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Blue Choice Plan2 Town of Plymouth
. Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage Period: on or after 07/01/2014

This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan document at
www.bluecrossma.com or by calling 1-800-782-3675.

Important Questipﬁs [ Answers

What is the overall

$0 PCP / Plan-Approved; $250
member / $500 family Self-Referred.

‘ Why this Matters:

You must pay all the costs up to the deductible amount before this plan begins to pay for covered
services you use. Check your policy or plan document to see when the deductible starts over

Coverage for: Individual and Family | Plan Type: POS

deductible? Does not apply to emergency room, | (usually, but not always, January 1st). See the chart starting on page 2 for how much you pay for
emergency transportation. covered services after you meet the deductible.

dArz the_rel i ifi You don't have to meet deductibles for specific services, but see the chart starting on page 2 for

W for specific | No. other costs for services this plan covers.

Is there an out—of-

pocket limit on my
expenses?

Yes. $6,350 member / $12,700 family
for PCP / Plan-Approved; $1,000
member / $2,000 family for
Self-Referred

The out-of-pocket limit is the most you could pay during a coverage period (usually one year) for
your share of the cost of covered services. This limit helps you plan for health care expenses.

| What s not included in
the out—of-pocket limit?

Prescription drugs for PCP / Plan-
Approved; deductible, copayments for
Self-Referred; premiums, balance-
billed charges, and health care this
plan doesn't cover.

Even though you pay these expenses, they don’t count toward the out-of-pocket limit.

Does this plan use a
network of providers?

Yes. See
www.bluecrossma.com/findadoctor
or call 1-800-821-1388 for a list of in-
network providers,

If you use an in-network doctor or other health care provider, this plan will pay some or all of the
costs of covered services. Be aware, your in-network doctor or hospital may use an out-of-network
provider for some services. Plans use the term in-network, preferred, or participating for
providers in their network. See the chart starting on page 2 for how this plan pays different kinds

of providers.

Do | need a referral to
see a specialist?

Yes, PCP / Plan-Approved level of
benefits only.

This plan will pay some or all of the costs to see a specialist for covered services but only if you
have the plan’s permission before you see the specialist.

Are there services this
plan doesn’t cover?

Yes.

Some of the services this plan doesn't cover are listed on page 8. See your policy or plan
document for additional information about excluded services.

Questions: Call 1-800-782-3675 or visit us at www.bluecrossma.com.

If you aren't clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary
at www.bluecrossma.com/sheglossary or call 1-800-782-3675 to request a copy.
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‘ Common
! Medical Event

If you have a test

|
!
|

| Services You May Need

Imaging (CT/PET scans, MRIs)

Diagnostic test (x-ray, blood work)

. Your cost if you use
~ PCP/Plan

No charge

$50

fiyevies |
| Approved | Self-Referred -

20% coinsurance

20% coinsurance

Limitations & Exceptions

- Self-Referred

Deductible applies first for
Self-Referred; copayment applies per
category of test / day; pre-
authorization required for certain
services

If you need drugs to treat
your illness or condition

More information about
prescription drug
coverage is available at
www.bluecrossma.com.

Generic drugs

Preferred brand drugs

$10 / retail or mail
service supply

Not covered

Up to 30-day retail (90-day mail
service) supply; cost share waived for
birth control and certain orally-
administered anticancer drugs; pre-
authorization required for certain drugs

$20 / retail or mail
service supply

Not covered

Up to 30-day retail (90-day mail
service) supply; cost share waived for
certain orally-administered anticancer

drugs; pre-authorization required for
certain drugs

Non-preferred brand drugs

$35 / retail or mail
service supply

Not covered

Up to 30-day retail (90-day mail
service) supply; cost share waived for
certain orally-administered anticancer

drugs; pre-authorization required for
certain drugs

Specialty drugs

Applicable cost

share (generic,

preferred, non-
preferred)

Not covered

When obtained from a designated
specialty pharmacy; pre-authorization
required for certain drugs
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| | Your cost if you use
' Services You May Need " PCP/Plan | -

Approved |

Common

' Medical Event Limitations & Exceptions

Self-Referred

Deductible plies first for
Mental/Behavioral health outpatient services $20 / visit 20% coinsurance Self-Referred; pre-authorization

required for certain services

Deductible applies first for
Self-Referred; copayment limited to

_ $750 per calendar year;
If you have mental health, $ g .
behavioral health, or - ) pre-authorization required

_ Deductible applies first for
DD Substance use disorder outpatient services $20 / visit 20% coinsurance Self-Referred; pre-authorization
required for certain services
Deductible applies first for
Self-Referred; copayment limited to
$750 per calendar year;
pre-authorization required

Mental/Behavioral health inpatient services $250 / admission | 20% coinsurance

Substance use disorder inpatient services $250 / admission | 20% coinsurance

5 of 11



L1409

S90IAI8S UI_HS9 10f palinbal
uonezioyjne-aid ‘palisjoy-jjes
1o} 81 seljdde ajquonpag

2JUBINSUIOD %0¢

ableyo oN

80IAI8s 991dSOH

(ENETENFIES
10} ®9ueINSUI02 %0z) YHIq Jad dwnd
}SEa.q auo 10} panlem aJeys 109
panoiddy-ue|d / d0d ‘paliejey-iles
10} Jsu1} s9)|dde ajqnonpeq

80URINSUI0D %0f

22UBINSUI0? %07

Juawidinba [eaipaw 8jgeing

paunbal uoneziioyne-aid
:eaf Jepuales Jad sAep Q| 0} pejw

PaIaA02 JON

afleyo oN

aled Buisinu pa|ng

S9IIAIS UIELISD
1o} paiinbai uoneziioyine-aid {uaip)iyo
8|q1b1je Joy SaTIAIBS UO)UBAISIUI
Kj1ea 10} paniem sywi| abeianod
pue aleys js0d ‘Adde sywi ebeianod
Adessy) uopeyjiqeyal ‘pasisjey-jjes
10} Jsuiy sayjdde sjgnonpaq

AUEBINSUI0D %07

Wsin / 02$

S80IAISS Uolel|iqeH

CELINED
ule)a0 Joj painbai uoijeziioyyne-sid
\(Adesayy yosads pue ‘aled yjeay
aWoy ‘wshne 1o} uey) Jayjo) panoiddy
-Ueld / 40d 4o} Jeak Jepusjed
1ad syisia 09 0} pajiul| paLieley-j|es
loj Jsuyy sadde ajqnonpaq

92UBINSUI0d %07

JSIA 1 02$

S90IAI9S LONeIqeyy

paanbai
uoljezlioyyne-aid ‘pasiajey-j|es
10} Jsu1) saydde sjgnonpaq

99UBINSUI0D %07

abieyo o

a1e9 y)jeay awWoH

spaau yjjesy |e1oads
Jayjo aney Jo fuponosal
dioy paau nof j|

leaf Jepusien Jad 0G/¢
0] pajiu| JuswAedoo ‘panisjey-jles
Jo} 18414 saidde gjquonpaq

99URINSUI00 %07

Alanijap
Jo} abieyo ou pue
uoissiwpe / 052$

$89IAI8S Juanedul |ie pue Alsnag

paliajey-jles
Jo} Jsu1} saydde ajgqnanpaq

suopydaosxs @ suoneywi

89UBINSUI0D %07

I pPaliajoy-}|oS

|

abieyo opN

- panoiddy |

Ueld / d0d

asn hok ;!'1509 INOA

aled [ejeu)sod pue [ejeusid

paaN Aep NOA SadIAIBg

1
1
]
|

jueuBiaid ate noA y

JUSAZ [EDIPSN |
uowwon ;
I



Your cost if you use
' Medical Event Services You May Need PCP / Plan

- _ =L _ : | __Approved | | I e, T
Eye exam No charge Not covered Limited to one exam per calendar year
Glasses _ Not covered Not covered | —none —

! 2 : ) : Limited to children under age 12
If your child needs dental (every 6 months) for PCP / Plan-
oreye care . Approved only and under age 18 with a
Dental check-up No charge 20% coinsurance clggt palate I(ﬁeﬁ ip conditign for PCP |

Plan-Approved and Self-Referred;
deductible applies first for Self-Referred

|
| Common

Limitations & Exceptions
Self-Referred
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Your Rights to Continue Coverage:

If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep health coverage. Any
such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium you pay while covered under the plan.
Other limitations on your rights to continue coverage may also apply.

For more information on your rights to continue coverage, contact your plan sponsor. Note: A plan sponsor is usually the member's employer or organization that provides
group health coverage to the member. You may also contact your state insurance department, the U.S. Department of Labor, Employee Benefits Security Administration at
1-866-444-3272 or www.dol.gov/ebsa or the U.S. Department of Health and Human Services at 1-877-267-2323 x61565 or www.cciio.cms.qov.

Your Grievance and Appeals Rights:

If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For questions about your
rights, this notice, or assistance, you can contact the Member Service number listed on your ID card or contact your plan sponsor. Note: A plan sponsor is usually the
member's employer or organization that provides group health coverage to the member.

Does this Coverage Provide Minimum Essential Coverage?
The Affordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.” This plan or policy does provide
minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?

The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value). This health
coverage does meet the minimum value standard for the benefits it provides.

Language Assistance

To obtain language assistance, please call the toll-free Member Service number on your ID card.

SPANISH (Espafiol): Para obtener asistencia en espafiol, llame al mimero gratuito de Servicio de Atencién al Miembro que figura en su tarjeta de identificacion.
TAGALOG (Tagalog): Kung kailangan ninyo ng tulong sa Tagalog tumawag sa libreng numero ng telepono ng Serbisyo sa Miyembro na nakasulat sa myong ID card.

CHINESE (H132): AR ZP SIS BB » ST & 2R 0% B IR s i At g

NAVAIJO (Dine): Dinek’ehji shika’ a’dowot ninizingo, kwoji hodiitné t’44 jiikeh béésh bee hane’jj T’a4 doolé’¢ bina’ishditkidgo yeehaka’adoojah éi
binumber bee néého’dolzin biniiyé naanitinigii bikaa’ doo.

Disclaimer:

This document contains only a partial description of the benefits, limitations, exclusions and other provisions of this health care plan. It is not a policy. It is a general overview
only. It does not provide all the details of this coverage, including benefits, exclusions and policy limitations. In the event there are discrepancies between this document and
the policy, the terms and conditions of the policy will govern.

To see examples of how this plan might cover costs for a sample medlical situation, see the next page.
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Questions and answers about the Coverage Examples:

What are some of the assumptions
behind the Coverage Examples?

e (Costs don't include premiums.

e Sample care costs are based on national
averages supplied by the U.S. Department of
Health and Human Setrvices, and aren't
specific to a particular geographic area or
health plan.

e The patient’s condition was not an excluded or
preexisting condition.

o Allservices and treatments started and ended
in the same coverage period.

o There are no other medical expenses for any
member covered under this plan.

¢ QOut-of-pocket expenses are based only on
treating the condition in the example.

e The patient received all care from in-network
providers. If the patient had received care
from out-of-network providers, costs would
have been higher.

What does a Coverage Example show?

For each treatment situation, the Coverage
Example helps you see how deductibles,
copayments, and coinsurance can add up. It also
helps you see what expenses might be left up to
you to pay hecause the service or treatment isn't
covered or payment is limited.

Does the Coverage Example predict my
own care needs?

% No. Treatments shown are just examples. The
care you would receive for this condition could
be different based on your doctor's advice, your
age, how serious your condition is, and many
other factors.

Does the Coverage Example predict my
future expenses?

% No. Coverage Examples are not cost
estimators. You can't use the examples to
estimate costs for an actual condition. They are
for comparative purposes only. Your own costs
will be different depending on the care you
receive, the prices your providers charge, and
the reimbursement your health plan allows.

Questions: Call 1-800-782-3675 or visit us at www.bluecrossma.com.

If you aren't clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary
at www.bluecrossma.com/shcglossary or call 1-800-782-3675 to request a copy.

® Regislered Marks of the Blue Cross and Blue Shield Association.® 2014 Blue Cross and Blue Shield of Massachusetts, Inc,, and
Blue Cross and Blue Shield of Massachusells HMO Blue, Inc.

Can | use Coverage Examples to
compare plans?

v Yes. When you look at the Summary of
Benefits and Coverage for other plans, you'll find
the same Coverage Examples. When you
compare plans, check the “Patient Pays” box in
each example. The smaller that number, the
more coverage the plan provides.

Are there other costs | should consider
when comparing plans?

v Yes. An important cost is the premium you
pay. Generally, the lower your premium, the
more you'll pay in out-of-pocket costs, such as
copayments, deductibles, and coinsurance.
You should also consider contributions to
accounts such as health savings accounts
(HSAs), flexible spending arrangements (FSAs)
or health reimbursement accounts (HRAs) that
help you pay out-of-pocket expenses.

136972BS (4/14) IMCD
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