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Home Health Services You Pay 
 

Home health care (up to 100 visits per Accumulation Period) ..................................  No charge 
 

Other You Pay 
 

Eyeglasses or contact lenses every 24 months ........................................................  Amount in excess of $125 Allowance 
Skilled nursing facility care (up to 100 days per benefit period) ................................  No charge 
Prosthetic and orthotic devices as described in the EOC .........................................  No charge 
Hospice care .............................................................................................................  No charge 
 

This is a summary of the most frequently asked-about benefits. This chart does not explain benefits, Cost Share, out-of-pocket 
maximums, exclusions, or limitations, nor does it list all benefits and Cost Share amounts. For a complete explanation, please refer to 
the EOC. Please note that we provide all benefits required by law (for example, diabetes testing supplies). 


