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This provides only highlights of the benefit plan. After enrollment, members will receive a Certificate that more fully describes the terms of coverage.
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Lifetime Maximum Unlimited

Individual Coverage Deductible
Program deductible does not apply to services that have a copayment. $2.500 $5.000

Family Coverage Deductible
$5,000 $10.000

Coinsurance 75% 60%

Individual Coverage Out-of-Pocket Expense (OPX) Limit
The amount of money that any individual will have to pay toward covered health care expenses during anyone $7.500 Individual $15.000 Individual
calendar year. The following items will not be applied to the out-of-pocket expense limit: $15.000 Family $25,000 Family

& Copayments. Reductions in benefits due to non-compliance with utilization management program requirements. Charges that exceed the eligible charge

Prescription Drug Card (Retail and Mail Service)
Copay amounts paid at network pharmacies. See formulary for listings of generic, preferred and non-preferred brand $200Deductible for Brand Drugs
and specialty prescription drugs. · $ 72 copay for generic drugs

• $35 copay for preferred brand drugs· $75 copay for non-preferred

Mail order 90-day supply maintenance drugs

· $30 copay for generic drugs· $85 copay for preferred brand drugs· $160 cooov for non-preferred
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Services that have a rating of "A" or "B" in the current recommendations of the United States Preventive
Services Task Force ("USPSTF"). Includes benefits for routine physical examinations, well child care and
routine diagnostic tests including, but not limited to: PSA, Pap Smear, Bone Density, and Colonoscopy. Health
Education and Counselin services includin ,but not limited to: Smokin Cessation and Obesi

100% of allowed amount

Mammograms 100%

70% of allowed amount

100%

Physician Office Visits
One copayment per person per day. Surgeries, therapies, and certain diagnostic procedures performed in a
physician's office may be subject to the deductible and/or coinsurance.

$30 PCP 60% after deductible

Preventive Care

Immunizations - children under age 19 100% 100%

Medical/Surgical Services
Coverage for surgical procedures, inpatient visits, therapies, allergy injections or treatments, and certain

~ ••• idi~anostic procedures as well as other physician services,

•

75% after deductible 60% after deductible

75% after deductible

60% after deductible

60% after deductible
In

75% after deductible

$100 copav.
then 75% after annual deductible
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$30 capay 60% after deductible

Durable Medical E ui ment 75% after deductible 60% after deductible

Orthotic Devices 75% after deductible 60% after deductible

Home Health Care
40 visit annual maximum 75% after deductible 60% after deductible

ear 75% after deductible 60% after deductible

75% after deductible 60% after deductible

Discounts on Eye Exams, Prescription Lenses and Eyewear
Members can present their ID cards to receive discounts on eye exams, prescription lenses and eyewear. To locate participating vision providers, log into Blue Accesss for Members
(BAM) at www.bcbsok.com/member and click on the BlueExtras Discount Program link.

Blue Care Connection (BCC)
When members receive covered inpatient hospital services, outpatient mental health and substance abuse services (MHSA), coordinated home care, skilled nursing facility or private duty
nursing from a participating provider, the member will be responsible for contacting either the Bee or MHSA preauthorization line, as applicable. You must call one day prior to any
hospital admission and/or outpatient MH/SA service or within 2 business days after an emergency medical or maternity admission. Please refer to your benefit booklet for information
regarding benefit reductions based on failure to contact the applicable preauthorization line. Note: Outpatient MHSA preauthorization is effective for services on or after January 1,
2011.

To Locate a Participating Provider: Visit our Web site at www.bcbsok.com/providers and use our Provider Finder<"tool.

This benefit summary is a Non-Grandfathered health plan. For Grandfathered benefits, please contact your account executive.

This is not a contract. This benefit summary does not contain a complete list of benefits available to you, nor does it contain a listing of exclusions, limitations
and conditions that apply to the benefits shown. Full information can be found in the Certificate of Benefits.

Monthly Employee Contributions

Faculty & Staff> 5 years of service Employee
Cost

Employee Only Coverage
Employee +1Coverage
Employee +2 or more Coverage

$ 35.00
$148.00
$197.00

staff < 5 years of service

Employee Only Coverage
Employee + 1 Coverage
Employee +2 or more Coverage

$125.00
$260.00
$375.00
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