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Standard Plan
Benefit Summary
HealthMate Goast-to-Coast focuses on preventive care, setting the foundation for continued good health. Plus, you benefit from:

* An extensive nationwide network. You can raceive in-network  * The freedom to choose. If you visit an out-of-network provider
coverage from more than 536,000 doctors and 4,300 hospitals for covered services, simply pay for the service up front and
through the BlueCard® PPO network. then file a claim for reimbursement. You may have to pay higher

out-of-pocket costs whaen you visit non-natwork providers.

Please see your plan’s subscriber agreemnient for details or

cali Custormer Service.

* No paperwork for in-network services. Simply show your
BCBSR! merriber 1D card, and the provider will do the rest.
You're only responsible for paying any applicable copayment,
ceinsurance, or deductible.

Within the | outside of the

BlueCard® PPO BlueCard® PPO
Network you pay: Network you pay:

N B i - For family coverage: Up to-a maximhm of three famity mem_bers must
Deductible N N‘?’_"? S $20[_] per individual | meet the individuat amount per calendar year,
Coinsurance 0% 20%
' ) ’ o * F-or family coverage Up to a maximum of three family members must
G f . : e meet thie ingividual amount per calendar year. Once you exceed this
Out-of-pocket maximum Nane $2,000 per ndividal amount, we-will pay up o our allowanice:for most covered services, Dg-
| ducnbfes arid. ‘Copayments. do:not apply to-your ont-of- pocket TTEximiI,

Please femember Ihat you are respansmie for na yrng any capa yment COISUmAance, and/ar deducrlb,’e {0 your provider, This is.a manoatory requirement wihen
receiving heafthcare services. Copéyments are due at the fime of service. Any coinsurance and/or deductible amounts can be paid at the fime of service or within
the time frame specified by your provider, Coinsurance and deductible amoinis are shown on the explanation of benefits (EOB) that we send fo you after piocessing
your claim. You must pay the pmwder the fotal amount showr in the secz‘ron labeled “Your Responsrbﬂ.'g/ on the £OB.

Preve_ntwe Care

Adult preventive care ' $0 15 plus 20% after-deductivle ‘Includes:one physical exam and one gynecological exam.per

_ ST _ calendar year,
Pediatric preventive care $0 $15 plus 20% after deductlble Pediatric preventlve care is covered accordmg to federal gmdehnes
immunizations _ %0 | 20%after deduc‘ﬂble inludes adult, padiatric, and travei Immunizations,
Lab services, machine o . Includes Pap smears, scregning mammograms, and
tests, and X—rays $0 20% after deductible prostate-specific aniigen (PSA) iests.
Office Visits _ _
Personal care physician $15 $15 plus 20% after deductivle
{PCP) _ .

Chirepractic visits are fimited to 12 per calendar year.

. o )
Speclallst $25 825 plus 20% after deductble Routine eye exams are limited to 1 per calendar year.

Outpatient Services

Outpatient medical/
surgical care $0 20% after deductible
{facility arid doctor services)

Lab services, machine o .
_Inpatient Services
inpatient hospital services |
- acute cars $0 20% after deductible
- maternity

Unlimited days at a general or specialty hospital.
Up fo 45 days per calendar year for physical rehabilitation.
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Within the OQutside of the
. BlueGard® PPO BlueCard® PPO

| Network you pay: Network you pay
. Mental Health and Chemical Dependency Treatment Services

inpatient $0 20% after deductible
Outpatient %0  20% after deductible
Dffice Visits $25 $25 plus 20% after deductible

Urgent Care or Emergenicy Care
Urgent care center $50 $50 plus 20% after deductible

If_emerge'ncy room. visit results in hospital admissian,
$100 copaymient. is waived.

Emergéncy room care $100 $100 ) . . _
i You may be billed ar additional specialist copayment if
_ " yolz are seen by a specialist in the emergericy foom,
Ambulance services $50 $50 Coverage for medically necessary/emergency services. Air and water

ambulances are fimited o a maximum of $3,000 par occurrence.

(Additional Services _ _ _
Prescription drigs See prescription drg insert-for details. Prescription g copayments and coinsiiance: o.not-anply 1o your out-of-pocket inaXimum.
Phiysicai/occupational o .

therapy 20% 20% after deductible

Durable medical | T T o | Must be purchased- from & participating DME vendor.

equipment (DME) o o 20 /°_ b 20% attef deductible | Phiarmacies are NOT participating in the BME network.

Home and hospice care $0 20%- afte'r deductible Includes physician, nurse, and home health arde vigits:

This gridd provides a general sumimary of your HeafthiMate Coast- t‘o Coast benefrts It is not a contract. For details about your coverage, .'ncludrng any lrmttattons or
exclusions not noted hers, please refer to your subscriber agresment or call our Customer Service Department at (407} 458-5000 or 1-800-639-2227 foutside of Rhooe Isfand)
If you have any questions about receiving medical care, call your personaf care physician,

Key Terms

Comsurance The percentage of our atlowance that you must pay fora covered healthcere service.
Copayment: A fixed dollar amiountthat vou must pay for-a covered Healthcare Service.

 Deductible; A fixed amount that you must pay for coviersd healthare services gach calendar year beford we startto pay forthose services.
Qut-of=pocket maximum; - Highiest amaurit of coinsurance that you miist pay each calendar-year for certain covered healthcare seriices.

- Personal care physician {PCP); Includes family praciitioriers; intermniszs; and pédiatricians,

Specialist: Incilides office visits to-all other medical providers whio spegialize i 4 certain arsa of medicine, such 45 but riot limiited to; ancology; cardiclogy,
ophthalmc]ogy, dermatology, or aIIergy

How Your Decluctlble Works

Your plan features a deductible for services provided cutside
the BlueCard network. The deductible is the amount of covered
expenses you must pay per calendar year before we start to pay
for covered services.

= Three family members must satisfy the individual deductible.
Once the third family member meets his or her individual
deductible, the family deductible is satisfied.

¢ Once the cut-of-network family deductible is met, the
farmily only needs to pay coinsurance (if applicable) up to
the out-of-pocket maximum.

The family out-of-pockst maximurm accumulates the same way as
the family deductible.
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Bliee Gross & Blue Shield of Rhade Island is an independent licensee
of the Blue Cross and Blue Shield Asscciation.
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Your Prescription Drug Plan

Blue Cross
Blue Shield
s & of Bhodeisland

Your prescription drug plan divides all covered drugs
into four different levels (tiers).

Tier 1, Tier 2, and Tier 3 drugs
are listed in the Preferred Drug List.
Tier 4 drugs are listed in the Specialty
Drug List. Both lists can be found on

BCBSRIl.com.

Copayment per Mail Order
30-day supply 90-day supply
Low ¢ost generic drugs $5 $12.50
Higher cost generic and $15 $37.50
preferred brand name drugs
Non-preferred brand name drugs $30 $75
Specialty drugs $30" N/A

Prescribed over-the-counter aspirin, folic acid, iron suppiements, and smoking cessaticn medica-
tions purchased at a retail pharmacy are covered at 100% according to federal guidelines.

*Infertility drugs, including oral and injectable drugs, are covered

with a 20% coinsurance.
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Filling Prescriptions

Network retail pharmacies. Our
network includes approximately 64,000
retail pharmacies. Please visit BCBSRL.com
for our participating pharmacy directory.

Mail order through CVS Caremark.

You can order up to a 90-day supply

of most drugs through the mail (excludas

specialty drugs).

* You can access GVS Caremark by
logging in to BCBSRL.com. Sslect
“Pharmacy” on the left hand side of
your member home page and follow
the prompt from there.

= You can also call CV3 Carsmark at
1-866-329-3053 (TDD 1-800-231-4403).

= To request a mail order brochure, please
contact BCBSRI Customer Service.

About Specialty Drugs

Specialty drugs must be purchased at one
of the participating specialty pharmacies
listed below to receive the maximum
benefit. You can receive up 1o a 30-day
supply at a time.

Careimark Speciaity
Pharmacy Services
1-866-278-6634

Village Fertility Pharmacy
1-877-334-1610

You or your doctor may need to get prior
authorization {pre-approval) for some
specialty drugs before they will be covered.

Using Out-of-network
Pharmacies

Tier 1, Tier 2, and Tier 3: Thereis no
coverage for non-participating retall and
mail order pharmacies.

Tier 4: If you purchase a specialty drug at
a non-participating specialty pharmagcy,
you must pay for it in full at the time of
purchase. You wil be reimbursed at 50%
of our allowance for most specialty drugs.
Specialty infertility drugs will be reimbursed
at 80% of our allowance.

Saving Money on
Prescription Drugs

Choose generic drugs when
appropriate. Generic drugs have the
same active ingredients as their brand
name equivalents, and ars approved by
the U.S. Foed and Drug Administration
(FDA). Ask your doctor if you can take a
generic drug.

Choose over-the-counter drugs
whenever possible. Over-the-counter
drugs (OTCs) are medications that do
not require a prescription. Most are
less expensive than their prascription
equivalents, but have the same active
ingredients. Ask your doctor if an OTC
drug is avaitable for you. ‘

Choose a lower-cost drug within the
same class when appropriate. All drugs
are grouped into classes, based on the
medical conditions they treat. Thase drugs,

This insert provides a general summary of your prescription drug program. it is not a contract. For detalls of
your coverage, including any iimitations or exclusions not noted here, please refer to your subscriber agreement.

though, are not necessarily in the same tier
undsr your prescription drug plan. If you
are taking a high-cost drug, there may be
a less expensive alternative drug that is in
the same drug class. Ask your doctor if a
lower-cost alternative is available.

Half-tab program: With your physician's
approval, you can have certain prescrip-
tions filled at double the strength, get
half the amount of pills and only pay half
the amount of your drug copayment.
You will be provided a pill splitter with
this voluntary program and will take a
haif-tablet dosage instead of a whole pill.
Consult with your physician to see if this
praciice is safe for the medications and
dosages prascribed to you.

[yl Fave. any guestions related o your
prescription drug program, please call
us at the appropriate Number below:.
Custoimer Service for BlueCHIP
plans: (40%) 274-3500 (within Rl 6r
1-800-564-0888 {outside of R onfy)
Customer Service for all O'th_'e'!"
BCBSRI plans: (401) 458-5000

(within R) or 1-800-639-2227 (outside:
of Rl only)

Telecommunications Device for the
Deaf (TDD): 1-888-252-5051
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