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ﬁiﬁi(s:ﬁiii SUMMARY OF BENEFITS

NETWORK BLUE
NEW ENGLAND
$500 DEDUCTIBLE

WITH HOSPITAL CHOICE COST SHARING

Plan-Year Deductible: $500/$1,000

UNLOCK THE POWER OF YOUR PLAN

MyBlue gives you an instant snapshot of your plan:

o

+V
MYBLUE

MASSACHUSETTS

COVERAGE AND CLAIMS AND DIGITAL
BENEFITS BALANCES ID CARD
Sign in

Download the app, or create an account at bluecrossma.org.

Blue Cross Blue Shield of Massachusetts is an Independent
Licensee of the e Cross and Blue Shisid Association.

Where you get care can impact what you pay for care.

This health plan option includes a tiered network feature called Hospital Choice Cost Sharing.

As a member in this plan, you will pay different levels of cost share (such as copayments and/or coinsurance) for certain services depending on the network
general hospital you choose to furnish those covered services. For most network general hospitals, you will pay the lowest cost sharing level. However, if

you receive certain covered services from any of the network general hospitals listed in this Summary of Benefits, you pay the highest cost sharing level.

A network general hospital’s cost sharing level may change from time to time. Overall changes to add another network general hospital to the highest cost
sharing level will happen no more than once each calendar year. For help in finding a network general hospital (not listed in this Summary of Benefits) for
which you pay the lowest cost sharing level, check the most current provider directory for your health plan option or visit the online provider search tool at
bluecrossma.org/hospitalchoice. Then click on the Planning Guide link on the left navigation to download a printable network hospital list or to access the
provider search page.

This health plan meets Minimum Creditable Coverage Standards for Massachusetts residents that
went into effect January 1, 2014, as part of the Massachusetts Health Care Reform Law.

An Association of Independent Blue Cross and Blue Shield Plans


https://www.bluecrossma.org/
https://myplans.bluecrossma.com/medical-insurance/hospital-choice-cost-sharing

Your Primary Care Provider (PCP)

When you enroll in this health plan, you must choose a primary care provider. Be
sure to choose a PCP who can accept you and your family members and who
participates in the network of providers in New England. For children, you may
choose a participating network pediatrician as the PCP.

For a list of participating PCPs or OB/GYN physicians, visit the Blue Cross

Blue Shield of Massachusetts website at bluecrossma.org; consult Find a Doctor
at bluecrossma.com/findadoctor; or call the Member Service number on your
ID card.

If you have trouble choosing a doctor, Member Service can help. They can give
you the doctor’s gender, the medical school the doctor attended, and whether
there are languages other than English spoken in the office.

Referrals

Your PCP is the first person you call when you need routine or sick care. If your
PCP decides that you need to see a specialist for covered services, your PCP will
refer you to an appropriate network specialist, who is likely affiliated with your
PCP's hospital or medical group.

You will not need prior authorization or referral to see an HMO Blue New England
network provider who specializes in OB/GYN services. Your providers may also
work with Blue Cross Blue Shield of Massachusetts regarding referrals and
Utilization Review Requirements, including Pre-Admission Review, Concurrent
Review and Discharge Planning, Prior Approval for Certain Outpatient Services,
and Individual Case Management. For detailed information about Utilization
Review, see your benefit description.

Your Cost Share

This plan has two levels of hospital benefits. You will pay a higher cost share when
you receive inpatient services at or by “higher cost share hospitals,” even if your
PCP refers you. See the chart for your cost share.

Higher Cost Share Hospitals
Your cost share will be higher at the hospitals listed below. Blue Cross Blue Shield
of Massachusetts will let you know if this list changes.

* Baystate Medical Center * Boston Children'’s Hospital

* Brigham and Women'’s Hospital » Cape Cod Hospital

» Dana-Farber Cancer Institute * Fairview Hospital

* Massachusetts General Hospital * UMass Memorial Medical Center

All other network hospitals will carry the lower cost share, including network
hospitals outside of Massachusetts.

Note: Some of the general hospitals listed above may have facilities in more than one location.
At certain locations, the lowest cost sharing level may apply.

Your Deductible

Your deductible is the amount of money you pay out-of-pocket each plan

year before you can receive coverage for certain benefits under this plan. If you
are not sure when your plan year begins, contact Blue Cross Blue Shield

of Massachusetts. Your deductible for medical benefits is $500 per member (or
$1,000 per family). Your deductible for prescription drug benefits is $100 per
member (or $200 per family).

Your Out-of-Pocket Maximum

Your out-of-pocket maximum is the most that you could pay during a plan
year for deductible, copayments, and coinsurance for covered services.
Your out-of-pocket maximum for medical benefits is $2,000 per member
(or $4,000 per family). Your out-of-pocket maximum for prescription drug
benefits is $2,000 per member (or $4,000 per family).

YOUR CARE

Emergency Room Services

In an emergency, such as a suspected heart attack, stroke, or poisoning,

you should go directly to the nearest medical facility or call 911 (or the local
emergency phone number). You pay a copayment per visit for emergency room
services. This copayment is waived if you're admitted to the hospital or for an
observation stay. See the chart for your cost share.

Telehealth Services

Telehealth services are covered when the same in-person service would be
covered by the health plan and the use of telehealth is appropriate. Your health
care provider will work with you to determine if a telehealth visit is medically
appropriate for your health care needs or if an in-person visit is required. For a list
of telehealth providers, visit the Blue Cross Blue Shield of Massachusetts website
at bluecrossma.org, consult Find a Doctor, or call the Member Service number
on your ID card.

Your Virtual Care Team

Your health plan includes the option for a tech-enabled delivery model where
virtual care team covered providers furnish certain covered services, including
primary care with integrated mental health and/or substance use care within
the patient care team, via traditional and/or digital platforms (such as: mobile
app; web portal; telephone; and/or text message). This care delivery model
offers a comprehensive and coordinated primary care experience with virtual
engagement and seamless navigation to in-person care with network providers
when applicable. For outpatient covered services furnished by a designated
virtual care team primary care or mental health care provider type, you

will pay nothing (any deductible, copayment, and/or coinsurance does not
apply). For outpatient covered services furnished by a virtual care team
covered provider that is not a virtual care team primary care or mental
health care provider type, you will pay your applicable cost share
(deductible, copayment, and/or coinsurance). To find a virtual care team
covered provider or to learn more about this care delivery model, visit MyBlue
online or see “When You Need Help to Find a Health Care Provider” in your benefit
description, or call the Member Service number on your ID card.

Service Area

The plan’s service area includes all cities and towns in the Commonwealth of
Massachusetts, State of Rhode Island, State of Vermont, State of Connecticut,
State of New Hampshire, and State of Maine.

When Outside the Service Area

If you're traveling outside the service area and you need urgent or emergency
care, you should go to the nearest appropriate health care facility. You are
covered for the urgent or emergency care visit and one follow-up visit while
outside the service area. Any additional follow-up care must be arranged by your
PCP. See your benefit description for more information.

Dependent Benefits

This plan covers dependents until the end of the calendar month in which
they turn age 26, regardless of their financial dependency, student status, or
employment status. See your benefit description (and riders, if any) for exact
coverage details.


https://www.bluecrossma.org/
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Covered Services

Preventive Care

Well-child care exams

Your Cost

Nothing, no deductible

Routine adult physical exams, including related tests

Nothing, no deductible

Routine GYN exams, including related lab tests (one per calendar year)

Nothing, no deductible

Routine hearing exams, including routine tests

Nothing, no deductible

Hearing aids (up to $2,000 per ear every 36 months for a member age 21 or younger)

All charges beyond the maximum, no deductible

Routine vision exams (one every 24 months)

Nothing, no deductible

Family planning services—office visits

Outpatient Care

Nothing, no deductible

Emergency room visits

$100 per visit, no deductible
(waived if admitted or for observation stay)

Office or health center visits, when performed by:

« Your PCP, OB/GYN physician, nurse midwife, limited services clinic, or by a physician assistant
or nurse practitioner designated as primary care

« Other covered providers, including a physician assistant or nurse practitioner designated
as specialty care

$20 per visit, no deductible

$60 per visit, no deductible

Mental health or substance use treatment

$20 per visit, no deductible

Outpatient telehealth services
« With a covered provider
« With the designated telehealth vendor

Same as in-person visit
$20 per visit, no deductible

Chiropractors’ office visits

$20 per visit, no deductible

Acupuncture visits (up to 12 visits per calendar year)

$60 per visit, no deductible

Short-term rehabilitation therapy—physical and occupational (up to 60 visits per calendar year*)

$20 per visit, no deductible

Speech, hearing, and language disorder treatment—speech therapy

$20 per visit, no deductible

Diagnostic X-rays and lab tests

Nothing after deductible

CT scans, MRIs, PET scans, and nuclear cardiac imaging tests

$100 per category per service date after deductible

Home health care and hospice services

Nothing after deductible

Oxygen and equipment for its administration

Nothing after deductible

Durable medical equipment—such as wheelchairs, crutches, hospital beds

20% coinsurance after deductible**

Prosthetic devices

20% coinsurance after deductible

Surgery and related anesthesia in an office or health center, when performed by:

= Your PCP, OB/GYN physician, nurse midwife, or by a physician assistant or nurse practitioner
designated as primary care

« Other covered providers, including a physician assistant or nurse practitioner designated as
specialty care

$20 per visit***, no deductible

$60 per visit***, no deductible

Surgery and related anesthesia in an ambulatory surgical facility, hospital outpatient department,

or surgical day care unit

Inpatient Care (including maternity care) in:

$250 per admission after deductible

« Other general hospitals (as many days as medically necessary)
« Higher cost share hospitals (as many days as medically necessary)

$500 per admission after deductible!
$1,000 per admission after deductible’

Chronic disease hospital care (as many days as medically necessary)

$500 per admission after deductible

Mental hospital or substance use facility care (as many days as medically necessary)

$500 per admission after deductible

Rehabilitation hospital care (up to 60 days per calendar year)

Nothing after deductible

Skilled nursing facility care (up to 100 days per calendar year)

Nothing after deductible

*  No visit limit applies when short-term rehabilitation therapy is furnished as part of covered home health care or for the treatment of autism spectrum disorders.

**  Cost share waived for one breast pump per birth, including supplies.

*** Copayment waived for restorative dental services and orthodontic treatment or prosthetic management therapy for members under age 18 to treat conditions of cleft lip and cleft palate.

Tt This cost share applies to mental health admissions in a general hospital.



Prescription Drug Benefits*

At designated retail pharmacies $10 after deductible for Tier 1
(up to a 30-day formulary supply for each prescription or refill)** $30 after deductible for Tier 2
$65 after deductible for Tier 3
Through the designated mail service or designated retail pharmacy $20 after deductible for Tier 1
(up to a 90-day formulary supply for each prescription or refill)** $75 after deductible for Tier 2

$165 after deductible for Tier 3

*  Generally, Tier 1refers to generic drugs; Tier 2 refers to preferred brand-name drugs; Tier 3 refers to non-preferred brand-name drugs.
**  Cost share may be waived or reduced for certain covered drugs and supplies.

Get the Most from Your Plan: Visit us at bluecrossma.org or call 1-800-782-3675 to learn about discounts, savings, resources, and special programs

available to you, like those listed below.

Wellness Participation Program
Fitness Reimbursement: a program that rewards participation in qualified fitness $150 per calendar year per policy
programs or equipment (See your benefit description for details.)

Weight Loss Reimbursement: a program that rewards participation in a qualified $150 per calendar year per policy
weight loss program (See your benefit description for details.)

y 24/7 Nurse Line: Speak to a registered nurse, day or night, to getimmediate guidance and advice. Call 1-888-247-BLUE (2583). No additional charge.

QUESTIONS?

For questions about Blue Cross Blue Shield of Massachusetts, call 1-800-782-3675,
or visit us online at bluecrossma.org.

Limitations and Exclusions. These pages summarize the benefits of your health care plan. Your benefit description and riders define the full terms and conditions in greater detail. Should any questions

arise concerning benefits, the benefit description and riders will govern. Some of the services not covered are: cosmetic surgery; custodial care; most dental care; and any services covered by workers’
compensation. For a complete list of limitations and exclusions, refer to your benefit description and riders. Note: Blue Cross and Blue Shield of Massachusetts, Inc. administers claims payment only and does
not assume financial risk for claims.

© Registered Marks of the Blue Cross and Blue Shield Association. © 2023 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
Printed at Blue Cross and Blue Shield of Massachusetts, Inc.
002091542 (03/23) JM
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MASSACHUSETTS

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
Network Blue® New England $500 Deductible with HCCS: ~ Gateway Health Group  Coverage for: Individual and Family | Plan Type: Managed Tiered

Coverage Period: on or after 07/01/2023

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share

the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is only

a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, see www.gatewayhealthgroup.com. For general
definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms, see the Glossary. You can

view the Glossary at bluecrossma.org/shcglossary or call 1-800-782-3675 to request a copy.

Important Questions m Why This Matters:

What is the overall

$500 member / $1,000 family.

Generally, you must pay all of the costs from providers up to the deductible amount before this plan
begins to pay. If you have other family members on the plan, each family member must meet their own

covered before you meet
your deductible?

care, emergency room, most office
visits, mental health visits, and
therapy visits.

deductible? individual deductible until the total amount of deductible expenses paid by all family members meets
the overall family deductible.
. Yes. Preventive care, prenatal This plan covers some items and services even if you haven't yet met the deductible amount. But a
Are there services

copayment or coinsurance may apply. For example, this plan covers certain preventive services without
cost sharing and before you meet your deductible. See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other
deductibles for specific
services?

Yes. For prescription drugs, $100
member / $200 family. There are
no other specific deductibles.

You must pay all of the costs for these services up to the specific deductible amount before this plan
begins to pay for these services.

What is the out-of-pocket
limit for this plan?

For medical benefits, $2,000
member / $4,000 family; and for
prescription drug benefits, $2,000
member / $4,000 family.

The out-of-pocket limit is the most you could pay in a year for covered services. If you have other family
members in this plan, they have to meet their own out-of-pocket limits until the overall family out-of-
pocket limit has been met.

What is not included in
the out-of-pocket limit?

Premiums, balance-billing charges,
and health care this plan doesn't
cover.

Even though you pay these expenses, they don't count toward the out-of-pocket limit.

Will you pay less if you
use a network provider?

Yes. See
bluecrossma.com/findadoctor or
call the Member Service number
on your ID card for a list of network

This plan uses a provider network. You will pay less if you use a provider in the plan’s network. You will
pay the most if you use an out-of-network provider, and you might receive a bill from a provider for the
difference between the provider’s charge and what your plan pays (balance billing). Be aware, your
network provider might use an out-of-network provider for some services (such as lab work). Check

roviders.

with your provider before you get services.

Do you need a referral to
see a specialist?

Yes.

This plan will pay some or all of the costs to see a specialist for covered services but only if you have a
referral before you see the specialist.

Page 1 of 8
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44 All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

In-Network Out-of-Network Limitations, Exceptions, & Other
(You will pay the (You will pay the Important Information
least) most)

Common Medical Event Services You May Need

A telehealth cost share may be
applicable
$60 / visit; $20 / Limited to 12 acupuncture visits per
Specialist visit chiropractor visit; $60 Not covered calendar year; a telehealth cost share
[ acupuncture visit _ may be applicable
If you visit a health care GYN exam limited to one exam per
provider’s office or clinic calendar year; a telehealth cost share
may be applicable. You may have to
Preventive care/screening/immunization No charge Not covered pay for services that aren't preventive.
Ask your provider if the services
needed are preventive. Then check
what your plan will pay for.

Deductible applies first; pre-
Diagnostic test (x-ray, blood work) No charge Not covered authorization required for certain
services

If you have a test Deductible applies first; copayment

Imaging (CT/PET scans, MRIs) $100 Not covered apz'ﬁﬁoﬁga‘tﬁfgggji‘r’;éefs;r/ fear}[’;iﬁri

services

Primary care visit to treat an injury or illness $20 / visit Not covered

Page 2 of 8



Common Medical Event

Services You May Need

In-Network
(You will pay the

What You Will Pay

Limitations, Exceptions, & Other
Important Information

Out-of-Network
(You will pay the

If you need drugs to treat
your illness or condition
More information about
prescription drug coverage
is available at
bluecrossma.org/medicatio

n

Generic drugs

Preferred brand drugs

Non-preferred brand drugs

Specialty drugs

least)
$10/ retail supply or
$20 / designated
retail or mail service
supply
$30 / retail supply or
$75 / designated
retail or mail service
supply
$65 / retail supply or
$165 / designated
retail or mail service
supply

Applicable cost share

(generic, preferred,
non-preferred)

most)

Not covered

Deductible applies first; up to 30-day
retail (90-day designated retail or mail
service) supply; cost share may be
waived for certain covered drugs and
supplies; pre-authorization required
for certain drugs

Not covered

Not covered

Deductible applies first; when
obtained from a designated specialty
pharmacy; cost share may be waived
or reduced for certain covered drugs

and supplies; pre-authorization
required for certain drugs

Not covered

Deductible applies first; pre-

Facility fee (e.g., ambulatory surgery center) $250 / admission Not covered authorization required for certain
If you have outpatient services
surgery Deductible applies first; pre-
Physician/surgeon fees No charge Not covered authorization required for certain
services
$100 / visit; $100 / visit; R :
Emergency room care deductible does not deductible does not Copayment walveq if admitted or for
observation stay
If you need immediate . . apply apply ; e
. . Emergency medical transportation No charge No charge Deductible applies first
medical attention —
Out-of-network coverage limited to out
Urgent care $60 / visit $60 / visit of service area; a telehealth cost

share may be applicable

Page 3 of 8
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Common Medical Event

Services You May Need

In-Network
(You will pay the

What You Will Pay

Out-of-Network
(You will pay the

Limitations, Exceptions, & Other
Important Information

If you have a hospital stay

Facility fee (e.g., hospital room)

least)
$500 / admission;
$1,000 / admission
for certain hospitals

most)

Not covered

Deductible applies first; pre-
authorization / authorization required
for certain services

Deductible applies first; pre-

If you need mental health,
behavioral health, or
substance abuse services

If you are pregnant

Physician/surgeon fees No charge Not covered authorization / authorization required
for certain services
A telehealth cost share may be
Outpatient services $20 / visit Not covered applicable; pre-authorization required
for certain services
$500 / admission; Deductible applies first; pre-
Inpatient services $1,000 / admission Not covered authorization / authorization required
for certain hospitals for certain services
Office visits No charge Not covered Deductible applies first except for
Childbirth/delivery professional services No charge Not covered prenatal care; cost sharing does not
apply for preventive services;
$500 / admission: maternity care may include tests and

Childbirth/delivery facility services

$1,000 / admission
for certain hospitals

Not covered

services described elsewhere in the
SBC (i.e. ultrasound); a telehealth
cost share may be applicable
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What You Will Pay

In-Network Out-of-Network Limitations, Exceptions, & Other
(You will pay the (You will pay the Important Information
least) most)

Common Medical Event Services You May Need

Deductible applies first; pre-
authorization required

Deductible applies first except for
outpatient services; limited to 60
outpatient visits per calendar year
$20 / visit for (other than for autism, home health
outpatient services; care, and speech therapy); limited to
No charge for 60 days per calendar year for
inpatient services inpatient admissions; a telehealth cost
share may be applicable; pre-
authorization required for certain
services
Outpatient rehabilitation therapy
coverage limits apply; cost share and
coverage limits waived for early

Home health care No charge Not covered

Rehabilitation services Not covered

If you need help recovering
or have other special health

ek Habilitation services $20 / visit Not covered intervention services for eligible
children; a telehealth cost share may
be applicable; pre-authorization
required for certain services
Deductible applies first; limited to 100
Skilled nursing care No charge Not covered days per calendar year; pre-
authorization required
Deductible applies first; cost share
Durable medical equipment 20% coinsurance Not covered waived for one breast pump per birth,
including supplies
Deductible applies first; pre-
Hospice services No charge Not covered authorization required for certain
services
Children’s eye exam No charge Not covered Limited to one exam every 24 months
Children’s glasses Not covered Not covered None
If your child needs dental No charge for
or eye care members with a cleft

Children’s dental check-up Not covered Limited to members under age 18

palate / cleft lip
condition
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Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)
e Children's glasses e Long-term care

e Private-duty nursing

o Cosmetic surgery o Non-emergency care when traveling outside the
e Dental care (Adult) U.S.
Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
e Acupuncture (12 visits per calendar year) o Infertility treatment e Weight loss programs ($150 per calendar year per
e Bariatric surgery e Routine eye care - adult (one exam every 24 policy)
e Chiropractic care months)
e Hearing aids ($2,000 per ear every 36 months for e  Routine foot care (only for patients with systemic
members age 21 or younger) circulatory disease)

Page 6 of 8




Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: the
U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform and the U.S. Department of Health and
Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov. Your state insurance department might also be able to help. If you are a Massachusetts resident, you can
contact the Massachusetts Division of Insurance at 1-877-563-4467 or www.mass.gov/doi. Other coverage options may be available to you too, including buying individual
insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596. For more
information about possibly buying individual coverage through a state exchange, you can contact your state’s marketplace, if applicable. If you are a Massachusetts resident,
contact the Massachusetts Health Connector by visiting www.mahealthconnector.org. For more information on your rights to continue your employer coverage, contact your
plan sponsor. (A plan sponsor is usually the member’s employer or organization that provides group health coverage to the member.)

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide
complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, call
1-800-782-3675 or contact your plan sponsor. (A plan sponsor is usually the member’s employer or organization that provides group health coverage to the member.)

Does this plan provide Minimum Essential Coverage? Yes.
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP,
TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet the Minimum Value Standards? Yes.
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Disclaimer: This document contains only a partial description of the benefits, limitations, exclusions and other provisions of this health care plan. It is not a policy. Itis a
general overview only. It does not provide all the details of this coverage, including benefits, exclusions and policy limitations. In the event there are discrepancies between
this document and the policy, the terms and conditions of the policy will govern.

To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different depending
on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost-sharing amounts (deductibles, copayments and
coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different health plans. Please
note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network prenatal care and a

Managing Joe's Type 2 Diabetes

(a year of routine in-network care of a well-

Mia’s Simple Fracture

(in-network emergency room visit and follow-up

hospital delivery) controlled condition) care)
m The plan’s overall deductible $500 m The plan’s overall deductible $500 m The plan’s overall deductible $500
mDelivery fee copay $0 m Specialist visit copay $60 m Specialist visit copay $60
mFacility fee copay $500 mPrimary care visit copay $20 mEmergency room copay $100
mDiagnostic tests copay $0 mDiagnostic tests copay $0 mAmbulance services copay $0
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) Primary care physician office visits (including Emergency room care (including medical
Childbirth/Delivery Professional Services disease education) supplies)
Childbirth/Delivery Facility Services Diagnostic tests (blood work) Diagnostic test (x-ray)
Diagnostic tests (ultrasounds and blood work) Prescription drugs Durable medical equipment (crutches)
Specialist visit (anesthesia) Durable medical equipment (glucose meter) Rehabilitation services (physical therapy)
Total Example Cost $12,700 Total Example Cost $5,600 Total Example Cost $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:

Cost sharing Cost sharing Cost sharing

Deductibles* $500 Deductibles* $200 Deductibles $500
Copayments $500 Copayments $1,200 Copayments $300
Coinsurance $0 Coinsurance $0 Coinsurance $0

What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0
The total Peg would pay is $1,060 The total Joe would pay is $1,420 The total Mia would pay is $800

*Note: This plan has other deductibles for specific services included in this coverage example. See "Are there other deductibles for specific services?" row above.

002091525 (03/23) IM

The plan would be responsible for the other costs of these EXAMPLE covered services.

® Registered Marks of the Blue Cross and Blue Shield Association. © 2023 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
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* ' MCC COMPLIANCE

MASSACHUSETTS

This health plan meets Minimum Creditable Coverage Standards
for Massachusetts residents that went into effect January 1, 2014,
as part of the Massachusetts Health Care Reform Law.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross and Blue Shield Association.
© 2023 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
001652563 55-0647 (6/22)



* ' INFORMATION ABOUT THE PLAN
MASSACHUSETTS

This health plan option includes a tiered network feature called Hospital Choice

Cost Sharing. As a member in this plan, you will pay different levels of cost share
(such as copayments and coinsurance) for certain services depending on the
network general hospital you choose to furnish those covered services. For most
network general hospitals, you will pay the lowest cost sharing level. However, if you
receive certain covered services from some network general hospitals, you pay the
highest cost sharing level. A network general hospital’s cost sharing level may change
from time to time. Overall changes to add another network general hospital to the
highest cost sharing level will happen no more than once each calendar year. For help
in finding a network general hospital for which you pay the lowest cost sharing level,
check the most current provider directory for your health plan option or visit the online
provider search tool at bluecrossma.org/hospitalchoice. Then click on the Planning
Guide link on the left navigation to download a printable network hospital list or to
access the provider search page.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross and Blue Shield Association.
© 2023 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross or Blue Shield of Massachusetts HMO Blue, Inc.
001651680 55-0532 (6/22)


https://myplans.bluecrossma.com/medical-insurance/hospital-choice-cost-sharing
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*@ ' SUMMARY OF BENEFITS
MASSACHUSETTS

NETWORK BLUE" SELECT "™~
$1,000 DEDUCTIBLE

Plan-Year Deductible: $1,000/$2,000

UNLOCK THE POWER OF YOUR PLAN

MyBlue gives you an instant snapshot of your plan:

o

+V
MYBLUE

MASSACHUSETTS

COVERAGE AND CLAIMS AND DIGITAL
BENEFITS BALANCES ID CARD
Sign in

Download the app, or create an account at bluecrossma.org.

This health plan includes a limited provider network called HMO Blue Select. It provides access to a network that is smaller than the Blue Cross Blue Shield
of Massachusetts HMO Blue provider network. In this plan, members have access to network benefits only from the providers in the HMO Blue Select
network. For help in finding which providers are included in the HMO Blue Select network, check the most current provider directory for your health plan
option or visit the online provider search tool at bluecrossma.com/findadoctor and search for HMO Blue Select.

This health plan meets Minimum Creditable Coverage Standards for Massachusetts residents that
went into effect January 1, 2014, as part of the Massachusetts Health Care Reform Law.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association


https://www.bluecrossma.org/
https://member.bluecrossma.com/fad

Your Primary Care Provider (PCP)

When you enroll in this health plan, you must choose a primary care provider. Be
sure to choose a PCP who can accept you and your family members and who
participates in the HMO Blue Select network of providers in Massachusetts. For
children, you may choose a participating network pediatrician as the PCP.

For a list of participating PCPs or OB/GYN physicians, visit the Blue Cross

Blue Shield of Massachusetts website at bluecrossma.org; consult Find a Doctor
at bluecrossma.com/findadoctor; or call the Member Service number on your
ID card.

If you have trouble choosing a doctor, Member Service can help. They can give
you the doctor’s gender, the medical school the doctor attended, and whether
there are languages other than English spoken in the office.

Referrals

Your PCP is the first person you call when you need routine or sick care. If your
PCP decides that you need to see a specialist for covered services, your PCP
will refer you to an appropriate network specialist within the HMO Blue Select
network, who is likely affiliated with your PCP’s hospital or medical group.

You will not need prior authorization or referral to see an HMO Blue Select
network provider who specializes in OB/GYN services. Your providers may also
work with Blue Cross Blue Shield of Massachusetts regarding referrals and
Utilization Review Requirements, including Pre-Admission Review, Concurrent
Review and Discharge Planning, Prior Approval for Certain Outpatient Services,
and Individual Case Management. For detailed information about Utilization
Review, see your benefit description.

Your Deductible

Your deductible is the amount of money you pay out-of-pocket each plan

year before you can receive coverage for certain benefits under this plan. If

you are not sure when your plan year begins, contact Blue Cross Blue Shield

of Massachusetts. Your deductible is $1,000 per member (or $2,000 per family).

Your Out-of-Pocket Maximum

Your out-of-pocket maximum is the most that you could pay during a plan

year for deductible, copayments, and coinsurance for covered services. Your
out-of-pocket maximum for medical benefits is $5,450 per member (or $10,900
per family). Your out-of-pocket maximum for prescription drug benefits is
$1,000 per member (or $2,000 per family).

YOUR CARE

Emergency Room Services

In an emergency, such as a suspected heart attack, stroke, or poisoning,

you should go directly to the nearest medical facility or call 911 (or the local
emergency phone number). You pay a copayment per visit for emergency room
services. This copayment is waived if you're admitted to the hospital or for an
observation stay. See the chart for your cost share.

Telehealth Services

Telehealth services are covered when the same in-person service would be
covered by the health plan and the use of telehealth is appropriate. Your health
care provider will work with you to determine if a telehealth visit is medically
appropriate for your health care needs or if an in-person visit is required. For a list
of telehealth providers, visit the Blue Cross Blue Shield of Massachusetts website
at bluecrossma.org, consult Find a Doctor, or call the Member Service number
on your ID card.

Service Area
The plan’s service area includes all Massachusetts counties except Dukes,
Barnstable, and Nantucket.

When Outside the Service Area

If you're traveling outside the service area and you need urgent or emergency
care, you should go to the nearest appropriate health care facility. You are
covered for the urgent or emergency care visit and one follow-up visit while
outside the service area. Any additional follow-up care must be arranged by your
PCP. See your benefit description for more information.

Dependent Benefits

This plan covers dependents until the end of the calendar month in which
they turn age 26, regardless of their financial dependency, student status, or
employment status. See your benefit description (and riders, if any) for exact
coverage details.


https://www.bluecrossma.org/
https://member.bluecrossma.com/fad
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Covered Services

Preventive Care

Well-child care exams

Your Cost

Nothing, no deductible

Routine adult physical exams, including related tests

Nothing, no deductible

Routine GYN exams, including related lab tests (one per calendar year)

Nothing, no deductible

Routine hearing exams, including routine tests

Nothing, no deductible

Hearing aids (up to $2,000 per ear every 36 months for a member age 21 or younger)

All charges beyond the maximum, no deductible

Routine vision exams (one every 24 months)

Nothing, no deductible

Family planning services—office visits

Outpatient Care

Nothing, no deductible

Emergency room visits

$150 per visit, no deductible
(waived if admitted or for observation stay)

Office or health center visits, when performed by:

= Your PCP, OB/GYN physician, nurse midwife, limited services clinic, or by a physician assistant or

nurse practitioner designated as primary care
« Other covered providers, including a physician assistant or nurse practitioner designated as
specialty care

$20 per visit, no deductible

$35 per visit, no deductible

Mental health or substance use treatment

$20 per visit, no deductible

Outpatient telehealth services
« With a covered provider
« With the designated telehealth vendor

Same as in-person visit
$20 per visit, no deductible

Chiropractors’ office visits

$35 per visit, no deductible

Acupuncture visits (up to 12 visits per calendar year)

$35 per visit, no deductible

Short-term rehabilitation therapy—physical and occupational (up to 60 visits per calendar year*)

$35 per visit after deductible

Speech, hearing, and language disorder treatment—speech therapy

$35 per visit after deductible

Diagnostic X-rays and lab tests, including CT scans, MRls, PET scans,
and nuclear cardiac imaging tests

Nothing after deductible

Home health care and hospice services

Nothing, no deductible

Oxygen and equipment for its administration

Nothing after deductible

Durable medical equipment—such as wheelchairs, crutches, hospital beds

20% coinsurance after deductible**

Prosthetic devices

20% coinsurance after deductible

Surgery and related anesthesia in an office or health center, when performed by:

« Your PCP, OB/GYN physician, nurse midwife, or by a physician assistant or nurse practitioner
designated as primary care

« Other covered providers, including a physician assistant or nurse practitioner designated as
specialty care

$20 per visit***, no deductible

$35 per visit***, no deductible

Surgery and related anesthesia in an ambulatory surgical facility, hospital outpatient department,

or surgical day care unit

Inpatient Care (including maternity care)

Nothing after deductible

General or chronic disease hospital care (as many days as medically necessary)

Nothing after deductible

Mental hospital or substance use facility care (as many days as medically necessary)

Nothing, no deductible

Rehabilitation hospital care (up to 60 days per calendar year)

Nothing after deductible

Skilled nursing facility care (up to 100 days per calendar year)

Nothing after deductible

*  No visit limit applies when short-term rehabilitation therapy is furnished as part of covered home health care or for the treatment of autism spectrum disorders.

**  Cost share waived for one breast pump per birth, including supplies.

*** Copayment waived for restorative dental services and orthodontic treatment or prosthetic management therapy for members under age 18 to treat conditions of cleft lip and cleft palate.

1t Deductible waived for mental health admissions.



Prescription Drug Benefits*

At designated retail pharmacies No deductible
(up to a 30-day formulary supply for each prescription or refill)** $15 for Tier 1
$30 for Tier 2
$50 for Tier 3
Through the designated mail service or designated retail pharmacy No deductible
(up to a 90-day formulary supply for each prescription or refill)** $30 for Tier 1
$60 for Tier 2
$150 for Tier 3

*  Generally, Tier 1refers to generic drugs; Tier 2 refers to preferred brand-name drugs; Tier 3 refers to non-preferred brand-name drugs.
**  Cost share may be waived or reduced for certain covered drugs and supplies.

Get the Most from Your Plan: Visit us at bluecrossma.org or call 1-800-782-3675 to learn about discounts, savings, resources, and special programs

available to you, like those listed below.

Wellness Participation Program
Fitness Reimbursement: a program that rewards participation in qualified fitness $150 per calendar year per policy
programs or equipment (See your benefit description for details.)

Weight Loss Reimbursement: a program that rewards participation in a qualified $150 per calendar year per policy
weight loss program (See your benefit description for details.)

y 24/7 Nurse Line: Speak to a registered nurse, day or night, to get immediate guidance and advice. Call 1-888-247-BLUE (2583). No additional charge.

QUESTIONS?

For questions about Blue Cross Blue Shield of Massachusetts, call 1-800-782-3675,
or visit us online at bluecrossma.org.

Limitations and Exclusions. These pages summarize the benefits of your health care plan. Your benefit description and riders define the full terms and conditions in greater detail. Should any questions

arise concerning benefits, the benefit description and riders will govern. Some of the services not covered are: cosmetic surgery; custodial care; most dental care; and any services covered by workers’
compensation. For a complete list of limitations and exclusions, refer to your benefit description and riders. Note: Blue Cross and Blue Shield of Massachusetts, Inc. administers claims payment only and does
not assume financial risk for claims.

© Registered Marks of the Blue Cross and Blue Shield Association. © 2023 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.

Printed at Blue Cross and Blue Shield of Massachusetts, Inc.
002091288 (03/23) JM
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+V

MASSACHUSETTS

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
Network Blue® Select Deductible:

Coverage Period: on or after 07/01/2023

Gateway Health Group Coverage for: Individual and Family | Plan Type: Managed

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share

the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is only

a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, see www.gatewayhealthgroup.com. For general
definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms, see the Glossary. You can

view the Glossary at bluecrossma.org/shcglossary or call 1-800-782-3675 to request a copy.

Important Questions m Why This Matters:

What is the overall
deductible?

$1,000 member / $2,000 family.

Generally, you must pay all of the costs from providers up to the deductible amount before this plan
begins to pay. If you have other family members on the plan, each family member must meet their own
individual deductible until the total amount of deductible expenses paid by all family members meets
the overall family deductible.

Are there services
covered before you meet
your deductible?

Yes. Preventive care, prenatal
care, emergency room,
prescription drugs, most office
visits, mental health services,
emergency transportation, home

This plan covers some items and services even if you haven't yet met the deductible amount. But a
copayment or coinsurance may apply. For example, this plan covers certain preventive services without
cost sharing and before you meet your deductible. See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits/.

health care, and hospice services.

Are there other
deductibles for specific
services?

No.

You don't have to meet deductibles for specific services.

What is the out-of-pocket
limit for this plan?

For medical benefits, $5,450
member / $10,900 family; and for
prescription drug benefits, $1,000
member / $2,000 family.

The out-of-pocket limit is the most you could pay in a year for covered services. If you have other family
members in this plan, they have to meet their own out-of-pocket limits until the overall family out-of-
pocket limit has been met.

What is not included in
the out-of-pocket limit?

Premiums, balance-billing charges,
and health care this plan doesn't
cover.

Even though you pay these expenses, they don't count toward the out-of-pocket limit.

Will you pay less if you
use a network provider?

Yes. See
bluecrossma.com/findadoctor or
call the Member Service number
on your ID card for a list of network

This plan uses a provider network. You will pay less if you use a provider in the plan’s network. You will
pay the most if you use an out-of-network provider, and you might receive a bill from a provider for the
difference between the provider’s charge and what your plan pays (balance billing). Be aware, your
network provider might use an out-of-network provider for some services (such as lab work). Check

providers.

with your provider before you get services.

Do you need a referral to
see a specialist?

Yes.

This plan will pay some or all of the costs to see a specialist for covered services but only if you have a
referral before you see the specialist.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association
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44 All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

In-Network Out-of-Network Limitations, Exceptions, & Other
(You will pay the (You will pay the Important Information
least) most)

Common Medical Event Services You May Need

A telehealth cost share may be
applicable
$35/ visit; $35/ Limited to 12 acupuncture visits per
Specialist visit chiropractor visit; $35 Not covered calendar year; a telehealth cost share
[ acupuncture visit _ may be applicable
If you visit a health care GYN exam limited to one exam per
provider’s office or clinic calendar year; a telehealth cost share
may be applicable. You may have to
Preventive care/screening/immunization No charge Not covered pay for services that aren't preventive.
Ask your provider if the services
needed are preventive. Then check
what your plan will pay for.
Deductible applies first; pre-
Diagnostic test (x-ray, blood work) No charge Not covered authorization required for certain
services
Deductible applies first; pre-
Imaging (CT/PET scans, MRIs) No charge Not covered authorization required for certain
services

Primary care visit to treat an injury or illness $20 / visit Not covered

If you have a test
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Common Medical Event

Services You May Need

What You Will Pay

In-Network Out-of-Network
(You will pay the (You will pay the

Limitations, Exceptions, & Other
Important Information

If you need drugs to treat
your illness or condition
More information about
prescription drug coverage
is available at
bluecrossma.org/medicatio

n

Generic drugs

Preferred brand drugs

Non-preferred brand drugs

Specialty drugs

least) most)
$15/ retail supply or
$30 / designated
retail or mail service
supply
$30 / retail supply or
$60 / designated
retail or mail service
supply
$50 / retail supply or
$150 / designated
retail or mail service
supply

Not covered

Not covered

Not covered

Applicable cost share
(generic, preferred,
non-preferred)

Not covered

Up to 30-day retail (90-day
designated retail or mail service)
supply; cost share may be waived for
certain covered drugs and supplies;
pre-authorization required for certain
drugs

When obtained from a designated
specialty pharmacy; cost share may
be waived or reduced for certain
covered drugs and supplies; pre-
authorization required for certain
drugs

Deductible applies first; pre-

Facility fee (e.g., ambulatory surgery center) No charge Not covered authorization required for certain
If you have outpatient services
surgery Deductible applies first; pre-
Physician/surgeon fees No charge Not covered authorization required for certain
services
$150 / visit; $150 / visit; R :
Emergency room care deductible does not deductible does not Copayment walveq if admitted or for
observation stay
If you need immediate . : apply apply
. . Emergency medical transportation No charge No charge None
medical attention —
Out-of-network coverage limited to out
Urgent care $35/ visit $35/ visit of service area; a telehealth cost

share may be applicable
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What You Will Pay

In-Network Out-of-Network Limitations, Exceptions, & Other
(You will pay the (You will pay the Important Information
least) most)

Common Medical Event Services You May Need

Deductible applies first; pre-
Facility fee (e.g., hospital room) No charge Not covered authorization / authorization required
for certain services
Deductible applies first; pre-
Physician/surgeon fees No charge Not covered authorization / authorization required
for certain services

A telehealth cost share may be

If you have a hospital stay

If you need mental health, Outpatient services $20 / visit Not covered applicable; pre-authorization required
behavioral health, or for certain services
substance abuse services . . Pre-authorization / authorization
Inpatient services No charge Not covered . . :
required for certain services
Office visits v No charge v Not covered Deductible applies first for
 Childbirth/delivery professional services No charge Not covered childbirth/delivery facility services;

cost sharing does not apply for
preventive services; maternity care

o _ 3 _ may include tests and services
Childbirth/delivery facility services No charge Not covered described elsewhere in the SBC
(i.e. ultrasound); a telehealth cost
share may be applicable

If you are pregnant
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What You Will Pay

In-Network Out-of-Network Limitations, Exceptions, & Other
(You will pay the (You will pay the Important Information
least) most)

Home health care No charge Not covered Pre-authorization required

Deductible applies first; limited to 60
outpatient visits per calendar year
(other than for autism, home health
care, and speech therapy); limited to
Not covered 60 days per calendar year for
inpatient admissions; a telehealth cost
share may be applicable; pre-
authorization required for certain
services

Deductible applies first; outpatient
rehabilitation therapy coverage limits
apply; cost share and coverage limits
waived for early intervention services
for eligible children; a telehealth cost

share may be applicable; pre-

authorization required for certain
services
Deductible applies first; limited to 100
Skilled nursing care No charge Not covered days per calendar year; pre-
authorization required
Deductible applies first; cost share
Durable medical equipment 20% coinsurance Not covered waived for one breast pump per birth,
including supplies

Pre-authorization required for certain

Common Medical Event Services You May Need

$35 / visit for
outpatient services;
No charge for
inpatient services

Rehabilitation services

If you need help recovering
or have other special health
needs Habilitation services $35/ visit Not covered

Hospice services No charge Not covered

services
Children’s eye exam No charge Not covered Limited to one exam every 24 months
Children’s glasses Not covered Not covered None
If your child needs dental No charge for
or eye care :
4 Children’s dental check-up members with a cleft Not covered Limited to members under age 18

palate / cleft lip
condition
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Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)
e Children's glasses e Long-term care

e Private-duty nursing

o Cosmetic surgery o Non-emergency care when traveling outside the
e Dental care (Adult) U.S.
Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
e Acupuncture (12 visits per calendar year) o Infertility treatment e Weight loss programs ($150 per calendar year per
e Bariatric surgery e Routine eye care - adult (one exam every 24 policy)
e Chiropractic care months)
e Hearing aids ($2,000 per ear every 36 months for e  Routine foot care (only for patients with systemic
members age 21 or younger) circulatory disease)
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: the
U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform and the U.S. Department of Health and
Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov. Your state insurance department might also be able to help. If you are a Massachusetts resident, you can
contact the Massachusetts Division of Insurance at 1-877-563-4467 or www.mass.gov/doi. Other coverage options may be available to you too, including buying individual
insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596. For more
information about possibly buying individual coverage through a state exchange, you can contact your state’s marketplace, if applicable. If you are a Massachusetts resident,
contact the Massachusetts Health Connector by visiting www.mahealthconnector.org. For more information on your rights to continue your employer coverage, contact your
plan sponsor. (A plan sponsor is usually the member’s employer or organization that provides group health coverage to the member.)

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide
complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, call
1-800-782-3675 or contact your plan sponsor. (A plan sponsor is usually the member’s employer or organization that provides group health coverage to the member.)

Does this plan provide Minimum Essential Coverage? Yes.
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP,
TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet the Minimum Value Standards? Yes.
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Disclaimer: This document contains only a partial description of the benefits, limitations, exclusions and other provisions of this health care plan. It is not a policy. Itis a
general overview only. It does not provide all the details of this coverage, including benefits, exclusions and policy limitations. In the event there are discrepancies between
this document and the policy, the terms and conditions of the policy will govern.

To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different depending
on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost-sharing amounts (deductibles, copayments and
coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different health plans. Please
note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network prenatal care and a
hospital delivery)

m The plan’s overall deductible $1,000
mDelivery fee copay $0
mFacility fee copay $0
mDiagnostic tests copay $0

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Managing Joe's Type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

m The plan’s overall deductible $1,000
m Specialist visit copay $35
mPrimary care visit copay $20
mDiagnostic tests copay $0

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Mia’s Simple Fracture

(in-network emergency room visit and follow-up

care)
mThe plan’s overall deductible $1,000
m Specialist visit copay $35
mEmergency room copay $150
mAmbulance services copay $0

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $12,700 Total Example Cost $5,600 Total Example Cost $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:

Cost sharing Cost sharing Cost sharing
Deductibles $1,000 Deductibles $100 Deductibles $400
Copayments $10 Copayments $1,200 Copayments $200
Coinsurance $0 Coinsurance $0 Coinsurance $0

What isn’t covered What isn’t covered What isn’t covered

Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0
The total Peg would pay is $1,070 The total Joe would pay is $1,320 The total Mia would pay is $600

The plan would be responsible for the other costs of these EXAMPLE covered services.

® Registered Marks of the Blue Cross and Blue Shield Association. © 2023 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.

002091271 (03/23) IM
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* ' MCC COMPLIANCE

MASSACHUSETTS

This health plan meets Minimum Creditable Coverage Standards
for Massachusetts residents that went into effect January 1, 2014,
as part of the Massachusetts Health Care Reform Law.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross and Blue Shield Association.
© 2023 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
001652563 55-0647 (6/22)



* ' INFORMATION ABOUT THE PLAN
MASSACHUSETTS

This health plan includes a limited provider network called HMO Blue Select. It provides
access to a network that is smaller than the Blue Cross Blue Shield of Massachusetts
HMO Blue provider network. In this plan, members have access to network benefits
only from the providers in the HMO Blue Select network. For help in finding which
providers are included in the HMO Blue Select network, check the most current
provider directory for your health plan option or visit the online provider search tool

at bluecrossma.com/findadoctor and search for HMO Blue Select.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross and Blue Shield Association.
© 2023 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.

001652707 55-1362 (6/22)


https://member.bluecrossma.com/fad

Back to Star Pln Optons

Left Blank Intentionally



ﬁiﬁigﬁiii SUMMARY OF BENEFITS

BLUE CARE ELECT
$500 DEDUCTIBLE

WITH HOSPITAL CHOICE COST SHARING

Plan-Year Deductible: $500/$1,000

UNLOCK THE POWER OF YOUR PLAN

MyBlue gives you an instant snapshot of your plan:

o

+V
MYBLUE

MASSACHUSETTS

COVERAGE AND CLAIMS AND DIGITAL
BENEFITS BALANCES ID CARD
Sign in

Download the app, or create an account at bluecrossma.org.

Blue Cross Blue Shield of Massachusetts is an Independent
Licensee of the e Cross and Blue Shisid Association.

Where you get care can impact what you pay for care.

This health plan option includes a tiered network feature called Hospital Choice Cost Sharing.

As a member in this plan, you will pay different levels of in-network cost share (such as copayments and/or coinsurance) for certain services depending

on the preferred general hospital you choose to furnish those covered services. For most preferred general hospitals, you will pay the lowest in-network
cost sharing level. However, if you receive certain covered services from any of the preferred general hospitals listed in this Summary of Benefits, you pay
the highest in-network cost sharing level. A preferred general hospital’s cost sharing level may change from time to time. Overall changes to add another
preferred general hospital to the highest cost sharing level will happen no more than once each calendar year. For help in finding a preferred general hospital
(not listed in this Summary of Benefits for which you pay the lowest in-network cost sharing level, check the most current provider directory for your health
plan option or visit the online provider search tool at bluecrossma.org/hospitalchoice. Then click on the Planning Guide link on the left navigation to
download a printable network hospital list or to access the provider search page.

This health plan meets Minimum Creditable Coverage Standards for Massachusetts residents that
went into effect January 1, 2014, as part of the Massachusetts Health Care Reform Law.

An Association of Independent Blue Cross and Blue Shield Plans
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https://myplans.bluecrossma.com/medical-insurance/hospital-choice-cost-sharing

Your Deductible

Your deductible is the amount of money you pay out-of-pocket each plan

year before you can receive coverage for certain benefits under this plan. If you
are not sure when your plan year begins, contact Blue Cross Blue Shield

of Massachusetts. Your deductible for medical benefits is $500 per member (or
$1,000 per family) for in-network and out-of-network services combined. Your
deductible for prescription drug benefits is $100 per member (or $200

per family).

When You Choose Preferred Providers

You receive the highest level of benefits under your health care plan when
you obtain covered services from preferred providers. These are called your
“in-network” benefits. See the charts for your cost share.

The plan has two levels of hospital benefits for preferred providers. You will pay

a higher cost share when you receive inpatient services at or by “higher cost
share hospitals,” even if your preferred provider refers you. See the chart for your
cost share.

Note: If a preferred provider refers you to another provider for covered services (such as a lab or
specialist), make sure the provider is a preferred provider in order to receive benefits at the
in-network level. If the provider you are referred to is not a preferred provider, you're still covered,

but your benefits, in most situations, will be covered at the out-of-network level, even if the preferred
provider refers you.

Higher Cost Share Hospitals
Your cost share will be higher at the hospitals listed below. Blue Cross Blue Shield
of Massachusetts will let you know if this list changes.

* Baystate Medical Center * Boston Children'’s Hospital

* Brigham and Women'’s Hospital » Cape Cod Hospital

* Dana-Farber Cancer Institute * Fairview Hospital

* Massachusetts General Hospital * UMass Memorial Medical Center

Note: Some of the general hospitals listed above may have facilities in more than one location. At
certain locations, the lowest cost share may apply.

How to Find a Preferred Provider
To find a preferred provider:

* Look up a provider on Find a Doctor at bluecrossma.com/findadoctor. If you
need a copy of your directory or help choosing a provider, call the Member
Service number on your ID card.

« Visit the Blue Cross Blue Shield of Massachusetts website at bluecrossma.org

When You Choose Non-Preferred Providers

You can also obtain covered services from non-preferred providers, but your
out-of-pocket costs are higher. These are called your “out-of-network” benefits.
See the charts for your cost share.

Payments for out-of-network benefits are based on the Blue Cross Blue Shield
allowed charge as defined in your benefit description. You may be responsible
for any difference between the allowed charge and the provider's actual billed

charge (this is in addition to your deductible and/or your coinsurance).

Your Out-of-Pocket Maximum

Your out-of-pocket maximum is the most that you could pay during a plan
year for deductible, copayments, and coinsurance for covered services.

Your out-of-pocket maximum for medical benefits is $2,000 per member

(or $4,000 per family) for in-network and out-of-network services combined.
Your out-of-pocket maximum for prescription drug benefits is $2,000 per
member (or $4,000 per family).

YOUR CHOICE

Emergency Room Services

In an emergency, such as a suspected heart attack, stroke, or poisoning,

you should go directly to the nearest medical facility or call 911 (or the local
emergency phone number). You pay a copayment per visit for in-network or
out-of-network emergency room services. The copayment is waived if you are
admitted to the hospital or for an observation stay. See the chart for your

cost share.

Telehealth Services

Telehealth services are covered when the same in-person service would be
covered by the health plan and the use of telehealth is appropriate. Your health
care provider will work with you to determine if a telehealth visit is medically
appropriate for your health care needs or if an in-person visit is required. For a list
of telehealth providers, visit the Blue Cross Blue Shield of Massachusetts website
at bluecrossma.org, consult Find a Doctor, or call the Member Service number
on your ID card.

Your Virtual Care Team

Your health plan includes the option for a tech-enabled delivery model where
virtual care team covered providers furnish certain covered services, including
primary care with integrated mental health and/or substance use care within

the patient care team, via traditional and/or digital platforms (such as: mobile
app; web portal; telephone; and/or text message). This care delivery model

offers a comprehensive and coordinated primary care experience with virtual
engagement and seamless navigation to in-person care with network providers
when applicable. For in-network outpatient covered services furnished by

a designated virtual care team primary care or mental health care provider
type, you will pay nothing (any deductible, copayment, and/or coinsurance
does not apply). For in-network outpatient covered services furnished by

a virtual care team covered provider that is not a virtual care team primary
care or mental health care provider type, you will pay your applicable cost
share (deductible, copayment, and/or coinsurance). To find a virtual care team
covered provider or to learn more about this care delivery model, visit MyBlue
online or see “When You Need Help to Find a Health Care Provider” in your benefit
description, or call the Member Service number on your ID card.

Utilization Review Requirements

Certain services require pre-approval/prior authorization through Blue Cross
Blue Shield of Massachusetts for you to have benefit coverage; this includes
non-emergency and non-maternity hospitalization and may include certain
outpatient services, therapies, procedures, and drugs. You should work with your
health care provider to determine if pre-approval is required for any service
your provider is suggesting. If your provider, or you, don't get pre-approval when
it's required, your benefits will be denied, and you may be fully responsible for
payment to the provider of the service. Refer to your benefit description for
requirements and the process you should follow for Utilization Review, including
Pre-Admission Review, Pre-Service Approval, Concurrent Review and Discharge
Planning, and Individual Case Management.

Dependent Benefits

This plan covers dependents until the end of the calendar month in which they
turn age 26, regardless of their dependent’s financial dependency, student status,
or employment status. See your benefit description (and riders, if any) for exact
coverage details.


https://member.bluecrossma.com/fad
https://www.bluecrossma.org/
https://www.bluecrossma.org/

Covered Services

Preventive Care

Well-child care exams, including routine tests, according to age-based schedule as follows:
« 10 visits during the first year of life

+ Three visits during the second year of life (age 1to age 2)

< Two visits for age 2

* One visit per calendar year for age 3 and older

Your Cost In-Network

Nothing, no deductible

Your Cost Out-of-Network

20% coinsurance after deductible

Routine adult physical exams, including related tests (one per calendar year)

Nothing, no deductible

20% coinsurance after deductible

Routine GYN exames, including related lab tests (one per calendar year)

Nothing, no deductible

20% coinsurance after deductible

Routine hearing exams, including routine tests

Nothing, no deductible

20% coinsurance after deductible

Hearing aids (up to $2,000 per ear every 36 months for a member age 21 or younger)

All charges beyond the
maximum, no deductible

20% coinsurance after deductible
and all charges beyond the
maximum

Routine vision exams (one every 24 months)

Nothing, no deductible

20% coinsurance after deductible

Family planning services—office visits

Outpatient Care

Emergency room visits

Nothing, no deductible

$100 per visit, no deductible
(waived if admitted or for an
observation stay)

20% coinsurance after deductible

$100 per visit, no deductible
(waived if admitted or for an
observation stay)

Office or health center visits, when performed by:

- A family or general practitioner, internist, OB/GYN physician, pediatrician, geriatric specialist, nurse
midwife, licensed dietitian nutritionist, optometrist, limited services clinic, multi-specialty provider

group, or by a physician assistant or nurse practitioner designated as primary care
« Other covered providers, including a physician assistant or nurse practitioner designated as
specialty care

$20 per visit, no deductible

$60 per visit, no deductible

20% coinsurance after deductible

20% coinsurance after deductible

Mental health or substance use treatment

$20 per visit, no deductible

20% coinsurance after deductible

Outpatient telehealth services
« With a covered provider
« With the in-network designated telehealth vendor

Same as in-person visit
$20 per visit, no deductible

Same as in-person visit
Only applicable in-network

Chiropractors’ office visits

$20 per visit, no deductible

20% coinsurance after deductible

Acupuncture visits (up to 12 visits per calendar year)

$60 per visit, no deductible

20% coinsurance after deductible

Short-term rehabilitation therapy—physical and occupational (up to 60 visits per calendar year*)

$20 per visit, no deductible

20% coinsurance after deductible

Speech, hearing, and language disorder treatment—speech therapy

$20 per visit, no deductible

20% coinsurance after deductible

Diagnostic X-rays and lab tests

Nothing after deductible

20% coinsurance after deductible

CT scans, MRls, PET scans, and nuclear cardiac imaging tests

$100 per category per service date
after deductible

20% coinsurance after deductible

Home health care and hospice services

Nothing after deductible

20% coinsurance after deductible

Oxygen and equipment for its administration

Nothing after deductible

20% coinsurance after deductible

Durable medical equipment—such as wheelchairs, crutches, hospital beds

20% coinsurance after
deductible**

40% coinsurance after
deductible**

Prosthetic devices

20% coinsurance after deductible

40% coinsurance after deductible

Surgery and related anesthesia in an office or health center, when performed by:
A family or general practitioner, internist, OB/GYN physician, pediatrician, geriatric specialist,

nurse midwife, multi-specialty provider group, or by a physician assistant or nurse practitioner

designated as primary care
« Other covered providers, including a physician assistant or nurse practitioner designated as
specialty care

$20 per visit***, no deductible

$60 per visit***, no deductible

20% coinsurance after deductible

20% coinsurance after deductible

Surgery and related anesthesia in an ambulatory surgical facility, hospital outpatient department,

or surgical day care unit

Inpatient Care (including maternity care) in:

+ Other general hospitals (as many days as medically necessary)
* In-network higher cost share hospitals (as many days as medically necessary)

$250 per admission after deductible

$500 per admission after deductiblet
$1,000 per admission after deductible

20% coinsurance after deductible

20% coinsurance after deductible
Only applicable in-network

Chronic disease hospital care (as many days as medically necessary)

$500 per admission after deductible

20% coinsurance after deductible

Mental hospital or substance use facility care (as many days as medically necessary)

$500 per admission after deductible

20% coinsurance after deductible

Rehabilitation hospital care (up to 60 days per calendar year)

Nothing after deductible

20% coinsurance after deductible

Skilled nursing facility care (up to 100 days per calendar year)

Nothing after deductible

20% coinsurance after deductible

*

*k

No visit limit applies when short-term rehabilitation therapy is furnished as part of covered home health care or for the treatment of autism spectrum disorders.
In-network cost share waived for one breast pump per birth, including supplies (20% coinsurance after deductible out-of-network).

**#* Copayment waived for restorative dental services and orthodontic treatment or prosthetic management therapy for members under age 18 to treat conditions of cleft lip and cleft palate.

1 This cost share applies to mental health admissions in a general hospital.



Prescription Drug Benefits*

At designated retail pharmacies $10 after deductible for Tier 1 Not covered
(up to a 30-day formulary supply for each prescription or refill)** $30 after deductible for Tier 2

$65 after deductible for Tier 3
Through the designated mail service or designated retail pharmacy $20 after deductible for Tier 1 Not covered
(up to a 90-day formulary supply for each prescription or refill)** $75 after deductible for Tier 2

$165 after deductible for Tier 3

*  Generally, Tier 1refers to generic drugs; Tier 2 refers to preferred brand-name drugs; Tier 3 refers to non-preferred brand-name drugs.
**  Cost share may be waived or reduced for certain covered drugs and supplies.

Get the Most from Your Plan: Visit us at bluecrossma.org or call 1-800-782-3675 to learn about discounts, savings, resources, and special programs

available to you, like those listed below.

Wellness Participation Program
Fitness Reimbursement: a program that rewards participation in qualified fitness $150 per calendar year per policy
programs or equipment (See your benefit description for details.)

Weight Loss Reimbursement: a program that rewards participation in a qualified $150 per calendar year per policy
weight loss program (See your benefit description for details.)

y 24/7 Nurse Line: Speak to a registered nurse, day or night, to getimmediate guidance and advice. Call 1-888-247-BLUE (2583). No additional charge.

QUESTIONS?

For questions about Blue Cross Blue Shield of Massachusetts, call 1-800-782-3675,
or visit us online at bluecrossma.org.

Limitations and Exclusions. These pages summarize the benefits of your health care plan. Your benefit description and riders define the full terms and conditions in greater detail. Should any questions

arise concerning benefits, the benefit description and riders will govern. Some of the services not covered are: cosmetic surgery; custodial care; most dental care; and any services covered by workers’
compensation. For a complete list of limitations and exclusions, refer to your benefit description and riders. Note: Blue Cross and Blue Shield of Massachusetts, Inc. administers claims payment only and does
not assume financial risk for claims.

© Registered Marks of the Blue Cross and Blue Shield Association. © 2023 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
Printed at Blue Cross and Blue Shield of Massachusetts, Inc.
002091508 (03/23) JM
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MASSACHUSETTS

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
Blue Care Elect $500 Deductible with HCCS:

Coverage Period: on or after 07/01/2023

Gateway Health Group Coverage for: Individual and Family | Plan Type: PPO Tiered

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share

the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is only

a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, see www.gatewayhealthgroup.com. For general
definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms, see the Glossary. You can

view the Glossary at bluecrossma.org/shcglossary or call 1-800-782-3675 to request a copy.

What is the overall

Important Questions m Why This Matters:

$500 member / $1,000 family.

Generally, you must pay all of the costs from providers up to the deductible amount before this plan
begins to pay. If you have other family members on the plan, each family member must meet their own

covered before you meet
your deductible?

prenatal care, most office visits,
mental health visits, therapy visits;
emergency room.

deductible? individual deductible until the total amount of deductible expenses paid by all family members meets
the overall family deductible.
. Yes. In-network preventive and This plan covers some items and services even if you haven’t yet met the deductible amount. But a
Are there services

copayment or coinsurance may apply. For example, this plan covers certain preventive services without
cost sharing and before you meet your deductible. See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other
deductibles for specific
services?

Yes. For prescription drugs, $100
member / $200 family. There are
no other specific deductibles.

You must pay all of the costs for these services up to the specific deductible amount before this plan
begins to pay for these services.

What is the out-of-pocket
limit for this plan?

For medical benefits, $2,000
member / $4,000 family; and for
prescription drug benefits, $2,000
member / $4,000 family.

The out-of-pocket limit is the most you could pay in a year for covered services. If you have other family
members in this plan, they have to meet their own out-of-pocket limits until the overall family out-of-
pocket limit has been met.

What is not included in
the out-of-pocket limit?

Premiums, balance-billing charges,
and health care this plan doesn't
cover.

Even though you pay these expenses, they don't count toward the out-of-pocket limit.

Will you pay less if you
use a network provider?

Yes. See
bluecrossma.com/findadoctor or
call the Member Service number
on your ID card for a list of network

This plan uses a provider network. You will pay less if you use a provider in the plan’s network. You will
pay the most if you use an out-of-network provider, and you might receive a bill from a provider for the
difference between the provider’s charge and what your plan pays (balance billing). Be aware, your
network provider might use an out-of-network provider for some services (such as lab work). Check

roviders.

with your provider before you get services.

Do you need a referral to
see a specialist?

No.

You can see the specialist you choose without a referral.

Page 1 of 8
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45 All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

Common Medical Event Services You May Need In-Network Out-of-Network HITThE R, | SR, ¢ OUEr

(You will pay the (You will pay the Important Information
least most

Deductible applies first for out-of-
network; family or general practitioner,
internist, OB/GYN physician,
pediatrician, geriatric specialist, nurse
midwife, licensed dietitian nutritionist,
Primary care visit to treat an injury or illness $20 / visit 20% coinsurance optometrist, limited services clinic,
multi-specialty provider group, or by a
physician assistant or nurse
practitioner designated as primary
care; a telehealth cost share may be

applicable
Deductible applies first for out-of-
If you visit a health care N 20% cqinsurance; network; includg_s physicign assistant
rovider's office or clinic $60 / visit; $20 / 20% coinsurance / or nurse practitioner designated as
provicers Specialist visit chiropractor visit; $60 chiropractor visit; specialty care; limited to 12
| acupuncture visit 20% coinsurance / acupuncture visits per calendar year;
acupuncture visit a telehealth cost share may be
applicable

Deductible applies first for out-of-
network; limited to age-based
schedule and / or frequency; a
telehealth cost share may be
Preventive care/screening/immunization No charge 20% coinsurance applicable. You may have to pay for
services that aren't preventive. Ask
your provider if the services needed
are preventive. Then check what your

plan will pay for.
Deductible applies first; pre-

Diagnostic test (x-ray, blood work) No charge 20% coinsurance authorization may be required
If you have a test Deductible applies first; copayment
Imaging (CT/PET scans, MRIs) $100 20% coinsurance applies per category of test / day; pre-

authorization may be required
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Common Medical Event

Services You May Need

What You Will Pay

In-Network
(You will pay the

Out-of-Network
(You will pay the

Limitations, Exceptions, & Other
Important Information

If you need drugs to treat
your illness or condition
More information about
prescription drug coverage
is available at
bluecrossma.org/medicatio

n

Generic drugs

Preferred brand drugs

Non-preferred brand drugs

least)
$10/ retail supply or
$20 / designated
retail or mail service
supply
$30 / retail supply or
$75 / designated
retail or mail service
supply
$65 / retail supply or
$165 / designated
retail or mail service
supply

most)

Not covered

Not covered

Not covered

Deductible applies first; up to 30-day
retail (90-day designated retail or mail
service) supply; cost share may be
waived for certain covered drugs and
supplies; pre-authorization required
for certain drugs

Specialty drugs

Applicable cost share

(generic, preferred,
non-preferred)

Not covered

Deductible applies first; when
obtained from a designated specialty
pharmacy; cost share may be waived
or reduced for certain covered drugs

and supplies; pre-authorization
required for certain drugs

Deductible applies first; pre-

Facility fee (e.g., ambulatory surgery center) $250 / admission 20% coinsurance authorization required for certain
If you have outpatient services
surgery Deductible applies first; pre-
Physician/surgeon fees No charge 20% coinsurance authorization required for certain
services
$100 / visit; $100 / visit; N .
Emergency room care deductible does not deductible does not Copayment walveq if admitted or for
observation stay
If you need immediate , . apply apply . .
. . Emergency medical transportation No charge No charge Deductible applies first
medical attention , —
Deductible applies first for out-of-
Urgent care $60 / visit 20% coinsurance network; a telehealth cost share may

be applicable
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Common Medical Event

Services You May Need

In-Network
(You will pay the

What You Will Pay

Out-of-Network
(You will pay the

Limitations, Exceptions, & Other
Important Information

If you have a hospital stay

Facility fee (e.g., hospital room)

least)

$500 / admission;
$1,000 / admission
for certain hospitals

most)

20% coinsurance

Deductible applies first; pre-
authorization / authorization required

for certain services

Deductible applies first; pre-

Physician/surgeon fees No charge 20% coinsurance authorization / authorization required
for certain services
Deductible applies first for out-of-
. . . o network; a telehealth cost share may
TS e el Outpatient services $20 / visit 20% coinsurance be applicable; pre-authorization
behavioral health, or required for certain services
substance abuse services $500 / admission; Deductible applies first; pre-
Inpatient services $1,000 / admission 20% coinsurance authorization / authorization required
for certain hospitals for certain services
Office visits No charge 20% coinsurance Deductible applies first except for in-
Childbirth/delivery professional services No charge 20% coinsurance network prenatal care; cost sharing
does not apply for in-network
preventive services; maternity care
If you are pregnant $500 / admission:

Childbirth/delivery facility services

$1,000 / admission
for certain hospitals

20% coinsurance

may include tests and services
described elsewhere in the SBC (i.e.
ultrasound); a telehealth cost share
may be applicable
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Common Medical Event

Services You May Need

In-Network
(You will pay the

What You Will Pay

Out-of-Network
(You will pay the

Limitations, Exceptions, & Other
Important Information

If you need help recovering
or have other special health
needs

Home health care

least)

No charge

most)

20% coinsurance

Deductible applies first; pre-
authorization required

Rehabilitation services

$20 / visit for
outpatient services;
No charge for
inpatient services

20% coinsurance for

outpatient services;

20% coinsurance for
inpatient services

Deductible applies first except for in-
network outpatient services; limited to
60 outpatient visits per calendar year
(other than for autism, home health
care, and speech therapy); limited to
60 days per calendar year for
inpatient admissions; a telehealth cost
share may be applicable; pre-
authorization required for certain
services

Habilitation services

$20 / visit

20% coinsurance

Deductible applies first for out-of-
network; outpatient rehabilitation
therapy coverage limits apply; cost
share and coverage limits waived for

early intervention services for eligible
children; a telehealth cost share may
be applicable

Skilled nursing care

No charge

20% coinsurance

Deductible applies first; limited to 100
days per calendar year; pre-
authorization required

Durable medical equipment

20% coinsurance

40% coinsurance

Deductible applies first; in-network

cost share waived for one breast

pump per birth, including supplies
(20% coinsurance for out-of-network)

Hospice services

No charge

20% coinsurance

Deductible applies first; pre-
authorization required for certain
services
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What You Will Pay

Common Medical Event Services You May Need In-Network Out-of-Network HTBNETEIS, STk, o5 O]
(You will pay the (You will pay the Important Information
least) most)
Deductible applies first for out-of-
Children’s eye exam No charge 20% coinsurance network; limited to one exam every 24
months
If your child needs dental Children’s glasses Not covered Not covered None
or eye care % coi
o No charge for 20% coinsurance for Deductible applies first for out-of-
. , members with a cleft = members with a cleft —
Children’s dental check-up . . network; limited to members under
palate / cleft lip palate / cleft lip age 18
condition condition g

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

e Children's glasses e Dental care (Adult) e Private-duty nursing
e Cosmetic surgery e Long-term care
Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
e Acupuncture (12 visits per calendar year) o Infertility treatment ¢ Routine foot care (only for patients with systemic
e Bariatric surgery e Non-emergency care when traveling outside the circulatory disease)
e Chiropractic care u.s. e Weight loss programs ($150 per calendar year per
e Hearing aids ($2,000 per ear every 36 months for e  Routine eye care - adult (one exam every 24 policy)
members age 21 or younger) months)
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: the
U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform and the U.S. Department of Health and
Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov. Your state insurance department might also be able to help. If you are a Massachusetts resident, you can
contact the Massachusetts Division of Insurance at 1-877-563-4467 or www.mass.gov/doi. Other coverage options may be available to you too, including buying individual
insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596. For more
information about possibly buying individual coverage through a state exchange, you can contact your state’s marketplace, if applicable. If you are a Massachusetts resident,
contact the Massachusetts Health Connector by visiting www.mahealthconnector.org. For more information on your rights to continue your employer coverage, contact your
plan sponsor. (A plan sponsor is usually the member’s employer or organization that provides group health coverage to the member.)

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide
complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, call
1-800-782-3675 or contact your plan sponsor. (A plan sponsor is usually the member’s employer or organization that provides group health coverage to the member.)

Does this plan provide Minimum Essential Coverage? Yes.
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP,
TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet the Minimum Value Standards? Yes.
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Disclaimer: This document contains only a partial description of the benefits, limitations, exclusions and other provisions of this health care plan. It is not a policy. Itis a
general overview only. It does not provide all the details of this coverage, including benefits, exclusions and policy limitations. In the event there are discrepancies between
this document and the policy, the terms and conditions of the policy will govern.

To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different depending
on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost-sharing amounts (deductibles, copayments and
coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different health plans. Please
note these coverage examples are based on self-only coverage.

Peg is Having a Baby
(9 months of in-network prenatal care and a

Managing Joe's Type 2 Diabetes
(a year of routine in-network care of a well-

Mia’s Simple Fracture

(in-network emergency room visit and follow-up

hospital delivery) controlled condition) care)
m The plan’s overall deductible $500 mThe plan’s overall deductible $500 mThe plan’s overall deductible $500
mDelivery fee copay $0 m Specialist visit copay $60 m Specialist visit copay $60
mFacility fee copay $500 mPrimary care visit copay $20 mEmergency room copay $100
mDiagnostic tests copay $0 mDiagnostic tests copay $0 mAmbulance services copay $0
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) Primary care physician office visits (including Emergency room care (including medical
Childbirth/Delivery Professional Services disease education) supplies)
Childbirth/Delivery Facility Services Diagnostic tests (blood work) Diagnostic test (x-ray)
Diagnostic tests (ultrasounds and blood work) Prescription drugs Durable medical equipment (crutches)
Specialist visit (anesthesia) Durable medical equipment (glucose meter) Rehabilitation services (physical therapy)
Total Example Cost $12,700 Total Example Cost $5,600 Total Example Cost $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:

Cost sharing Cost sharing Cost sharing

Deductibles* $500 Deductibles $200 Deductibles $500
Copayments $500 Copayments $1,200 Copayments $300
Coinsurance $0 Coinsurance $0 Coinsurance $0

What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0
The total Peg would pay is $1,060 The total Joe would pay is $1,420 The total Mia would pay is $800

*Note: This plan has other deductibles for specific services included in this coverage example. See "Are there other deductibles for specific services?" row above

The plan would be responsible for the other costs of these EXAMPLE covered services.

©® Registered Marks of the Blue Cross and Blue Shield Association. © 2023 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.

002091491 (03/23) IM

Page 8 of 8




* ' MCC COMPLIANCE

MASSACHUSETTS

This health plan meets Minimum Creditable Coverage Standards
for Massachusetts residents that went into effect January 1, 2014,
as part of the Massachusetts Health Care Reform Law.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross and Blue Shield Association.
© 2023 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
001652563 55-0647 (6/22)



* ' INFORMATION ABOUT THE PLAN
MASSACHUSETTS

This health plan option includes a tiered network feature called Hospital Choice Cost
Sharing. As a member in this plan, you will pay different levels of in-network cost
share (such as copayments and coinsurance) for certain services depending on the
preferred general hospital you choose to furnish those covered services. For most
preferred general hospitals, you will pay the lowest in-network cost sharing level.
However, if you receive certain covered services from some preferred general
hospitals, you pay the highest in-network cost sharing level. A preferred general
hospital's cost sharing level may change from time to time. Overall changes to add
another preferred general hospital to the highest cost sharing level will happen no
more than once each calendar year. For help in finding a preferred general hospital
for which you pay the lowest in-network cost sharing level, check the most current
provider directory for your health plan option or visit the online provider search tool
at bluecrossma.org/hospitalchoice. Then click on the Planning Guide link on the
left navigation to download a printable network hospital list or to access the provider
search page.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross and Blue Shield Association.
© 2023 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
001651701 55-0531(6/22)
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*@ ' SUMMARY OF BENEFITS
MASSACHUSETTS

DENTAL BLUE PPO
PROGRAM 1

-
UNLOCK THE POWER OF YOUR PLAN |

MyBlue gives you an instant snapshot of your plan:

o~ 7]

COVERAGE AND CLAIMS AND DIGITAL
BENEFITS BALANCES ID CARD
Sign in

Download the app, or create an account at bluecrossma.org.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association


https://www.bluecrossma.org/

DENTAL BLUE PPO PROGRAM 1

No Deductible

Full Coverage*

$500 Per Member Calendar-Year Benefit Maximum (in-network and out-of-network combined)

Diagnostic

» One complete initial oral exam, including initial dental history and charting of the
teeth and supporting structures

 Full mouth X-rays, seven or more films, or panoramic X-ray with bitewing X-rays

once each 60 months

Bitewing X-rays twice per calendar year

Single tooth X-rays as needed

+ Study models and casts used in planning treatment once each 60 months

* Periodic or routine oral exams twice per calendar year

» Emergency exams

Preventive

* Routine cleaning, scaling, and polishing of the teeth twice per calendar year

* Fluoride treatment twice per calendar year (members under age 19)

+ Sealants on permanent pre-molar and molar surfaces (members under age 14).
Benefits are provided for one application per bicuspid or molar surface each
48 months.

*+ Space maintainers needed due to premature tooth loss (members under age 19)

80% Coverage*

Restorative

+ Amalgam (silver) fillings (limited to one filling for each tooth surface in a
12-month period)

Composite resin (tooth color) fillings (limited to one filling for each tooth surface
in a 12-month period)

Pin retention for fillings

Stainless steel crowns on baby teeth and on first permanent adult molars
(members under age 16)

Oral Surgery

» Tooth extraction
* Root removal

+ Biopsies

Periodontics (gum and bone)

+ Periodontal scaling and root planing once per quadrant each 24 months

« Periodontal surgery once per quadrant each 36 months

+ Periodontal maintenance following active periodontal therapy once each three
months

Endodontics (roots and pulp)

Root canal therapy (permanent teeth, once in a lifetime per tooth)

Retreatment root canal therapy on permanent teeth, once in a lifetime for

each tooth

Therapeutic pulpotomy on primary or permanent teeth (members under age 16)
Other endodontic surgery to treat or remove the dental root

Prosthetic Maintenance

* Repair of partial or complete dentures, crowns, and bridges once each 12 months
+ Adding teeth to an existing complete or partial denture

* Rebase or reline of dentures once each 36 months

+ Recementing of crowns, inlays, onlays, and fixed bridgework once each 12 months

Other Services

* Occlusal adjustments once each 24 months

+ Services to treat root sensitivityr

» General anesthesia when administered in conjunction with covered

surgical services

Emergency dental care to treat acute pain or to prevent permanent harm to
a member**

*  Benefits are reduced by 20 percent when services are received from an out-of-network dentist.

EES

When you require emergency care by an out-of-network dentist, benefits are provided at the same level as an in-network dentist.



WELCOME TO DENTAL BLUE PPO,

A DENTAL PLAN DESIGNED TO MANAGE THE COST OF DENTAL SERVICES.

Your Dentist

Dental Blue PPO offers a large network of dentists, including dentists in
Massachusetts and Rhode Island who participate with Blue Cross Blue Shield
of Massachusetts. Dental Blue PPO members also have access to participating
dentists nationwide. Using Dental Blue PPO network dentists will minimize your
out-of-pocket expenses.

If you would like help choosing a dentist, or already have a dentist and want

to know if they participate with your plan, you can call the dentist, look at the
current dental provider directory, or call Member Service at the toll-free phone
number shown on your Dental Blue ID card. You can also access the online dental
provider directory at bluecrossma.org.

Your Benefits

The dental benefits your plan covers are subject to the calendar-year deductible
and coinsurance (if applicable), and benefit maximum amounts shown in the
chart. The calendar year begins on January 1and ends on December 31 of each
year. The chart also shows the percentage of costs your plan will pay for covered
dental services. Many of the covered services have specific time or age limits.

Pre-Treatment Estimates

If your dentist expects that your dental treatment will involve covered services
that will cost more than $250, Blue Cross Blue Shield recommends that your
dentist send a copy of the “treatment plan” to Blue Cross Blue Shield before
services are provided. A treatment plan is a detailed description of the
procedures that the dentist plans to perform and includes an estimate of the
charge for each service.

Once the treatment plan is reviewed, you and your dentist will be notified of the
benefits available.

Remember, the payment estimate is based on your eligibility status and the
amount of your calendar-year benefit maximum at the time the estimate is
received and reviewed. (The actual payment may differ if your available calendar-
year benefit maximum or eligibility status has changed.)

Multi-Stage Procedures

Your dental plan provides benefits for multi-stage procedures (procedures that
require more than one visit, such as crowns, dentures and root canals) as long
as you are enrolled in the plan on the date that the multi-stage procedure is
completed. A network dentist will send a claim for a multi-stage procedure to
Blue Cross Blue Shield only after the completion date of the procedure.

You will be responsible for all charges for multi-stage procedures if your plan has
been cancelled before the completion date of the procedure.

How Network Dentists Are Paid

Payments are based on the allowed charge for covered services. Network
dentists agree to accept the allowed charge as payment in full. You pay only your
deductible and coinsurance (if applicable), and any allowed charges beyond your
calendar-year benefit maximum. In certain situations, you will have to pay the
difference between the claim payment and the provider’s actual billed charge.
Refer to your plan description for information about these situations.

How Out-of-Network Dentists Are Paid

Benefits for covered services by a non-preferred dentist are provided based on
the allowed charge or the dentist’s actual charge, whichever is less. The allowed
charge is based on a schedule of charges. You may be responsible for any
difference between the allowed charge or the dentist’s actual charge, whichever
is less. You are also responsible for your deductible and coinsurance

(if applicable), and charges beyond your calendar-year benefit maximum.

Payments are based on 80 percent of the network coverage levels for covered
services. For example, if 80 percent of your dental expenses would have been
covered had you used a network provider, only 64 percent of such expenses will
be covered if you use an out-of-network provider. This provision does not apply
to emergency care services. Benefits for emergency care are paid based on the
network level of benefits.


https://www.bluecrossma.org/

When Coverage Begins
You are covered, without a waiting period, from the date you enroll in the plan.

Dependent Benefits

This plan covers dependents until the end of the calendar month in which
they turn age 26, regardless of their financial dependency, student status, or
employment status. See your plan description (and riders, if any) for exact
coverage details..

Enhanced Dental Benefits

Enhanced Dental Benefits for certain dental care services are available for
members who have been diagnosed with qualifying conditions. To learn more
about specific conditions included in this benefit, review your plan description
(and riders, if any) on MyBlue at bluecrossma.org.

If You Have to File a Claim

Network dentists will send claims directly to Blue Cross Blue Shield. All you
have to do is show them your Dental Blue ID card. The payment will be sent
directly to your dentist as long as the claims are received within one year of the
completed service.

If you receive care from an out-of-network dentist, you will typically need to
submit the claim yourself. Before submitting your claim, get an Attending Dentist’s
Statement form from Member Service.

After your dentist fills out the form, send it and your original itemized bills to
Blue Cross Blue Shield of Massachusetts, P. O. Box 986030, Boston, MA 02298.
All member-submitted claims must be submitted within two years of the date
of service.

If you have a grievance, please see your plan description for instructions on how to
file a grievance.

Other Information

Coordination of benefits applies to plan members who are covered by another
plan for health care expenses. Coordination of benefits ensures that payments
from other insurance or health care plans do not exceed the total charges billed
for covered services.

Your plan description has a subrogation clause, which means that Blue Cross
Blue Shield can recover payments if a member has already been paid for the
same claim by a third party.

QUESTIONS?

For questions about Blue Cross Blue Shield of Massachusetts, call 800-932-8323,
or visit us online at bluecrossma.org.

Limitations and Exclusions. These pages summarize the benefits of your dental plan. Your plan description and riders define the full terms and conditions in greater detail. Should any questions arise
concerning benefits, the plan description and riders will govern. For a complete list of limitations and exclusions, refer to your plan description and riders. Note: Blue Cross and Blue Shield of Massachusetts,

Inc., administers claims payments only and does not assume financial risk for claims.

© Registered Marks of the Blue Cross and Blue Shield Association. © 2022 Blue Cross and Blue Shield of Massachusetts, Inc. Printed at Blue Cross and Blue Shield of Massachusetts, Inc.

April 2022
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Save on vision care with Blue 20/20 PLUS

¥

MASSACHUSETTS

BLUE 20/20 PLUS EXAM-PLUS VISION PLAN: INSIGHT NETWORK

$130 Frame, $25 Lens, 12/12/24 Frequency!'

when you use a PLUS Provider

Out-of-network
reimbursement?

In-network
member cost

In-network member
cost at PLUS providers

Vision care service

Comprehensive eye exam $0 copay $10 copay up to $50
Contact lens fit and follow-up?®
« Standard up to $40 up to $40 n/a
* Premium 10% off retail price 10% off retail price n/a
Retinal imaging up to $39 up to $39 n/a
Enhanced Diabetes Paid in full: up to two diabetic Paid in full: up to two diabetic n/a
Eye Care Benefit* eye exams and diagnostic eye exams and diagnostic
For members diagnosed testing every 12 months testing every 12 months
with type 1or type 2 diabetes
Frames $180 allowance, then additional  $130 allowance, then additional up to $74
20% off the balance 20% off the balance
Standard plastic lenses
» Single vision $25 copay $25 copay up to $42
» Bifocal $25 copay $25 copay up to $78
* Trifocal $25 copay $25 copay up to $130
« Lenticular $25 copay $25 copay up to $130
« Standard progressive lens $90 copay $90 copay up to $140
* Premium progressive lens
Tier 1-Tier 3 $110-$135 copay $110-$135 copay up to $196
Tier 4 $90 copay, then 80% of charge  $90 copay, then 80% of charge up to $196
less $120 allowance less $120 allowance
Lens options®
+ UV treatment $15 $15 n/a
« Tint (solid and gradient) $15 $15 n/a
« Standard plastic scratch coating $15 $15 n/a
» Standard polycarbonate $40 $40 n/a
« Standard polycarbonate Paid in full Paid in full up to $26
for covered dependents
under age 19
« Standard anti-reflective coating $45 $45 n/a
* Premium anti-reflective coating n/a
Tier 1 - Tier 2 $57-$68 $57-$68 n/a
* Photochromic/Transitions®” plastic $75 $75 n/a
* Polarized 20% off retail price 20% off retail price n/a
» Other add-ons 20% off retail price 20% off retail price
Contact lenses®
« Conventional $130 allowance, then additional ~ $130 allowance, then additional up to $104
15% off the balance 15% off the balance
+ Disposable $130 allowance $130 allowance up to $104
 Medically necessary Paid in full Paid in full up to $210
Frequency
* Exam once every 12 months

« Lenses for frames or one
order of contact lenses
* Frames

once every 12 months

once every 24 months

1. For costs and further details about the coverage, including exclusions, refer to your plan materials. 2. Your actual expenses for covered services may exceed the stated out-of-network amount. 3. Indicates a service that is a

discounted arrangement as part of your vision plan. 4. Consult with your eye care provider. 5. Discount applies to materials only and not to fittings for contact lenses.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association.



BENEFITS YOU CAN SEE — FROM A COMPANY YOU TRUST

©

ACCESS TO ONE OF THOUSANDS OF AWARD-WINNING

THE NATION'S LARGEST INDEPENDENT PROVIDERS CUSTOMER SERVICE
VISION NETWORKS

FAVORITE NATIONAL RETAILERS ONLINE SHOPPING OPTIONS
LENSCRAFTERS® * Glasses.com
e Contactsdirect.com
PEARLE COVISION e Ray-Ban.com
) e Targetoptical.com
O OPTICAL e Lenscrafters.com

and many regional retailers.

ADDITIONAL IN-NETWORK SAVINGS AND DISCOUNTS
40% 20% 15%

off a complete off non-prescription off retail price or
second pair of glasses sunglasses 5% off promotional price
for laser vision correction
through U.S. Laser Network

SAVE ON HEARING EXAMS AND HEARING AIDS

You can save on services and products from Amplifon Hearing, an independent company.

To learn more, visit amplifonusa.com/blue2020. To get started, call 1-866-921-5367.

Blue 20/20 is administered by EyeMed Vision Care®’, an independent vision benefits company.

Questions?

Call Blue 20/20 Customer Service at 1-855-875-6948.
To locate an in-network provider, create an account at blue2020ma.com.

¥

MASSACHUSETTS

Blue Cross Blue Shield of Massachusetts complies with applicable federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, sex, sexual orientation, or gender
identity.

ATTENTION: If you don't speak English, language assistance services, free of charge, are available to you. Call Member Service at the number on your ID card (TTY: 711).

ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia con el idioma. Llame al nimero de Servicio al Cliente que figura en su tarjeta de identificacion (TTY: 711).

ATENGAO: Se fala portugués, sdo-lhe disponibilizados gratuitamente servigos de assisténcia de idiomas. Telefone para os Servigos aos Membros, através do nimero no seu cartao ID (TTY: 711).

© Registered Marks of the Blue Cross and Blue Shield Association. ®” Registered Marks, TM Trademarks, and SM Service Marks are the property of their respective owners.
© 2023 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc. 55-002041596 (2/23)
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¥

MASSACHUSETTS

OUR NEW PHARMACY BENEFIT MANAGER:
FREQUENTLY ASKED QUESTIONS

How the Change Will—and Won't—Affect You

On January 1, 2023, a new pharmacy benefit manager will begin administering pharmacy benefits on behalf
of Blue Cross Blue Shield of Massachusetts. Most members will experience few or no changes as a result
of this transition. Learn why we're making this change and how we'll support you through it.

Why is Blue Cross changing its pharmacy

benefit manager?

Now more than ever, controlling the rising cost of health care
is critical. The cost of prescription medications is growing
the fastest, and that cost accounts for almost 20% of your
premium. Working with our new pharmacy benefit manager,
we believe we can better manage the effect of medication
prices on your health care premiums.

What will this change mean for me?

The change to a new pharmacy benefit manager will mean
few or no changes for most members, as the prescription
medications we cover and the terms of coverage will remain
the same for some medications. Also, most of our current
network pharmacies will remain in-network.

If you're going to be affected by the change to a new pharmacy
benefit manager, we'll let you know by mail and we'll guide
you through any action you need to take.

Will | get a new ID card?

Yes. A new Blue Cross ID card with updated pharmacy
information will be mailed to Medicare members in October.
All other members will receive their new Blue Cross ID cards
in December.

Starting January 1, 2023, you'll need to present the new

ID card for any pharmacy products or services. You can
also access your digital ID card on MyBlue after January 1.
Destroy your old card before disposing of it.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association.

What types of changes should | anticipate?

Mail Service Pharmacy

There will be a new mail service pharmacy. If you use the
mail order pharmacy, your prescription(s) will transfer
automatically, except for controlled-substance prescriptions,
and prescriptions with no refills remaining. In those cases,
you'll need to ask your doctor for new prescriptions.

Formulary (the medications we cover)

We review and make changes to our formularies each year.
Depending on the formulary, changes can be made up to
four times per year. This frequency will continue under the
new pharmacy benefit manager.

Formulary changes can include changes to prescription
medications, tiers, dosing requirements, and step therapy.
As always, we'll notify you and your health care provider in
advance about any such changes.

How can | access the new mail service pharmacy?

On or after January 1, 2023, sign in to MyBlue to access
the mail service pharmacy website. When refilling your
prescriptions, you'll be prompted to add your billing
information. Don’t forget to enroll in auto-refill and to
select your communication preferences.

You can also enroll in the mail service pharmacy by
calling CVS Customer Care at 1-877-817-0477 TTY: 711
(for commercial members) or 1-877-817-0493 TTY: 711
(for Medicare members).

(continued)



Will the cost of my medication(s) change?

Some medications will be categorized into a different tier,
which would affect their costs. If that's the case for any
medications you're taking, you'll be notified by letter.

Can | look up my medications to check coverage terms
and tier information before January 1, 2023?

Yes. Starting in October 2022, you can use the Medication
Lookup Tool or the Medicare Medication Lookup Tool to learn
about your 2023 prescription drug coverage information.
Find both tools on MyBlue (bluecrossma.org).

Will my current pharmacy be part of the new

pharmacy benefit manager network?

Almost certainly. You'll have access to an extensive pharmacy
network, which includes CVS Pharmacy™, Rite Aid™, and
Walgreens pharmacies, as well as thousands of independent
pharmacies. If the pharmacy you use now isn't in the new
pharmacy benefit manager’s network, we'll let you know by
mail. In October 2022, you can use our Find a Pharmacy
locator tool to find in-network pharmacy options near you.

| use specialty medication(s). Will the network of
specialty pharmacies be changing?

No. Our network of retail specialty pharmacies will remain
the same as of January 1, 2023.

Will the member site (MyBlue) be updated, in light

of this change?

Yes. There will be enhancements to MyBlue, including the
2023 Medication Lookup Tool (available in October 2022),
access to digital ID cards, and more.

Questions?

If you have any questions, call Member Service at the number on your ID card.

How can | use MyBlue to help me prepare for the upcoming
pharmacy benefit manager change?

Create a MyBlue account at bluecrossma.org, if you haven't
already done so, or sign in to your existing MyBlue account.
You can use MyBlue to instantly manage your medications,
review your pharmacy claims, and learn about your pharmacy
benefits and all your other benefits—all in one place.

How will | know if I'm affected by the pharmacy benefit
manager transition?

Medicare members will be notified of any changes to their
prescription drug benefit through the standard “Annual Notice
of Change” (issued in late September 2022), as well as through
individual communications (issued in November 2022).

All other members will be notified in November about any
related pharmacy changes that affect them.

Mail order prescriptions filled before January
1, 2023, will be processed by your current mail
order pharmacy, Express Scripts Pharmacy.

Plan ahead if you'll need to refill a prescription
before year’s end, to ensure that you have an
adequate supply.

MASSACHUSETTS

Blue Cross Blue Shield of Massachusetts complies with applicable federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, sex, sexual orientation,

or gender identity.

ATTENTION: If you don't speak English, language assistance services, free of charge, are available to you. Call Member Service at the number on your ID card (TTY: 71).
ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia con el idioma. Llame al nimero de Servicio al Cliente que figura en su tarjeta de identificacién (TTY: 711).
ATENGAO: Se fala portugués, sao-lhe disponibilizados gratuitamente servigos de assisténcia de idiomas. Telefone para os Servigos aos Membros, através do ndmero no seu cartéo ID (TTY: 711).

CVS Caremark is an independent company that will administer your pharmacy benefits on behalf of Blue Cross Blue Shield of Massachusetts, effective January 1, 2023. ® Registered Marks of the Blue Cross and Blue Shield Association.
©®” Registered Marks are the property of their respective owners. © 2022 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.

001728001

001728001 (9/22)



Back to Star Pln Optons

Left Blank Intentionally



¥

MASSACHUSETTS

SAVE MONEY WITH THE
MANDATORY MAIL PROGRAM

Save 33% on the cost of your maintenance
medications,' also known as long-term medications,
when you switch to a 90-day supply and fill your
prescriptions through the mail service pharmacy.

SWITCHING BRINGS BENEFITS

> 5B %

Pay 33% less for No additional Signing up for automatic
90-day supplies of most cost for standard refills makes it less likely
maintenance medications. delivery. to miss a dose.

WHAT HAPPENS IF YOU DON'T SWITCH

Switching is required if you want to be covered by your plan. If you don’t switch your maintenance
medications to 90-day supplies through the mail service pharmacy by your third fill, you'll
be responsible for paying the full retail cost of eligible medications. While you make the transition,
we'll provide coverage for two 30-day fills at a retail pharmacy. Just pay your regular copay.

Questions?

If you have any questions, call CVS Customer Care at 1-877-817-0477 (TTY: 711).

(continued)
1. In most cases for eligible maintenance medications. Check plan materials for more details.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association.



EXAMPLE OF HOW YOU CAN SAVE?

MEDICATION COPAY

TYPE OF PRESCRIPTION

Tier1 Tier 2 Tier 3
30-day supply, retail pharmacy $15 $30 $50
90-day supply, mail service pharmacy $30 $60 $150

HOW TO SWITCH TO THE MAIL SERVICE PHARMACY

1 Download the MyBlue app, or create an account at bluecrossma.org.

2 Once signed in, click 90-Day Mail Service Pharmacy under My Medications.

+V

MASSACHUSETTS

2. For illustrative purposes only, using a 3-tier plan.

Blue Cross Blue Shield of Massachusetts complies with applicable federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, sex, sexual orientation,
or gender identity.

ATTENTIQN: If you don’t speak English, language assistance services, free of charge, are available to you. Call Member Service at the number on your ID card (TTY: 711).
ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia con el idioma. Llame al nimero de Servicio al Cliente que figura en su tarjeta de identificacién (TTY: 711).
ATENGAO: Se fala portugués, sao-lhe disponibilizados gratuitamente servigos de assisténcia de idiomas. Telefone para os Servigos aos Membros, através do ndmero no seu cartéo ID (TTY: 711).

CaremarkPCS Health, LLC (“CVS Caremark”) is an independent company that has been contracted to administer pharmacy benefits and provide certain pharmacy services for Blue Cross Blue Shield of Massachusetts.
CVS Caremark is part of the CVS Health family of companies. Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association.® Registered Marks of the Blue Cross and
Blue Shield Association. © 2022 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.

001566311 55-001566311 (10/22)
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SAVE MONEY ON YOUR
MEDICATIONS WITH THE
MAIL SERVIGE PHARMACY

Maintenance medications, also known as long-term
medications, are used to treat chronic or ongoing
conditions. Save 33% when you order them in 90-day
supplies through the mail service pharmacy:!

BENEFITS OF USING THE MAIL SERVICE PHARMACY

> 5B v

You'll pay 33% less for There's no Signing up for automatic
90-day supplies of most additional cost for refills makes it less likely
maintenance medications standard delivery. to miss a dose.

(that’s one less copay).

EXAMPLE OF HOW YOU'LL SAVE?

MEDICATION COPAY
TYPE OF PRESCRIPTION

Tier 1 Tier 2 Tier 3
30-day supply, retail pharmacy $15 $30 $50
90-day supply, mail service pharmacy $30 $60 $150

1. In most cases for eligible maintenance medications. Check plan materials for more details.
2. For illustrative purposes only, using a 3-tier plan.
(continued)

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association.



HOW T0 USE THE MAIL SERVICE PHARMACY

Download the MyBlue app or create an account at bluecrossma.org. Once signed in, click
Pharmacy Benefit Manager under My Medications, then go to the Prescriptions tab. To:

TRANSFER PRESCRIPTIONS ORDER REFILLS SET UP AUTOMATIC REFILLS
Click Click Click
Start Rx Delivery by Mail View/Refill All Prescriptions Manage Automatic Refills

You can also fill prescriptions by calling CVS Customer Care
at 1-877-817-0477 (TTY: 711), or by using the included order form.

WHY ISN'T MY MEDICATION AVAILABLE
THROUGH THE MAIL SERVICE PHARMACY?

Certain medications that require immediate administration or are used for short periods of time aren’t available through
the mail service pharmacy. In addition, some specialty medications are only available through specialty pharmacies.

Please Note:

Certain prescribed medications may be subject to Prescription information about members and dependents
other dispensing limitations and to the professional is used to administer your prescription program. That
judgment of the pharmacist. If you have any questions information is reported to Blue Cross Blue Shield of
about your medication, call CVS Customer Care at Massachusetts, and is used for reporting and analysis,
1-877-817-0477 (TTY: 711). without identifying individual patients in accordance

It's the patient’s responsibility to report any changes with applicable laws.

in drug allergies, health conditions, chronic diseases,
and drug sensitivities.

Questions?

If you have any questions, call CVS Customer Care at 1-877-817-0477 (TTY: 711).

+V

MASSACHUSETTS

Blue Cross Blue Shield of Massachusetts complies with applicable federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, sex, sexual orientation,
or gender identity.

ATTENTION: If you don’t speak English, language assistance services, free of charge, are available to you. Call Member Service at the number on your ID card (TTY: 711).
ATENCIpN: Si habla espariol, tiene a su disposicién servicios gratuitos de asistencia con el idioma. Llame al nimero de Servicio al Cliente que figura en su tarjeta de identificacion (TTY: 711).
ATENGAO: Se fala portugués, sao-lhe disponibilizados gratuitamente servigos de assisténcia de idiomas. Telefone para os Servigos aos Membros, através do nimero no seu cartéo ID (TTY: 711).

CaremarkPCS Health, LLC (“CVS Caremark”) is an independent company that has been contracted to administer pharmacy benefits and provide certain pharmacy services for Blue Cross Blue Shield of Massachusetts. CVS Caremark
is part of the CVS Health family of companies. Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross and Blue Shield Association.
© 2022 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.

001542278 55-001542278 (10/22)
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W CVS caremark’

Mail Service Order Form

Mail this form to:

BT T T TR TTH MK T BTUEE TR O U [ UE
CVS Caremark

PO BOX 659541
SAN ANTONIO, TX 78265-9541

Member ID # (if not shown or if different from above)

Prescription Plan Sponsor or Company Name

Instructions:
Please use blue or black ink and print in capital letters. Fill in both sides of this form.

New Prescriptions - Mail your new prescriptions with this form. Number of New prescriptions:

Refills - Order by Web, phone, or write in Rx number(s) below. Number of Refill prescriptions:

TO RECEIVE YOUR ORDER SOONER request refills or new prescriptions online at bluecrossma.org.
Go to 90-Day Mail Service under My Medications.

m Shipping Address. To ship to an address different from the one printed above, enter the changes here.

Last Name First Name Ml Suffix (JR, SR)

Street Address s
Apt./Suite # Use shipping address

for this order only.
City State ZIP Code

Daytime Phone #: Evening Phone #:

E Refills. To order mail service refills, enter your prescription number(s) here.

1) 2) 3) 4)

5) 6) 7) 8)

CVS Caremark wants to provide you with high quality medicines at the best possible price. In order to do this, we
will substitute equivalent generic medicines for brand name medicines whenever possible. If you do not want

us to substitute generics, please provide specific instructions, including drug names, in the “Special Instructions”
section of this form.

CaremarkPCS Health, LLC (“CVS Caremark”) is an independent company that has been contracted to
administer pharmacy benefits and provide certain pharmacy services for Blue Cross Blue Shield of
Massachusetts. CVS Caremark is part of the CVS Health family of companies. Blue Cross Blue Shield of

Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association.

We may package all of these prescriptions together unless you tell us not to.

Al claims for E)rescriptions submitted to CVS Caremark Mail Service Pharmacy using this form
will be submitted to your prescription benefit plan for payment. If you do not want them submitted
to your plan, do not use this form. You may call Customer Care to make alternate arrangements
for submission of your order and payment.

©2020 CVS Caremark. All rights reserved. P13-N
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Tell us about the people ordering prescriptions. If there are more than two people, please complete another form.

® I First person with a refill or new prescription. Spanish forms and labels o
Last Name First Name Mi .
Suffix
Nickname (JR’SR)
Date of birth:
MM-DD-YYYY
E-mail address: Date new prescription written:
Doctor’s last name Doctor’s first name Doctor’s phone #
Tell us about new health information for 1st person if never provided or if changed.
Allergies: | ) None Aspirin Cephalosporin Codeine Erythromycin Peanuts Penicillin
Sulfa Other:
Medical conditions: ( | Arthritis Asthma Diabetes Acid reflux Glaucoma () Heart problem
High blood pressure High cholesterol Migraine Osteoporosis Prostate issues Thyroid
Other:
ISecond person with a refill or new prescription. Spanish forms and labels
-------- Last Name First Name Mmi .
* Suffix A
GLJ Nickname (JR’SR) E
o Date of birth: 2
xS MM-DD-YYYY Ee)
L©  E-mail address: Date new prescription written: O
[0} Q
(V2] (V2]
& Doctor’s last name Doctor’s first name Doctor’s phone # D
% Tell us about new health information for 2nd person if never provided or if changed. -
o Allergies: | ) None Aspirin Cephalosporin Codeine Erythromycin Peanuts Penicillin @
Sulfa Other:
Medical conditions: ( ) Arthritis Asthma Diabetes Acid reflux Glaucoma () Heart problem
High blood pressure High cholesterol Migraine Osteoporosis Prostate issues Thyroid
Other:

E Special instructions:

E How would you like to pay for this order? (If your copay is $0, you do not need to provide payment information.)

Electronic check. Pay from your bank account. (You must first register online or call Customer Care.)

g) Credit or debit card. (VISA®, MasterCard®, Discover®, or American Express®) g)
s Use your card on file. s
o o
S Use a new card or update your card’s expiration date. S
) Exp.Date Q
2 MMYY . . ; 2
() ()
2z Check or money order. Amount: $ . redit (.:ard h.older signature/Date L

* Make check or money order payable to CVS Caremark. ggfsué?tggsg\afgézrfggrgggégle(gs upto5
X » Write your prescription benefit ID number on your If you want faster delivery, choose: *
m check or mon_ey order. . 2nd business day ($17) Fg;;egggliggry é
T If your check is returned, we will charge you up to $40. Next business day ($23) N =

. not a PO Box

; Paymer!t for Balance Du.e and F!‘lture Orders. If you choose Expected processing time from receipt of this form: w

electronic check or a credit or debit card, we will use it to pay - Refills: 1-2 days
X for any balance due and for future orders unless you provide + New/renewed prescriptions: Within 5 days unless additional *

another form of payment. information is needed from your doctor

(Charges subject to change)
Fill in this oval if you DO NOT want us to use this payment

® method for future orders.

MOF WEB 0122 BCBSMA
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DENTAL BLUE®
ENHANCED DENTAL BENEFITS

Additional Support for Members with Qualifying Conditions

The connection is clear: good oral health leads to better overall health. That's why your Dental Blue plan includes Enhanced Dental
Benefits, a complete program that focuses on at-risk members with qualifying medical conditions. We offer additional, specific
support, including full coverage for preventive and periodontal services that have been connected to improved overall health.

One cleaning or Periodontal scaling, Oral cancer .
- . . . . Fluoride treatment,
Condition periodontal maintenance, once per quadrant screening, twice
4 per calendar year
4 per calendar year* every 24 months’ per calendar year
DIABETES v v
CORONARY ARTERY v v
DISEASE
STROKE v v
PREGNANCY v v
ORAL CANCER v v v
SJOGREN'S SYNDROME v v v

1. Periodontal maintenance and scaling are available on plans that offer periodontal benefits. There must be at least three months between a periodontal maintenance cleaning and
any other cleanings covered under your dental plan, including these Enhanced Dental Benefits.

Please Note: Service frequencies displayed in the chart are effective on renewal starting April 1, 2021. For renewals prior to this date, these services are covered at the following
frequencies: cleaning or periodontal maintenance every three months; periodontal scaling, once per quadrant every 24 months; oral cancer screening every six months; and
fluoride treatment every three months. Condition-specific eligibility requirements must be met to receive coverage. Certain dental plans cover preventive dental services and
Enhanced Dental Benefits at different frequency intervals. Please check your plan benefits to confirm your coverage before scheduling dental services.

NO ADDITIONAL COST TO RECEIVE THESE EXTRA SERVICES™

Enhanced Dental Benefits are included with your dental coverage, at no additional cost. These services aren’t subject to a
deductible, co-insurance, or annual maximum when provided by a dentist in our network. If you have a PPO plan and choose
to receive services from a dentist not in our network, you may be subject to co-insurance.

*Qualifying members only.

Questions?

If you have any questions, please call Member Service
at the number on the front of your ID card.

Blue Cross Blue Shield of Massachusetts complies with applicable federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, sex, sexual
orientation, or gender identity.

ATTENTION: If you don't speak English, language assistance services, free of charge, are available to you. Call Member Service at the number on your ID card (TTY: 711).

ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia con el idioma. Llame al nimero de Servicio al Cliente que figura en su tarjeta de identificacion (TTY: 711).
ATENGAQ: Se fala portugués, séo-lhe disponibilizados gratuitamente servigos de assisténcia de idiomas. Telefone para os Servigos aos Membros, através do nimero no seu cartao ID (TTY: 711).

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. 000858507 42-0945 (4/21)

© Registered Marks of the Blue Cross and Blue Shield Association. © 2021 Blue Cross and Blue Shield of Massachusetts, Inc,, or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
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ENHANGED DENTAL BENEFITS ENROLLMENT FORM

Dear Physician:

This is an application for your patient to receive Enhanced Dental Benefits from Blue Cross Blue Shield

of Massachusetts. These Enhanced Dental Benefits will provide coverage for additional preventive services
to this Dental Blue® member if diagnosed with one or more of the qualifying medical conditions listed below.
Please complete this form so that your patient may receive Enhanced Dental Benefits. Thank you.

(Note: Your patient’s dental coverage policy must include Enhanced Dental Benefits in order to be eligible for coverage.)

Please check qualifying medical conditions:

U Diabetes U Coronary Artery Disease O Stroke Q Oral Cancer Q Sjogren's Syndrome
Q Pregnancy (Expected date of birth __ [/ )

Subscriber/Member Information

Subscriber Name Member Name Date of Birth

Y A S
Member Address City State ZIP Code
Member Telephone # (Home) Member Telephone # (Other)

Blue Cross Blue Shield of Massachusetts Dental ID #

Physician Information

| hereby confirm that my patient has been diagnosed with the conditions listed above. Date
Physician Signature ———
Physician Name (please print, circle MD or DO) License # State

MD/DO
Physician Address Physician Telephone #

Please complete this form, keep a copy for your records, and return the original to:

Enhanced Dental Benefits Program

Blue Cross Blue Shield of Massachusetts
Dental Operations

P.O. Box 986040

Boston, MA 02298

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association.
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Blue Cross Blue Shield of Massachusetts complies with applicable federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, sex, sexual
orientation, or gender identity.

ATTENTION: If you don’t speak English, language assistance services, free of charge, are available to you. Call Member Service at the number on your ID card (TTY: 710).
ATENCION: Si habla espariol, tiene a su disposicién servicios gratuitos de asistencia con el idioma. Liame al nimero de Servicio al Cliente que figura en su tarjeta de identificacién (TTY: 711).
ATENGAOQ: Se fala portugués, sao-lhe disponibilizados gratuitamente servigos de assisténcia de idiomas. Telefone para os Servigos aos Membros, através do nimero no seu cartao ID (TTY: 711).

® Registered Marks of the Blue Cross and Blue Shield Association. © 2021 Blue Cross and Blue Shield of Massachusetts, Inc., 000679100  42-0940 (1/21)

or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
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NURSES RIGHT NOW

When you call our 24/7 Nurse Line, you can
speak to a registered nurse, when you need
to, day or night. Because guidance and advice
should be available around the clock.

YES, YOUR PLAN COVERS IT!

(N T 2,

GET CONNECTED 365 DAYS A YEAR, THERE'S NO
DIRECTLY TO A NURSE INCLUDING HOLIDAYS ADDITIONAL COST

KNOW WHEN T0 CALL

Nurses can give you advice on:

* Treating a fever, cut, headache, or diarrhea * Upcoming medical tests or appointments
* Managing a new diagnosis * Deciding if you need immediate care
* Recognizing signs of a concussion after a head injury « Caring for a sick child or family member

* Taking over-the-counter medications or prescriptions

In the case of a life-threatening emergency, call 911 or go to the nearest emergency room.

Call Our 24/7 Nurse Line

Nurses are ready around the clock to answer your questions. Call 1-888-247-BLUE (2583).

*We partner with Carenet Health®’, an independent health care engagement company, to administer this service. Before you can email a nurse,
you'll need to create a Carenet Health account using your nine-digit Blue Cross member ID number (without the letter prefix).

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association.



+V

MASSACHUSETTS

Blue Cross Blue Shield of Massachusetts complies with applicable federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, sex,
sexual orientation, or gender identity.

ATTENTION: If you don’t speak English, language assistance services, free of charge, are available to you. Call Member Service at the number on your ID card (TTY: 711).
ATENCION: Si habla espariol, tiene a su disposicién servicios gratuitos de asistencia con el idioma. Llame al nimero de Servicio al Cliente que figura en su tarjeta de identificacion (TTY: 711).
ATENGAO: Se fala portugués, sao-lhe disponibilizados gratuitamente servigos de assisténcia de idiomas. Telefone para os Servigos aos Membros, através do nimero no seu cartéo ID (TTY: 711).

©® Registered Marks of the Blue Cross and Blue Shield Association. ® Registered Marks, SM Service Marks, and TM Trademarks are the property of their respective owners.
© 2021 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.

001188315 32-6765 (11/21)
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WEIGHT-LOSS REIMBURSEMENT

Your reward for healthy behavior:
Receive up to $150 annually when you
participate in a qualified weight-loss program.!

W,
7
0 70 7

e ()

@ Qualified for Weight-Loss Reimbursement Not Qualified for Weight-Loss Reimbursement

Participation fees for: e One-time initiation or termination fees

e Hospital-based programs and Weight Watchers™ e Food, supplements, books, scales, or exercise
in-person equipment

e Weight Watchers online and other non-hospital e Individual nutrition counseling sessions, doctor/nurse
programs (in-person or online) that combine healthy visits, lab tests, or other services that are covered
eating, exercise, and coaching sessions with certified benefits under your medical plan

health professionals such as nutritionists, registered
dietitians, or exercise physiologists.

GET REIMBURSED IN THREE EASY STEPS

Choose Complete Mail
Start by picking a qualified Once you pay for the program, fill out the Send the completed form
weight-loss program. attached form, or sign in to MyBlue to submit to the address listed.

online at member.bluecrossma.com/login.

Be sure to check with your doctor before starting any weight-loss program.

1. To verify this reimbursement is offered for your plan, or for more information, sign in to MyBlue at bluecrossma.com/myblue or call the
Member Service number on your ID card. Most plans offer the reimbursement shown, but refer to your plan information for specific details.

Questions?

Contact Member Service by calling the phone number on your member ID card.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association.



WEIGHT-LOSS REIMBURSEMENT REQUEST

Please Print All Information Clearly: To verify this reimbursement is offered within your plan, or for more information,
please sign in to MyBlue at bluecrossma.com/myblue or call the Member Service number on your ID card.
All weight-loss reimbursement requests must be submitted by March 31 of the following year.

Complete this form and mail it to: Blue Cross Blue Shield of Massachusetts, Local Claims Department, PO Box 986030, Boston, MA 02298

Subscriber Information (Policyholder)

Identification Number on Subscriber ID Card Subscriber’s Last Name First Name Middle Initial
(including first 3 characters)

Address - Number and Street City State Zip Code

Employer’'s Name

Claim Information

Member Last Name First Name Middle Initial Gender Date of Birth
(color in the entire box) A
4 Male
4 Female

Claim is for (choose one and Name, Address, and Phone Number of Qualified Weight-Loss Program
color in the entire box):

Q Subscriber (policyholder)
Q Spouse (of policyholder) Total dollars requested: $

U Ex-Spouse Monthly program participation fee: $

0 Dependent (up to age 26) CalendarYear: __[___/
Q Other (specify):

Blue Cross Blue Shield of Massachusetts will make a reimbursement decision within 30 calendar days of receiving a
completed request form. Reimbursement is sent to the member’s address on file with Blue Cross. Reimbursement may
be considered taxable income, so consult your tax advisor.

Certification and Authorization (This form must be signed and dated below.)

| certify that the information provided in support of this submission is complete and correct and that | have not previously
submitted for these services. | understand that Blue Cross Blue Shield of Massachusetts may require proof of payment for
a reimbursement decision. | authorize the release of any information about my qualified weight-loss program to Blue Cross
Blue Shield of Massachusetts.

Subscriber’s or Member’s Signature: Date:

S A S

Important Information:

* Weight-loss reimbursement can be granted for any single member or combination of members enrolled under the same Blue Cross Blue Shield of Massachusetts
health plan. Blue Cross will make a reimbursement decision within 30 days of receiving a completed request.

* Reimbursement requests must be submitted by March 31 of the following year.

* Keep copies of proof of payment in case we request it from you. Proof of payment includes:

* Receipts (cash/check/credit/electronic) for participation fees clearly documenting your name, the weight-loss program name, and individual amounts
charged with date paid.

® Your weight-loss program membership or participation agreement clearly documenting your name and date of enrollment/participation.
® Your reimbursement may be considered taxable income, so consult a tax advisor.

Blue Cross Blue Shield of Massachusetts complies with applicable federal civil rights laws and does not discriminate on the basis of race, color, national origin, age,
disability, sex, sexual orientation, or gender identity.

ATTENTION: If you don’t speak English, language assistance services, free of charge, are available to you. Call Member Service at the number on your ID card (TTY: 710).
ATENCION: Si habla espariol, tiene a su disposicién servicios gratuitos de asistencia con el idioma. Liame al nimero de Servicio al Cliente que figura en su tarjeta de identificacién (TTY: 711).
ATENGAOQ: Se fala portugués, sao-lhe disponibilizados gratuitamente servigos de assisténcia de idiomas. Telefone para os Servigos aos Membros, através do nimero no seu cartao ID (TTY: 711).

© Registered Marks of the Blue Cross and Blue Shield Association. ®" Registered Marks and TM Trademarks are the property of their respective owners. © 2020 Blue Cross and Blue Shield of 000414912 55-0774 (5/20)
Massachusetts, Inc,, and Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
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FITNESS
REIMBURSEMENT

Get rewarded for your healthy habits!

Save up to

$150

@ Qualified for Reimbursement: Not Qualified for Reimbursement:

e A full service health club with cardiovascular and e One-time initiation or termination fees
strength-training equipment like treadmills, bikes,
weight machines, and free weights

Fees paid for gymnastics, tennis, pool-only facilities,
martial arts schools, instructional dance studios, country

e A fitness studio with instructor-led group classes such clubs or social clubs, sports teams or leagues

as yoga, Pilates, Zumba”, kickboxing, indoor cycling/

R . e Personal trainer sessions
spinning, and other exercise programs

e Online fitness memberships, subscriptions, Fitness clothing

programs, or classes

e Cardiovascular and strength-training equipment for
fitness that is purchased for use in the home, such as
stationary bikes, weights, exercise bands, treadmills,
fitness machines

Get Started

To submit your reimbursement, sign in to MyBlue at bluecrossma.org.

Your reimbursement is waiting!

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association.


https://member.bluecrossma.com/fitness-and-weightloss
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FITNESS REIMBURSEMENT REQUEST

Please print all information clearly. To verify that this reimbursement is offered within your plan, or for more information,
you can sign in to MyBlue at bluecrossma.org or call the Member Service number on your ID card.
All fitness reimbursement requests must be submitted by March 31 of the following year.

Subscriber Information (Policyholder)

Identification Number on Subscriber ID Subscriber's Last Name First Name Middle Initial
Card (including first 3 characters)

Address — Number and Street City State ZIP Code

Employer's Name

Claim Information

Member's Last Name First Name Middle Initial Date of Birth

—

Claim is for (choose one and color in Name, Address, and Phone Number of Qualified Fitness Expense
the entire box):

Subscriber (policyholder)
Spouse (of policyholder)
Ex-Spouse

Dependent (up to age 26) Total Dollars requested for Qualified Fitness Expense: $

Other (specify): Calendar year that fees were paid:

Blue Cross Blue Shield of Massachusetts will make a reimbursement decision within 30 calendar days of receiving a
completed request form. Reimbursement is sent to the member's address on file with Blue Cross. Reimbursement may
be considered taxable income, so you should consult your tax advisor.

Certification and Authorization (This form must be signed and dated below.)

| certify that the information provided in support of this submission is complete and correct, and that | have not
previously submitted for these services. | enrolled in the qualified program with the full intention of using such program.

| understand that Blue Cross Blue Shield of Massachusetts may require proof of payment for a reimbursement decision.

| authorize the release of any information about my qualified fitness program to Blue Cross Blue Shield of Massachusetts.

Subscriber’s or Member’s Signature: Date: ___/

Y

Complete this form and mail it to:
Blue Cross Blue Shield of Massachusetts,
Local Claims Department,

PO Box 986030, Boston, MA 02298

Blue Cross Blue Shield of Massachusetts complies with applicable federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, sex, sexual
orientation, or gender identity.

ATTENTION: If you don't speak English, language assistance services, free of charge, are available to you. Call Member Service at the number on your ID card (TTY: 711).
ATENCION: Si habla espaol, tiene a su disposicién servicios gratuitos de asistencia con el idioma. Llame al nimero de Servicio al Cliente que figura en su tarj ta de identificacién (TTY: 711).
ATENGAO: Se fala portugués, sao-lhe disponibilizados gratuitamente servigos de assisténcia de idiomas. Telefone para os Servigos aos Membros, através do ndmero no seu cartéo ID (TTY: 711).

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross and Blue Shield Association. 000891752 (2/22)
©®” Registered Marks and TM Trademarks are the property of their respective owners. © 2022 Blue Cross and Blue Shield of Massachusetts, Inc.,, or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
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MASSACHUSETTS

NONDISCRIMINATION NOTICE

Blue Cross Blue Shield of Massachusetts complies with applicable federal civil rights
laws and does not discriminate on the basis of race, color, national origin, age, disability,
sex, sexual orientation, or gender identity. It does not exclude people or treat them
differently because of race, color, national origin, age, disability, sex, sexual orientation,

or gender identity.
e —

BLUE CROSS BLUE SHIELD
OF MASSACHUSETTS PROVIDES:

* Free aids and services to people with
disabilities to communicate effectively
with us, such as qualified sign language
interpreters and written information in other
formats (large print or other formats).

* Free language services to people whose
primary language is not English, such as
qualified interpreters and information written
in other languages.

If you need these services, call Member Service
at the number on your ID card.

If you believe that Blue Cross Blue Shield

of Massachusetts has failed to provide
these services or discriminated in another
way on the basis of race, color, national
origin, age, disability, sex, sexual orientation,
or gender identity, you can file a grievance
with the Civil Rights Coordinator by mail

at Civil Rights Coordinator, Blue Cross

Blue Shield of Massachusetts,

One Enterprise Drive, Quincy, MA 02171-2126;
phone at 1-800-472-2689 (TTY: 711),

fax at 1-617-246-3616; or email at
civilrightscoordinator@bcbsma.com.

If you need help filing a grievance, the Civil
Rights Coordinator is available to help you.

You can also file a civil rights complaint

with the U.S. Department of Health and

Human Services, Office for Civil Rights,

online at ocrportal.hhs.gov; by mail at U.S.
Department of Health and Human Services,
200 Independence Avenue, SW Room 509F,
HHH Building, Washington, DC 20201; by phone
at 1-800-368-1019 or 1-800-537-7697 (TDD).

Complaint forms are available at hhs.gov.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross and Blue Shield Association.
© 2022 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.

000489593

55-1487 (6/21)


https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html

Back to Star Pln Optons

Left Blank Intentionally



* ' TRANSLATION RESOURCES
MASSACHUSETTS

PROFICIENCY OF LANGUAGE ASSISTANCE SERVICES

Spanish/Espafiol: ATENCION: Si habla espariol, tiene a su disposicion servicios gratuitos
de asistencia con el idioma. Llame al numero de Servicio al Cliente que figura en su tarjeta de
identificacion (TTY: 711).

Portuguese/Portugués: ATENCAO: Se fala portugués, sdo-Ine disponibilizados gratuitamente
senvicos de assisténcia de idiomas. Telefone para os Servicos aos Membros, atravées do ndmero Nno
seu cartéo ID (TTY: 711).

Chinese/BfERX: /T2 MNEEHHL, HATAIEEERFIRMES RS . B%RITE D * L8
SHBERS RRSEE (TTY S5 711) o

Haitian Creole/Kreyol Ayisyen: ATANSYON: Si ou pale kreyol ayisyen, sevis asistans nan lang
disponib pou ou gratis. Rele nimewo Sevis Manm nan ki sou kat Idantititkasyon w lan (Sevis pou
Malantandan TTY: 711).

Vietnamese/Tiéng Viét: LUU Y: Néu quy vi noi Tiéng Viét, cac dich vu hd trg ngdn nglr dugc cung cdp cho
quy vi mién phi. Goi cho Dich vu Hoi vién theo so6 trén thé ID cla quy vi (TTY: 711).
Russian/Pyccknin: BHIMAHWE: ecnu Bbl roBopuTe no-pycckiu, Bbl MOXKeTe BOCNOMNb30BaTbCA OeCnnaTHbIMU

yCnyramm nepeBoaumKa. [No3BoHUTe B OTAEN OOCNYXMBAHWA KIIMEHTOB MO HOMEPY, YKazaHHOMY B Baluel
naeHTMPUKaLUMoHHOW KapTe (Tenetann: 711).

Arabic/ ,::

sl jlaz) sk Bl e ssoobl 031 e clacyl Sloasy Jasl el deutlly Blows &gl Basludl Sloas 351 oy yll dilll oy S 13) ol

(711 TTY (Sl uall gail

Mon-Khmer, Cambodian/igi: MitjS&nnis LUfU’S ISHASunwmen g
[ﬁjﬁﬁgw“ﬁﬁﬂﬁﬁﬁﬁ[i‘j nmmnmsmﬁﬂijgn"} Y g i85 [ﬁfgﬁ[ﬁjﬁ UTIRAMEINS
[M[ﬂ?ﬁ%ﬁﬂNgﬁWgSiﬁﬁﬁgﬁ (TTY: 711)7
French/Francais: ATTENTION : si vous parlez francais, des services d'assistance linguistique sont
disponibles gratuitement. Appelez le Service adhérents au numeéro indiqué sur votre carte d’assuré
(TTY : 711).
Italian/Italiano: ATTENZIONE: se parlate italiano, sono disponibili per voi servizi gratuiti di assistenza
linguistica. Chiamate il Servizio per i membri al numero riportato sulla vostra scheda identificativa
(TTY: 711).
Korean/é*ioi: o et=01E AtEStAlE 8%, U0 A|# MEIAZE FE2 0|35t
USUCEH #Mste] ID ZH=0 U= MStHSITY: 711)E AFESH0 2|3 A A0l M2tetd
Greek/EAANVIKA: [TPOXOXH: Eav pindte EAANVIKG, SiatiBevTal yia oag urnpeoieg YAwooIKA¢ BoriBelag,

dwpeav. Kahéate Tnv Ymnpeoia E¢umnpetnong Mehwv otov aplBuod tng kaptag pérouc oag (ID Card)
(TTY:711).

+

>
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Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association



Polish/Polski: UWAGA: Osoby postugujace sie jezykiem polskim mogg bezptatnie skorzystac z pomocy
jezykowej. Nalezy zadzwoni¢ do Dziatu obstugi ubezpieczonych pod numer podany na identyfikatorze
(TTY:711).

Hindi/f&: &ara & afe 3mg R g &, aF YT §8™dr J4am, 39 & Qv e
3y | TEET QaTHT F HUF WS, FE W /U 30 A T Fred Y @Laas.: 711),

Guijarati/aevaidl: 2l Ul 671 dH ASHRUAL BlAAL G, dl dHel AMISIA ASAAL QAL (AL et Guasy 69,
A1zl w518 Uz wilel vz uz Member Service A s1d 531 (TTY: 711).

Tagalog/Tagalog: PAUNAWA: Kung nagsasalita ka ng wikang Tagalog, mayroon kang magagamit na
mga libreng serbisyo para sa tulong sa wika. Tawagan ang Mga Serbisyo sa Miyembro sa numerong
nasa iyong ID Card (TTY: 711).

Japanese/BAEE: HHISHE HAEZPELICESHITENDSEB ) VARZA VAT —ERET
MAWERITEY, DA—RNICGRHOEZESZFERAL AV /N\——EREXTEERETZEN
(TTY: 711),

German/Deutsch: ACHTUNG: Wenn Sie Deutsche sprechen, steht Ihnen kostenlos fremdsprachliche
UnterstUtzung zur Verflgung. Rufen Sie den Mitgliederdienst unter der Nummer auf Ihrer ID-Karte an

(TTY: 711).

Persian/ .\

Sbs ) 0y 0 gotie I Lt b3S o8 et s GIK0) Sse 0 (G5 SeS leds ol )b Lot (35 S oo
(TTY: 711) 5,80 (led cliac) Sleasr (23 | ags

Lao/w9979290: 2001{F19: 1)9c39cH1WIF290L0, TNIOINWgoecTiDdIVWIZI ILIoS

VIO, ?mtmcdwu:)mDazmanmm)‘)@czn?mozaueﬂvuoaagmw (TTY: 711),

Navajo/Diné Bizaad: BAA AKOHWIINDZIN DOOIGI: Diné k’ehji yanitt’i’go saad bee yat’i> éi

t’a4jiik’e bee nikd’a’doowotgo éi nd’ahoot’1i’. Dii bee anitahigi ninaaltsoos bine’déé’ nbomba bikd’igiiji’

béésh bee hodiilnih (TTY: 711).

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross and Blue Shield Association.
© 2022 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
000489691 55-1493 (6/21)
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