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Preventive Services
Health Matatenance Bxam Covered - 100%, one per calendar year, | Not covered
inclndes chest Xoray, EEG and select
. Ieh procedures *
Asnnual Gynecological Exam Covered — 100%, one per calendar year | Not covered
*
Pap Smear Screening ~ Jzhoraiory Covered — 100%, one per calendar year | Not covered
services only *
Well-Raby and Child Care Covered — 100% * Not eovered
« § visifs, birth through 12 months
« 6 visits, 13 months fhrovgh 23
months ‘
+ 2 visifs, 24 months trough 35
months
* 2 visifs, 36 months through 47
months
+ 1 visit per birih year, 48 months
throngh apge 15
Tmmunizations Covered — 100%, vp through age 16 * Not covered
Fecal Ocenlt Blood Sereening Covered - 100%, one per ealendar year | Not coversd
"
Flexible Sigmoidoscopy Exam Covered — 100%, one per calendar year | Not covered
*®
Prostaie Specific Anfigen (PSA) Covered — 100%, one per calendar year | Not coversd
Screening *
* Unlimited
Mammopraphy '
Mammography Screening Covered — 100% afler deductible I Covered — 80% afier dednctible
One per calendar year, ne age restrictions
Physician Office Services
Office Visits Covered — $5 copay Covered — 80% afier dednotible,
must be medically necessary
Oufpatien! and Home Visits Covered — 100% after deductible Covered — 80% afier dednefible,
must be medically necessary
Office Consuliations Covered — §5 copay Covered - 80% after deductible,
ronst be medically necessary
Trgen! Care Visifs Covered ~ §5 copay Covered — 80% afler deductible,
must be medically necessary
Emergency Medicz] Care
Hospital Bmergency Room Covered — §25 copay, waived if Covered — 550 copay, waived if
admitled or for an accidenial injury adrmitied or for an accidenfal injury
Ambutance Services ~ medically Covered - 100% afler deductible Covered — 100% afier deductible
ACCESSATY
Dingnostic Services
1 shogatory and Pathology Services Coverzd — 100% afier deductble Covered — 80% after deduclible
Diagnostic Tests and X-mys Covered ~ 160% after dednetible Covered — 80% after deductible
Therapentic Radiclogy Covered — 100% afler deductible Covered ~ 80% afier deductible




New Plan

Maternily Services Provided by a Physician or Certified Nurse Midwife

Prepatal and Postnatal Care

Delivery and Nugsery Care

Hospital Care

Bemiprivate Room, Inpatient
Physician Care, General Nursing
Care, Hospital Services and Supplies
Nete: Nonemergency services mnst be
rendered in 8 participating hospital

Inpafient Consulizfions

Chemothesapy

Alernatives to Hospital Care

Skilled Nursing Care

Hospice Care

Home Health Care

Surgical Serviees

Swurgery — inchudes relaied surgical
services

Voluniary Sterilization

Volantary Aborafions

Human Organ Transplants

Specified Organ Transplants — in
designated facilities only, when
coordinated through the BCBSM
Humean Organ Transplast Progrm
(1-B00-242-3504)

Bope Marrow — when coerdinated
throngh the BCBSM Humen Organ
Transplant Program (1-800-242-
3504); specific criteria applies

Kidney, Comea and Bkin

Mental Health Care and Substance Ab

Inpatient Mental Health Care

Inpatient Substance Abuse
Treatment

Crufpatient Mental Health Care

©utpafient Substance Abuse
Treatment —~ in approved facilities

only

Other Services

Oufpafient Diabetes Management
Program (ODMFP)

Allergy Testing and Therapy

Chiropractie Spinal Manipulation

Basic & GCommunity Blue Plan 1/t

-

Covered - 100%

Covered ~ 80% afier deductible

Covered — 100% after deductible

Covered — 80% afler dednetible

Covered — 100% afier dednetible

Covered ~ 80% afier deductible

Urlimited days

Covered — 100% afier deductible

Covered — 80% after deductible

Covered ~ 100% afler deduchble

Covered — 80% after deduclible

Covered — 100% afler deducfible

] Covered - 100% afier deductible

Up to 120 days per calendar year

Covered - 100%

| Covered - 100%

Eimited io doflar maxixnem which iy adjusted periodically

Covered — 100% afier deductible

| Covered — 100% afier deductible

Covered — 100% after deductible

Covered — 0% after deductible

Covered — 100% after deductible

Covered ~ 80% after dednetible

Not Covered

Not Covered

Covered — 100% afier dednctible

Covered - In designated facilities only

Up to £1 million maximum per transplant type

Coversd — 100% after deductible

Covered — 80% after deductible

Covered — 100% afer deductible

Covered ~ 80% after deduciible

Covered — 100% zfler deductible

Covered — 100% afier deduciible

Unlirpited days

Covered ~ 50% afier deduetible

| Covered — 50% afier deductible

Unlirnited days, up to $15,000 apnval, $30,000 Jiftime

Facility and Clinjc:

Covered ~100% after deductible
Physician’s Office:

Covered — 100%

Facility and Clinje:
Coversd — 100% afier dednctible
Physician’s Office;
Covered ~ 100% affer dednctible

Covered — 50% afier dedunctible

Covered — 50% afler deductible

Up o the state-dollar amou

nt which is adjusted anpually

Covered — 100% afler deducb'blea

Covered ~ 0% after deductible

Note: Some diabefic services may be covered under your medical and/or
preseription drag coverage, subject fo applicable dednbtible and/or copays.

Covered - 100%

Covered — 80% afier deductible

Covered - 100%

Covered — 80% after deductible

Up to 24 visils per calendar year
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Other Services, continued

Oufpatient Physical, Speech and
Oeenpational Therapy

Facility and Clinte:

Covered — 100% afier dedneiible
Physicizz’s Office (exclndes speech
and occupational therapy):
Covered — 100% afier deductible

Facilify and Clinic:

Caovered —~ 100% after dedactible
Physician’s Office (excludes speech
and oceupational therapy):
Covered -- 30% afier deduetible

A combined 60-visii maxitmum per calendar year for physical therapy in the
oulpatient department of o hospital as well a5 in the physician's office

Durable Medical Equipment

Covered — 100% after dednetible

Covered - 100% after deductible

Prosthefic and Orthofic Appliances

Private Duty Nursing

Covered ~ 100% after deductible

Covered - 100% after deductible

Coverad -~ 50% afler dednclible

Covered — 50% afier deductible

Deduetible, Copays and Dollar Maxin
Note: I you meeive carc fiop a nenpartici
charge.
Deduetible

(per calendar year)

Copays
«  Fixed Dollar Copays

« Pegcent Copays

you mny be billed for the differenes between our approved smovnt and the provider’s

$100 per member, $200 per family

§250 per member, $500 per family

35 for offies visits, urgent care and
$25 for emergency room visits

350 for emerpency room visifs

100% for menta] health care, 50% for
substance abuse treatment and privats
duly nursing

20% for peneral services and 50% for
mental health care, substance abuse
frzatment and prvate doty nursing
Noter Services without a network are
covered at the in-network level.

Copay Dollar Maximums
(per calendar year)

+ Fixed Dollar Copays

None

Noge

* Percent Copays — excludes mental
health care, substance abuse
freatment and private dufy nursing

copays

Not applicable

$2,000 per mersiber, $4,000 per
family

Dollar Maximums
{per meruber)

Basic & Community Biire Plan 1/

31 million lifetime per covered specified human organ fransplant
type and a separate §5 million lifetime for all other covered services

and ags noted above forindividual services



