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@i ¥ BEACON STUDENT PLAN

Risk Sol INTERNATIONAL TRAVEL AND

MEDICAL INSURANCE



SCHEDULE OF BENEFITS*

TRAVEL INSURANCE.
IT,S THAT IMPORTANT. Maximum Limits - Per Coverage Period |

) . ) ) Maximum Sub-Limits - Per lliness or Injury
Traveling internationally and studying abroad can

prove to be enriching and an exciting life — — — -
Pre-existing Conditions Waiting Periods

experience, but both hold plenty of risks that may

not be covered by your current health insurance Deductibles

plan. For example’ what would you do if you Coinsurance - Claims Incurred Inside the US or Canada

suffered a severe injury were involved in a serious (Coinsurance will be waived for Eligible Expenses Incurred with the
’ PPO Network or Student Health Center)

Coinsurance - Claims Incurred Outside the US or Canada

traffic accident while exploring a foreign city or
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became seriously ill and needed to visit a hospital?

Will your current health insurance plan always be HOSPITAL SERVICES

available or capable of helping you in an Pre-Certification Penalty
Hospital Room and Board

emergency during your time abroad?
Intensive Care Unit

Emergency Room - lliness/Accident |

OUTPATIENT SERVICES

Physician Visit

Physical Therapy / Chiropractic Care
(Must be Referred by a Licensed Physician)

Mental & Nervous Disorders /Alcohol & Substance Abuse
(Available after 90 days of continuous coverage)

\
4
\
\
\
:
\
\
\
\
\
\

OTHER SERVICES

All other Eligible Medical Expenses

Maternity Care for a Eligible Pregnancy

Newborn Care (Routine Nursery)

Therapeutic Termination of Pregnancy

Local Ambulance

Durable Medical Equipment

Dental (Injury as Result of an Accident)

Dental (Acute Onset of Pain)

Prescription Drugs

Emergency Medical Evacuation
(Not Subject to Deductible or Coinsurance)

Emergency Reunion

Repatriation of Remains (Not Subject to Deductible or Coinsurance)

Terrorism

Optional Sports Rider (Intercollegiate/Interscholastic/Intramural/ Club)

Accidental Death & Dismemberment
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* This is a consolidated and summary description of benefits and limits. A |



The plan pays 100% of all Eligible Expenses to the Coverage Period Maximum Limit, after the Deductible

BEACON ELITE BEACON ADVANTAGE BEACON CHOICE
; $500,000 (Participating Member) $250,000 (Participating Member) $200,000 (Participating Member)
| $60,000 (Spouse) $60,000 (Spouse) No dependent coverage
: $50,000 (Dependent Child) $50,000 (Dependent Child)
: $500,000 (Participating Member) $250,000 (Participating Member) $100,000 (Participating Member)
| $60,000 (Spouse) $60,000 (Spouse) No dependent coverage
: $50,000 (Dependent Child) $50,000 (Dependent Child)
| 180 Days 180 Days 365 Days ($25,000 Sub-Limit for an Acute Onset of a
: Pre-existing Condition)
: $50 per lliness or Injury, $25 per lliness or Injury $90 per lliness or Injury, $45 per lliness or Injury within $100 per lliness or Injury, $50 per lliness or Injury within
| within PPO Network or the Student Health Center PPO Network or the Student Health Center PPO Network or the Student Health Center
: The plan pays 80% of the next $5,000 after the The plan pays 80% of the next $25,000 after the The plan pays 80% of Eligible Expenses after
: Deductible for Eligible Expenses, then 100% to the Deductible for Eligible Expenses, then 100% to the the Deductible
| Coverage Period Maximum Limit Coverage Period Maximum Limit

50% reduction of all Eligible Expenses

Average semi-private room rate

Usual, Reasonable and Customary Charges

Usual, Reasonable and Customary Charges. Subject to an additional $250 Deductible if lliness or Injury does not result in Hospitalization.

Usual, Reasonable and Customary Charges

| $60 Maximum Sub-Limit per visit, 1 visit per day, $60 Maximum Sub-Limit per visit, 1 visit per day, $25 Maximum Sub-Limit per visit, 1 visit per day,

: Maximum 15 visits per Coverage Period Maximum 10 visits per Coverage Period Maximum 10 visits per Coverage Period

: Plan pays 80% within the PPO Network and 60% $60 per day, $500 Maximum Sub-Limit for $50 per day, $500 Maximum Sub-Limit for

| outside the PPO, Inpatient or Outpatient Treatment, Outpatient Treatment, $10,000 Maximum Sub-Limit Outpatient Treatment, $10,000 Maximum Sub-Limit
: Maximum Limit of 30 visits for Inpatient Treatment for Inpatient Treatment

Usual, Reasonable, and Customary Charges

Usual, Reasonable, and Customary Charges No coverage

$750 Maximum Sub-Limit per Coverage Period $250 Maximum Sub-Limit per Coverage Period No coverage

$500 per Coverage Period, $1,000 Maximum Sub-Limit No coverage

Up to $750 per lliness or Injury when covered lliness or Up to $500 per lliness or Injury when covered Up to $300 per lliness or Injury when covered
Injury results in Hospitalization lliness or Injury results in Hospitalization lliness or Injury results in Hospitalization

Usual, Reasonable and Customary Charges. Limited to a standard hospital bed and/or wheelchair

$250 Maximum per tooth, $500 Maximum Sub-Limit per Coverage Period, No coverage
Only available for Polices purchased for 90 days or more

$100 Maximum Sub-Limit per Coverage Period No coverage

$400,000 (Participating Member)
$60,000 (Spouse)

$50,000 (Dependent Child)
Maximum Sub-Limit

$5,000 Maximum Sub-Limit $1,000 Maximum Sub-Limit $1,000 Maximum Sub-Limit
$50,000 Maximum Sub-Limit $25,000 Maximum Sub-Limit $7,500 Maximum Sub-Limit
$50,000 Maximum Sub-Limit, Medical Expenses Only No coverage

$5,000 Maximum Sub-Limit $1,000 Maximum Sub-Limit No coverage

$25,000 (Participating Member) No coverage No coverage

$10,000 (Spouse)

$5,000 (Dependent Child)
Maximum Principal Sums

i
]
: The Plan will reimburse up to 50% of cost, Generic Drugs only
]

ull version of the Evidence of Insurance or Master Policy with a complete list of benefits, conditions, limitations and exclusions are available upon request.
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[ha Ou are wo g [h ai surer
which has paid every valid claim presented for
more than 325 years. Lloyd’s is ‘A’ rated by AM
Best and Standard & Poor’s for their superior
ability to pay claims
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OR PLAN OPTIONS

[
e
-

ELITE PLAN

: N/A N/A
~ $10.65 $ 6.44
$14.88 $ 7.78
$19.72 $ 8.60
$30.28 $15.34

$36.58 $20.00
n

ADVANTAGE PLAN

Under 19 0.89
19-24 0.89
25-30 1.92
31-40 3.32
41 - 50 7.30
51 - 64 10.70

(Rates are per Participating Member per day)

No rates are final until documented in writing by Azimuth Risk
Solutions, LLC



