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Anthem® HealthKeepers Inc. 
Your Plan: Virginia Private Colleges: Plan 9 HMO-POS Open Access 
Your Network: HealthKeepers 
This Schedule provides just a summary of the Covered Expenses, Limitations and Exclusions under the Plan. All benefits below are 
subject to the Plan’s terms and conditions, including Deductibles, Coinsurance, In Network dicounts and Allowable Charges, as set forth in 
the Plan Document to which this Schedule is attached. Please reat this Schedule only in conjunction with the Plan Document. 
Benefits payable by the Plan may change depending upon whether Covered Services are obtained from a Participating Provider. The list 
of Participating Providers may change from time to time. A list of Participating Providers is located at http://www.anthem.com. Therefore, it is 
important to verify that the Provider who is treating you is currently a Participating Provider. 

.Covered Medical Benefits Cost if you use an In-
Network Provider 

Cost if you use a 
Non-Network 

http://www.anthem.com/
http://www.anthem.com/
http://www.anthem.com/
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.Covered Medical Benefits Cost if you use an In-
Network Provider 
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.Covered Medical Benefits Cost if you use an In-
Network Provider 

Cost if you use a 
Non-Network 
Provider 

Other Services in an Office   
Allergy Testing 
 

$25 PCP/$50 Spec. 
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.Covered Medical Benefits Cost if you use an In-
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.Covered Medical Benefits Cost if you use an In-
Network Provider 

Cost if you use a 
Non-Network 
Provider 

Skilled Nursing Care (facility) 
Coverage for Inpatient rehabilitation and skilled nursing services is limited 
to 100 days combined per admission. Limit is combined In-Network and 
Non-Network. 

No charge 30% coinsurance after 
medical deductible is 
met 

 Hospice 
 

No charge 30% coinsurance after 
medical deductible is 
met 

Durable Medical Equipment 
 

No charge 30% coinsurance after 
medical deductible is 
met 

Prosthetic Devices 
Coverage for wigs is limited to 1 item after cancer treatment per benefit 
period. Limit is combined In-Network and Non-Network. 

No charge 30% coinsurance after 
medical deductible is 
met 

Hearing Aids 
One hearing aid per hearing impaired ear per 36 months, for adults and 
children, includes wearable and bone anchored hearing aids. $2,500 
benefit maximum. 

 
No charge 

30% coinsurance after 
medical deductible is 
met 

Autism Spectrum Disorder (ASD) 
 
Therapeutic Care: unlimited physical, occupational and speech 
Therapy. 
 
 
 
Applied Behavioral Analysis 
 

Office Visit: $25 for 
each visit 
Outpatient Facility: 
$25 
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Covered Prescription Drug Benefits Cost if you use an In-
Network Pharmacy 

Cost if you use a 
Non-Network 
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Covered Prescription Drug Benefits Cost if you use an In-
Network Pharmacy 

Cost if you use a 
Non-Network 
Pharmacy 

Tier 3 - Typically Non-Preferred Brand 
Per 30 
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Notes: 
• 
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