
 
2007-2008 

WILLAMETTE UNIVERSITY MEDICAL INSURANCE COMPARISON 
 

This summary is made from information provided by our carriers.  While we have done what we can to ensure accuracy of this 
comparison, the contents should not be accepted or construed as a substitute for provisions of the master policies.  Please refer to plan 
booklet or contract for more detailed description of benefits.  Application for health and dental benefits must be submitted to the 
Human Resources Office within 31 days of employment or qualifying event if making a mid-plan-year change. 

 

SERVICES PIONEER EDUCATORS HEALTH TRUST 
Use in-or-out of network benefits interchangeably 

                       Out of Network                                                        In-Network  

KAISER PERMANENTE 

DEDUCTIBLE $500.00 per calendar year $250.00 per calendar year None 

PARTICIPATING DOCTORS Free choice of any physician.   

 

List available in Human Resources and on the web 

Must designate Network: Providence PPO or Health Care 
Direct 

Physicians at Kaiser facilities and other specialists by 
authorized referral. 

 
PARTICIPANT HOSPITALS 
Non-Emergency 
 
Emergency 

 
Free choice of hospitals.  Out-of-network hospital 60% 
after deductible.   
Free choice of hospitals $100 copayment  80% (waived if 
admitted). 

 
See provider directory for participating hospitals – 80% 
after deductible. 
$100 copayment  80% (copay waived if admitted).  

 
Salem Hospital and various Portland facilities (see 
provider list). 
Member pays $75 plus any other charges that apply for 
either plan or non-plan hospital or provider. Copay is 
waived if admitted. 

PREVENTION 
Routine physical examinations. 
 
Well-baby care 
Routine eye examination 
Annual breast/pelvic examinations 
Inoculations & routine immunizations 
Therapeutic injections.  

 
Paid at 60% See plan booklet for frequency schedule  
 
60% after deductible 
$10 annual exam.  Hardware/24 mos (see below) 
No deductible. 100% with $15 copay. 
Paid at 100% (through age 18)  
60% after deductible 

 
Paid at 100% after $20 each visit.  See plan booklet for 
frequency schedule 
$20 each visit (8 exams during first 2 years)  
$10 annual exam.  Hardware/24 months (see below) 
No deductible. 100% with $15 copay 
Paid at 100% (through age 18) 
$20 copay for visit. 

 
$20 each visit. 
 
No charge until age 2 
$20 each visit. 
$0 each visit. 
Immunizations paid in full. 
$5 allergy & other injections 

TREATMENT 
 Physician Services: 
 Office visits 
 Hospital visit by physician 
 Surgeon & anesthesiologist 
 Assistant surgeon 
 Consultations 
 Diagnosis, x-ray lab 
 Prescription drugs 
 Mail order prescription service 
 

 
 
60% after deductible. 
60% after deductible. 
60% after deductible. 
60% after deductible. 
60% after deductible. 
60% after deductible. 
Use participating pharmacy  
Use in-plan benefit 

 
 
$20 each visit. 
Paid at 80% after deductible. 
Paid at 80% after deductible. 
Paid at 80% after deductible. 
Paid at 80% after deductible. 
Paid at 80% after deductible. 
$15 generic/$35 preferred/$55 non-preferred (30-day) 
90-day supply. $30 generic/$70 preferred/$110 non-
preferred 

 
 
$20 each visit. 
Paid in full. 
Hospital:  No charge.  Office:  $15 each visit. 
Paid in full. 
Paid in full. 
Provided at no charge. 
$15 copay, including contraceptives. 
90-day supply.  $30 copayment. 

HOSPITAL SERVICES--INPATIENT 
 Hospital including intensive care and 
    coronary care 
 Skilled nursing facilities 

 
60% after deductible  
 
60% semi-private, limited to 100 days/calendar year 

 
Paid at 80% after deductible 
 
80% semi-private, limited to 100 days/calendar year 

 
$100 copayment per admission. 
 
Up to 100 days per calendar year. 

HOSPITAL/FACILITY SERVICES - OUT-
PATIENT 
 Emergency Room (ER) 
 Urgent Care Facility 
   
  Surgical charges 
 Physical therapy (other Rehab) 
 Diagnostic x-ray & laboratory. 

 
 
80% after $100 ER copay (waived if admitted.) 
100% after $20 copay 
 
Paid at 60% after deductible. 
Paid at 60% after deductible. 
Paid at 60% after deductible. 

 
 
80% after $100 ER copay (waived if admitted.) 
100% after $20 copay 
 
Paid at 80% after deductible. 
Paid at 80% after deductible. 
Paid at 80% after deductible. 

 
 
$75 hospital emergency room copay (waived if admitted) 
$20 copay (must be received at Kaiser Facility unless 
                                           away from home) 
$50 copay per surgery                             
$20 each visit (limits may apply – no charge for dialysis) 
Paid in full. 



                 (Cont’d from previous page) 

SERVICES PIONEER EDUCATORS HEALTH TRUST 
Use in-or-out of network benefits interchangeably 

Out of Network                                                     In-Network 

KAISER PERMANENTE 

MATERNITY SERVICES 
 Hospital & physician charges. 
  

 
Paid at 60% after deductible. 

 
Physician, $20 per visit.  Hospital, 80% after deductible. 
 

 
No charge for pre-natal visits. Hospital covered the same 
as any other medical or surgical condition. 

MENTAL HEALTH SERVICES AND 
CHEMICAL DEPENDENCY TREATMENT 
 
 Inpatient 
 
  Residential treatment 
 
  
  Day treatment   
  
 
  Outpatient 
 

 
 
 
Paid at 60% after deductible. 
 
Paid at 60% after deductible, limited to 45 days/calendar 
year (combined day/residential in- & out-of network). 
 
Paid at 60% after deductible, limited to 45 days/calendar 
year (combined day/residential in- & out-of network). 
 
Paid at 60% after deductible. 
 

 
 
 
Paid at 80% after deductible 
 
Paid at 80% after deductible, limited to 45 days/calendar 
year (combined day/residential in- & out-of network). 
 
Paid at 80% after deductible, limited to 45 days/calendar 
year (combined day/residential in- & out-of network). 
 
$20 office visit copay. 

 
 
 
$100 copayment per admission. 
 
In-Patient benefit applies, limited to 45 days/calendar 
year. 
 
$20 office visit copay applies per day. 
 
 
$20 office visit copay. 

OTHER SERVICES 
 Ambulance 
 
  DME 
 

 
Paid at 80% after in-network deductible (same as in-
network benefit) 
Paid at 60% after deductible 

 
Paid at 80% after in-network deductible 

 
Paid at 80% after in-network deductible 

 
100% after $75 copayment. 
 
Paid at 80% 

GENERAL INFORMATION Maximum out-of-pocket expense for covered medical 
$6,000 per person per calendar year. Co-pays and 
deductibles do not count toward the maximum out-of-
pocket. 
 
Annual family deductible: maximum of 3 individual 
deductibles ($1,500) 
 
ALL out-of-network services subject to $500 calendar 
year deductible.  Benefits paid based on 
Usual/Customary/Reasonable (UCR) rates. 
 
 
 
 
 
 

Maximum out-of-pocket expense $2,000 per person, per 
calendar year for covered services.  No PCP but must use 
in-plan physician. Co-pays and deductibles do not count 
toward the maximum out-of-pocket. 
 
Annual family deductible: maximum of 3 individual 
deductibles per calendar year ($750) 
 
Choose from in-plan list of physicians- must designate 
choice of networks upon enrollment and utilize selected 
network only.  Benefits paid based on provider network 
fee structure established by selected network: 
 
Providence (Providence Preferred Providers) 
www.providence.org/OR/provdir/DefaultNS.asp  
 
Healthcare Direct  www.hcdirect.net/  

Maximum out-of-pocket expense $750 for individual, 
$1,500 for family per calendar year for covered services.  

 
ALTERNATIVE CARE 

 
Chiropractic, naturopathic, and acupuncture: $20 copay per visit to a combined maximum of $1500 in services.  

 
N/A 

VISION SERVICES  
  
  
 

Exams (every 12 months) $10 copay 
Hardware (every 24 months) Lenses: Unifocal $62; Bifocal $95; trifocal $122   

Frames: $75 
Contacts: $137 in lieu of glasses; 100% if only means of restoring 20/70 or better vision 

 

Exam - $20 copay.   
 
$150 allowance to be applied toward one prescription of 
lenses, frames and/or contact lenses each 24 months. 

DENTAL SERVICES  
 Preventive Service 
 Basic and Restorative 
 Major Services 
  Orthodontia 

Maximum $1,500/person/calendar year. 
100% 

80% subject to $50 deductible per calendar year 
50% subject to $50 deductible per calendar year 

50% adult & child up to $1500 lifetime maximum 

 
Use Pioneer benefit 

 


