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The information contained in this proposal includes benefit changes required as a result of the Patient Protection

And Affordable Care Act (PPACA), otherwise known as Health Care
benefits are subject to change and may be revised based on

proposal are based on the plan benefits at the time the proposal is issu

effective date if additional plan changes become necessary.

Additionally,

Reform (HCR). Please note that plan

guidance and regulations issued by the Secretary of
Health and Human Services (HHS) or other applicable federal agency.

In addition, the rates quoted within this

ed and may change before the plan

Interim rules released by the Federal Government February 2, 2010 require BCBSF to test all benefit

plans to ensure compliance with the Mental Health Parity and Addiction Equity Act (MHPAE). Benefits and rates
reflected in the proposal are subject to change based on the outcomes of the test,

BiueOptions

COST SHARING HSA-Compatible 05180

Maximums shown are Per Benefit Period (BPM) | (Single Coverage)
unless noted

BlueOptions

HSA-Compatible 05181

(Family Coverage)

Deductible (DED) (Per Person/Family Agg)
~ In-Network $2,500 / Not Applicable $5,000 / $5,000
(OutofNework ,$5,000/ Not Applicable $10,000/$10,000
Coinsuranice (Membar Responisihlityy s w g T T e
OutotNetwork - G E % o O
Out of Pocket Maximum (Per Person/Family Agg) Includes DED, Coins, & Includes DED, Coins, &
Copays Copays
In-Network $2,500 / Not Applicable $5,000 / $5,000
Out-of-Network | $10,000 / Not Applicable $20,000/ $20,000
L ifetime Maximiim | No Maximum 8 Maximim
Allergy Injections |
In-Network Family Physician DED DED
In-Network Specialist ° DED DED
OutotNetwork DED +20% DED + 20%
£-Office VIsit Services. : T oty
In-Network Family Physician . DEBD - DED
An-Network Specialist : e _DED DED i
. Out-of-Network DED +26% ~DED +20%
Office Services
In-Network Family Physician DED DED
In-Network Specialist DED DED
_ Out-of-Network D DED +20% DED + 20%
Pravider Services at Hospital and ER IR S TAR L Y
" T-Netwark Family Physieioh : . DED DED
- In-Network Speciglist i o BED - ! DED :
Out-of-Network , - : In-Ntwk DED (No Colns) | inNtwk DED (No Coing}
Provider Services at Other Locations
In-Network Family Physician DED DED
In-Network Specialist DED DED
Out-of-Network | DED + 20% DED + 20%
| Radiology, Pathology and Anesthesiology ; =R,
Provider Services at Hospital or Ambulatory
Surgical Center : |
In-Network Specialist ! DED
] Oui-a—Ne' 3 b In:Ntwk DED (No Coins)
Adult Weliness Office Services [
In-Network Family Physician : $0 $0
i In-Network Specialist { $0 $0
| Out-of-Network : 20% (No DED) 20% (No DED)
| Colonoscopies (Routine) Age 50+ then Frequency Age 50+ then Frequency
! Schedule Applies Schedule Applies
In-Network $0 $0
Out-of-Network $0 $0
| Mammogranis (Routine and Dxj
| in-Network : N $a $6
| OutofNetwork $0 50
| Well Child Office Visits (No BPM)
| In-Network Family Physician $0 $0

Blue Cross and Bl

e Shield
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Prc;\rlder SEnices

Inpatient Hospitalization (30 day max)

Advancedlmaglng Sces ln
. \n-Network Family Physician

BlueOptions

Ambulatory Surgical Center
In-Network DED DED
Out-of-Network DED + 20% DEI? + 20%
independent Cﬂnit:al I..ab -
Out twurk DED + 20% DED + za%
lndependent Diagnostic Testing Facillty -
Xrays and AIS (Includes Physician Services)
In-Network - Advanced Imaging Services (AIS) DED DED
In-Network - Other Diagnostic Services DED DED
__ Out-of-Network DED + 20% DED + 20%
inpaﬂeni Hospital Ipsr admlt} ; -
ta= Ne Option 1~ DED Option 1 - Dw
. Option 2-DED Opﬂon 2= BEQ
Out»of Metwmk TR DED +20% - DE{3+29%
Out-of-Network (Eriergency Admssmn} . DED DED:
Inpatient Rehab Maximum 30 Days
| Outpatient Hospital: (per visit} £
ln:Network Option 1 - DEB..
-Option 2 - DED
OMNetwofk DED +20%
Tharapy at Outpatient Hospltal
In-Network Option 1 - DED Option 1 - DED
Option 2 - DED Option 2 - DED
Out-of-Network DED + 20% DED + 20%
MENTAL HEALTHAND:? sUasmucE‘Aause*‘f{&Ir.t.ﬂf‘ a

| Option 1 - DED

Option 1 - DED
In-Network Option 2 - DED Option 2 - DED
Out-of-Network DED + 20% DED + 20%
Out-of-Network (Emergency Admission) ..DED DED
Outpﬁlfen’e Hespitali:aﬁau (per.visit) - S )
Option 1 - DED Qption 1- DED
tn-Netmpk Option 2 -BED Opﬂon 2 - DED
Gm~of~Netwwk . DED + 20% DED +20% .
Provider Services at Hospltal and ER
In-Network Family Physician or Specialist DED DED
Out-of-Network Provider In-Ntwk DED (No Coins) In-Ntwk DED (No Coins)
“Physician Office Visit~ e it s
" In-Network' Famﬂy Physician ar Spmtalfst . DED : DED
Qui-of-Network Provider - DED + 20% DED +20%. -
Emergency Room Faclllty Services (per visit)
In-Network DED DED
Qut-of-Network OON DED (No Coins) OON DED (No Coins)
i Provider Services at Locatlans other: than AR Satgdsr Yy 22
Hospital and ER- : :
In-Network Family Physxclan | DED-
: lﬂ~Nelwezk Speelailsf. } DEY
e 3 DED + 2@%

BlueOptions
COST SHARING HSA-Compatible 05180 HSA-Compatible 05181
Maximums shown are Per Benefit Period (BPM) (Single Coverage) (Family Coverage)
unless noted
In-Neitwork Specialist
Out-of-Network
“EMERGENCY/URGENT/CONVENIENTCARES &1
| Ambulance Maximum (per Day)
| In-Network DED
‘Out-of-Network _In-Niwk DED (No Coin_s.). ]
Convenlent Ciré Centers (CCC) e e
In-Network 0 ; .9
Ou:-of-Nemk 453 - -DED *: zg%
Emergency Room Faciilty Services
(also see Professional Provider Services)
In-Network DED DED
Oul-cﬂ-Netwurk OON DED (No Coins) 'OON DED (No Coins)

Blue Cross and Blue Shield ¢
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BlueOptions BlueOptions

COST SHARING ' HSA-Compatible 05180 HSA-Compatible 05181

Maximums shown are Per Benefit Period (BPM) | (Single Coverage) (Family Coverage)
unless noted

In-Network Specialist

DED DED
OutofNetwork | DED+20% | DED + 20%

=l

| Diabetic Equipment and Supplies*

In-Network DED
OutofNetwork , DED + 20%
Diirabfe Madical Ecuipment, Pic ) No Maximum ;

D : _DED
Home Health Care BPM 20 Visit; 20 Visits f
In-Network DED DED
LDED +20% DED + 20%
* N Modrium No Maximim
. In-Network e DED : DED
Cul:of-Network S s S ; DED +20% . DED+20%

| Outpatient Therapy and Spinal Manipulations 35 Visits (Includes upto 26 | 35 Visits (Includes up to 26

LB . Spinal Manipulations) Spinal Manipulations)
Skiliéd Nursing Faciiity EPM CODays ¢ 60 Days

In=Network. ; : ; IR DED
Out-of-Network £.20% -

DED + 20%

_Deductible
ti-Network”
Retail (30 Days)

Geneiig/Preferred Brand/Non-Preferred

160% afer IN DED 100% aftef IN DED
- Mail Order (90 Days). 1.93%;;@;“ DED

51 -, 100% after IN DED
_ Generle/Prefermed Brand/Non-Preferred “
Out-of-Network
Retail {30 Days)
Generic/Preferred Brand/Non-Preferred | 50% after IN DED 50% after IN DED
Mail Order (90 Days) [
. Generic/Preferred Brand/Non-Prefered 50% after IN DED 50% after IN DED |
Medical Phar‘maéy(ledef~ﬁdhiinisieied-'ﬁ&1“ { e ‘ i LEE s
“In:Network - | Seglocaibnof Service | ~Sea

s Lacalion Location of Servid

Diabetic Supplies (lancets, strips, etc.) are cavered under the Rx benefit except when the group carves out pharmacy. When pharmacy is
carved out, they are available through DME. Diabetic Equipment (insulin pumps, tubing) are always covered under the medical benefit.

** (1) Medical Pharmacy Monthly

OOP Max includes the drug cost share and applies to the health plan OOP Max. (2) Physician Services are
in addition to drug costs (separate cos

t share applies). (3) Separate drug cost share does not apply to allergy injections or immunizations;
anly office cost share applies.

This is not an insurance contract or Benefit Booklet. The above Benefit Summary is only a partial description of the many benefits and
services covered by Blue Cross and Blue Shield of Florida, Inc., an independent licensee of the Blue Cross and Blue Shield Association. For
a complete description of benefits and exclusions, please see Blue Cross and Blue Shield of Florida’s Benefit Booklet and Schedule of
Benefits; their terms prevail.
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