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Coinsurance

You pay 20%
of the allowed
amount for coverad

You pay 40%
of the aliowed
amount for covered

Self-Management Education Services, Hospice Services, and Blue Distinction Center

services services
Out-of-Pocket Limit (Does not include; deductible, drugs, dental and visicn, non- $2.000
covered services and charges over the allowed amount} '
Annual Maximum Benefit Limit (Per Insured) (All covered services apply towards
the Annual Maximum Benefit Limit except for Chiropractic Care Services, Diabetes 1,250,000

prior authorization.

required before
insurance pays?

for Transplant (BOCT) Travel Benefits, )
In-Network
COVERED SERVICES deductible
By choosing a non-contracting provider you-may be responsible and/or
for the difference befween what Blue Cross allows and what the coinsurance
rion-contracting provider charges. Some services may require payment The amount you pay

You pay 40%
of the allowed
amount

You pay 50%
of the allowed
amount

You pay 20%
of the allowed amount

You pay 40%
of the allowed
amount

You pay $100
copayment for hospital
Ouipatient emergency

room visit, then you
pay 20% of allowed
amount

You pay $1C0
copayment for
hospital Qutpatient
emergency room
visit, then you pay
40% of aliowed
amoeunt

You pay 20%

You pay 40%
of the allowed
amount

of the allowed amount

You pay 80%
of the allowed
amount

You pay nothing

You pay 40%
of the allowed
amount

Aliergy Injections Yes

Ambulance Transportation Services

Chiropractic Care (Limited to $800 combined per insured, per Yes

benefit period.)

Dentat Services Related to Injury (Covered only for the 12-

month period immediately following the date of injury, providing

your group's contract remains in effect during that 12-month

pericd.}

Diahetes Self-Management Education Services (From Yes

approved providers only. Limited to $500 combined per insured,

per benefit period.)

Diagnostic Services {including diagnostic mammagram.)

Durable Medica! Equipment

Emergency Services* — Facility Services (Copayment

waived Yes

if admitted)

Emergency Services™ — Professional Services v
es

Home Health Skilled Nursing

Home Intravenous Therapy Yes

Hospice Services ($10,000 combined lifetime benefit imit per No

insured.)

Hospital Services (inpatient and cutpatient services at a

licensed general hospital or ambulatory surgical facility.) Yes

Inpatient Phyéical Rehabilitation

You pay 20%
of the allowed amount

You pay 40%
of the allowed
©amount
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COVERED SERVICES

By choosing a non-contracting provider you may he responsible
for the difference between what Blue Cross allows and what the
non-contracting provider charges. Some services may require

prior authorization.

In-Network
deductible

and/or
coinsurance
payment
required hefore
insurance pays?

The amount you pay

Maternity Services and/or Involuntary Complications of
Pregnancy

Mental Health~ Inpatient {Faciiity and Professional Services)

Mental Health- Qutpatient(Facility and Professional Services)

Orthotic Devices

Yes

You pay 20%
of the allowed amount

You pay 40%
of the allowed
amount

You pay 80%

Outpatient Rehabilitation Therapy Services {Includes
physical, speech and occupational therapies. Limited to 20 visits

Ye_s

You pay 50%
of the allowed amount

of the allowed
amount

combined per insured, per benefit period.)
Physician Office Visit

Post Mastectomy Reconstructive Surgery

Prosthetic Appliances

Skilled Nursing Facility (Limited to 30 days combined per
insured, per benefit period)

Selected Therapy Services (including chemotherapy,
enterostomal therapy, growth hormone therapy, radiation, renal
dialysis, respiratory therapy, and inpatient occupational therapy.)

Surgical/Medical {Professional Services)

Transplant Services {$5,000 travel benefit per Benefit Period,
for heart, lung, liver, kidney, pancreas, heart/lung, and
pancreas/kidney combinations, and allogensic bone marrow
Transplants when traveling to and from a Blue Distinction
Centars for Transplants (BDCT).)

Yes

You pay 20%
of the allowed amount

Preventive Care Benefits {See policy for spacifically listed
senvices)

Yes/No

You pay nothing for
services specifically
listed.

For services not
specifically listed, you
pay deductible and
coinsurance

You pay 40%
of the allowad
amount

Immunizations (See policy for specifically listed immunizations)

No

You pay nothing for listed immunizations

limits, deductible amounts and out-of-pockat limits.

**Emergency Services

“The specified period of time during which charges for covered services must be incurred in order fo accumulate toward annual benefit

For the treatment of Emergency Medical Conditions or Accidental injuries of sufficient severity te necessitate immediate medical care by, or

that require Ambulance Transpartation Service to, the nearest appropriate Faciliiy Provider, BCl will provide In-Network benefits for

Covered Services provided by either a Contracting or Noncontracting Facility Provider and facility-based Professional Providers only. If ’the
nearest Facility Provider is Noncontracting, once the Insured is stabilized and is no longer receiving emergency care the Insured (at BCl's

aption) may transfer to the nearest appropriate Contracting Facility Provider for further care in ordar to continue to receive In-Network

benefits for Covered Services. M the Insured is required fo transfer, transportation to the Contracting Facility Provider wiill be a Covered

Service under the Ambulance Transporlation Service provision of this Policy.
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Generic You pay a $10 copayment
Retail and Mail Order Formulary You pay a $25 copayment
Brand Name
{90 day supply with multiple copays) an
Non-
Formuiary You pay a $40 copayment
Brand Name

per Benefit Period.)

{The Prescription Drug Chantix is subject fo applicable Prascription
i i Drug Deductible and/or Copayment or Coinsurance amounts and is
Smoking Cessation limited to a 30-day supply at one time and is limited to a 90-day supply

“For brand name drugs that have a corresponding generic substitute your pharmacist should fifl your prescription with the generic (unless
indicated otherwise by your physician) and you wil pay the lowest copayment. If you purchase the brand name drug and it has a
corresponding generic equivalent, you will be responsible for the difference in cost between the generic and brand name drug plus the

applicable brand name copayment.

This summary describes the general features of this program; it is not a contract.
All provisions of the Group Master Policy apply to this program
Noncontracting providers may bill you for amounts over the maximum aliowance.




SUMMARY OF GENERAL EXCLUSIONS AND LIMITATIONS

No benefits will be provided for services, supplies, drugs or other charges that are:

Nol medically necessary. if services requiring prior
authorization by Blue Cross of Idahe are performed by a
contraciing provider and benefils are denied 2s not medically
necessary, the cost of said services are aot the financial
responsibiily of the insured. However, the insured could be
financiafly respansible for services found fo be nal medically
necessary when provided by a nonconlracting provider.
In excess of the maximum allowance.
For hospitat inpalient or outpatient care for extraction of {eeth
or other dental proceduses, usless necessary lo treat an
accidentat injury or uniess an allending physician certifies in
wriling that the insured has a non-dental, ife-endangering
condition which makes hospltalization necessary to safeguard
the insured's health and le.
Wol prescribed by or upon the direction of 2 physician or other
prolessional pravider, or which are furnished by any
individuals or facilifies other than licensed general hospitals,
physieians, and othar providers.
Investigational in nature.
Providad far any condition, disease, ilness or accidentat
injury to the extent that the insured is entited to benefils
under occupational coverage, obtained er provided by or
through the employer under stale or federal workers®
compensation acts, or under employer fiability acls, or ather
laws providing compensation for work-related injurfes or
conditions. This exclusian applies whether or not the insured
claims such benefits or compensation, or recovers losses
from a third party.
Provided er pafd for by any federal govemmental enfity
except when payment under the poficy is expressly required
by federai law, or provided or paid for by any state or local
governmental enfily where its charges tharefore would vary,
ar would be affected by the existence of coverage under the
palicy.
Provided for any condition, accidentat infury, tisease o
Hiness suffered as a rasult of any act of war or any war,
declared or undeciared,
Fumished by a provider who s related to the insured by blood
or marriage and who ordinarily dwells in the insured's
housahold.
Received from a dental, vision, or medica depariment
mamtained by or on behaff of an employer, 2 mutual benafit
associalion, 1abor union, trust or similar persen or group.
For surgery Intended mainly to improve eppearance or for
complications arising from surgery intended mainly o improve
appearance, except for:
. Reconstructive surgery necessary lo treat an
aceidental infury, Infection, or other disease of the
invoived parf; or

. Recanstructive surgery fo corect congenital
anomaties in an insured wha is a dependent child.
. Benefiis for reconstructive suigery 'o corec! an

accidental injury are avallable even though the
actident occurmed while the insured was covered
under  prior insurer's coverage, if there is no
lapse of mara than sixty-three (53) days between
the prior coverage and coverage under the policy.
Rendered prior to the Insured’s effective date, or during an
inpatient admission commencing prior to the insured’s
effactive date, excep! 25 specified in the general provisions
saction of the policy.
For parsanal hygiene, comfor, beautification {including non-
surgical services, drugs, and supplies intended to enhance
the appearance), or convenience items or services aven if
prescribed by a physician, including but not limited to, air
condifioners, air purifiers, humidifiers, physicat itness
equipment or programs, spas, hot fubs, whirlpoo| baths,
waterbeds or swimming poals and therapkes, including but not
limited to, educational, recreational, ar, aroma, dance, sex,
sfeap, eleclro sleep, vitamin, chelation, homeopathic, or
naturopathic, massage, of music,
For telaphone consuitations; and all compuler or internet
communications; for failure lo keep a scheduled visit or
appointment; for completion of a claim form; or for personal
mileage, ransporiation, food of lodging expenses or for
milzage, ransportation, food or lodging expensas billed by a
physician or nther professional provider,
For inpatient admissions that are primarily for diagnostic
services o therapy services; or for inpatient admissions whan
the insired Is ambulatary and/or contined pramartly for bad
rest, special dlet, behaviaral problems, envionmental
change, or for treatment not reqliring continuous bed care.
For inpatient or oulpatient custodial care; or for inpalient or
oulpatient services consisting mainly of educational therapy,
behaviorat modification, seif-care or seif-heip training, except
as specified as a coversd senvice in the policy.

For any cosmelic fool care, including but nol imiter! to,
freatment of coms, calluses, and loenails {(except for surgical
care of ingrown or diseased toenails).
Related to dentisty or denlal treatment, even il related o a
medical condition; or onthoplics, eyeglasses or contact
lenses, or the vision examinalion for prescribing or fitling
eyeglasses or conlacl lenses, unless specified as a covered
sarvice in the palicy.
For hearing aids or examinations for the prescription or fitting
of hearing aids.
For any treatment of either gender leading 1o or in connection
wilh lranssexual surgery, gender lransformation, sexuat
dysfunction, or sexual inadegquacy, including erectile
dystunclion andfor impotence, even if relaled lo a medical
condifion.
Made by a licensed general hospilal for the insured's failure
fa vacale a room on or Belore the licensed general hospital's
established discharge hour.
Mot directly refated to the care and treatment of an actual
condition, iiness, disease or accidental injury.
Fumished by a facility that is primarily a place for treatment of
the aged ar that is primarily a nursing home, a convaleseant
home, or & rest home.
For acule care, rehabilitalive care, or diagnastic lesting,
except as specified as a covered senvice in the poficy; for
Mental or Nervous Conditions and Substance Abuse of
Addictlon services not recognized by the American
Psyehiatric and American Psychological Asseciations.
Incuired by an eligible dependent child for care or treatment
of any candition arising fram or related o pregnancy,
childbirth, delivery, or an involurtary complication of
pregnancy, unless specifically provided as a covared service
in the policy.
For any of the following:
. For appiances, splints or restorations necessary Io
increase verical looth dimensions or reslore fhe
octfusion, except as specified as a Covered Service in

this Policy;
. For arthograthic Surgery, incliding services and *
supplies fo augment or reduce the upper or lower jaw,  *
D Forimplants in the jaw; for pain, treatment, or

diagnastic lesting or evakuation refated fo the
misalignment or discomfort of the lemporomandibular
joint {jaw hinge}, including spinting services and
supplies,
. For alveolectomy or alvesioplasly when related lo
ool extraction.
For weight control or treatment of ohesity or morbid obesity,
even if medically necessary, including bul notfimited to
surgery for obeslty. For reversals or revisions of surgery for
obesity, except when required to cormect an immediately He-
endangaring condition.
Foruse of operaling, cast, exammnation, or ireatment rooms
or for equipment Incated in a contracting or nonconiracting
provider's office or facility, except for emergency room facility
charges in a licensed general hospital, unfess specified as a
covered service in the poiicy.
For the reversal of sleriization procedures, including but not
limited to, vasovasosiomies or salpingoplasties.
Treatment for infertiitty and fertilization procedures, including
but not iimited to, ovulation induction procedures and
phamnaceulicals, artificial insemination, in vitro fertiization,
embryo transfer or similar procedures, or procedures thatin
any way augment of enhance an insured's reproguctive
abifity, inctuding but nol limited fo laboratory services, .
radiology services or similar services relaled (o treatmant for
fertifity or fertilization procedures.
Far transpiant services and arificial organs, except as
spacified as a covered seivice under the policy.
For acupunclure.
For surgicat procadures that alter the refractive characler of
the eye, including but notiimiled to, radial keralotomy, myapic =
keratomileusis, laser-in-situ keratomileusis {asik), and other
surgical procedures of the refractive-keralopiasty type, focure  »
ar reduse myopia or astigmatism, even ¥ medically .
necessary, unless specified as a covered service in a vision
henefits section of the pelicy, if any. Additionally, reversais,
revisions, and/or complications of such surgical procedures .
are excluded, excep! when required to correct an immediately
ffe-andangering condition.
For hospice home care, excepl as specified as a covered
service in the policy.
For pastoral, spiritual, bereavement, ar marriage counseling.
For hoememaker and housekeeping services or home-
deliversd meals.
For the treatment of mjuries sustained while committing a
felony, voluntarly taking part in a riot, or while engaging in an

illegal acl or occupalion, unless such injuries are a resultof a
medical condition or domeslic violence.

For reatment or other health care of any insured in
connection with an illness, disease, accidentat injury or other
condition which would otheswise entitie the insurad to covered
sefvices under the pelicy, il and lo (he extent thoge benafils
are payable to or due the insured under any medical
paymants provision, no faull provision, uninsured molorist
provision, underinsured molodist provision, or other first party
or no faull provision of any automobile, homeowner's, or other
similar policy of insurance, conlract, of underwriling plan.

in the avent Blue Cross of idakio {BCY) for any reason makes
payment for or otherwise provides benelits excluded by the
above provisions, it shall succeed fo the rights of payment or
reimblrsermant of the compensated provider, the insured, and
{re insured's heirs and perscnal representalive against al
insurers, undenwiiters, self-insurers, or ather such obligors
conlractuatly fiable or obfiged to the insured, or his or her
estate for such services, suppfies, drugs or other charges so
provided by BC! in connection with such dlness, disease,
accidental injury or other condifion,

Any services or supplies for which an insured would have no
legai obigation 1o pay in the absence of coverage under the
policy or any similar coverage; or for which no charge ora
different charge is usually made in the absence of hsurance
coverage.

For a routine of pedodic mental or physical examination that
is not connected with the care and treatment of an aclual
iiiness, disease or accidental injury ar for an examination
required on account of employment; or related to an
occupational injury; for & mariage license; or for insurance,
school of camp appfication; or for sports participalion
physicals; of a screening examination including routine
kearing examinations, unless specified as a covered senvice
under the policy.

For immunizations except as provided as a covered service in
the polfcy.

For breast reduction surgery or surgery for gynecomastia.
For nutriticnal supplements.

For replacements or nutritionat formiilas except, when
administered enterafly due to impairment ip digestion and
absorption of an oral dist and is the sole source of caloric
need or nutrition in an Insured.

Far vitamins and minerals, uniess required through a written
prescription and cannct be purchased over the counter,

For an eleclive abortion, excepl to preserve the fife of the
female upon whomn the abortion is performed, uniess benefits
for an elective abortion are specifically provided by @ separate
endorsement lo the policy.

Faor alterations or modifications to a home or vehicle.

Far special clothing, including shoes {unless pempanently
attached to 2 brace).

Provided to a person enrolled as an eligible dependent, but
who no longer quaiifies as an eligible dependentdue to a
change in eligibilily status that cccurred after enrofiment,
Provided outside the United States, which if had been
provided in the United States, would notbe a covered service
under the policy.

Fumished by & provider or caregiver that is net listed as a
covered provider, including but notlimited to, naturopaths and
homeopaths.

For outpalient pulmonary and/or cardiac rehabilitation.

For complcations arising from the acceptance or utifization of
noncovered services.

For the use of hypnosis, as anesthesia or ather rsatment,
excapt as specified as a covered service.

For denlatimplants, appliances, and/or prosthelics, andfor
treatment related o orthodontia, even when medigally
necessary, unless specified as a covered service in the
policy.

For arch supposts, orthopedic shoes, and other foot devices.
Benefits for contraceptives, unless specified as a covered
sarvice in the policy.

For wigs and cranfat molding helmets,

For surgical removal of excess skin thalis the result of weight
loss orgain, including but not fimited to association with prior
waighl reduction (abesily) surgery.

For the purchase of therapy or service dogsfanimals and the
‘cost of training/mainfaining said animals. ’



