BlueChoice® Individual Coverage
Benefits & Rates Guide

Effective 11-1-10

The Benefit Period is 12 consecutive months from the effective date of coverage.

Benefit $500 $750 $1,000 $3,250
80% HMO Plan 80% HMO Plan 80% HMO Plan 80% HMO Plan
Deductible $500 $750 $1000 $3,250
Coinsurance
Maximum $2,000 $2,500 $3,000 $3,250

Primary Care
Physician Services

$15 copayment per visit

$15 copayment per visit

$20 copayment per visit

$35 copayment per visit

Mandated
Preventive
Services

$0 copayment per visit

$0 copayment per visit

$0 copayment per visit

$0 copayment per visit

Specialist Visit

80% - Subject to deductible

80% - Subject to deductible

80% - Subject to deductible

80% - Subject to deductible

Inpatient Hospital

80% - Subject to deductible

80% - Subject to deductible

80% - Subject to deductible

80% - Subject to deductible

Services
o“tp""st'eerggc';'gs'o'ta' 80% - Subject to deductible | 80% - Subject to deductible | 80% - Subject to deductible | 80% - Subject to deductible
_ - _ . _ .
Urgent Care $35 per visit, then 100% $35 per visit, then 100% $35 per visit, then 100% 80% -Subject to deductible
coverage coverage coverage

Mental Health and
Substance Abuse

80% - Subject to deductible,
up to 20 visits

80% - Subject to deductible,
up to 20 visits

80% - Subject to deductible,
up to 20 visits

80% - Subject to deductible,
up to 20 visits per Benefit

(offlcisl?/;wces per benefit period per benefit period per benefit period Period
Prescription
Deductible None $500 — Brand Only None None
— $8/$15/$35/$55 copayment, $8/$15/$35/$55 copayment, | $8/$15/$35/$55 copayment, . )
Prescription Drugs then 100% then 100% then 100% 80% -Subject to deductible
SpeCIaltY 100% after $125 copayment 100% after $125 copayment | 100% after $125 copayment $350 copayment per 31 day
Pharmaceuticals supply or per episode
Vision Care Free annual eye exam Free annual eye exam Free annual eye exam Free annual eye exam
Up to $20 for one exam and Up to $20 for one exam and Up to $20 for one exam and Up to $20 for one exam and
Dental Care $30 for one cleaning per $30 for one cleaning per $30 for one cleaning per $30 for one cleaning per

benefit period

benefit period

benefit period

benefit period

Durable Medical
Equipment

80% - Subject to deductible

80% - Subject to deductible

80% - Subject to deductible

80% - Subject to deductible

Physical Therapy,

Speech Therapy,

and Occupational
Therapy

80% - Subject to deductible
Up to 20 visits per therapy per
benefit period

80% - Subject to deductible
Up to 20 visits per therapy
per benefit period

80% - Subject to deductible
Up to 20 visits per therapy
per benefit period

80% - Subject to deductible
Up to 20 visits per therapy
per benefit period

Transplants

Blue Distinction Centers of
Excellence Network Only

Blue Distinction Centers of
Excellence Network Only

Blue Distinction Centers of
Excellence Network Only

Blue Distinction Centers of
Excellence Network Only

A”&‘;i'irﬁﬁgem $750,000 $750,000 $750,000 $750,000
Life,\;igx‘?n?fnqeﬁt Unlimited Unlimited Unlimited Unlimited
$500 $750 $1000 $3250
Base Rates* 80% HMO Plan 80% HMO Plan 80% HMO Plan 80% HMO Plan
Male Female Male Female Male Female Male Female

Ages 19-24

$167.09 $224.53

$152.80  $205.33

$155.86  $209.44

$ 97.77 $131.38

Ages 25— 29

$183.37 $274.87

$167.70  $251.37

$171.05 $256.40

$107.30 $160.83

*The above base rates are subject to health underwriting.

See other side for additional plans




BlueChoice® Individual Coverage
Benefits & Rates Guide

Effective 11-1-10

Benefit $1,500 $2500 $3000 $5,000
70% HMO Plan 70% HMO Plan 100% HDHP 100% HDHP
Deductible $1,500 $2,500 $3,000 $5,000
Coinsurance $5,000 $5,000 N/A N/A
Maximum

Primary Care
Physician Services

$25 copayment per visit

$35 copayment per visit

100% - Subject to deductible

100%- Subject to deductible

Mandated
Preventive
Services

$0 copayment per visit

$0 copayment per visit

$0 copayment per visit

$0 copayment per visit

Specialist Visit

70% - Subject to deductible

70% - Subject to deductible

100% -Subject to deductible

100% - Subject to deductible

Inpatient Hospital

70% - Subject to deductible

70% - Subject to deductible

100% -Subject to deductible

100% - Subject to deductible

Services
o“tpastgggc';?p'ta' 70% - Subject to deductible |  70% - Subject to deductible | 100% -Subject to deductible | 100% - Subject to deductible
$50 per visit, then 100% $50 per visit, then 100% o . . o . )
Urgent Care coverage coverage 100% -Subject to deductible 100% -Subject to deductible
Mental Health and . . . .
Substance 70% - Subject to deductible, 70% - Subject to deductible,
- up to 20 visits up to 20 visits 100% -Subject to deductible 100% -Subject to deductible
Abuse(office

services only)

per benefit period

per benefit period

Prescription
Deductible

$500 — Brand Only

$500 — Brand Only

None

None

Prescription Drugs

$8/$15/$35/$55 copayment,
then 100%

$8/$15/$35/$55 copayment,
then 100%

100% -Subject to deductible

100% -Subject to deductible

Specnalt)_/ 100% after $125 copayment 100% after $125 copayment 100% -Subject to deductible 100% -Subject to deductible
Pharmaceuticals
Vision Care Free annual eye exam Free annual eye exam Free annual eye exam Free annual eye exam
Up to $20 for one exam and Up to $20 for one exam and Up to $20 for one exam and Up to $20 for one exam and
Dental Care $30 for one cleaning per $30 for one cleaning per $30 for one cleaning per $30 for one cleaning per

benefit period

benefit period

benefit period

benefit period

Durable Medical
Equipment

70% - Subject to deductible

70% - Subject to deductible

100% -Subject to deductible

100% - Subject to deductible

Physical Therapy,

Speech Therapy,

and Occupational
Therapy

70% - Subject to deductible
Up to 20 visits per therapy per
benefit period

70% - Subject to deductible
Up to 20 visits per therapy per
benefit period

100% -Subject to deductible
Up to 20 visits per therapy
per benefit period

100% - Subject to deductible
Up to 20 visits per therapy per
benefit period

Transplants

Blue Distinction Centers of
Excellence Network Only

Blue Distinction Centers of
Excellence Network Only

Blue Distinction Centers of
Excellence Network Only

Blue Distinction Centers of
Excellence Network Only

Annual Benefit

' $750,000 $750,000 $750,000 $750,000
Maximum
Lifetime Benefit Unlimited Unlimited Unlimited Unlimited
Maximum
$1,500 $2500 $3000 $5,000
Base Rates* 70% HMO Plan 70% HMO Plan 100% HDHP 100% HDHP
Male Female Male Female Male Female Male Female
Ages 19-24 $125.90 $169.18 $110.13 $147.99 $110.84 $148.95 $ 85.24 $114.54
Ages 25— 29 $138.17 $207.11 $120.87 $181.17 $121.65 $182.34 $ 93,55 $140.22

*The above base rates are subject to health underwriting.
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