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HSA BLUE 20/40

In-network

Out-of-network

HSA BLUE 10/30

In-network

Out-of-network

HSA Brue* PPO

HSA BLUE 100
In-network

Deductible Choices (/ncludes in-network and out-of-network covered services)

$2,000 or $3,000 per person — $4,000 or $6,000 per family*

$2,000 or $3,000 per person

—$4.000 or $6,000 per family*

$5,000 per person — $10,000 per family*

Coinsurance (The amount you pay after meeting your deductible, unless otherwise
indicated)

You pay 20% of the allowed amount for covered
services from contracting providers

You pay 40% of the allowed amount for
covered services from non-contracting providers

You pay 10% of the allowed amount for covered
services from contracting providers

You pay 30% of the allowed amount for
covered services from non-contracting providers

You pay nothing of the allowed amount for covered services
from contracting and non-contracting providers

Out-of-Pocket Maximum (Includes your deductible, copayments and coinsurance)

$4,000 or $5,000 per person — $8,000 or $10,000 per family

$4,000 or $5,000 per person

—$8,000 or $10,000 per family

$5,000 per person — $10,000 per family

Physician Office Visits (You pay deductible and/or coinsurance for other services
during a physician office visit)

You pay 20% of the allowed amount for covered
services after meeting your deductible

You pay 40% of the allowed amount for
covered services after meeting your deductible

You pay 10% of the allowed amount for
covered services after meeting your deductible

You pay 30% of the allowed amount for
covered services after meeting your deductible

You pay nothing of the allowed amount
after meeting your deductible

Out-of-network

You pay nothing for services specifically
listed up to $500
For services in excess of $500 you pay your
deductible and coinsurance

You pay nothing for services specifically
listed up to $500
For services in excess of $500 you pay your
deductible and coinsurance

You pay nothing for services specifically
listed up to $500

For services in excess of $500 you pay
your deductible

You pay 40% of the allowed amount for
covered services after meeting your deductible

You pay 30% of the allowed amount for
covered services after meeting your deductible

You pay nothing of the allowed amount

Preventive Care Services after meeting your deductible

Diabetes Self-Management Education Services (From approved providers only,
limited to $500 per person, per benefit period)

You pay 20% of the allowed amount for
covered services after meeting your deductible

You pay nothing for specifically listed
immunizations

You pay 10% of the allowed amount for
covered services after meeting your deductible

You pay nothing for specifically listed
immunizations

You pay nothing for covered services after meeting
your deductible

You pay nothing for specifically listed
immunizations

Not covered, you pay 100%
of the billed charges

Not covered, you pay 100%
of the billed charges

Not covered, you pay 100%
of the billed charges

Immunizations

You pay 40% of the allowed amount for
covered services after meeting your deductible

You pay 30% of the allowed amount for
covered services after meeting your deductible

You pay nothing of the allowed amount

Screening Mammography after meeting your deductible

You pay a $30 copayment for covered services You pay a $30 copayment for covered services You pay a $30 copayment for covered services

Prescription Drugs (Brand name and generic drugs) You pay 50% coinsurance after meeting your deductible. Prescription drug benefit limited to a maximum of $1,200 per person, per benefit period. 90-day supply limit, mail order available.

You pay 50% of the allowed amount You pay 50% of the allowed amount
for covered services for covered services
after meeting your deductible after meeting your deductible

You pay 40% of the allowed amount You pay 30% of the allowed amount
for covered services for covered services
after meeting your deductible after meeting your deductible

Chiropractic Care Services (Limited to $800 per person, per benefit period)
You pay 20% of the allowed amount
for covered services
after meeting your deductible

You pay 10% of the allowed amount
for covered services
after meeting your deductible

You pay nothing of the allowed amount
after meeting your deductible

Physician, Surgical and Medical Professional Services

Hospital Services

You pay 20% of the allowed amount for
covered services after meeting your deductible

Not covered, you pay 100% Not covered, you pay 100%
of the billed charges of the billed charges

You pay 10% of the allowed amount for
covered services after meeting your deductible

You pay nothing of the allowed amount
after meeting your deductible

Not covered, you pay 100%

Inpatient Physical Rehabilitation (From contracting providers only) of the billed charges

Diagnostic Laboratory and X-ray Services

Outpatient Physical and Speech Therapy Services (Limited to $800 each per
person, per benefit period)

You pay 20% of the allowed amount for covered
services after meeting your deductible

You pay 40% of the allowed amount for
covered services after meeting your deductible

You pay 10% of the allowed amount for
covered services after meeting your deductible

You pay 30% of the allowed amount for covered
services after meeting your deductible

You pay nothing of the allowed amount
after meeting your deductible

You pay nothing for covered services
after meeting your deductible

You pay nothing for covered services after meeting

Hospice Services (Lifetime benefit limit of $10,000 per person) your deductible

Not covered, you pay 100%
of the billed charges

Not covered, you pay 100%
of the billed charges

Not covered, you pay 100%
of the billed charges

Psychiatric Inpatient and Outpatient Services (Limited to 8 inpatient days and 20
outpatient visits per benefit period)

You pay 40% of the allowed amount
for covered services
after meeting your deductible

You pay 30% of the allowed amount
for covered services
after meeting your deductible

Therapy Services (Therapies such as radiation, chemotherapy, renal dialysis,
respiratory, inpatient occupational, enterostomal, growth hormone)

You pay nothing for covered services
after meeting your deductible

Not covered, you pay 100%
of the billed charges

Not covered, you pay 100%
of the billed charges

Not covered, you pay 100%

Home Intravenous Therapy of the billed charges

You pay nothing for covered services

Ambulance Transportation Services after meeting your deductible

Dental Services Related to Accidental Injury (Covered only for the
12-month period immediately following the date of injury)

Durable Medical Equipment and Prosthetic and Orthotic Devices

Home Health Skilled Nursing (Only for approved providers and limited to $5,000
per person, per benefit period)

Skilled Nursing Facility (Limited to 30 days per person, per benefit period)
TMJ Syndrome Care Services (Lifetime benefit of $2,000 per person)
Transplant Services

Comprehensive Lifetime Benefit Limit

You pay 20% of the allowed amount
for covered services
after meeting your deductible

You pay 10% of the allowed amount
for covered services
after meeting your deductible

You pay 40% of the allowed amount
for covered services
after meeting your deductible

You pay 30% of the allowed amount
for covered services
after meeting your deductible

You pay nothing for covered services
after meeting your deductible

$1,000,000 lifetime benefit limit per person

*When family coverage is chosen, the entire family deductible amount must be met before you begin paying coinsurance.
The options and benefits listed above are provided for general information purposes only; they are intended to give you a summary of the plan’s benefits. Upon joining, you will receive a copy of the policy and an outline of coverage, which will provide further information on benefits, limitations and exclusions that are not described in this summary. If you have any
questions regarding your health care coverage, or if you would like to see a copy of these policies, please contact your insurance agent or your local Blue Cross of Idaho district office.

$1,000,000 lifetime benefit limit per person $1,000,000 lifetime benefit limit per person

An independent Licensee of the Biue Cross and Biue Shieid Association




