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BENEFIT HIGHLIGHTS Prepared for
City of West University Place
Effective Date: 10/01/15

BlueChoice Network

This is a general summary of your benefits. Please refer to your Summeary of Bensfils and Covarage {SBC}, or you may request a copy of the policy or plan
document for additional delails and a descriplion of the plan requirements and benefil design. This plan does noi cover all health care expenses. Please carefufly

freview the plan's limitetions and exclusfons.
Overall Payment Provisions

in-Network

Qut-of-Network

Benefits Benefits
Deductibies
Per-admission Deductible Nene None
Calendar Year Deductible $750 Individual / $5,000 Individual /
Applies to all Eligible Expenses uniess olherwise indicaled $1,500 Family $10,000 Famity
Three-month Deduclible carryover applies No No
Deduclible credit {rom prior carrier (applied on initial group enroliment anly) Yes Yes
Out-of-Pocket Maximum
“Standard” for effectivaironewal dafes in 2014/2015 $3,000 Indlividual / $10,000 Individual /
$6,000 Family $20,000 Family
Deduciibles applies to Cul-of-Pocket Yes - no oplion Yes"'
Copayment applies to Out-of-Pockel Yes — no opfion Yez™

* Copaymen! amounts and per admission deduclibles are applied but will conlinue to
be required afier the banelil percentage increases to 100%.

Credil for Out-of-Packet Maximum from prior carrier {applied on initial group

enroliment only) /

Nolwork Deduclible & Qul-of-Pockel
will only apply toward Network
Deduclibla & Oul-of-Pocket Maximum

Yes

Out-of-Nelwork Deduclible & Out-
of Network Qut-of-Pocket will only

apply toward Oul-of-Nelwark

Deductible & Out-of-Network Owt-

of-Pocke! Maxirmum

Yes

Copaymant Amounts Reqguired
Physician office visillconsultation:
Primary Care Copayment Amount for office visitfconsultation when
services rendered by a Family Practitioner, OBIGYN, Pedialrician, Behavioral
Health Praclitioner, or Internist and Physician Assistant or Advanced Praclice
Nurse who works under (he supervision of one of these listed physicians
Speciaity Care Copayment Amount for offica visil/consultation when services
rendered by a Specially Care Provider
Refar lo Medical/Surgical Expenses seclion for more information
Urgent Care center visl{
Refer fo Urgen! Care seclion for more information
Oulpatient Hospital Emergency Room/Trealment Room visil
Refer fo Emsrgancy Room/Treatment Room section for more information

$30 Primary Care Gopayment

$50 Speclally Care Copayment

$50 Copayment Amount

$200 Copayment Amount

$200 Copayment Amount

Maximum Lifetime Benefits

Per Paricipant
Inpatient Hospital Expenses

Inpatient Hospital Expenses

All services mus! ba preaultiorized
All usual Hospital services and suppliss, including semiprivate room, intensive
cara, and coronary care unils

Penally for failure o preauthorize services
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Medical / Surgical Expenses
Services performed during the ofiice visitfconsullation wien rendered by a
Primary Care Provider, inciuding lab and x-ray (does nol include Cerain
Diagnostic Procedures and surgical services)
Services performed during the office visit/consultation when services rendered
by a Specialty Care Provider, including lab & x-ray {does nol Include Certain
Diagnostic Procedures and surgical services)
-Lab & x-ray in other outpatient facilities (excluding Certain Diagnostic

Uniimited

80% of Alfowable Amoun! after
Deductible

None

50% of Alfowable Amount afier
Deduclible

$250

100% of Allowabla Amoun! after
$30 Primary Care Copaymeni™

100% of Allowable Amoun! afier
$50 Speciafy Cara Copayment

100% of Allowable Amoun!

50% of Atowable Amount after
Deduclibla

50% of Allowable Amount after
Deduclible

50% of Allowable Amount afier

A Division of Health Care Service Corperaticn, a Mulual Legal Reserve Company, an Independeni| ticensee of the Blue Cross and Blue Shield Association
NGF 151+ Business PPO Insured Slandard with Network Daduclible, Spfit Copay Effective 0/01/2015 (Rev 1172014 for 0212015 Release)
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Procedures)
-Physician surgical services pedormed in any setting

ary Gare/Specially Care copayments are defined in the Overall Pa
Medical / Surgical Expenses, cont.
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BlueCrosy BlueShield
of Texos

BilueChoice Network

80% of Allawable Amount after

Deduclible

ent Provisions secllon in this document.

Deduclibls

50% of Allowable Amounl after
Deduclible

In-Network Out-of-Network
Bonefits Benefits
-Physician inpatient hospital visils 80% of Allowable Amounf afler 50% of Allowable Amoun! after
Daduclible Deductible
-Certain Diagnostic Procedures; such as Bone Scan, Cardiac Slress Tesl, 80% of Allowable Amount after 50% of Allowable Amouni after
CT Scan {with or without contrast), MRI, Myelogram, PET Scan Dedluclible Deductible
-Home Infusion Therapy (Services mus! be preauthorized) 80% of Allowable Amount afler 50% of Allowable Amount after
Deduclible Deduclibia
-All other outpatien! services and supplies 80% of Aliowable Amount after 50% of Allowable Amount after
Deduclible i Deduclible

In Vitro Fertilization Services

Extended Care Expenses

Extended Care Expenses

All services must be preauthorized
Skilled Nursing Facility
Home Health Care

Special Provisions Expenses

Serious Mental lliness/Mentai Health Care/
Treatment of Chemical Dependency
Inpatient Services
Inpatient Chemical Dependency lreaiment must be provided in a
Chemical Dependency/Residential Treatment Cenfar (RTC)

-Hospital services (facility

-Physiclan services

Penally for failure {o preauthorize services
Preauthorizelion required for inpalient, residenlial irealment canlers
{RTC), parfial hospial program admissions, and cerain outpaliont
professional services
Outpatient Services
-Services performed during office visit/consultation when rendered by
a Primary Care Provider {does nolinclude psychologlca testing)

-All gutpalienl services and psychological lesling

Not Coverad

100% of Allowabla Amount

50% of Allowable Amount afler
Deduclible

Limited to 25 day maximum each Year*
Limited to 60 visit maximum each Year*
Unlimitad

80% of Allowable Amouni after
Deduciible

80% of Allowable Amoun! after
Deductible

None

100% of Aliowabls Amounf after $30
Primary Care Capaymen! Amaunt

80% of Allowable Amoun! after
Deductible

50% of Alfowabla Amount after
Daduclible

50% of Alowable Amount afler
Deductible

5250

50% of Aflowablo Amaunt afer
Daductible

50% of Atlowable Amaunf affer
Deduclible

Emergency Room/Treatment Room
Accidental Injury & Emergency Care
-Facility charges

-Physician charges

Nan-Emergency Care
-Facilily charges

-Physician charges

80% of Allowablo Amount effer $200 Copayment Amount
(Copayment Amounl waived if admilfed, Inpatien! Hospital Expenses will apply)

80% of Allowable Amount after Daductible

80% of Alfowable Amount after $200
Copaymenl! Amount {Copaymen!
Amourd waivad if admilfed, Inpatien!
Haspital Expenses will apply)

80% of Allowable Amouni affer
Deductible

50% of Allowable Amount after $200
Copayment Amounf & Deduclible
{Copayment Amount waived If admitted,
Inpatient Hospifal Expenses will apply)

50% of Aflowalle Amoun! effer
Deduclible

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an independent Licensee of the Blue Cross and Blue Shield Association
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PPO insured Standard with BlueCross BlueShield
Network Deductible and Split Copay @@ of Texas

Urgent Care Services

Urgent Care center visil, including lab & x-ray services {does not Inctude 100% of Allowabla Amount affer $50 50% of Allowable Amoun! after
Certain Diagnostic Procedures and surgical services) Copayment Amaunt Deductible
Cerlain Diagnostic Procedures: Bone Scan, Cardiac Siress Test, CT 80% of Allowable Amount efter 0% of Allowable Amount after
Scan {with or withou! contrast), MRI, Myelogram, PET Scan, surgical Deductible Deductible

pracedures and all other services and supplies

* Benefils used In-Network and Out-of Network will apply toward satisfying any Annual Maximurm banafils indicaled

ol
: = : of-Network
Special Provisions Expenses, cont. LA e LW oTk Ol -olle oL

Benefits Benefits

Ground and Air Ambulance Services
80% of Allowabie Amoun! after Deductible

Preventive Care

Rouline annual physical examinatlons, well-baby care exams, 100% of Affowabla Amount 50% of Atfowable Amouni after
immunizations 6 years of age & over, and any other preventive health Deduciible
services as determined by USPSTF
immunizalions for Dependent children through the date of the child's 60 100% of Alfowable Amount 100% of Allowable Amount
birthday

Speech and Hearing Services
Services to restore loss of or correct an impaired speech of hearing Covared same as any olher sickness Covered same as any olher sickness
function
Hearing Aids 80% of Allowable Amount after 50% of Allowabls Amount after

Daduclible Deductible

Hearing Ald Maximum Hearing aids ere subject lo 1 per ear per 36 month period

Organ and Tissue Transplant Services
Covered same as any olhter sickness Covered same as any other sickness

Refer o benefit booklef for delalls Refer fo benalit booklet for delails
Physical Medicine Services
Physical Medicine Services {includes, but Is not imited {o physical, 80% of Allowable Amount aftar 50% of Allowabls Amount afier
occupational, and manipulative therapy) Deductible Deduclible
Maximum Limited to 35 visils oach Year'

* Benefits used In-Natwark and Out-of-Network will apply loward satisfying any Annual Maximum benefits indicaled

A Division of Health Care Service Corporation, a Muluat Legal Reserve Company, an Independen! Licensee of the Blue Cross and Blua Shield Assoclation
NGF 151+ Business PPO insured Slandard with Network Deduclible, Split Copay Effective 01/01/2015 (Rev 11/2014 Jor 02/2015 Relaase) Page 3of 5



PPO Insured Standard with BlueCross BlueShietd
Network Deductible and Split Copay @@ of Texus

Farticipating Pharmacy” Non-Participating Pharmacy

(memiber fies claim)

Pharmacy Benefits

Brug List* Preferred Drug List 1
Prescription Brug Deductible*** None
Prescription Brug Out-of-Pocket Maximum Separale Prescriplion Drug Out-of-Pocke! Maxirmum applies lo Relail & Mail Service

Pharmacy: Individual. $§ 1,000/ Family: § 2,000
Vaccinations obtalned through Pharmacies**** Yes, fiu vaccinations covered as follows:

Select pharmacies participating in Flu 50% of Allowable Amount minus
Nelwork - 100% Copayment Amount
All ather in-network pharmacies -
appropriale lisr copay appiies

Retail Pharmacy

{Copayment amounls are based on a 30-day supply. Wilh appropriale
prescriplion order, up lo a 80-day supply is available, Copayment
amounis apply fo Out-of-Pocket Maximum.)

Generic Drug $10 Copayment Amount 50% of Allowable Amourd minus
Copayment Amount
Preferred Brand Name Drug 330 Copayment Amoun! 50% of Allowable Amount minus
Copayment Amount
Non-Preferred Brand Mame $60 Copayment Amount 50% of Altowable Amount minus
Copayment Amount
Specialty Drugs! Members will be required to oblain speciefly madicetions through Prima

Therepeutics Specialty Phammacy LLC (Prime Spacialty Pharmacy). Members
who obtain covered speciaity medication through eny contracting
pharmacy other than Prime Specially Pharmacy will be subject to a

i reduction in bensfils.
Mail Order Program | Yes
(Copayment amounls are based on a 90-day supply. With appropriate
prescription order, up (o a 90-day suppiy is available. Copayment
amounts apply to Out-oi-Pocket Maximum.} |
Generic Diug : $20 Copayment Amoun!
Preferred Brand Name Drug | $60 Copayment Amount
iNon-Preferred Brand Name Drug ' $120 Copayment Amount

" Rx Enhanced-Members elacting lo purchase Preferred/Non-Preferred Brand Name Drugs when "Brand Madically Necessery® is nof indicated and a Generic
oquivalen! is available, will be required fo pay the difference belween the cos! of the Generic and Preferred/Non-Preferred Brand Name Drug, plus the
Preferred Brand Name Copayment Amount. If “Brand Medically Necessary" is indicated on the prascriplion, the member vill pay the Preferred or Non-
Proefarrad Brand Name Copayment Amounl.

All medications with over-the-counler (OTG) equivalents are excluded from coverage excep! for Omeprazole 20 mg. .
* To locale a panlicipaling pharmacy in your area, go lo myprime.com or conlac! customer service af the phone number on the back of your identification card. |
“*The preferred drug list is available a!: bebsix.com/member/rx_dnigs himl |
**! Three-month Daduciible carryaver does nol apply to prescription drug deductible.

**** Select pharmacies participating in the Flu Natwerk are conlracted to provide vaccinalion services. Fiu vaccinalions sf all olher in-nelwork and ouf-of-
nelwork pharmacies are payable at the nan-participating Fiu Network pharmacy benafil lavel. Each pharmacy may have age, scheduling, or other
requirements that will apply. You are encouraged lo conlact the store in advance. Childhood immunizations subject lo state regulations are nol available
under this pharmacy beneft. Refer [o your BCBSTX medical coverage for benefits avaiiable for childhood immunizations.

IFor mora information on the spociefty drug program, call Prime Specially Pharmacy el (877)627-6337,

Diabates Supplies are available under the Prescription Drug benefils of your plan. Diabetic Supplies includa insulin and insulin analog preparations, Insulin
syringes necessary for self-atministration, prescripiive and non-prescriptive oral agents, all required lest sfrips and ablels which last for glucose, kelones, and
proi‘er'n fancets and fancef devicas, bichazard dfsposable con!ar'ners glucagon emargency kils, and olher mjec!ion aids. All provisions of this portion of the plan

A Divislon of Health Care Service Carporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association
NGF 151+ Buslness PPO Insured Slandard wilh Network Deductible, Spit Copay Effective 01/01/2015 (Rev 11/2014 for 02/2015 Release) Page 4 of §



