TRICARE Prime vs. Civilian Health Insurance Benefits—Some Cost Comparisons Effective 1 Apr 01

	
	Beneficiary Category
	TRICARE Prime*

(HMO**Model)
	A National HMO*
	A Regional HMO*

	Annual

Enrollment Fee
	Family of E-4 Below

Family of E-5 Above

Retirees and Family
	None  

None    

$230/pers, $460 fam
	( None
	( None

	Average

Monthly Fee
	Family of E-4 Below

Family of E-5 Above

Retirees and Family
	>   None  
	$48 single

$100 family
	$55 single

$170 family

	Annual

Deductible
	Family of E-4 Below

Family of E-5 Above

Retirees and Family
	( None
	$300
	$150 single

$450 family

	Co-Payments (Outpatient visits—primary and specialty care.  Includes most physician office visits and other routine services.)


	Family of E-4 Below

Family of E-5 Above

Retirees and Family
	None

None

$12 co-pay
	$20 copay

No deductible
	$10 PCP

$15 Specialty

10% 2nd Opinion

	Lab/X-ray

Enhanced Preventive
	Family of E-4 Below

Family of E-5 Above

Retirees and Family
	( None

$12 co-pay
	$20 payment per visit for 2 visits
	10% coinsurance

	Lab/X-ray

Non- Preventive
	Family of E-4 Below

Family of E-5 Above

Retirees and Family
	( No co-pay

$12 co-pay
	20% coinsurance
	10% coinsurance

	Routine Pap Smears


	Family of E-4 Below

Family of E-5 Above

Retirees and Family
	( No co-pay
	$20 payment per visit for 2 visits
	0% coinsurance

	Catastrophic Cap


	Family of E-4 Below

Family of E-5 Above

Retirees and Family
	$1,000 active duty family member $3,000 retiree/family
	$1,000 some exclusions apply
	$1,000 single

$3,000 family

	Ambulance Service


	Family of E-4 Below

Family of E-5 Above

Retirees and Family
	None

None

$20 co-pay
	No coverage
	Not covered

	Home Health Care


	Family of E-4 Below

Family of E-5 Above

Retirees and Family
	$6 co-pay

$12 co-pay

$12 co-pay
	90 visits per calendar year
	10% coinsurance

	Family Health Services


	Family of E-4 Below

Family of E-5 Above

Retirees and Family
	None

None

$12 co-pay
	$20 per visit
	$10 per visit

	Retail Rx Drugs other

Than at MTF(30 day)


	Family of E-4 Below

Family of E-5 Above

Retirees and Family
	$3 (gen) $9 (non gen)

$3 (gen) $9 (non gen)

$9 co-pay
	Greater of $10 copay or $40 coinsurance $2,000 yr. Max
	$6.00 Generic

$12.00 Form.

$20.00 Non-form

	Durable Medical Equipment, Prosthetic

Devices/Medical Supplies
	Family of E-4 Below

Family of E-5 Above

Retirees and Family
	None

None

20% of contracted fee
	20% coinsurance
	10%coinsurance

	Emergency Services


	Family of E-4 Below

Family of E-5 Above

Retirees and Family
	None

None

$30 co-pay
	20% coinsurance
	10% coinsurance

	
	
	
	
	

	
	Beneficiary Category
	TRICARE Prime

(HMO* Model)

	A National HMO
	A Regional HMO

	Outpatient Mental Health
	Family of E-4 Below

Family of E-5 Above

Retirees and Family
	None

None

$25/indiv., $17/group
	$20 per visit
	10% coinsurance

	Immunizations Enhanced Preventive Service


	Family of E-4 Below

Family of E-5 Above

Retirees and Family
	( No co-pay
	0% coinsurance
	Not covered

	Immunizations Required for Overseas Travel for Active Duty Family


	Family of E-4 Below

Family of E-5 Above

Retirees and Family
	None

None

Not covered
	Not covered
	Not covered

	Eye Exams


	Family of E-4 Below

Family of E-5 Above

Retirees and Family
	None

None

$12 (exam every 2 yrs)
	20% coinsurance Subject to deductible
	$10 copay

	Eye Exams:

Enhanced Preventive Service


	Family of E-4 Below

Family of E-5 Above

Retirees and Family
	( No co-pay
	$20 co-payment  per visit for 2 office visits
	$10 copay

	Ambulatory Surgery


	Family of E-4 Below

Family of E-5 Above

Retirees and Family
	None

None

$25 co-pay
	20% coinsurance

Subject to deductible
	10% coinsurance

	Partial Hospitalization

For Alcoholism Treatment
	Family of E-4 Below

Family of E-5 Above

Retirees and Family
	None

None

$40/day co-pay
	25 days maximum with a 20% coinsurance
	10% coinsurance

	Wellness classes, Community Health Services, Community Resource Coordination


	Family of E-4 Below

Family of E-5 Above

Retirees and Family
	( No charge or   reduced cost
	Not covered
	Not covered

	Hospitalization

Maternity

Skilled Nursing Facility Care
	Family of E-4 Below

Family of E-5 Above

Retirees and Family
	None

None

$11/day co-pay or $25 min. per admission
	20% coinsurance
	10% coinsurance

	Hospitalization for Mental Illness, Inpt. Treatment for Alcoholism Partial Hosp.-Mental Health
	Family of E-4 Below

Family of E-5 Above

Retirees and Family
	None

None

Contact Greensprings

1-800-931-9501

opt 1 then option 3
	25 days maximum with a 20% coinsurance
	10% coinsurance


* Beneficiary cost and/or co-payment information in the TRICARE Prime column is based on covered benefits under TRICARE Prime only!

** HMO = Health Maintenance Organization


