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2021 Yellow Plan 

TIER 1 
Plan pays for services at 
Northside hospitals 

TIER 2 
Plan pays for services 
at Humana NPOS Open 
Access participating 
facilities and providers 
 

TIER 3 
Plan pays for services at 
nonparticipating facilities 
and providers 

Preventive care 
Annual routine Pap test 

Routine lab test associated with routine 
physical exam (no limit) 

Covered 100% Covered 100% 60% after deductible 

Routine immunizations 

Routine child care (up to age 18) 

Annual routine adult physical 
exam (18 years and above) 

Not available Covered 100% 60% after deductible 

Annual routine mammogram Covered 100% Covered 100% Not covered 

Contraceptive methods 
(not including vasectomies) 

Covered 100% Covered 100% 60% after deductible 

Breastfeeding counseling, support 
and supplies 

Covered 100% Covered 100% Not covered 

Physician services 
Office visits (including diagnostic lab, 
X-ray and allergy testing; excludes 
outpatient surgery) 

Maternity care 

Allergy serum 

Allergy injections 

Outpatient 

Inpatient 

Not available 80% after deductible 60% after deductible 

Emergency room physician visits Not available 80% after deductible 80% after deductible 
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2021 Yellow Plan 

TIER 1 
Plan pays for services at 
Northside hospitals 

TIER 2 
Plan pays for services 
at Humana NPOS Open 
Access participating 
facilities and providers 

TIER 3 
Plan pays for services at 
nonparticipating facilities 
and providers 

Facility services 
Inpatient care (2) 

Outpatient surgery – facility (2) 

Outpatient nonsurgical care 

Outpatient hospital diagnostic lab and 
radiology 

Outpatient facility MRI, PET, CAT, SPECT scans 
(2) 

90% after deductible 80% after deductible 60% after deductible 

Emergency room visit 90% after deductible 90% after deductible 90% after deductible 

Other medical services 
Skilled nursing facility (up to 120 days per 
calendar year)(2) 

Home healthcare (up to 100 visits per calendar 
year)(2) 

 
Chiropractic 
(up to 10 visits per calendar year) 

Not available 
 
 
 
 
 
 
 

80% after deductible 60% after deductible 

Durable medical equipment 90% after deductible 80% after deductible 60% after deductible 

Physical, speech and hearing therapy 
Urgent care 
3D Diagnostic mammogram 

90% after deductible 80% after deductible 60% after deductible 

Ambulance (1) Not available 80% after deductible 80% after deductible 

Diagnostic lab services at stand-alone 
laboratories 

Not available 80% after deductible 60% after deductible 

Hearing aids (up to $3,000 every 24 months for 
adults and children) 

90% after deductible (up to 
$3,000) 

80% after deductible 60% after deductible 

Annual deductible 
Single (per calendar year) $1,500 $2,400 $3,600 

Family (per calendar year) $3,000 $4,800 $7,200 

Maximum out-of-pocket expense limit (includes copayments) 
Single $2,500 $4,800 $7,200 

Family $5,000 $8,150 $14,400 

Lifetime maximum benefit Unlimited 

Behavioral health (mental health and substance abuse services) 
Inpatient services (2) 

Outpatient and office therapy sessions 
Not available 80% after deductible 60% after deductible 

 
(1) Services for an emergency medical condition provided by a nonparticipating provider will be covered at the participating provider level 
(2) Prior authorization required in order to receive these benefits 
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Prescription drugs 
 

• Women’s contraceptive preventive medication: covered 100% (no deductible required) when filled at Northside pharmacies.  

• Preventive medications covered under the Affordable Care Act: copays apply (no deductible required). See chart below. 

• All other prescriptions filled at Northside pharmacies:  90% covered after deductible is satisfied. 
 

Preventive medications  1-30 day-supply 31-60 day-supply 61-90 day-supply 

Tier 1  $20 copay $40 copay $50 copay  

Tier 2   $40 copay $80 copay $100 copay 

Tier 3 $80 copay $160 copay $200 copay 

Tier 4 and Specialty medications (3) 75% covered up to $150 maximum 
out-of- pocket per prescription 

N/A N/A 

 
 

• Prescriptions filled at a Humana Pharmacy® network provider: Covered 90% after deductible is satisfied. 

• Preventive medications covered under the Affordable Care Act filled at a Humana Pharmacy® network provider: copays apply; (no 
deductible is required). See chart below. 

 

 

    Preventive medications    1–30 day-supply  

Tier 1 $25 copay  

Tier 2 $50 copay  

Tier 3 $100 copay  

Tier 4 and Specialty medications (3) 75% covered up to $175 maximum out- of-pocket per prescription  

 
(3)  Specialty medications must be filled through Humana Specialty Pharmacy® or Northside pharmacies. 
 
 

 
2021 Yellow Plan 



4  

Prior authorization 
Humana sometimes requires preauthorization for some services and procedures your physician or other provider may recommend for you. 
Humana does this solely to determine whether the service or procedure qualifies for payment under your benefit plan. You and your healthcare 
provider decide whether you should have such services or procedures. Humana’s preauthorization determination relates solely to payment by 
Humana. To find a list of services and supplies that require preauthorization for coverage, please visit our Website at Humana.com/members/ 
tools or call Customer Care. 

 
Failure to obtain necessary preauthorization when required may result in a reduction of otherwise payable benefits. Your healthcare practitioner 
should call Customer Service to obtain preauthorization. 

 
Payments 
Participating providers agree to accept amounts negotiated with Humana as payment in full. The member is responsible for any required deductible, 
coinsurance, or other copayments. Plan benefits paid to nonparticipating providers are based on maximum allowable fees, as defined in your 
Summary Plan Description. 

 
Nonparticipating providers may balance bill you for charges in excess of the maximum allowable fee. You will be responsible for charges in excess of 
the maximum allowable fee in addition to any applicable deductible, coinsurance, or copayment. Additionally, any amount you pay the provider in 
excess of the maximum allowable fee will not apply to your out-of-pocket limit or deductible. 

 
Primary care and specialist physicians and other providers in Humana’s networks are not the agents, employees or partners of Humana or any of 
its affiliates or subsidiaries. They are independent contractors. Humana is not a provider of medical services. Humana does not endorse or 
control the clinical judgment or treatment recommendations made by the physicians or other providers listed in network directories or 
otherwise selected by you. 

 
To be covered, expenses must be medically necessary and specified as covered. Please see your Summary Plan Description for more information 
on medical necessity and other specific plan benefits. 

 
The amount of benefits provided depends upon the plan selected. Premiums will vary according to the selection made. 

For general questions about the plan, contact your benefits administrator. 
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Important!    
At Humana, it is important you are treated fairly. 
Humana Inc. and its subsidiaries do not discriminate or exclude people because of their race, color, national 
origin, age, disability, sex, sexual orientation, gender identity, or religion. Discrimination is against the law. 
Humana and its subsidiaries comply with applicable Federal Civil Rights laws. If you believe that you 
have been discriminated against by Humana or its subsidiaries, there are ways to get help. 
• You may file a complaint, also known as a grievance: 

Discrimination Grievances, P.O. Box 14618, Lexington, KY 40512-4618 
If you need help filing a grievance, call 1-877-320-1235 or if you use a TTY, call 711. 

• You can also file a civil rights complaint with the U.S. Department of Health and Human Services, 
Office for Civil Rights electronically through the Office for Civil Rights Complaint Portal, available at 
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at U.S. Department of Health 
and Human Services, 200 Independence Ave nue, SW, Room 509F, HHH Building, Washington, DC 20201, 
1-800-368-1019, 800-537-7697 (TDD). 

Complaint forms are available at https://www.hhs.gov/ocr/office/file/index.html. 

Auxiliary aids and services, free of charge, are available to you. 
1-877-320-1235 (TTY: 711) 
Humana provides free auxiliary aids and services, such as qualified sign language interpreters, video remote 
interpretation, and written information in other formats to people with disabilities when such auxiliary aids 
and services are necessary to ensure an equal opportunity to participate. 

 
Language assistance services, free of charge, are available to you. 
1-877-320-1235 (TTY: 711) 
Espanol (Spanish): Llame al numero arriba indicado para recibir servicios gratuitos de asistencia lingufstica. 
jtli:j:I (Chinese): tin _tmja'g 8! mE, IWPT it 8l'l° ffi]ljJmH 0 

Tieng Vi t (Vietnamese): Xin gQi s6 di n tho9i tren day de nh n dl!Q'C cac dich Vl,J ho trq ngon ngO' mien phf. 
fl' Ol(Korean):  E '2:101 XI .A.il:JI::'.::.   'e!".2.2 J?-19.I \l:1££ t:J2fof .A.l2.. 
Tagalog (Tagalog - Filipino): Tawagan ang numero sa itaas upang makatanggap ng mga serbisyo ng tulong 
sa wika nang walang bayad. 
PycCKl,'IL,1 (Russian): no3BOHI/ITe no HOMepy, yKa3aHHOMY BblWe, •-no6bl nony4111Tb 6ecnnaTHble 
yrnyr111 nepeso,D,a. 
Kreyol Ayisyen (French Creole): Rele nimewo ki pi wo la a, pou resevwa sevis ed pou lang ki gratis. 
Fran ais (French): Appelez le numero ci-dessus pour recevoir gratuitement des services d'aide linguistique. 
Polski (Polish): Aby skorzystac z bezptatnej pomocy j zykowej, prosz zadzwonic pod wyzej podany numer. 
Portugues (Portuguese): Ligue para o numero acima indicado para receber servi os lingufsticos, gratis. 
Italiano (Italian): Chiamare ii numero sopra per ricevere servizi di assistenza linguistica gratuiti. 
Deutsch (German): Wahlen Sie die oben angegebene Nummer, um kostenlose sprachliche 
Hilfsdienstleistungen zu erhalten. 
B* Uapanese): mm-0) \!L :tj-ij--t:'.:::z " O) -§'ta:, _t cO)ffi i-c-s !<t.:'-! l, 'a 
._,...iJl9 (Farsi) 

 

Dine Bizaad (Navajo): W6dahf beesh bee hani'f bee wolta'fgff bich'[' h6dfflnih ef bee t'aa jiik'eh saad 
bee aka'anfda'awo'd nika'adoowot. 
4. )£11 (Arabic) 

http://www.hhs.gov/ocr/office/file/index.html

	Prior authorization
	Payments
	Primary care and specialist physicians and other providers in Humana’s networks are not the agents, employees or partners of Humana or any of its affiliates or subsidiaries. They are independent contractors. Humana is not a provider of medical service...
	At Humana, it is important you are treated fairly.
	Humana Inc. and its subsidiaries do not discriminate or exclude people because of their race, color, national origin, age, disability, sex, sexual orientation, gender identity, or religion. Discrimination is against the law.

	Auxiliary aids and services, free of charge, are available to you.
	Humana provides free auxiliary aids and services, such as qualified sign language interpreters, video remote interpretation, and written information in other formats to people with disabilities when such auxiliary aids and services are necessary to en...
	Fran ais (French): Appelez le numero ci-dessus pour recevoir gratuitement des services d'aide linguistique. Polski (Polish): Aby skorzystac z bezptatnej pomocy j zykowej, prosz zadzwonic pod wyzej podany numer. Portugues (Portuguese): Ligue para o num...
	Dine Bizaad (Navajo): W6dahf beesh bee hani'f bee wolta'fgff bich'[' h6dfflnih ef bee t'aa jiik'eh saad bee aka'anfda'awo'd nika'adoowot.


