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Your Primary Care Provider (PCP)

When you enroll in this health plan, you must choose a primary care provider.

Be sure to choose a PCP who can accept you and your famnily members and who
participates in the network of providers in New England. For children, you may
choose a participating network pediatrician as the PCP.

For a list of participating PCPs or OBJGYN physicians, visit the Blue Cross

Blue Shield of Massachusetts website at bluecrossma.org; consult Find a Doctor
at bluecrossma.com/findadoctor; or call the Member Service number on your
ID card.

If you have trouble choosing a doctor, Member Service can help. They can give
you the doctor's gender, the medical school the doctor attended, and whether
there are languages other than English spoken in the office.

Referrals

Your PCP is the first person you call when you need routine or sick care. If your
PCP decides that you need to see a specialist for covered services, your PCP will
refer you to an appropriate network specialist, who is likely affiliated with your
PCP’s hospital or medical group.

You will not need prior authorization or referral to see an HMO Blue New England
network provider who specializes in OB/GYN services. Your providers may also
work with Blue Cross Blue Shield of Massachusetts regarding referrals and
Utilization Review Requirements, including Pre-Admission Review, Concurrent
Review and Discharge Planning, Prior Approval for Certain Outpatient Services,
and Individual Case Management. For detailed information about Utilization
Review, see your benefit description.

Your Out-of-Pocket Maximum

Your out-of-pocket maximum is the most that you could pay during a calendar
year for copayments and coinsurance for covered services. The calendar-year
begins on January 1and ends on December 31 of each year. Your out-of-pocket
maximum for medical and prescription drug benefits is $5,000 per member
{or $10,000 per family).

Emergency Room Services

In an emergency, such as a suspected heart attack, stroke, or poisoning,

you should go directly to the nearest medical facility or call 911 (or the local
emergency phone number). You pay a copayment per visit for emergency room
services. This copayment is waived if you are admitted to the hospital or for an
observation stay. See the chart for your cost share.

YOUR CARE

Telehealth Services

Telehealth services are covered when the same in-person service would be
covered by the health plan and the use of telehealth is appropriate. Your health
care provider will work with you to determine if a telehealth visit is medically
appropriate for your health care needs or if an in-person visit is required. For a list
of telehealth providers, visit the Blue Cross Blue Shield of Massachusetts website
at bluecrossma.org, consult Find a Doctor, or call the Member Service number
on your D card.

Your Virtual Care Team

Your health plan includes an option for a tech—-enabled primary care delivery
model where virtual care team covered providers furnish certain covered
services. See your benefit description (and riders, if any) for exact

coverage details.

Service Area

The plan’s service area includes all cities and towns in the Commonwealth of
Massachusetts, State of Rhode Island, State of Vermont, State of Connecticut,
State of New Hampshire, and State of Maine.

When Outside the Service Area

If you are traveling outside the service area and you need urgent or emergency
care, you should go to the nearest appropriate health care facility. You are
covered for the urgent or emergency care visit and one follow-up visit while
outside the service area. Any additional follow-up care must be arranged by your
PCP. See your benefit description for more information.

Dependent Benefits

This plan covers dependents until the end of the calendar month in which
they turn age 26, regardless of their financial dependency, student status, or
employment status. See your benefit description (and riders, if any) for exact
coverage details.
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Well-child care exams Nothing
Preventive dental care for children under age 12 (one visit each six months) Nothing
Routine adult physical exams, including related tests Nothing
Routine GYN exams, including related lab tests (one per calendar year) Nothing
Mental health wellness exams (at least one per calendar year) Nothing
Routine hearing exams, including routine tests Nothing

Hearing aids (up to $2.000 per ear every 36 months for a member age 21 or younger)

All charges beyond the maximum

Routine vision exams (one every 24 months)

Nothing

Family planning services—office visits

@ T

Nothing

Emergency room visits $100 per visit

(waived if admitted or for cbservation stay)
Office or health center visits $25 per visit
Mental health or substance use treatment $25 per visit

Outpatient telehealth services with a covered provider

Same as in-person visit

Chiropractors’ office visits $25 per visit
Acupuncture visits (up to 12 visits per calendar year) $25 per visit
Short-term rehabilitation therapy—physical and occupational (up to 60 visits per calendar year*) $25 per visit
Speech, hearing, and language disorder treatment—speech therapy $25 per visit
Diagnostic x-rays and lab tests Nothing

CT scans, MRIs, PET scans, and nuclear cardiac imaging tests
+ Hospitals

$75 per category per service date

+ Other covered providers Nothing
Home health care and hospice services Nothing
Oxygen and equipment for its administration Nothing

Durable medical equipment—such as wheelchairs, crutches, hospital beds

20% coinsurance**

Prosthetic devices Nothing

Surgery and related anesthesia

= Office or health center services Nothing

*+ Ambulatory surgical facility, hospital outpatient department, or surgical day care unit $250 per admission*™*

General or chronic disease hospital care (as many days as medically necessary) $500 per admission***
Mental hospital or substance use facility care (as many days as medically necessary) $500 per admission***
Rehabilitation hospital care (up to 60 days per calendar year) Nothing
Skilled nursing facility care (up to 100 days per calendar year) Nothing

*  Novisit limit applies when short-term rehabilitation therapy is furnished as part of covered home health care or for the treatment of autism spectrum disorders.

**  Cost share waived for one breast pump per birth, including supplies.

*** Copayments for consecutive inpatient admissions (or day surgery followed by inpatient care) within 30 days for the same or related illness will not exceed $500.
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$15 for Tier 1
{up to a 30-day formulary supply for each prescription or refill)** $30 for Tier 2

$50 for Tier 3
Through the designated mail service or designated retail pharmacy $30 for Tier |
(up to a 90-day formulary supply for each prescription or refill)** $60 for Tier 2

$150 for Tier 3

*  Generally, Tier 1 refers to generic drugs; Tier 2 refers to preferred brand-name drugs; Tier 3 refers to non-preferred brand-name drugs.

Cost share may be waived, reduced, or increased for certain covered drugs and supplies.
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Wellness Participation Program

Fitness Reimbursement: a program that rewards participation in qualified fitness $150 per calendar year per policy
programs or equipment (See your benefit description for details.)

Weight Loss Reimbursement: a program that rewards participationin a qualiﬁed $150 per calendar year per policy
weight loss program (See your benefit description for details.)

Mind and Body Wellness Program

Reimbursement for participation in the Mind and Body Wellness Program $300 per calendar year per policy
(See your benefit description for details.)

y 24/7 Nurse Line: Speak to a registered nurse, day or night, to get immediate guidance and advice. Call 1-888-247-BLUE (2583). No additional charge.

QUESTIONS?

For questions about Blue Cross Blue Shield of Massachusetts, call 1-800-782-3675,
or visit us online at bluecrossma.org.

Limitations and Exclusions. These pages summarize the benefits of your health care plan. Your benefit description and riders define the full terms and cenditions in greater detail. Should any questicns

arise concerning benefits, the benefit description and riders will govern. Some of the services not covered are: cosmetic surgery; custodial care; most dental care; and any services covered by workers’
compensation. For a complete list of limitations and exclusions, refer to your benefit description and riders. Note: Blue Cross and Blue Shield of Massachusetts, Inc. administers claims payment only and does
not assume financial risk for claims.

* Registered Marks of the Blue Cross and Blue Shield Association. © 2025 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
Printed at Blue Cross and Blue Shield of Massachusetts, Inc.
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MASSACHUSETTS

NONDISCRIMINATION NOTICE

Blue Cross Blue Shield of Massachusetts complies with applicable federal civil rights
laws and does not discriminate on the basis of race, color, national origin, age, disability,
sex, sexual orientation, or gender identity. It does not exclude people or treat them
differently because of race, color, national origin, age, disability, sex, sexual orientation,

or gender identity.
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BLUE CROSS BLUE SHIELD
OF MASSACHUSETTS PROVIDES:

* Free aids and services to people with
disabilities to communicate effectively
with us, such as qualified sign language
interpreters and written information in other
formats (large print or other formats).

» Free language services to people whose
primary language is not English, such as
qualified interpreters and information written
in other languages.

If you need these services, call Member Service
at the number on your ID card.

If you believe that Blue Cross Blue Shield
of Massachusetts has failed to provide
these services or discriminated in another
way on the basis of race, color, national
origin, age, disability, sex, sexual orientation,
or gender identity, you can file a grievance
with the Civil Rights Coordinator by mail
at Civil Rights Coordinator, Blue Cross

Blue Shield of Massachusetts,

25 Technology Place, Hingham, MA 02043;
phone at 1-800-472-2689 (TTY: 711);

fax at 1-617-246-3616; or email at
civilrightscoordinator@bcbsma.com.

If you need help filing a grievance, the Civil
Rights Coordinator is available to help you.

You can also file a civil rights complaint

with the U.S. Department of Health and

Human Services, Office for Civil Rights,

online at ocrportal.hhs.gov; by mail at US.
Department of Health and Human Services,
200 Independence Avenue, SW Room 509F,
HHH Building, Washington, DC 20201; by phone
at 1-800-368-1019 or 1-800-537-7697 (TDD).

Complaint forms are available at hhs.gov.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross and Blue Shield Association.
© 2024 Blue Cross and Blue Shield of Massachusetts, Inc, or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.

2915351

55-1487 (5/24)
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PROFICIENCY OF LANGUAGE ASSISTANCE SERVICES

Spanish/Espariol: ATENCION: Si habla espariol, tiene a su disposicion servicios gratuitos
de asistencia con el idioma. Llame al nimero de Servicio al Cliente que figura en su tarjeta de
identificacion (TTY: 711).

Portuguese/Portugués: ATENCAOQ: Se fala portugués, séo-lhe disponibilizados gratuitamente
senvicos de assisténcia de idiomas. Telefone para 0s Senvicos aos Membros, através do ndmero No
seu cartdgo ID (TTY: 711).

Chinese/B{kR: 15 MBI, RINATAERBIRMESHERS. FRITE D FLH
SRMBASRBESH (TTY SM: 7111)
Haitian Creole/Kreyol Ayisyen: ATANSYON: Si ou pale kreydl ayisyen, sévis asistans nan lang
disponib pou ou gratis. Rele nimewo Sévis Manm nan ki sou kat Idantitifkasyon w lan (Sévis pou
Malantandan TTY: 711).
Vietnamese/Tiéng Viét: LUU Y: Néu quy vi néi Tiéng Viét, cac dich vu h& trg ngdn ngl dugc cung cap cho
quy vi mién phi. Goi cho Dich vu Hoi vién theo 56 trén thé ID cta quy vi (TTY: 711).
Russian/Pycckuit: BHIMAHWME: ecnv Bel roBopyTe NO-pyccky, Bbl MOXeTe BOCMOMb30BaATLCA HeCnNaTHbIMM
yCyramu nepesofunka. Mo3soHuTe B OTAEN OOCNYXKMBAHIA KIMEHTOB NO HOMEPY, yKasaHHOMY B Bawen
naeHTMOMKALMOHHON KapTe (Tenetaunn: 71 1).
Arabic/us:

islgll jlz) elngh Bl e sezsll 63,01 e slasl Glassy Juad) el dewilly Bloxe drgielll dusbul) Olaas 3528 oyl LUl s S 18] ol

(7171 TTY oSty gall gt
31
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Mon-Khmer, Cambodian/igi: Mifj 8 gnnie LU?ES Iﬁ"i;iﬁ Suntim
NS SWwMANRAARIY AMNGINNSUENUEAT AJEFIATYIF
(TGS AN AU TG SIURSHA (TTY: 711)°]

French/Francais: ATTENTION : si vous parlez francais, des senvices d'assistance linguistique sont
disponibles gratuitement. Appelez le Service adhérents au numéro indiqué sur votre carte d'assuré
(TTY : 711),

[talian/Italiano: ATTENZIONE: se parlate italiano, sono disponibili per voi servizi gratuiti di assistenza
linguistica. Chiamate il Servizio per i membri al numero riportato sulla vostra scheda identificativa

(TTY: 711),

Korean/3H20: =2|: 31202 AlR3IAlE A2, ¢10] XY MH[AS FE= 0|85t =+
ol=L|CH T5te| D Ft= 0l Q1= AEHHS(TTY: 711)E ASsHH] 313 M| A0 TESHAIL.
Greek/EAANvIKA: MPOZOXH: Eav pihate ENnvikg, SlatiBevral yia 0ag unnEeoieg YAwookng BorBelag,

Swpedv. Kahéote TV Yrnpeoia EEummpetong Mehdv otov apBpod g kaptag péhoug oag (ID Card)
(TTY:-711).

B

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. |



Polish/Polski: UWAGA: Osoby postugujace sie Jezykiem polskim moga bezpfatnie skorzystac z pomocy
jezykowej. Nalezy zadzwonic¢ do Dziatu obstugi ubezpieczonych pod numer podany na identyfikatorze
(TTY:711).

Hindi/fedY: &1 &: afe 3o Redr Sy &, & oo werrar Qard, 39 & T fraew
39eY B W FaTHT & 39 WED. FS W RT AT HeT W ST w (@EATR.: 711).

Gujarati/aovatdl: 41 20l o4l dH srid] oliddl @, dl dHaL Mgl Al Al Gl Y&l Gudoy 9,

D

a1 2u53] 513 42 2ule <is12 W2 Member Service A $id 531 (T 711),

Tagalog/Tagalog: PAUNAWA: Kung nagsasalita ka ng wikang Tagalog, mayroon kang magagamit na

mga libreng serbisyo para sa tulong sa wika. Tawagan ang Mga Serbisyo sa Miyembro sa numerong

nasa iyong ID Card (TTY: 711).

Japanese/A#&:E: HH5E:H AFEE BELICGDHIEERDEE VAL YAY—EX%ET

FAWERITEY, DA—NCRROBEESAFAL AV N~ — R ECHBE L
(TTY: 711),

German/Deutsch: ACHTUNG: Wenn Sie Deutsche sprechen, steht lhnen kostenlos fremdsprachliche
UnterstUtzung zur Verfigung. Rufen Sie den Mitgliederdienst unter der Nummer auf Ihrer ID-Karte an

TTY: 711).

Persian/ L\

bt S8 gy 0 e R0 et b3, e b8 Lad Lzl s Ol Siges U SIS Dlads i )b Las 345 5] s
(TTYE 711) 5,8 poled clac] Cilensn 2y | g2

Lao/w19270: 2001158: 112c39c01w9I39290L8, BnIwOSNIgoBcBodImwIzalsitmlos

VeI, immv&heuomnmmanmwvecon?masauq?uuoeajman (T 711

Navajo/Diné Bizaad: BAA AKOHWIINDZIN DOOIGI: Diné k’ehji yanitt’i’ go saad bee yat’i’ &i _

t’adjitk’e bee nikd’a’doowotgo éf na’ahoot’i’. Dif bee anitahigf ninaaltsoos bine’déé’ néomba bika’igiiji’

béésh bee hodiilnih (TTY: 711).

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross and Blue Shield Association.
© 2024 Blue Cross and Blue Shield of Massachusetts, Inc, or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
001651831 55-1493 (6/23)



