Providence Police Retirees After 7/92 - CP4R/1F452
Providence Police Retirees - CPC1CM/1F468

Benefit Summary

ClassicBlue, our traditional indemnity plan,
combines comprehensive benefits with complete freedoim of choice.

* An extensive nationwide network. You canreceive in-nelwork ¢ The freedom to choose. If you visit an out-of-network provider
coverage from our extensive network of hospitals and providers. for covered services, simply pay for the service up front and

then file a claim for reimbursement. You may have to pay higher

out-of-pocket costs when you visit non-network providers,

Please see your plan’s subscriber agreement for details or

call Customer Service,

* No paperwork for in-network services, Simply show your
BCBSRI member 1D card, and the provider will do the rest.
You're only responsible for paying any applicable copayment,
coinsurance, or deductible,

Please remember thal you are responsible lor paying any copaymenl, coinsuranice, andlor deductible to your provider, This is a mandalory requirerment when
receiving healthcare services. Copayments are due at the time of service. Any coinsurance and/or deductible amounis can be paid at the lime of service or within
the time frame spacified by your provider. Coinsurance and deductible amounis are shown on the explanaiion of benelits (EOB) that we send to yau after processing
your claim. You must pay the provider the tofal amount shows in the seciion fabeled *Your Responsibility” on the FOB.

Includes one physical exam and cne gynacological exam per

Adult preventive care 20% 20%" calendar year,
Pediatrlc preventive care $10 $10 Inctudes routine physicals.
Includes adult and pediatiic immunizations, An office visit
Immunizations $0 $C copayment will apply if the provider bills for the immunization
administration in addition to an office visit.
Lab services, machine 40 0 Includes Pap smears, screening mammagrams, and

tests, and X-rays prostate-specific antigen (PSA) tesis.

rnaphyslclan ] . S ” .
(PEP) 20% 20%

Speciallst 20%" 20%" Rouling eye exams are not covered,

Outpatient Services:
Dutpatient medical/
surgieal care $0 30
{facility and doctor services)

Lab serviees, machine
tests, and X-rays (diagnostic} §0 $0

Inpatient Services

Inpatient hospital services
- agute care $0 30
- materaity

Unlimited days at a general or specialty hospital.
{Ip to 45 days per calendar year for physical rehabilitation.

‘Mental Health and Ehemical Dependency Treatment Services

Inpatient s %0
Outpatient $0 $0
Office Visits 20%" 20%:"

*After mesting the annual $100 Major Medical deductible, Dedustibles vary by plan. continued




Urgent care center

You may be billed an additional specialist copayment it

Emergency room care $0 80 you are seen by a specialist in the emergency room.
Ambulance servicas $50 $50 Coverage for medically necessary/emergency services. Air and water

ambulances are limited 1o 2 maximum of $3,000 per cccuresnce,

Prescription drugs 20%" 20%*
; Coverage for services of a hospital-based therapist and within 30
:’hhg;;lcalloccupaltunal 0% 0% days following a hospital stay, home care, or surgical procedurs;
ny otherwise coverad at 80 percent afier Major Medical deductible.
Durable medlcal 20% 0% Must be purchased from a participating BME vandor.
equipment (DME) ? Pharmacies are NOT participating in the DME network.
Hore and hospice care &0 $0 Includes physician, nurse, and homs health aide visits.,

*After meeting the annual $160 Major Medical deductible. Daductibles vary by plan,

This grid provides a general summary of your ClassicBiue benefits, It is nol a contract. For detalls abou! your coverage, including any imitations or
exclusions not notsd here, please refer to your sutsciber agreement or call our Customer Senvice Department at {01) 459-5000 or 1-800-639-2227 (outside of Rhode Istand),

If you have any questions abou! receiving medical care, call your personal care physician,

Coinsurance: The percentage of our allowance that you must pay for a covered healthcare service,
Copaymanti: A fixed dollar amount that you must pay for a covered healthcare service.

Major Medical Deductible: A fixed amount that you must pay for covered healihicare services each cafendar year before we start o pay for those services.
Out-of-pocket maximum: Highest amount of coinsurance that you must pay each calendar year for cerialn covered healthcare services.

Personal care physiclan (PGP): Includes family practitioners, internists, and pediatricians.

Spectalist: Includes office visils to all other medical providers who specielize in a certain area of medicine, such as but not limited fo: ercology, cardictogy,

ophitalmology, dermatology, or alfergy.
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