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BlueCHIP Plan 15 —- Benefit Summary

With BlueCHIP Coordinated Health Plan (BlueCHiP) from Blue Cross & Blue Shield of Rhode Island, you can take
advantage of complete coverage for coordinated care, an extensive network of local providers, and a primary care
physician (PCP} to guide you through the healthcare system.

Network Coverage (Coordinated Care)

BlueCHIP allows yau to choose a PCP from our extensive provider network.
Your PCP will previde basic and preventive healthcare and refer you to specialty
care when you need it. BlueCHIP also covers emergency and urgent cars when
you travel outside the service area.,

Out-of-network Goverage (Flex Plan)
if you have the Flex Plan as part of your BlueCHiP plan, you can receive care

outside the network or without a referrat from your PCP. (A separate deductible
and coinsurance may applhy.)

Deductible

Choosing a PCP

Selecting a PCP is easy:
1. Use our Provider Finder search teol on BCBSRL.com,
2. Cali Customer Service with the physician's name

and provider number,

3. Or, filf out and return the PCP selection/notification

$250 per individual
$500 per family

change form included in your welcome kit,

For family covsrage: Up to a maximum of $500 aggregated
between all family members per calendar year.

Coinsurance percentage

20%

Out-of-pocket maximum

N/A

$3,000 per individual
$6,000 per family

For family coverago: Up to @ maximum of $6,000 aggregated
batween all family membars per caleadar year. Once you
excead this amount, we will pay up fo our allowance for most
covered services, The out-of-retwork deductible is included in
the out-of-pocket maximum,

Hospital Copayment

$50 per ocoureence

$50 per ccoureence plus
applicable coinsurance,
depeading on typs of service.

Annual masimuny of $300 per individual; $300 par family,
Includes alk inpatient hospital services, surgery provided in
an outpatient hospital setting or ambulatory surgical center,
and most outpatient hospital services.

Adult preventive care

Flease remember that you are responsible for paving any copaymenl, coinsurance, and/or deductibie to your provider. This Is a mandatory requirement when receiving
heafthcare services. Copayments are dug at the time of service. Any colnsunance andfor deduslible amounts can be paid al the time of service or within the tims
frame specified by your provider, Coinsurance and deductible amounts are shiown on the explanalion of benefits (EOB) that we send to you alter processing your
cfaim, You must pay the provider the total amount shown it the secifon labsled “Yeur Responsibility” in the EOB.

Includes one physical exam and one gynecological exam

and X-rays

. .
$15 20% after deductible per calendar year,
Pediatric prevendive care $15 20% after deductible
includes adult and pediatric immunizations. An office visit
Immunizations %0 %0 copayment will apply if the provider bills for the immunization
adminisiration in additicn to an office visit.
Lab services, machins tests, $0 20% after deductible Pap smears, screeaing mammegrams, and prostate-specific

antigen (PSA} tests,

Personal care physiclan (PGP) $15 20% after deductible
tncluding but not limited o
+ $20 copaymant for a%lergy, darmatology, and outpatient
Speclalist $15 20% after deductible behavioral heallhcar vist

« 12 chiropractic visils per calendar year {Not covered by Flex)
+ 1 routing eye exam per calendar year (Not covered by Flex}
» Prenatal visits coverad in full after first office visit copay.

BlueGHiP w/Flex 15

conlinued




machine tests, and X-rays

Inpatient hospital facllities:
— Acute care
— Malernity

100% after $59 hospital
copaymant per occurrence

doctor’s office $0 20% atter daductible
Diagnostic lab services, %0 20% after deductible

$50 hospitat copayment
per occureence plus 20%
coinsurance (Flex deduct-
ible does not apply)

20% after deduclitle

Uatimited days at a general or speciaity hospital; Maximum
of 45 days per calendar year for physical rehabifitation.
See “Hospital Copayment® notes on first page.

Office Visits

$15

Inpatient
Outpatient 30 20% after deductible
20% after deductible

20% {Flex deductible does

20%

Urgent care center $20 not apply)
} emergency reom visit resulfs in hospital admission,
Emergency room care $ioo $100 £R copayment is waived, You may be billed an additional
specialist copayment if you are seer by a specialist in the ER,
Coverage for medically necessary/emergency services.
Ambulance services $50 $50 Air and water ambulance services are limited to a maximum of

Not covered by Flax

$3,000 per occurrence.

Ccveed at $00% following a hospital stay witlin 30 days.

_‘Physica!uccpational therapy
Durable medical equipment . Must be purchased frem our participating DME vendor,
(DME) 20% 20% after deductible Pharmacies are NOT participating in the DME network.
Home and hospice care $0 20% after deductible Includes physician, nurse, and home health alde visits.

This guid provides a gensral summary of your BlueCHIP benefils. Itis not a contiact. For detalls about your coverage, including any limitations or exclusions not
noted here, please refer Io your benefil bookist or calt our Cuslomer Service Department al (401} 274-3500 or 1-800-564-0888 (ouiside of Rhode Island),
if you have any questions about receiving medical cars, call your peisonal care physician.
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