket Limit that applies. 
 

 
 
 
 
 

 

 

 

 
 

 

 
 

 

 
 

 

 
 

Tier Level Up to 31-day supply Up to 90-day supply 

 Retail 
Network Pharmacy or Preferred 

Specialty Network Pharmacy 

Retail 
Out-of-Network Pharmacy 

*Mail Order 
Network Pharmacy or Preferred 90-Day 

Retail Network Pharmacy 
Tier 1  

Prescription 
Drug Products 

$10 after deductible 
 
 

$10 after deductible $20 after deductible 

Tier 2  
Prescription 

Drug Products 

$30 after deductible 
 

$30 after deductible 
 

$60 after deductible 

Tier 3  
Prescription 

Drug Products 

$60 after deductible 
 

$60 after deductible 
 

$120 after deductible 

Specialty  20% after deductible max copay $100 20% after deductible max copay $100 Not applicable 

 
Benefit Plan Co-payment/Co-insurance – The amount you pay for Prescription Drug Products. 
 
* Only certain Prescription Drug Products are available through mail order; please visit myuhc.com® or call Customer Care at the telephone number on the back of your ID card 
for more information. If you choose to opt out of Mail Order Network Pharmacy but do not inform us, you will be subject to the Out-of-Network Benefit for that Prescription Drug 
Product after the allowed number of fills at the Retail Network Pharmacy. 
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An Ancillary Charge may apply when a covered Prescription Drug Product is dispensed at your or the provider’s request and there is another drug that is Chemically 
Equivalent. When you choose the higher cost drug of the two, you will pay the difference between the higher cost drug and the lower cost drug in addition to your Co-payment 
and/or Co-insurance that applies to the lower cost drug. The Ancillary Charge may not apply to any Out of Pocket Limit.  

 

 
 

 

 
 

 

 
 

 
 

 

 
 

 

 
 

 

 
 

 

 

Other Important Information about your Outpatient Prescription Drug Benefits 

• The amounts you are required to pay is based on the Prescription Drug Charge for Network Benefits and the Out-of-Network Reimbursement Rate for out-of-Network 
Benefits. For out-of-Network Benefits, you are responsible for the difference between the Out-of-Network Reimbursement Rate and the out-of-Network Pharmacy’s 
Usual and Customary Charge. We will not reimburse you for any non-covered drug product. 

• For Prescription Drug Products at a retail Network Pharmacy, you are responsible for paying the lowest of the applicable Co-payment and/or Co-insurance, the Network 
Pharmacy's Usual and Customary Charge for the Prescription Drug Product or the Prescription Drug Charge for that Prescription Drug Product. For Prescription Drug 
Products from a mail order Network Pharmacy, you are responsible for paying the lower of the applicable Co-payment and/or Co-insurance or the Prescription Drug 
Charge for that Prescription Drug Product. See the Co-payments and/or Co-insurance stated in the Benefit Information table for amounts.  

• For a single Co-payment and/or Co-insurance, you may receive a Prescription Drug Product up to the stated supply limit. Some products are subject to additional supply 
limits based on criteria that we have developed. Supply limits are subject, from time to time, to our review and change. 

• Specialty Prescription Drug Products supply limits are as written by the provider, up to a consecutive 31-day supply of the Specialty Prescription Drug Product, unless 
adjusted based on the drug manufacturer's packaging size, or based on supply limits, or as allowed under the Smart Fill Program. Supply limits apply to Specialty 
Prescription Drug Products obtained at a Preferred Specialty Network Pharmacy, a Non-Preferred Specialty Network Pharmacy, an out-of-Network Pharmacy, a mail 
order Network Pharmacy or a Designated Pharmacy. 

• Certain Prescription Drug Products for which Benefits are described under the Prescription Drug Rider are subject to step therapy requirements. In order to receive 
Benefits for such Prescription Drug Products you must use a different Prescription Drug Product(s) first. You may find out whether a Prescription Drug Product is subject 
to step therapy requirements by contacting us at myuhc.com® or the telephone number on your ID card. 

• Before certain Prescription Drug Products are dispensed to you, your Physician, your pharmacist or you are required to obtain prior authorization from us or our designee 
to determine whether the Prescription Drug Product is in accordance with our approved guidelines and it meets the definition of a Covered Health Care Service and is 
not an Experimental or Investigational or Unproven Service.  We may also require you to obtain prior authorization from us or our designee so we can determine whether 
the Prescription Drug Product, in accordance with our approved guidelines, was prescribed by a Specialist. 

• If you require certain Prescription Drug Products, we may direct you to a Designated Pharmacy with whom we have an arrangement to provide those Prescription Drug 
Products. If you are directed to a Designated Pharmacy and you choose not to obtain your Prescription Drug Product from the Designated Pharmacy, you will be subject 
to the Out-of-Network Benefit for that Prescription Drug Product. 

• You may be required to fill the first Prescription Drug Product order and obtain 2 refills through a retail pharmacy before using a mail order Network Pharmacy. 

• If you require certain Maintenance Medications, we may direct you to the Mail Order Network Pharmacy or Preferred 90 Day Retail Network Pharmacy to obtain those 
Maintenance Medications. If you choose not to obtain your Maintenance Medications from the Mail Order Network Pharmacy or Preferred 90 Day Retail Network 
Pharmacy, you may opt-out of the Maintenance Medication Program by contacting us at myuhc.com® or the telephone number on your ID card. If you choose to opt out 
when directed to a Mail Order Network Pharmacy or Preferred 90 Day Retail Network Pharmacy but do not inform us, you will be subject to the out-of-Network Benefit for 
that Prescription Drug Product after the allowed number of fills at Retail Network Pharmacy.  

• Certain Preventive Care Medications maybe covered. You can get more information by contacting us at myuhc.com® or the telephone number on your ID card. 

• Benefits are provided for certain Prescription Drug Products dispensed by a mail order Network Pharmacy or Preferred 90 Day Retail Network Pharmacy. The Outpatient 
Prescription Drug Schedule of Benefits will tell you how mail order Network Pharmacy and Preferred 90 Day Retail Network Pharmacy supply limits apply. Please 
contact us at myuhc.com® or the telephone number on your ID card to find out if Benefits are provided for your Prescription Drug Product and for information on how to 
obtain your Prescription Drug Product through a mail order Network Pharmacy or Preferred 90 Day Retail Network Pharmacy. 

 
This is a list of the services your plan generally does NOT cover. Review your Pharmacy Rider for an exact description of the services and supplies that are covered, 
those which are excluded or limited, and other terms and conditions of coverage. 

PHARMACY EXCLUSIONS 
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• A Prescription Drug Product that contains (an) active ingredient(s) available in and Therapeutically Equivalent to another covered Prescription Drug Product. Such 
determinations may be made up to six times during a calendar year, and we may decide at any time to reinstate Benefits for a Prescription Drug Product that was previously 
excluded under this provision. 

• A Prescription Drug Product that contains (an) active ingredient(s) which is (are) a modified version of and Therapeutically Equivalent to another covered Prescription Drug 
Product. Such determinations may be made up to six times during a calendar year, and we may decide at any time to reinstate Benefits for a Prescription Drug Product that 
was previously excluded under this provision. 

• Certain Prescription Drug Products for which there are Therapeutically Equivalent alternatives available, unless otherwise required by law or approved by us. Such 
determinations may be made up to six times during a calendar year, and we may decide at any time to reinstate Benefits for a Prescription Drug Product that was previously 
excluded under this provision. 

• Experimental or Investigational or Unproven Services and medications; medications used for experimental treatments for specific diseases and/or dosage regimens 
determined by us to be experimental, investigational or unproven. 

• Any product dispensed for the purpose of appetite suppression or weight loss. 

• Medications used for cosmetic purposes. 

• Prescription Drug Products when prescribed to treat infertility. 

• Certain Prescription Drug Products for tobacco cessation.   

• Drugs available over-the-counter that do not require a Prescription Order or Refill by federal or state law before being dispensed, unless we have designated the over-the-
counter medication as eligible for coverage as if it were a Prescription Drug Product and it is obtained with a Prescription Order or Refill from a Physician. Prescription Drug 
Products that are available in over-the-counter form or made up of components that are available in over-the-counter form or equivalent. Certain Prescription Drug Products 
that we have determined are Therapeutically Equivalent to an over-the-counter drug or supplement. Such determinations may be made up to six times during a calendar 
year. We may decide at any time to reinstate Benefits for a Prescription Drug Product that was previously excluded under this provision. 

• Any product for which the primary use is a source of nutrition, nutritional supplements, or dietary management of disease, and prescription medical food products even when 
used for the treatment of Sickness or Injury. 
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Traditional Network & Out-of-Network (3 Tier) 

For Internal Use Only: 
SFXPMXXTTT18 

 



 
This Benefit Summary should only be used to highlight your Benefits. Don't use this document to understand your exact coverage, exclusions, and limitations. If this Benefit Summary 
conflicts with the Summary Plan Description (SPD), Schedule of Benefits, Riders, and/or Amendments, those documents are correct. Review your SPD for an exact description of the 
services and supplies that are covered, those which are excluded or limited, and other terms and conditions of coverage. This material is provided on the recipient’s agreement that it 
will only be used for the purpose of describing United HealthCare Services, Inc.’s products and services to the recipient.  Any other use, copying or distribution without the express 
written permission of United HealthCare Services, Inc. is prohibited. 

 
Page 5 of 5 

 

 

 
 


