BlueChoice Opt-Out

Open Access

SERVICES

ANNUAL DEDUCTIBLE
Individual

Individual & Child(ren)*
Individual & Adult
Famlty

1 In-Network You Pay

Carehrst
BlueChoice.

Summary of Benefits

Out-Of Network You Pay

Hone
None
None
None

Unlimited

QFFICE VISITS, LABS & TESTING
Dffice Visits for lliness

$z0 PCB/$30 Specialist per vislt

£06% of Plan Atlowance*

(Himlted to 2o vislis/condition/benefit period)

Diagnostlc Services No charge? 40% of Plan Allowarnice™
X-ray and Lab Tests Ho charge? £0% of Plan Allowance*
Allergy Testing? $20 PCP/%$30 Speciallst per vislt 40% of Plan Allowance*
Allergy Shots? %20 PCP/$30 Specialist per vislt §0% of Plan Allowance*
Cutpatient Physical, Speech and Qccupational Therapys

(limited to 30 visits/condition/benefit period) $30 per visit 40% of Plan Allowance™
Cutpatient Chiropractics $30 per visit 40% of Plan Allewance*

HOSPITALIZATION
Inpatlent Facility Services

No charge? 50% of Plan Allowance*
Outpatient Facllity Services $30 per visit 40% of Plan Allowance*
inpatient Physician Services No charge? 40% of Plan Allowance*
Outpatient Physiclan Services $30 per visit 40% of Plan Allowance*

Plan Allanance: The Plan Allowance Is genzrally the conbracted rates or fae schedules that Prefatred Providers have agread

Lo accept as payment for covered services. These pa;
circumstances, &n ellowance may be estabiishad by Gw.

ents are estabisked by Carefirst BlueCholce, Inc., however, In zertain
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SERVICES In-Network You Pay l Out-Of Network You Pay

HOSPITAL ALTERNATIVES
Home Health Care No charge? 40% of Plan Allowance®
Hosplce No charge? 40% of Plan Allowance*

Skijled Nursing Facllity {limft

to 100 days/year)s No charge? 40% of Plan Allowance

MENTAL HEAL'&’H (MH) AND SUBSTANCE ABUSE (SA)
Inpatlent Facllity Services

(iimited to 8o dags/benefit period) No charge? #0% of Plan Allowance
Inpatlent Physlclan Services No charge? £0% of Plan Allowznce”
Cutpatient Services (MH & SA) 30% of the allowed benefit 50% of Plan Allowance’
Partial Hospitatizations y
{each day counts as 1/2 day toward inpaifent limit) No charge* 40% of Plan Allowance

A_Q‘_Eg'dlcation Management Visit $20 PCP/$30 Specialist 6% of Plan Altowance’

VISION

Routine Exam (optamstrist or ophthalmotogist) $10 per visit at pasticipating

fllmited to 1 visit/henefit perled) vision provider Plan pays $33, member pays balance
Eyeglasses and Contact Lenses DBiscounts from participating Plan pays allowance based on

Vision Centers purcharse, Member pays balance

CUT5965-1P {1/07)

1 Members who are unable to conceive have coverage for the evaluation of inferiility services performed to confirm an infertility diagnosis,
and some treatment option for infertility. However, assisted reproduction (A} services performed as treatment option for infertility are
only available under the terms of the members contract. Preauthorization required.

2 Noe copayments or colnsurance,
3 The Out-of-Packet Limit can be met entirely by one Member or by combining eligible expenses of two or more members,
1 Newborns must be enrolled within 31 days of birth,

s Carefirst BlueChoice may be providing your BlueChoice benefits on either a contract or calendar year basis. Please refer to your benefits
contract to determine which method applies to your group benefit plan,

& Please refer to your Bvidence of Coverage to determing your coverage level.
7 If office copayment has been pald, additional office copayment nok required for this service,

« Qui-of-network colnsurances are based on a percentage of the out-of-network Plan Allowance, Member s responsible for 100%% of charges
above Plan Allowance,

Note: Upon enrollment in CareFirst BlueChoice, you will need to select a Primary Care Physician (PCP), To select a PCP,
go to www,carefirst.comn for the most current listing of PCPs from our online provider directory. You may also call the
Member Services toll free phone number on the front of your CareFirst BlueChoice 1D card for assistatice in selecting

a PCP or obtaining a printed copy of the CareFirst BlueChoice provider directory..

Not all services and procedures are covered by your benefits contract, This plan sumimary is for comparison purposes only
and does not create rights not given through the benefit plan.

Policy Form Numbers: EOC-CC (MSGR) REV 10/05 « DOCS-HMO REV (MSGR) (R.7/03) « SOB-HMO-CORE REV (MSGR) 7/04 « MD/RCIOOR/VISION
(R 6/0%) » MD/BC OO/OA MSGR (4/04} » MD/BC/AMEND DOGS OPEN ACCESS MSGR {4/03) » SOB-HMO-ENHANCE MSGR (R. 105)
and any amendments.

CarsFirst BluaCholce, Inc. i an Indepandent licsnses of the Blue Crogs and Blua Shield Assoclation. [Tt ([a: | 6] +]€1e 1] 6
® Reglstered trademark of the Blue Cress and Blue Shield Assocletfon, €' Registered trademark of CaraFirst of Maryland, Inc. a p




Prescription Drug Program

$100 Deductible
S15/25/50 Retall Copays
UPGRADE V

/
The Three Tier Prescription Drug Program Retail Program

The retall program provides up to a 34-day supply of

This prescription drug program is offered as part of your health medication. SImply present your prescription drug

care benefits, This program covers both non-maintenance and Identification card at one of more than 59,000 participating
maintenance prescription drugs dispensed by a retail pharmacy pharmacies nationwide and pay the appropriate copayment
or designated mail service pharmacy. for your medication. Once your $10c deductible has been
met, you will pay the following for drugs:
This program is based on the CareFirst BlueChoice, Inc, ; - e o
(CareFirst BlueChoice) preferred drug Jist, which is made up of
certain brand name prescription drugs (Tier 2) and all generic
prescription drugs (Tier 1). Your participating physician has a
complete copy of the CareFirst BlueChoice preferred drug list. A
copy can also be found at www.carefirst.com/rx,

o $15
Nam 7 $25
*Non-Preférved Brand Name Drug {Tier3) 3450

How Do | Use My Benefit? Mail Order. Program

The mail service program Is a convenlent way for you to

Talk to your doctor when you are prescribed medications to see arder medications. Your prescription Is reviewed and

if you are using drugs that are on the preferred drug list ~ these dispensed by registered pharmacists and malled directly
are also known as Tier 1 or Tier 2 drugs. You will save the most to your home. Call Walgreens Mail Service at (Boo) £45-6285
money if you can take those medications. You can also see if for more informatlon.-

medications you are currently taking are on the preferred drug
list by visiting the prescription drug site at www.carefirst.com/rx.
You can get your prescription filled by using the retail or mait
order programs.

34-day supply
35 to go-day su

intenance onlly) a2 Copays

Did You Know? Maintenance Drugs

B If the cost of your medication is less than your Up to a go-day supply of maintenance drugs are available

copayment, you pay the cost of the medication. through the retall or mait order pharmacy. Maintenance
medication is a prescription drug anticipated to be required
B A generic drug is 2 prescription drug that by law must for 6 months or more to treat a chronic condition,
have the equivalent‘ cnemical composition as a specific Generic Brug (ler 1) n $30
brand name prescription drug.
Preferred Brand Name Drug (T Ier 2) $50

M You can use your prescription drug card at more than
59,000 participating pharmacies nationwide,

*Non-Preferred Brand Namé- Drug (T ier 3) $i60

B Frequently asked questions about your prescription * Non-preferred brand name drugs ara na! part of the preferred drug
benefits are available at www.carefirst.com/rx. list but are covered at the highest copay.

J

Access www,carefirst.com/rx FOR MORE INFGRMATION ABOUT THE 3-TIER PRESCRIPTION DRUG PROGRAM
AND FOR THE MOST UP-TO-DATE PREFERRED DRUG LIST.

Maryland Small Group Reform




Benefits Summary

Plan Feature

Description

Once you meet your deductible, you will pay a different

$25

All preferred brand name dfugs fifﬂ 65Véred atﬁbisboyiy lovel,

$50

All non-preferred bran ﬂame':drugs are covered a't': thig
copay level. These drug _are not on the preferred dmg Hst,

Check the online preferred dnig list to see if theze isan

alternative drug avallable Discuss using altematwes'_' i

your physician or pharmaast

N/A

Your benefit does not have an annual bcn maximum.

generlc: $30
preferred: $50
non-preferred: $100

Maintenance drugs of up to a 90- -day supply are avallable for
twice your copay through the mail service or retail pharmacy.

Yes

If you choose a non-preferred brand name drug (Tier 3} over its
generic equivalent (Tier 1), you will pay the highest copay PLUS
the difference in cost between the non-preferred brand name
drug and the generic drug up to the cost of the prescription.

Yes

Some prescription drugs require Prior Authorization. Prior
Authorization js a tool used to ensure that you will achieve
the maximum clinical benefit from the use of specific targeted
drags. Your physician or pharmacist must call to begin the
prior authorization process. For the most up-to-date prior
authorization list, visit the prescription drug web site at
www.carefirst.com/x.

The preferred drug list can changes frequently In response to Food and Drug Administration (FDA) requirements. The list is also adjusted
when a generlc drug is introduced for a brand name drug. When that happens, the generlc diug will be added to the Tier 1 list and the
brand name drug will move from Tier 2 to Tier 3. For the most recent information about the preferced drug list, visit the prescription

drug web she at www.carefirst.com/rx.

Carehirst; @
BlueChoice.

Carehtst

BlueCross BlueShield

This plan summary is for comparison purposes only and does not create rights not given through the benefit plan.
Policy Form Numbers: MD/CFBC/MSGRIRX {7/05)

CargFirst BlueCross BluaShie!d i3 the busipasas nama of CareFirst of Meryland, Inc. CaraFrst BlusCross BluaShietd and CareFirst BlusCheies, Inc. asa Independant Hcensea of the Blus Cross and
Blus Shistd Assedatfon. ® Registered trademark of the Blva Cross and Blue Shishd Assaciation, & Registerod trademark of Carafirst of Manyland, Inc.

CUT6571-1P (10/67)




