
Vista Unified School District: Classified 
VEBA Medical Benefits

1.Pay standard copays if you fill your prescrip on at an EAN Pharmacy (EAN Pharmacies include Costco, Ralphs, Kmart, Vons, Safeway, SuperValue, WinnDixie, Walmart, and many independent 
pharmacies) visit www.Express‐scripts.com for a complete list of EAN pharmacies 
2Pay standard copays plus $5/prescrip on if you fill your prescrip on at a non‐EAN Pharmacy (Non‐EAN Pharmacies include CVS, Walgreens, and certain independent pharmacies) 
3You will pay the Retail Refill Allowance (RRA) penalty (equal to 2 mes short‐term medica on copay for 30‐day supply) if you fill maintenance prescrip ons at a network pharmacy other than 
Smart90 
4Services must be medically necessary and may be subject to prior authoriza on from OptumHealth 

*Subject to a $40 minimum and $175 maximum 

**Subject to a $80 minimum and $350 maximum 

 # $250 brand deduc ble for individual and $500 brand deduc ble for family 

Disclaimer: This summary is merely a brief descrip on of the major benefits of the plan(s) and is not intended to alter or expand bene‐

fits, rights, or liabili es as set forth in the official plan documents and contracts.  Limita ons may apply.  See the Cer ficate/Evidence of 

Coverage for details. 

Benefit Summary 

Kaiser High 

Rx: $10/$20 30‐day 
What You Pay 

Kaiser Low 

Rx: $15/$30 30‐day           
What You Pay 

United Healthcare 

Network 1         
What You Pay 

United Healthcare 
Network 2         

What You Pay 

Alliance HMO 
20/30         

What You Pay 

Deduc ble (individual/family) None None None None None 

Medical Out‐of‐Pocket Maximum (individual/family) $1,500/$3,000 $1,500/$3,000 $1,500/$3,000 $5,000/$10,000  $3,000/$6,000 

RX Out‐of‐Pocket Maximum (individual/family) N/A N/A $1,600/$3,200 $1,600/$3,200 $1,600/$3,200 

Health Reimbursement Account None None None None None 

PCP Office Visit $15 copay $30 copay $20 copay $30 copay $20 copay 

Specialist Office Visit $15 copay $30 copay $30 copay $40 copay $30 copay 

Preven ve Care  No charge No charge No charge No charge No charge 

Inpa ent Hospital Care No charge No charge $500 admit copay 20% copay $500 copay 

Mental Health Services 
(outpa ent/inpa ent) 

$15 copay/No 
charge 

$30 copay/No charge 
$20 copay/ 
$500 copay                

$30 copay/ 
20% copay      

$20 copay/ 
$500 copay      

Substance Abuse Services (outpa ent/inpa ent) 
$15 copay/No 

charge 
$30 copay/No charge No charge No charge No charge 

Infer lity $15 copay 50% coinsurance Not covered Not covered Not covered 

Outpa ent Diagnos c Laboratory and Radiology (standard procedures) No charge No charge No charge No charge No charge 

Complex Radiology (PET & MRI) No charge No charge $200 copay $200 copay $200 copay 

Outpa ent Surgery  $15 copay $30 copay $250 copay $250 copay $250 copay 

Outpa ent Physical/Rehabilita on Therapy (PCP/Specialist) $15 copay $30 copay 
$20 copay/$30 

copay 
$30 copay/$40 copay $20 copay 

Urgent Care  
(your medical group/other medical group) 

$15 copay 

(Kaiser Facility) 

$30 copay                
(Kaiser Facility) 

$20 copay/$75 
copay  

$30 copay/$100 
copay  

$20 copay/$75 
copay 

Emergency Room (Copay waived if admi ed) $50 copay $100 copay $150 copay $200 copay $150  copay 

Short‐Term Prescrip on Drugs 
generic/preferred/non‐preferred drugs 

$10 copay/$20 
copay 

(up to a 30‐day 
supply) 

$15 copay/$30 copay 
(up to a 30‐day supply) 

$10/$25/50%*1&2 
($5 extra if filled at 

non‐EAN pharmacy) 

$15/$40/50%*1&2 
($5 extra if filled at 

non‐EAN pharmacy) 

$10/$30/50%*1&2# 
($5 extra if filled at 
non‐EAN pharma‐

cy) 

Maintenance Prescrip on Drugs
generic/preferred/non‐preferred drugs 

$20 copay/$40 
copay 

(up to a 100‐day 
supply) 

$30 copay/$60 copay 
(up to a 100‐day sup‐

ply) 
$20/$50/50%**3 $30/$80/50%**3  $20/$60/50%**3# 

Chiropractor Services4 $20 copay $30 copay $20 copay $30 copay $20 copay 

Effec ve January 1, 2020– December 31, 2020 




