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Benefit Summary

HeaithMate Coast-to-Coast focuses on preventive care, seiting the foundation for continued good health. Plus, you benefit from:

* An extensive nationwide network. You can receive in-network
coverage from more than 538,000 doctors and 4,300 hospitals

thraugh the BlueCard® PPO natwork.

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

Deductible

* The freedom to choose. if you visit an aut-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 Tamily

For family coverage: Up to a maximum of $300 aggregated between

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

all family mermbers per cafendar year.

Coinsurance

As noted batow

As noted balow

0ut-of-pocket maximum

None

$1,000 per individual
$3,000 per family

For family coverage: Up to a maximum of $3,000 aggregated
between all family members per calendar year. Once you exceed this
amount, we will pay up to cur allowance for most covered services,
Beductibles and copayments do not apply to your out-of-pocket
maximur,

Hospital Gepayment

$50 per accurence

$50 per oceurence plus
applicable coinsdrance,
depending on type of service

Includes all inpatient hospitat services, surgery provided in an
outpatient hospital setting or ambulatory surgical center and most
outpatient hospital services. Up to $100 per ingividual, but not fo
exceed $300 per family per caleadar year, In and out-of-nstwork
hospitat copayment maximums are combined.

Please remember that you are responsible for paying any copaymeni, colnsurance, andfor deductible fo your provider. This is a mandatory requirement when recefving
healthcare services. Copayments are due af the lime of service. Any coinstirance and/or deductible amounts can be paid at the time of service or within the time frame
specified by your provider. Coinsurance and deduclible amounis are shown on the explanation of benefits (FOB) thal we send lo you afler processing your claim. You

must pay the provider the tofal amount shown in the section fabeled *Your Responsibility” on the FOB.

Includes one physical exam and one gynecological exam per

tests, and X-
Offie
Personal care physician
(PCP)

$15

a2 3|
Adulf preventive care $15 $15 plus 20% after deductible calendar yea,
Pediatric preventive care $15 $15 plus 20% afler deductible
fncludes adult and pediatric immunizations. An office visit
Immunizations $0 20% after deductible copayment will apply if the provider bills for the Immunization
adminisiration in addition o an office visit.
Lab services, machine $0 Includes Pap smears, screening mammaograms, and

20% aftsr deductible

$15 plus 20% after deductible

prostate-specific anfigen {PSA) tests.

Specialist

Dutpatient surgical care in
a doctor’s office

$15

$0

$15 plus 20% after deductible

20% after deductible

Aliergy and dermatologists office visl

Chiropractic visits are limited to 12 per calendar year,
Routing eye exams are lmited fo 1 per calendar year,
have a $20 copayment.

Lah services, machine
tests, and X-rays (diagnostic)

30

20% after deductible

STD 15.15.15.100

conlinued




inpatient hospital services
+ Acute care
* Maternity

Inpatient

$50 hospital copayment

$50 hospital copayment
per occurence plus 20%
coinsurance
{Deductible does not apply)

ervice
20% after daductible

Unlimitad days at general or specialty hospital,
Up to 45 days per calendar year for physicaf reiabilitation.
See "Hospital Copaymant” notes on first page.

Bulpatient

20% after deductible

Office Visils

Urgent care center

$15 plus 20% after deductible

$15 plus 20% after deductible

If emergency room visit resutts in hospital admission,
$100 copayment is waived.

Physlcalfoccupational
therapy

Emergency room care $100 . " - .

You may be billed an additional specialist copayment if

you arg seen by a specialist in the emergency room.

Coverage for medicafly necessary/emergency services, Water
Ambulance serviees $50 ambulances are fimited o a maximum of $3.000 per occurrence. Air

20% after deductible

ambutances arg not covered.

Duratde medical
equipment (DME)

20% after deductible

Must ke purchased from a participating DME vendor,
Pharmacies are NOT participating in the DME network,

This grid provides a general summary of your HealthMale Coast-to-Coast benelils. It is nol a contract. For delails about your coverage, inchuding any imitations or
exclisions not noled here, please refer fo your benefit booklel o call our Cuslomier Sewvice Department af (401} 459-5000 or 1-800-639-2227 fputsice of Rhode Isiand).
If yout have any questions about receiving medical cars, call your personal care physician.

Colnsurance; The percentage of our allowance that you must pay for a covered heallhcare service.
Gopayment: A fixed dolfar amount that you must pay for a coverad healthcare service,
Deductible: A fixed amount that you must pay for covered healthcare services each calendar year before wa start to pay for those services.
Out-of-pocket maximum: Highest amount of coinsurance that you must pay each calendar year for certain covered healthcare services.
Personal care physician (PGP): Inchides famity praciitioners, inteinists, and pedialricians.
Specialist: includes office visits to all other medical providers who specialize in a certain area of medicing, such as but not fimited to: encology, cardiology,
aphthalmology, dermatolagy, or allsray.

How Your Deductible Works

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

for covered services,

*+ All family members’ expenses accurnulate to the family deduct-
itle. The deductible can be satisfied by cne or more members

of the family.

¢ Oncs the out-of-network family deductile is met, the
family only needs to pay coinsurance and copayments

{if applicable) up to the cut-of-pocket maximum,

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

the family deductiole,

' Blue Cross
T
+ '@ Blue Shiefd
V'Av » of Rhede Island

wiww,BCBSRLcom

500 Exchange Shrest « Providence, Rl 02803-2602

Elua Cross & Brie Shizld of Rhodaisland is an indzpardand senses
of the Bhiz Cross and Ehua SHald Associaton,

ann cust-10262




