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Benefit Summary

HealthMate Coast-to-Coast focuses on preventive care, sstting the foundation for continuad good health, Plus, you benefit from:

+ An extensive nationwide network, You can receiva in-network
coverage from more than 536,000 doctors and 4,300 hospitals

through the BlueCard® PPO network.

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

Deductibie

twork you pay:

None

¢* The freedom to choose, If you visit an cut-of-network provider
for covered services, simply pay for the service up front and

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

$300 per family

$100 per individual

cut-of-pocket costs when you visit non-network providers,
Please sea your plan's subscriber agreement for details or
call Customer Service.

Faor family coverage: Up to a maximum of three family members must
meet the individual amount per calendar year,

Colnsurance

As noted below.,

As noted befow.

Qut-of-pocket maximum

None

$1,000 par individual
$3,000 per famify

For family coverage: Up to a maximum of three family members must
maet the individuat amount per calendar year. Gnee you exceed this
amaunt, we will pay up {o our allowance for mest covered services.
Deductibles and copayments do nat apply to your out-of-pocket
maximum.

Praventive C:

Please remember thal you are responsible for paying any copayment, coinsurance, andfor deductible to your provider. This is a mandatory requirement when
receiving healihcare services. Copaymenis are dug af the time of service. Any coinsurance and/or deductible amounts can be paid at the ime of service or within
the time kame specified by your provider. Coinsurance and deductible amounts are shown on the explanation of benefits (FOB) that we send 1o you after processing
your claim. You must pay the provider the tolal amount showm in the section labeled “Your Responsibility” on the EOB,

Includes one physical exam and one gynecological exam per

tests, and X-rays

Personal care physician
{PCP)

$10

Adult preventive care $10 $10 plus 20% after deductible calondar year,
Pediatric preventive care $10 $10 plus 20% after deductible
Includes adult and pediatric immunizations, An office visit
Immeunizations 30 20% after deductible copayment will apply if the provider bilfs for the immunizaticn
administration in additien to an office visit.
Lah services, machine 0 20% after deductible Includes Pap smears, screening mammograms, and

$10 plus 20% after deductible

prostate-speeific antigen {PSA} tests.

Specialist

Outpatient medical/surgi-

$10

$10 plus 20% alter deductible

Chirepractic visits are limited to 12 per calendar year.
Routine eye exams are limited to 1 per calendar year.
y and dermatologists office visits have a $15 copayment.

tests, and X-rays {diagnostic}

cal care (facility and doctor $0 20% after deductible
services)
Lab services, machine $0 20% after deductinle

STD 10,10,10,100

continued




Unlimited days at a general or specialty hospital,
Up to 45 days per calendar year fer physical rehabilitation.

Mental B Servi

Inpatlent 50 20% after deductible
Outpatlent $0 20% after deductibfe
Oifice Visits $10 $10 plus 20% after deductible

rgent ba
Urgent care center $10

$10 plus 20% after daductible

H emergency room visit results in hospital admission,
$100 copayment is waived,

The annuat emergency room maximum is $200 per individual

20% 20% after deductible

Emargency room care $100 $100 and $300 per family, per calendar ysar, Applies to both
in-and out-of-network,
You may be billed an additional specialist ¢opayment if
you are seen by a specialist in the emergency room,
Ambulance services $50 $50 Coverage for medically necessary/emsrgency serviges, Alr and water

ambulances are limited to a maximum of $3,000 per occuirence

therapy

Durable medical or . Must be purchased from a participating BME vendor,
equipment (DME) 0% 20% after deductible Pharmacias are NOT parlicipating in the DME netwark.
Home and hospice care 0% 20% atler deductible Includes physician, nurse, and home health aide visits.

This grid provides a general summary of your HealthMale Coasi-lo-Coast benefits, itis not a conlract. For delails about your coverage, including any imitalions or
exclusions not noled hers, please reler to your benefit booklet or call our Customer Service Department at (401} 458-5000 or 1-800-633-2227 {outslde of Rhods Isfand).

If you have any questions about receiving medical care, call your personal care physician.

How Your Deductible Works

Your plan features a deductible for services provided outstde
the BfueCard network. The deductible is the amount of covared
expenses you must pay per calendar year before we start to pay
for covered services.

+ Three family members must satisfy the individual deductible,
Once the third family member meets his or her individual
deductible, the family deductible is satisfied.

* Once the out-of-network family deductible is mat, the
family only needs to pay ceinsurance and copayments
(if applicable} up to the out-of-pocket maximum.

The family out-of-pocket maximurn accumulates the same way as

the family deducticte,
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