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Benefit of Summary
Plan 1



BlueCross BlueShield
of Texas

‘ ‘rl-:’ﬁ(}-lnsured-Standard-w.-n Network Deductible

Lol

BENEFIT HIGHLIGHTS Prepared [dBilueChoice Network
for City of Weslaco Plan 1 [JBlueChoice Solutions Network.

This Is & genaral summary of your benefits. Please mfer {o your benefit booklet for addilional defalls and a description of the plan requirements and benefit design. This plan does nol

_ GOver all heallh care expenses, tipon rec.'p
Overall Payment Provisions:
Deductibles

{ of your benefit booklel, carefully raview the plan's kimitalions and exclusions.

In-Network

‘Benefits®

- Out-of-Network. .
~ Benefits

$ 500

Per-admission Deductible None'

Calendar Year Deductible " §2,500 Individual / $7,500 Individual /

Applies to afl Eligible Expenses, unless otherwise fndicated, except Inpalient $5,000 Famity $15,000 Family

Hospital Expenses

Three-month Deductible carryover applies B<) YesA INo Bl Yes{INo

Deductible credit from priar carrier (applied on Initlal group enroliment only) X YesA_INo M yesd INo
Out-of-Pocket Maximum

Deductibles are not applied to the Out-of-Pocket Maximum. Copayment /A Individial / $6,000 Individual /

Amounts are applled but will continue to be required after the benefit N/A Family $18,000 Family

percentages increase to 100%. Your benefit baoklet will provide more
delalls.

Network Daductible & Out-of-Pocket
maximum will only apply toward
Networlk Deduclible & Out-of-Pockef

Qut-of-Natwork Deductible & Oui-of
Pockat maximum will also apply
toward Network Deductible & Qul-of-

Credit for Out-of-Pocket Maximum from prior carrier {applied on initial grou Maximum Pocket Maximum

enroliment only) ’ (@pr aroup B YesA_INo X YesA_INo
Copayment Amounts Required

Physician office visft/consultation $25 Copayment Amount

Refar to Medlcal/Surgical Expenses section for more information

Outpatient Hospltal Emergency Room/Treatment Room visit

Refer to Emergency Room/Treatment Room section for more Information $200 Copayment Amount $200 Copayment Amaunt

Maximum Lifetime Benefits

$1,006,000*

Per Parficipant |
Inpatient Hospital Expenses. .. - i

Inpatient Hospital Expenses

All sarvices must be preauthorized
Afl usual Hospital services and supplies, ncluding semiprivate room,
intensive cars, and coronary care units

Penalty for faliure lo preauthorize services

100% of Allowable Amount aftar per-
admission Deduclible

None

70% of Allowable Amount after per-
admission Deductible

$250

Medical/Surgical Expenses’

Medical / Surgical Expenses
Services performed during the Physiclan oifice vislconsultation, inctuding
tab & x-ray {does not include Certain Diagnostic Procadures and surgical
services)

Lab & x-ray in other cutpatlent facliities (excluding Cerlaln Diagnosilc
Procedures)

-Physician surgical services performed In any setfing
-Physician Inpatient hospltal visils
-Certain Diagnostic Procedures; such as Bone Scan, Cardiac Stress Test,

100% of Allowable Amount afler $25
Copayment Amount

100% of Allowable Amount

100% of Allowable Amoun! after

70% of Allowable Amount after
Calandar Year Deducfible

70% of Allowabls Amount after
Calendar Year Deduclible

70% of Allawable Amount after

CT Scan (wilh or without contrast), Ultrasound, MRI, Myelogram, PET Scan Cafendar Year Deduclible Calendar Year Daductible
-Home Infusion Therapy {Services must be preauthorized)
-All ather outpatient services and supplies
In Viira Fertilization Services Bl Dactine
[Accapt (I accepted, Medical/Surgicat Expenses covarad same as any ofher
sickness)

* Benafils used In-Natwork and Cut-of-Network will apply toward sallsfying any Calendar year, Plan Year, Annual Maximum, or Maximum Lifetime benelils Indicated

A Division of Health Care Service Corporation, a Mutuat Legal Resarve Company, an Indepandent |icensea of tha Blue Cross and Blue Shiafd Association
e b e iy et i Mt e Daduetible (Ravised 6/24/08) '



BlueCross lll.ﬁeSj seld
ol Texas

PPO-Insured-Standard-with Network Deductible E' e

Extended Care Expenses
Extended Care Expenses
All services must be preauthorized

Out-of-Network_
Benefits:

100% of Allowable Amount 70% of Allowable Amount after
Calendar Yesr Deductible
$10,000 Calendsar Year maximum®

Skilled Nursing Facility

Home Health Care $10,000 Calendar Yoar maximunm*
Hosplee Care 520,000 lifelime maximum*
pecial o [ DE <
Serious mental lliness
Mental Health Care
Treatment of Chemical Dependency
Inpatient Services (All services must he preauthorized)
-Hospital services {facility)
(Inpatlent Chemical Dependency treatment must be provided in a 100% of Allowable Amount afier per- 70% of Altowable Amount after per-
Chemical Dependency Treatment Center) admission Deductible admissfon Deduclible
-Physician services 100% of Allowahle Amount affer 70% of Allowable Amount after
Calendar Year Daduciible Calendar Year Deduclible
Outpatient Services (All services must be preauthorized)
-Services performed during Physician office visit (does not include 100% of Allowable Amount affer $25 70% of Allowable Amount affer
psychological tesfing) Copayment Amount Calendar Year Deductible
-All outpatient services and psychalogical tesfing 100% of Allowahle Amoun affer 70% of Allowable Amount after
Calendar Year Deduciible Cafendar Year Daductible

* Benefils used In-Network and Out-of-Netwark wil apply foward salisfylng any Catendar Year, Plan Year, Annual Maximum, or Maximum Lifelime benefits Indicated

A Divislon of Health Cars Servics Corporation, a Mutual Legal Reserve C

ampany, an Indopendant Licensea of the Blue Cross and 8lue Shiald Association
141+ business-PPO-Insured-Slandard-with Network Deductible {Revised 8/24/08)



' PPOC-Insured-Standard-w...n Network Deductible

»

L BlueCross BlueShield
ol Texas

‘Special Provisions Expenses, cont.

Emergency Room/Treatment Room
Accldental Injury & Emergency Care (within 48 hours)
-Facility charges

-Physician charges

In-Network i
Benefits -

‘QOut-of=-Network .
Benefits = .

100% of Allowable Amount after $200 Copayment Amount
{Copayment Amount waived if edmitfed, inpatient Hospital Expenses will apply)

100% of Allowable Amourt after Calendar Year Daductible

Non-Emergency Care {after 48 hours}
-Facilily charges

-Physlclan charges

100% of Allowable Amount affer $200
Copayment Amount (Copayment
Amaunt waived if admitted, Inpatient
Hospital Expenses will apply)

100% of Allowable Amount affar
Calandar Year Deduclible

70% of Alfowabla Amount after §200
Copayment Amaunt & Calendar Year
Daduclitle {Copaymenf Amount
waived if admified, Inpatieni Hospita!
Expenses will apply)

70% of Allowable Amount afler
Calendar Year Daductibls

Ground and Air Ambulance Services

100% of Allowable Amount after Calendar Year Deductible

Preventive Care
Routine annual physical examinations, well-baby care exams,
immunizations for Participants 6 years & over, vision exams, and hearing

axams

Immunizations for Dependent children through the date of the child's gt
birthday

100% of Allowable Amount aRler $25
Copayment Amotnt

100% of Allowable Amount

70% of allowable Amount afier
Calendar Yaar Deduclible

100% of Allowabis Amatnt

Speech and Hearing Services
Services to restore loss of or comect an Impalred speech ar hearing

Covered same as any other sicknass

Covered same as any olher sickness

function

Hearing Aids 100% of Allowabls Amount after 70% of Allowable Amotunt after
Calandar Year Daducibla Calandar Year Deductible

Hearing Afd Maximum Hearing alds are subject o a §1,000 maximum armaunt gach 36-month pariod*

Organ and Tissue Transplant Services

Calendar Year Maximum

Covered same as any other sicknass

Refer o bensfit bookial for delails

Covered same as any other sickness
Refer to banefit booklet for datalls

$15,000 maximum benefil for donor search and acceptability lesting of potential
liva donors

Physical Medicine Services
Physical Medicine Services (includes, but is not limited to physical,
occupational, and manipulalive therapy)

Calendar Year Maximum

100% of Allowable Amount after
Calandar Year Daductibla

70% of Allowahis Amouni after
Calendar Year Deductible

$1.500 maximum benefit each Calendar Year*

* Banafits used In-Network and Out-of-Network will apply toward salisfying any Calendar Year,

A Division of Health Care Service Corporatian, a Mutual Legal Resarva Company, an lndependent Licensee of the Blua Cross end Blue Shiald Ass

1614 hielnessPPO-Insured-Skandard-wilth Network Deduclibla (Revised 6/24/09)

Plan Year, Annual Maximum, or Maximum Lifetime benelits indicated

ociation




ol Texas

PPO-Insured-Standara-with Network Deductible ot BlueCross BlueShield

a

~Non-Participating

Drug Benefits

“. Pharmacy. ...
{member files claim) - -

Prcription Drug Benefits*

Vacclnations obtained through Pharmacles™* B Yes Ina
Flu vaccipation-
$ 5.00 Copayment Amount

Deductihles do not apply

Refail Pharmacies
(Al Copayment Amounts are per 30-day supply and will not apply to
Cashare Stoploss Maximum)

Generic Drug $15 Copayment Amount 80% of Allowabfz Amount minus
Copayment Amotni

Preferred Brand Name Drug $30 Copayment Amount 80% of Allowable Amaunt minus
Copayment Amount

Non-Preferred Brand Name Drug $45 Copayment Amount 80% of Allowabla Amount minus
Copayment Amount

Mail Service Pharmacy D Yesd INo

(Al Copayment Amounts are per 30-day supply and will not apply lo
Coshare Stoploss Maximum)

Generic Drug $15 Copayment Amount
Preferred Brand Name Drug $30 Copayment Amount
Nan-Preferred Brand Name Drug §45 Copaymen!t Amaunt

All preseription medications with over-thecounter {OTC) equivalenis are excluded for coverage, except far Omeprazale 20 mg.

Rx Enhanced-Members electing lo purchase Prefermed/Non-Freferred Brand Name Drugs when “Brand Medically Necessary” is not indicated and a Generic
equivalent Is available, will be required to pay the difference belween the cost of the Generic and Preferred/Non-Preferred Brand Name Drug, plus the
Preferred Brand Name Copayment Amount. If "Brand Medically Necessary" is Indicaled on the prescription, the member will pay the Preferred or Non-

Preferred Brand Name Copayment Amaunt,
** Three-month Deductible camyover does nol apply fo prescription drug deduciible,

*** Each Parlicipating Phamacy that has contracted lo provide vaccination services may have age, seheduling, or other requirements that wil apply. You are
encouraged fo contact the store in advance. Childhood immunizations subject to state regufalions are not available under this pharmacy benefil, Refer to your

BCBSTX medica! coverage for benefits available for childhood immunizations.

Diabetes Supplies are avallable under the Prescription Drug benefifs of your plan. Diabelic Supplies include insulin and insulin analog preparations, insulin
syringes necessary for self-adminisiration, prescriptive and non-prescriplive oral agents, all required fest sfrips and lablefs which test for glicose, ketones, and
protein, lancets and lancet devices, biohazard disposable coniainers, glucagon emergency kits, and ofher infection aids. All provisions of this portion of the plan
will apply Incuding Copayment Amounts and any pricing differences that may apply to the items dispensed,

A Division of Health Care Service Corporation, a Mutual Legal Reserva Company, an Independent Licenses of the Blua Cross and Blue Shield Association
161+ business-PPO-Insured-Standard-wilh Network Deductible {Revised 6/24/08)
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Plan 2



PPD-Insured-Standard~with Network Deductible

BENEFIT HIGHLIGHTS Prepare
for City of Weslaco Plan 2

5 == RlueCrass BlueShield
of Texas

KBiueChoice Network
[BlueChoice Solutions Network

This Is a genersf summary of your benefits. Please refer fo your benefit boakle! for addilfonal details and a description of the plen requirements and benefit deslgn. This plan does nol

cover alf health care expenses. Upen rece.ﬁnl of your benefit booklel, carfully review the plan’s imitafions and exclusions.

l‘n ~Network:

Overall Payment Provision: ‘Benefits
Deductibles
Per-admission Deductible Nona' $500
Calendar Year Deductible $750 Individual / $2, 250 Individual /
Applies fo ell Eligibla Expenses, unless olherwise Indicaled, except Inpatient §1,500 Family $4 500 Family
Hospilal Expenses
Three-month Deductible carryover applies YesA_No Yas{_INo
Deductible credit fram prior camier {applied on Initia! group enrollment orly) XYasd_No Yes{_INo
Out-of-Pocket Maximum
Deduclibles are not applied fo the Out-o-Pocket Maximum. Copayment $3,000 Individug! / $9,000 Individual /
$6,000 Family $18,000 Farnily

Amounis ara applled but wil continue to be required after lhe benefi
percantages increase lo 100%. Your benefit booklet will provide more
delalls.

Natwork Deduclible & Oul-of-Packet
maximum will only spply loward
Natwork Daductible & Cul-of-Pocket

Oui-of-Network Deductible & Out-of-
Pocket maximum will alse apply
toward Network Daductibla & Oul-of-

Cradil for Out-of-Pocket Maximum fram priar carrier (appiled on initial grou Maximum Pocket Maximum

enrollment only) P (zpp grotp BdYesd INo B YesINo
Copayment Amounts Required

Physlelan office vislt/consultation $25 Copayment Amount

Refer 1o Medical/Surgical Expenses section for more informafion

Outpatient Hospital Emergency Room/Treatment Room visit

Refer fo Emargency RoomiTrealipent Room section for more informalion $200 Copayment Amouni $200 Copayment Amount

Maximum Lifetime Benefits
Per Parficipant

Inpatient Hospital Expenses -~ -

Inpatient Hospital Expenses

All services must be presuihorized
Alf usual Hospital services and supplies, including semiprivate room,
intensiva care, and coronary care uniis

§1,000,000*

50% of Allowabis Amount after per-

80% of Altowable Ampun! after per-
admission Deductible

admission Deduclible

250
Penally for failure to preauthorize services None ’

Medical/Surgical Expenses’

Medical / Surgical Expenses
Services performed during the Physician office visitfeansultation, including
|ab & x-ray {doss not Inciude Certain Disgnostic Procedures and surgical

services)

70% of Allowahls Amounf afler

100% of Allowabla Amount after $25
Calendar Year Deductibla

Copayment Amount

70% of Allowabla Amount afier

100% of Allowable Amount
Calendar Year Deductible

|ab & %-ray In other outpatient facillties (excluding Certain Diagnostic
Procedures)

-Physlelan surgical services performed in any seting
-Physician inpatlent hospltal visils

-Certaln Diagnostic Procedures; such as Bone Scan, Cardiac Stress Test, 50% of Allowable Amount after

B0Y% of Allowable Amount after

CT Scan {with or withoul contrast), Ultrasound, MR, Myelogram, PET Scan Calendar Yaar Deductible Calendar Year Deductible
-Home Infusion Therapy (Services must be preauthorized)
-All other outpalient services and supplles
In Vilro Fertiiization Services X Dacline
{TlAecapt {if accaplad, Medical{Surgical Expenses covered same o5 any other
sickness}

* Benefits used In-Netwark and Oul-of-Network will apply toward safislying any Catendar year, Plan Year, Anaval Maximum, or Maximurn Lifelime benefits Indicaled

A Division of Health Cars Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blus Shiald Association
4184+ huclngec. DO Inerimd. Clanmdamtvilh Mohonrl DNodortihla iPavicad BM4N00




PPO-Insured-Standard-with Network Deductible ==\ BlueCross BlueShiek)
S

'Extended Care Expense
Extended Care Expenses
Al services must be preauthorized
100% of Allowable Amount 70% of Altowable Amoun afler
Calendar Year Deductible
Skilled Nursing Facillly $10,000 Calendar Year maximuim*
Home Heallh Care $10,000 Calendar Year maximum*
Hosplee Care $20,000 lifelime maximum*
pecial Fro D pe g
Serious mental lliness
Mental Health Care
Treatment of Chemical Dependency
Inpatient Services {All services must be preauthorized)
-Hospital services (facility)
{Inpatient Chemlcal Dependency trealment must be provided in a 0% of Allowable Amount after per- 50% of Allowable Amount after per- -
Chemical Dependency Treatment Cenler) admission Deductible admission Deductible
-Physiclan services B80% of Allowable Amount affer Calendar 50% of Allowable Amoun! affer
Yoear Daductible Calendar Year Deductible
Outpatient Services (All services must be preauthorized)
-Services performed during Physiclan office visit {does nol lnclide 100% of Allowabla Amoun! afler $25 0% of Allowable Amount after
psychological lesting) Copayment Amount Calendar Year Deductibla
-All outpatient services and psychalagical tesling 80% of Afiowable Amount after Calendar 50% of Allowable Amoun! afler
Year Deduclible Calendar Year Deduclible

* Benefits used In-Network and Out-ol-Netwark will apply loward satisfying any Calendar Year, Plan Year, Annual Maximum, or Magimum Lifelime bensfits indicated

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independant Licensee of the Blua Cross and Blug Shisld Association
1844 hreinaz e PP Incyred-Slandamd.with Mabwrirk Dadiirtible IBauicad 8/94/004



PPO-Insured-Standard-with Network Deductible

Special Provisions Expenses,

Emergency Room/Treatment Room
Accldental Injury & Emergency Care {within 48 hours)
Faciiity charges

-Physlclan charges

] BlueCross BlueShield
of Texas

B0% of Allowable Amount after $200 Copayment Amount
{Copayment Amount waived if admilted, Inpalient Hospital Expensas will apply)

80% af Allowable Amount after Calendar Year Deductible

Non-Emergency Cara (after 48 hours)
-Facility charges

-Physician charges

50% of Allowable Amount after §200
Copayment Amount & Calandar Year
Deductibla (Copayment Amount
waived if admitied, Inpatient Hospital
Expenses will apply)

80% of Allowable Amoun! after $200
- Copayment Amount (Copayment
Amount waived if admitted, Inpalisnt
Hospital Expensas will apply)

30%% of Allowabla Amount after

80% of Altowable Amount after Calandar
Calendar Year Deductibla

Year Deductible

Ground and Air Ambulance Services

80% of Allowable Amount after Calendiar Year Deduclible

Preventive Care
Routine annual physicat examinations, wel-baby care exams,
immunizations for Participants 6 years & over, vislon exams, and hearlng

axams

Immunizalions for Dependent children through the date of the child's 6%
birthday

70% of allowabla Amount affer

100% of Aflowable Amount after $25
Calendar Year Deductible

Copayment Amount

100% of Allowabla Amount 100% of Allowahle Amaunt

Speech and Hearing Services
Services o restora loss of or comect an impaired speech or hearing

Covered same as any other sickness Covered sama as any other sickness

function

Hearing Alds 80% of Alfowable Amoun! after Calendar 502 of Allowabls Amount afler
Year Daductible Calendar Year Deductible

Hearing Ald Maximum Hearing aids are subject to a $1,000 maximum amount each 36-monih pariod®

Organ and Tissue Transplant Services

Calendar Year Maximum

Coverad same as any other sickness

Covered same as any other sickness
Refer lo benefit booklet for defails

Refer fo benefit bookist for details

$15,000 maximum benefil for donor search and acceplability tesling of potantial
five donors

Physical Medicine Services
Physical Medicine Serviges {Includes, but is not limited to physical,
occupational, and manipulative therapy)

Calendar Year Maximum

50% of Allowabla Amount after

B0% of Allowable Amount after Calendar
Calendar Yesr Deduciitle

Year Deduclible

$1,.500 maximum benefif each Calendar Year*

* Benefils used In-Network and Cut-ofNatwork wid apply loward satisfying any Calendar Year, Plan Year, Annval Maximum, or Maximum Lifetime benefits Indicated

A Division of Haalth Care Sarvice Corporation, a Mutual Lagal Reserve Company, an Indapandent Licensee of the Blue Cross and Blua Shield Association

151+ hislnass-2R0.dnsured-Stand aml-with Nabwark Madicthia (Bavicard 824001




ol Texas

PPO-Insured-Standard-with Network Deductible ¥ BlueCross BlueShiel

Prescription Drug Benefits Participating Pharmacy Non-Participating
N ' R Pharmac,

'member files claim)

Prescription Drug Benefits

Vaccinations obtained through Pharmacles** B vesA_INo
Flu vaccination-
§ 5,00 Copayment Amaunt
Deductibles do not spply
Refail Pharmacles

{All Copayment Amounts are per 30-day supply and will not aoply to
Coshare Stoploss Maximum)

Generic Drug $15 Copayment Amoun! 0% of Allowabla Amoun! minus
Copayment Amount

Preferred Brand Name Drug $30 Copayment Amount 0% of Allowabla Amount minus
Copayment Amount

Nen-Preferred Brand Name Drug $45 Copayment Amount B0% of Allowable Amount minus
Copayment Armount

Mall Service Pharmacy B Yesd INo

{All Copayment Amaunts are per 30-day supply and will nat apply to
Coshare Sioploss Maximuin)

Generic Drug $15 Copayment Amount
Preferred Brand Name Drug $30 Copaymant Amount
Non-Preferred Brand Name Diug $48 Copayment Amount

All prescription medications with over-the-counler fOTC) equivalents are excluded for coverage, excepl for Omeprazole 20 mg.

Rx Enhanced-Members electing fo purchase Preferred!Non-Prefarred Brand Name Drugs when “Brand Medically Necessary® is not Indicated and a Genaric
equivalent is available, will be required fo pay the difference between the cost of the Generic and Preferred/Non-Preferred Brand Name Dnig, plus the
Freferred Brand Name Copayment Amount. If "Brand Medically Necessary" i indicated on the prescription, the member will pay the Preferred or Non-

Preferred Brand Name Copayment Amount,
** Threa-month Deduelible carryover does not apply in prescription druy deduclible.

** Each Perticipaling Pharmacy that has confracted io provide vaccination services may have sge, schedufing, or ofher requirements thal will apply. You ars
encouraged fo confact the store in advance. Childhaod Immunizations subject to siafe reguiations are nof available under this pharmacy benefit. Refer lo your

BCBSTX medical coverage for benefils avallabla for childhood immunizations.

Diabeles Supplies are available under the Prescription Drug benefits of your plan. Diabeti Supplies include insulin and insulin analog preparations, insulin
syringes necessery for self-administration, prescriptive and non-prescriptive oral agents, all required test sirips and tablets which test for ghicoss, kelones, and
proltein, fencets and lancet devices, biohazard disposable containers, glucayon emergency kits, and ofher Injection aids, All provistons of this porfion of the plan
will apply including Copayment Amounis and any pricing difsrences that may apply fo the flems dispensed.

A Dlvision of Health Care Service Corporation, 3 Mutua! Legal Reserve Company, an Indepandant Licensae of tha Blue Cross and Blue Shisld Association
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BlueEdge HSA-Insured-Embedded

-

BlueCross BlueShield
o¥ Texas

BENEFIT HIGHLIGHTS Prepared
for City of Weslaco Plan 3

- XIBlueChoice Network

[ IBlueChoice Solutions Network

ThisIs a gensral summary of your benefits. Plesse refer to your banelit bookial for addifona! detalls and a descriplion of the plan requirements and benefit design, This plan dues_ not

Overall Payment Provisions:
Calendar Year Deductible

cover alf health care expenses. Upon recelp! of your benefit booklet, carefully review tha plan's limilations and exciusions.

n-Network.

OQut-of-Network
Benefits

i‘Benefits'

Applies o &)l Eligible Expenses {unless oherwise indlcated) $2,000individust / $4,000Individual /
Applies lo Gul-of-Pocket Maximum 54, 000Family $8,000Family
Family covarage: Whan one family member meels the Individual
Deduclible, benefits become available under the plan for that individual,
NOTE: The individual Deductible amount must be equal to or grasler than
the minimum family Deductible amount, This qualificalion is established
by the U. 8. Treasury for a plan fo be considerad a qualified HSA plan.
Deduclible credit from prior camier (applied on Initfal group enrofiment Yes Yos
only)
Out-of-Pocket Maximum
Deduclible applies to Out-of-Pocket Maximum N/Aindividual / $11,0000ndividual /
NiAFamily $22,000Family
Network Deduclible & Oul-of-Pocket will | Out-of-Network Deductible & Otf-of-
only apply toward Network Deductibla & Pockel will also apply loward
Qut-of-Pockef Maximum Network Daductible & Out-of-Pocket
Maximum
Credil for Out-of-Packet Maximum from priar camier (applied on Infifal Yas Yas
group enraliment only)

Maximum Lifetime Benefits
Per Participanl

$2.000,000*

Inpatient Hospital Expenses '~ - ..

Inpatient Hospital Expenses

All services musf be preauthorized
Inpatient Hospltal Expenses
Each admission must be preauthorized

All usual Hospital services and supplies, including semiprivale room,
inlensive care, and coronary care unils

Penalty for fallure to preauthoriza services

100% of Allowable Amount affer 7094 of Allowabla Amount afler
Calandar Year Deductible Calendar Ysar Deductible
None 5250

Medical / Surgical Expenses
-Services performed during the Physiclan's office, including lab & x-ray
-Lab & x-ray In ather outpatient facilities
-Physician surgical services performed in any sefiing
-Physician inpatient hospial visits
-Certain Diagnostic Progedures; such as Bene Scan, Cardiac Siress
Test, CT Scan (with or without contrast), Ultrasound, MR, Myelogram,
PET Sean.
-Home Infusion Therapy (Services must be preauthorized)
-All other cutpatient services and supplies

70% of Allowabls Amount after
Calendar Year Deduclible

100% of Allowable Amoun! affer
Calendar Year Deduclible

In Vitro Fertilization Services

EDecline

* Banefits used In-Network and Out-ol-Natwork will apply toward satisfying any Calendar Year, Plan Year, Annual Maximurm, or Maximum Lifelime benefils indicated,

A Division of Haalth Cara Service Corporation, 2 Mutua! Legal Reserva Compeny, an Independent Licensea of the Blue Cross end Blue Shield Assoclation

151+ business-BlueEdge HSA-Insured-Embedded (Revised 6/24/09)




of Texas

BlueEdge HSA-Insured-Embedded BhueCross BlueShield
S

.........

Exien ded Care Exp enses (musr be preauthanzed) 100% uf Allowabla Amounraﬂer ' 7M of Allowsble Amount aﬂ‘ar
Calendar Year Daductible Calendar Year Deduclible
Skilled Nursing Fagllity $10,000 Calendar Year maximum®
Home Health Care $10,000 Calendar Year maximum
Hospice Care $20.000 fifetime maximum*
necial Fro » e O
Serious Mental fliness
Mental Heaith Care

Treatment of Chemical Dependency
inpatient Services {All services must be preauthorized)
-Hospilz! services (facility)
(inpatient Chemical Dependency treatment must be provided in &
Chemical Dependency Treatmenf Cenler) 100% of Aliowable Amount afier 70% of Allowable Amount after

Cafendar Year Deductible Calendar Year Deductibla
-Physiclan services

Outpatient Services (All services must be preauthorized)
-Services performed during Physiclan office visitconsultation

{does not include psychological tesling) 100% of Alfowable Amaunt after 70% of Allowable Amount affer
Cafentlar Year Deductible Calendar Yeer Deductible

-All oulpatient services and psychological testing
* Benefits used In-Netwark and Out-of-Metwark wil apply toward salistying any Galendar Year, Plan Year, Annuial Maximum, or Maximum Lifetime benefits Indicated.
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Special Provisions Expenses, cont.

Emergency Room/Treatment Room
Accidental Injury & Emergency Care (within 48 hours)
-Facllity charges

: BlueCross BlueShiekl
@ @ ol Texas

In-Netwaor )ut-of-Netwo

Benefit enefits

100% of Allowable Amount after Calendar Year Deductible

-Physiclan chargas
Non-Emergency Care (after 48 hours}
~Facllity charges
100% of Alliowable Amoun! aftar 70% of Allowable Amount after
-Physician charges Galendar Year Deductibla Calendar Year Daduclible

Ground and Air Ambulance Services

100% of Allowabie Amount afler Calendar Ysar Daduclibla

Preventive Care
Routing annua' physical examinations, well-baby care exams,
immunizations for Paricipanls 8 years of age &aver, vision exams, and
hearing exams

Immunizations for Dependent chitdren through tha date of the child's %
birhday

100% of Allowable Amount 70% of allowable Amount

Speech and Hearing Services
Services o reslore loss of or correct an impalred speech or hearing
function
Hearing Alds

Hearing Ald Maximum

Covered same as any other sickness Coverad same as any other sickness

100% of Attowable Amount after 70% of Allowable Amount afler
Calendar Yaar Deductible Calendar Year Deductible

Haaring aids are subject to @ $1,000 maximum amount each 36-month period*

Organ and Tissue Transplant Services
All services must be preauthorized

Covered same as any other sicknass Coverad same as any other sickness

Refer to benafit booklet for details Refer lo benafit bookist for datafls
$18,000 maximum benefit for donor search and accaplabilify testing of potential
Calendar Year Maximum live donors
Physical Medicine Services
Physical Medicine Services {includes, but Is not limiled lo physical, . 100% of Allowabfe Amount affer 70% of Allowable Amount after
occupalional, and manipulative therapy) Calandar Year Deductible Calendar Year Daduclibia

Calendar Year Maximum

$1,500 maximum benefit gach Calendar Year*

* Benefits used in-Netwark and Out-af-Network will apply loward satisfying any Calendar Year, Plan Year, Annual Maximum, or Maximum Lifetime benefits indicaled.

A Divislon af Health Care Service Corporation, a Mutual Legal Reserve Comparny, an Independent Licensee of the Blue Cross and Blue Shield Association
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BlueEdge HSA-Insured-Embedded ' 3 BlueCross BlueShield
) |

n-Participatin

‘Prescription Drug Benefits FParticipati :
o o St ) Pharmacg
mberfiles ecfaim

Pscnption Qgeﬁt*

Vaccinations obfained through Pharmacies** B4 Yes/[1 Mo
Flu Vaceination-
§ 5.00 Copayment Amount
Deduciibles do nol apply

Refal Pharmacles
{Benefit payments are based on a 30-day supply - With appropriale
Prescriplion Crder, up to a 90-day supply avallable)

Generlc Drug
100% of Allowahfe Amount affer the Calendar Year Deductible
Preferred Brand Name Diug

Non-Preferred Brand Name Diug

I;‘!ail Service Pharmacy
{Benefit payments are based on a 30-day supply - With appropriate
Prescription Order, up lo a 80-day supply avallable)

Generic Drug
100% of Allowable Amount afler the Calendar Year Dedlictible
Preferred Brand Name Drug

Nen-Preferred Brand Name Drug
* Benefits used In-Nefwork and Out-ol-Netwark will apply toward satisfying any Calendar Year, Plan Year, Annual Maximuin, or Maximum Lifetime benefits indicated,

All preseription medicalions with over-the-counter (OTG) equivalenis are excluded for coverage, except for Omeprazole 20 mg.

*** Each Participaling Pharmacy that has contracted lo provida vaccination services may have age, scheduling, or other requirements that wifl apply. You are
encotraged fo contact the siore in advance. Childhood immunizafions subjec! ta stafe requiations are nof available under this pharmacy benefit, Rafer to your

BCBSTX medical coverage for benefits availabla for childhood immunizations.

Disbetes Suppiies are avallable under the Prescriplion Drug bensfits of your plan. Diabatic Supplies include insulin and insulin anelog preparalions, Insufin syringes
necessary for self-adminisiration, prescripffva and non-prescriptive oral agents, alf required lest strips and fablels which test for glucose, hefones, and proleln, fancels
and lancet devices, biohazard disposable conlalners, glicegon emergency kits, and other infection sids. All Prescription Drug provisions of the plan will apply Including

Copayment Amounis and any pricing differences that may apply to the items dispensed.

A Divislon of Health Cara Sarvice Corparation, a Mutual Legal Reserve Campany, an Independent Licensee of the Biue Cross and Blue Shield Association
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