MEMORANDUM OF AGREEMENT
HEALTH INSURANCE

WHEREAS, the City Council of the City of Pittsfield voted on May 15, 2008 to accept M.G.L.
c. 32B, §19, as amended by Chapter 67 of the Acts of 2007, (Section 19); and

WHEREAS the City of Pittsfield (hereinafter referred to as “City”) and the duly-formed Public
Employee Committee (hereinafter referred to as “PEC”) has agreed continue obtaining it's health

insurance from the Massachusetts Interlocal Insurance Association/BlueCross BlueShield
Massachusetts (MIIA/BCBSMA); and

WHEREAS, the City and PEC have negotiated terms and conditions relevant to this continued
coverage;

NOW, THEREFORE, the City and the PEC agree as follows:
Effective Date and Duration of Agreement

1 The Agreement shall take effect on the date the City and the PEC execute the Agreement
and shall remain in effect through June 30, 2030.

Health Insurance Benefit Changes

2 All plans (HMO and PPO) will be the MIIA/BCBSMA Benchmark v3 plan design. The
Plan Design for each of these plans is attached and made part of this agreement as Exhibit

A.

3. A Health Savings Account (“HSA") qualified High Deductible Health Plan with a

$1,600.00 Individual and a $3,200.00 Family Deductible and an Out of Pocket maximum
of $3,000.00 Individual/$6,000.00 Family, including medical and prescription (RX),
(HMO and PPO). The Plan Design for each of these High Deductible Plans is attached
and made part of this Agreement as Exhibit B.

HSA Contribution

4. For the term of this Agreement, the City agrees to make an annual employer contribution
of the plan deductible to an HSA for current eligible and participating members, pursuant
to the chart below.

FY HSA Employer Contribution
25 50%
26 50%
27 25%
28 25%
29 0%
30 0%
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Any new hire who opts for the High Deductible Health Plan will receive a 50% employer
contribution beginning in the fiscal year they enter the plan and extending through the
full term of this agreement.

All administrative costs for establishing and maintaining the HSA shall be provided by
the City.

Contribution Splits
HMO, PPO, High Deductible Plans Splits

For the duration of this Agreement, the City shall contribute the appropriate percent of
the premium or cost for any HMO, PPO, or High Deductible plans offered by
MIIA/BCBSMA as indicated in the chart below and the subscriber shall contribute
remaining percent.

HMO PPO High Deductible
80 80 85

If MIIA/BCBSMA offers any new or additional HMO, PPO, PPO-Type, and/or
Indemnity plans during the life of this agreement, the same contribution rate shall apply.

Medicare Enrollment and Retiree Plan Splits

For the duration of this Agreement, the City shall contribute the eighty-five (85) percent
of the premium cost for any plans offered by MIIA/BCBSMA and the subscriber shall
contribute fifteen (15) percent as the pre-Medicare rate for the plan selected. If
MIIA/BCBSMA offers any new or additional plans during the life of this agreement, the
same contribution rate shall apply. The City does not contribute toward Medicare Part B

coverage.
Premium Holiday

In any year of this agreement when the average rate increase for non-Medicare plans is
6.5% or greater, all participants shall receive a one (1) month premium holiday.

Future Meetings of City and PEC

The PEC shall be comprised of a representative of every collective bargaining unit who
shall be appointed by the union President that negotiates with the City under M.G.L.
¢.150E, and a retiree representative designated by the Retired State, County and
Municipal Employees Association. Each union representative and the retiree
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MEMORANDUM OF AGREEMENT
HEALTH INSURANCE

representative shall have the option of allowing one additional representative to attend
meetings of the PEC and the City or their designee.

The parties shall establish a regular schedule of meetings to discuss the implementation
of this Agreement and any issues relating to the effectiveness and efficiency of health
coverage for subscribers. Such meetings shall take place annually, unless mutually
agreed otherwise in writing. Meetings shall be held at times and places that are mutually
agreed upon by the City and the PEC. In addition, either party may convene a meeting
upon seven days’ notice to the other party, unless there is an emergency that requires
shorter notice. Meeting notices shall be provided to the City and to the PEC in writing.
The City may provide notice of a meeting or a series of meetings up to twelve months in
advance of a meeting. Any employee who is a representative of the PEC shall receive
time off to attend meetings between the PEC and the City with full pay and benefits.

Wellness Committee

The PEC shall designate representatives to serve on the City’s Employee Wellness

Committee to help make informed recommendations relative to focus wellness initiatives
against general cost drivers and coordinate subscriber educational initiatives.

Initial and Annual Accounting

The City will provide annual account statements of both the relevant costs incurred via
MIAA/BSBSMA. A PEC member may participate in the annual review of the City’s
health insurance program.

Correspondence and Information

The City shall make available to the PEC copies of any correspondence between the City,
the GIC, MIIA/BCBSMA or between the City and any provider of health care on a
quarterly basis. Likewise, the PEC shall make all like correspondence from any
healthcare provider available to the City within the same timeframe. Correspondence or
information protected by HIPPA will remain confidential.

Health Insurance Coverage After June 30, 2030

The parties agree to complete a thorough cost and benefit review of the health plans with
recommendations for potential changes in carrier and/or coverage, as done in 2017. If
appropriate, the parties agree to place the health plans out to bid, no later than December
1, 2029 for a July 1, 2030 effective date. The bid request shall be jointly developed by
the City and the PEC commencing no later than September 1, 2029. Costs associated
with the review and/or the RFP shall be absorbed by the City. The review and/or the RFP
shall compare or be issued to not less than three health insurance carriers and shall
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MEMORANDUM OF AGREEMENT
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additionally include a cost and benefit comparison to the GIC and a self-funding option,
unless mutually agreed to by the parties.

The City or its designee and the PEC shall begin negotiations for a successor agreement
pursuant to Section 19 no later than February 1, 2030. If the parties have not reached a
successor agreement by April 1, 2024, the terms of this Agreement shall constitute the
terms of the successor agreement except that all of the terms contained herein shall be
modified to be consistent with a termination date of June 30, 2030.

In accordance with the provisions of the successor agreement, the City shall notify
MIIA/BCBSMA no later than April 1, 2029, either that subscribers shall continue
coverage through MITA/BCBSMA effective July 1, 2024, the interval specified in the
Agreement, or that the City is withdrawing its subscribers effective July 1, 2024.

The parties shall meet for the purposes of impact bargaining in the event any healthcare
plans are modified as a result of the Patient Affordable Care Act or other changes to
healthcare effectuated by the government. In addition, either party may require a re-
opener of this Memorandum of Agreement by giving the other party to the Agreement, a
seven (7) calendar day advance notice. After the notice is given the parties will meet
within seven (7) days to discuss any suggested changes to this Agreement.

Life and Dental Insurance

After subscribers are transferred to MITA/BCBSMA, the City shall offer life insurance
and dental insurance to subscribers at the same terms and contribution splits as were
provided to group insurance participants prior to transfer to MIIA/BCBSMA.

Surviving Spouse Coverage

The parties agree that a surviving spouse will pay the same amount as the employee
and/or retiree for health coverage in the event the employee and/or retiree dies.

Effect of Agreement

This Agreement shall be binding on all subscribers and shall supersede any conflicting
provisions of any City policies, codes, or any collective bargaining agreements between
the City, School Committee, and any unions representing City and/or School Committee

employees.

Cancellation

In the event the City is delinquent in making payments as required by MIIA/BCBSMA
and MIIA/BCBSMA notifies the City that it intends to exercise its option to cancel
coverage pursuant to Section 19, the City shall immediately notify the PEC, present ita
proposal for plans that are at least the actuarial equivalent of those offered by
MIIA/BCBSMA, and engage in negotiations with the PEC for replacement coverage.
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Arbitration of Disputes
Either party may submit a dispute between the parties concerning the interpretation or
application of this Agreement to the American Arbitration Association for arbitration
under its Labor Arbitration Rules. A request for arbitration by the PEC shall be in
accordance with M.G.L. c. 32B, §19, as amended by Chapter 67 of the Acts of 2007,
(Section 19).
Savings Clause
If any provision or portion of the Agreement is found to be unenforceable or unlawful,
the remaining provisions or portions shall remain binding.

Scope and Modification

This Agreement shall constitute the whole of the Agreement between the City and the
PEC. The Agreement may be modified only through a mutual agreement between the
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For the City of Pittsfield:

%‘M

Chair, Pittsfield Public Employee Committee
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For the Pittsfield Federation of School Employees, Local 1315:
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For the Teamsters, Local 404:
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For the United Educators of Pittsfield:
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For the Pittsfield Educational Administrators Association:
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For the International Association of Firefighters, Local 2647:
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For the International Brotherhood of Police Officers, Local 447 Police:
For the International Brotherhood of Police Officers, Local 4475 Superior Officers:
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For the Pittsfield Supervisory and Professional Employees Association:
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For the Emergency Telecommunication Dispatchers, .U.E. CWA 81256:

For the Berkshire Athenaeum Employees Association:

Mheplp——"

For the Retired Employees of the City of Pittsfield:

e 1, Lracoedy
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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:
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A
MYBLUE

MASSACHUSETTS

COVERAGE AND CLAIMS AND DIGITAL
BENEFITS BALANCES ID C‘ARD
Signin
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Download the app, or create an account at bluecrossma.org.

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



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 deductibles for medical benefits are $500 per member
(or $1,000 per family) for in-network services and $500 per member (or $1,000
per family) for out-of-network services. 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 @ preferred provider refers you to provider for ¢ d services (such as  lab or
specialist), make sure the provider is a preferred provider in order to ive benefits at the

ir rk 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 Jowest 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 $2,500 per member

(or $5,000 per family) for in-network and out-of-network services combined.
Your out-of-pocket maximum for prescription drug benefits is $1,000 per
member (or $2,000 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). After meeting your in-network deductible, 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 an option for a tech-enabled primary care delivery
model where virtual care team covered providers furnish certain covered
services. See your benefit description (and riders, if any) for exact

coverage details.

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.

Value Care Offering Coverage

Your cost share may be waived or reduced for designated in-person and
telehealth office visits for certain outpatient services. These services may
include: primary care provider office visits; mental health or substance use
treatment (including outpatient psychotherapy, patient evaluations, and
medication management visits); chiropractor services; acupuncture services;
or physical and/or occupational therapy services. See your benefit description
(and riders, if any) for exact coverage details.

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.
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Preventive Care

Your Cost In=Network Your Cost Out-pf=-Network

Well-child care exams, including routine tests, according to age-based schedule as follows: Nothing, no deductible 20% coinsurance sfter deductible
+ Ten 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

Routine adult physical exams, including related tests (one per calender year) Nothing, no deductible 20% coinsurance sfter deductible
Routine GYN exams, including related lab tests (one per celender year) Nothing, no deductible 20% coinsurance sfter deductible
Routine hearing exams, including routine tests Nothing, no deductible 20% coinsurance after deductible

Hearing aids (up to $5,000 per ear every 36 months)

All charges beyond the

20% coinsurance sfter deductible

maximum, no deductible and all charges beyond the
, maximum
Routine vision exams (one every 24 months) Nothing, no deductible 20% coinsurance sfter deductible
Family planning services—office visits . Nothing, no deductible 20% coinsurance after deductible
Outpatient Care
Emergency room visits $100 per visit after deductible $100 per visit after in-network

(copayment waived if admitted or for en
observation stay)

deductible (copayment waived if
admitted or for en observation stay)

Office or health center visits, when performed by:
. Afamﬁy or generel pra moner,,m,termst QB/SSYN physncnan,p iatrician, ger|

nurse midwife, imi d.?t rvices clinic, huv i o;
‘,‘rjﬂrsé 0 ¢ e

cnaust

rﬁ( IC S

$20 per visit, no deductible

$60 per visit, no deductible

20% coinsurance sfter deductible

20% coinsurance after deductible

$10 per visit, no deductible

20% coinsurance sfter deductible

. th the in-network desngnated telehealth vendor for snmple medlcal condmons
« With the in-network designated telehealth vendor for mental health services

Same as in-person visit
$20 per visit, no deductible
$10 per visit, no deductible

Same as in-person visit
Only applicable in-network
Only applicable in-network

Chiropractors’ office visits (up to 20 visits per celendar yeer)

$20 per visit, no deductible

20% coinsurance sfter deductible

Acupuncture visits (up to 12 visits per calendar year)

$60 per visit, no deductible

20% coinsurance sfter deductible

Short-term rehabilitation therapy—physical and occupational
(up to 30 visits per calendar year for each type of therapy*)

$20 per visit, no deductible

20% coinsurance sfter 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 sfter deductible

20% coinsurance sfter deductible

CT scans, MRIs, 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 sfter deductible 20% coinsurance sfter deductible
Oxygen and equipment for its administration Nothing after deductible 20% coinsurance after deductible
Durable medical equipment—such as wheelchairs, crutches, hospital beds Nothing efter deductible** 20% coinsurance sfter deductible
Prosthetic devices Nothing sfter deductible 20% coinsurance after deductible

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

« Afamily or general practitioner, internist, OB/GYN physician, pediatrician, genatnc specialist,
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

20% coinsurance sfter deductible

20% coinsurance after deductible

Surgery and related anesthesia in an ambulatory surgical facility, hospital outpatient department,
or surgical day care unit

$250 per admission after deductible

20% coinsurance after deductible

Inpatient Care {including'maternity€are)in:

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

$275 per sdmission after deductible!
$1,500 per edmission after deductible!

20% coinsurance after deductible
Only applicable in-network

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

Nothing after deductible

20% coinsurance after deductible

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

$275 per admission, no deductible

20% coinsurance after deductible

Rehabilitation hospital care (es meny days as medically necessary)

Nothing sfter deductible

20% coinsurance after deductible

Skilled nursing facility care (up to 45 days per calendar yeer)

20% coinsurance sfter deductible

40% coinsurance 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 sutism spectrum disorders.

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

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

t  This cost share applies to mental health edmissions in a general hospital.



Prescription Drug Benefits®

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

$65 sfter deductible for Tier 3
Through the designated mail service or designated retail pharmacy $25 sfter deductible for Tier 1 Not covered
(up to a 90-day formulary supply for each prescription or refill)** $75 atter deductible for Tier 2

$165 sfter deductible for Tier 3

*  Generally, Tier 1 refers 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 d drugs and supplies.

Get the Most from Your PlaniVisit isat bluecrossma.org orcalli-8

L 00-782-3675 tolearh about discounts, savings, resources, and special programs
BVailable toyolLlike thoseisted below, 3 3 % !

Weliness Participation Program
Fitness Reimbursement: a program that rewards participation in qualified fitness $300 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 $300 per celendar year per policy
weight loss program (See your benefit description for details.)

Mind and Body Wellness Program
Reimbursement for participation in the Mind and Body Wellness Program $300 per calendar year per policy
(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 1-800-782-367
or visit us online at bluecrossma.org.

Limitations and Exclusions. These pages summaerize the benefits of your health cere plan. Your benefit description and riders define the full terms end conditions in grester 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. © 2024 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross and Blue Shield of Messachusetts HMO Blue, Inc.

Printed at Blue Cross and Blue Shield of Massachusetts, Inc.
002716578 (2/24) GSP
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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.
F R R R T N T

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 Biue Cross and Biue Shield Association.
© 2024 Blue Cross and Blue Shield of Massachusetts, Inc, or Blue Cross end Blue Shield of Massachusetts HMO Blue, Inc.

001651238

55-1487 (6/23)



* ' TRANSLATION RESOURCES

PROFICIENCY OF LANGUAGE ASSISTANCE SERVICES

Spanish/Espaiiol: ATENCION: Si habla espariol, tiene a su disposicion servicios gratuitos

de asistencia con el idioma. Llame al nimero de Servicio al Cliente que figura en su tarjeta de
identificacion (TTY: 711).

Portuguese/Portugués: ATENCAO: Se fala portugués, séo-lhe disponibilizados gratuitamente
servicos de assisténcia de idiomas. Telefone para os Servigos aos Membros, através do numero no
seu cartao ID (TTY: 711).

Chinese/Eifkrsr: i3 MBAHTX, RMNAEEERBLESHERS. HRITHE D FLA
BMBRAS RARSE (TTY S8: 711) .

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

Vietnamese/Tiéng Viét: LUU Y: Néu quy vi n6i Tiéng Viét, céc dich vu hd trg ngdn ngir dugc cung cap cho
quy vi mién phi. Goi cho Dich vu Héi vién theo s6 trén thé ID cla quy vi (TTY: 711).

Russian/Pycckuit: BHYMAHWE: ecnu Bol rosopyTe no-pycckyt, Bel MoxeTe BOCNONb30BATLCA 6ecnnaTHbIMK

ycnyramvi nepesoaumka. Mo3soHuTe B 0TAeN 0O6CNYXVBAHVA KNUEHTOB NO HOMEPY, yka3aHHOMY B Bawew
UaeHTMOMKALIMOHHOM KapTe (TeneTann: 711). -

Arabic/ s:

sl lgz) elisgh Bl e S92shl 3,1 e sl Gloasy Juadl el) Luull Blowe dygill) Baslud] Sloss ;3538 iyl &l Saods S 13) el

(711 TTY (Sl pal) gl

Mon-Khmer, Cambodian/igs: migjsiinnis peisibgnfuntwmean igs
wundgtwmansadnlg Amcinmsunbyn yugiRigieligrnuninmuis
iSRS U AN AN AT GBIV ASEA (TTY: 711)7
French/Frangais: ATTENTION : si vous parlez frangais, des services d'assistance linguistique sont
disponibles gratuitement. Appelez le Service adhérents au numéro indiqué sur votre carte d'assuré

(T2 71%):

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/EH=20{: Z2|: 3I20{2 AlB5IAl= A2, A0 XY MH|AE FREZ 0|85t =
QUSLIC} H5tel ID Zt=0l Qs HMEHSATY: 711)8 ALSSI] B|J AH| 20 T EstAAlL.
Greek/EAANVIKG: NPOXOXH: EQv pihdte ENnvika, SiatiBevtal yia 0ag unnpeotes YAWOOIKAG BorBelag,
Swpedv. Kakéote v Yninpeoia E§unnpétnong Mehdv otov apiBpd e Kaptaq uéhoug oag (ID Card)
(TTY:711).

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Biue Cross and Blue Shield Association.
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Polish/Polski: UWAGA: Osoby postugujace sie jezykiem polskim moga bezptatnie skorzystac z pomocy
jezykowej. Nalezy zadzwoni¢ do Dziatu obstugi ubezpieczonych pod numer podany na identyfikatorze
(TTY:711).

Hindi/RE&: earer & afe v Ry e €, @ #r |erar darg, 3 & v fyes
IqeeY ¥ HeET YA F AUH HED. FE W BT A0 FRW W FA HY QLTS 711).

Gujarati/aovaldl: i 240l o7l dit 9erldl olledl €L, dl due euuIslL Asidl Al Bl 4l Guasy ©.
a1zl 21581 513 Y UUAL o2 U2 Member Service < s1d 21 (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/ B4R A5 | BARE%E 558 LICE2HIEROERET VARV AY —ER%T

FIAWEREIFET, DA—RICEHOBEESEFEALTAYN\— Y —EAETHEBEIEL

(TTY: 711),

German/Deutsch: ACHTUNG: Wenn Sie Deutsche sprechen, steht lhnen kostenlos fremdsprachliche

Unterstitzung zur Verfiigung. Rufen Sie den Mitgliederdienst unter der Nummer auf Ihrer ID-Karte an

T 7171).

Persian/jls\:

St SIS (50 ke R et .38 g B et st ) Soppee o 5SS ladst ol (B et 05 S )iz
TTY: 711) 5,5 (ebed “Lact leasy 2oy b g

Lao/w151290: 200ulls: 1116323 WIZI299LG, Bnwd3mugoecdedmwiz loivimlos

OCIONI. ?mtmw')0L'):m'm:58manmunwconimzzsuq?vuoaejum.) (TTY:. 711).

Navajo/Diné Bizaad: BAA AKOHWIINDZIN DOO{GI: Diné k’ehji yanilt’i’go saad bee yat'i” éi

t'44jiik’e bee nika’a’doowolgo éi nd’ahoot’i’. Dif bee anitahigi ninaaltsoos bine’déé’ n6omba bika’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.
© 2024 Blue Cross and Blue Shield of Massachusetts, Inc, or Biue Cross and Blue Shield of Messechusetts HMO Blue, Inc.
001651831 55-1493 (6/23)



BlueCross* MIIA &= SUMMARY OF BENEFITS

BlueShield g et e e

NETWORK BLUE
NEW ENGLAND
$500 DEDUCTIBLE

WITH HOSPITAL CHOICE COST SHARING

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

UNLOCK THE POWER OF YOUR PLAN

MyBIlue gives you an instant snapshot of your plan:

AP 2

e
MYBLUE

MASSACHUSETTS

COVERAGE AND CLAIMS AND DIGITAL
BENEFITS BALANCES ID CARD
Signin

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

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



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 mey 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 CARE

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 $2,500 per member (or $5,000 per
family). Your out-of-pocket maximum for prescription drug benefits is $1,000
per member (or $2,000 per family).

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). After meeting your deductible, 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 an option for a tech-enabled primary care delivery
mode! where virtual care team covered providers furnish certain covered
services. See your benefit description (and riders, if any) for exact

coverage details.

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.

Value Care Offering Coverage

Your cost share may be waived or reduced for designated in-person and
telehealth office visits for certain outpatient services. These services may
include: primary care provider office visits; mental health or substance use
treatment (including outpatient psychotherapy, patient evaluations, and
medication management visits); chiropractor services; acupuncture services;
or physical and/or occupational therapy services. See your benefit description
(and riders, if any) for exact coverage details.

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.
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Your Cost

Well-child care exams 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 $5,000 per ear every 36 months)

All charges beyond the maximum, no deductible

Routine vision exams (one every 24 months)

Nothing, no deductible

Family planning services—office visits

Nothing, no deductible

Dutpatient Care

Emergency room visits

$100 per visit after deductible
(copayment 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

$10 per visit, no deductible

Outpatient telehealth services
+. With a covered provider . = = - iR e T
+ With the designated teleheaith vendor for simple medical condiitions < -

ith the designated teleheatth vendor for mental health services **

Same as in-person visit
$20 per visit, no deductible
$10 per visit, no deductible

$20 per visit, no deductible

iCé Visits (Up to 20 Uists per colendar year)

»

$60 per visit, no deductible

m rehabilitation therapy~physical and occupatior
per Calondor yeer m&pe%fé{‘m&f’ o

"7 $20 per vistt, 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 Nothing sfter deductible**

Prosthetic devices Nothing 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

$250 per sdmission sfter deductible

{npatient Care {including maternity carel in:

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

$275 per sdmission after deductible!
$1500 per admission after deductible!

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

Nothing efter deductible

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

$275 per edmission, no deductible

Rehabilitation hospital care (as meny days es medically necessary)

Nothing after deductible

Skilled nursing facility care (up to 45 days per calendar year)

20% coinsurance sfter deductible

*  No visit limit applies when short-term rehabilitation therapy is furnished as part of covered home health cere or for the trestment 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.

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



Prescription Drug Behefits®

At designated retail pharmacies $10 after deductible for Tier 1
(up to a 30-day formulary supply for each prescription or refill)** $30 sfter deductible for Tier 2
$65 after deductible for Tier 3
Through the designated mail service or designated retail pharmacy $25 after deductible for Tier 1
(up to a 90-day formulary supply for each prescription or refill)** $75 stter deductible for Tier 2
$165 sfter deductible for Tier 3

*  Generally, Tier 1 refers 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 ¢ d drugs and supplies.

GettheMost from YourPlaniisit s atbldecrossma.org orcalli=800=782=3675 todearn about discounts, savings,fesources, and special programs

available to youdike thoselisted below.

Wellness Participation Program
Fitness Reimbursement: a program that rewards participation in qualified fitness - $300 per calendar yesr per policy
programs or equipment (See your benefit description for details.)

Weight Loss Reimbursement: a program that rewards participation in a qualified $300 per calendar year per policy
weight loss program (See your benefit description for details.)

Mind and Body Weliness Program
Reimbursement for participation in the Mind and Body Wellness Program $300 per calendar year per policy
(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 benetit description and riders define the full terms end 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. © 2024 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.
002716603 (2/24) GSP



i ¥

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.
RSN S iy e W S A Sl e gl

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 202071; 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.
© 2024 Blue Cross end Blue Shield of Massachusetts, Inc, or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.

001651238

55-1487 (6/23)
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MASSACHUSETTS Bl S 4 S e T e S S S P G

PROFICIENCY OF LANGUAGE ASSISTANCE SERVICES

Spanish/Espafiol: 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).

Portuguese/Portugués: ATENCAQ: Se fala portugués, séo-lhe disponibilizados gratuitamente
servicos de assisténcia de idiomas. Telefone para os Servigos aos Membros, através do numero no
seu cartédo ID (TTY: 711).

Chinese/Bi#kmH3C: T8 MBELHFX, RINTBDEBEFRRMIESHEIRS. HIRITHE D FEK
SHERSAEREE (TTY S8: 711) .

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

Vietnamese/Tié€ng Viét: LUU Y: Néu quy vi néi Tiéng Viét, cc dich vu hd trg ngdn ngir dugc cung cdp cho
quy vi mién phf. Goi cho Dich vu Hoi vién theo s6 trén thé ID clia quy vi (TTY: 711).

Russian/Pycckuin: BHVIMAHUE: ecnn Bbl rosopute No-pyccku, Bel MOXeTe BOCNONb30BATLCA 6ecnnatHbIMK

yCnyramu nepesoaurka. Mo3soHuTe B OTAEN 0BCNYKMBaHNA KNMEHTOB NO HOMEPY, yKkasaHHOMY B Baluei
naeHTMdMKaLMoHHOM KapTe (tenetann: 711).

Arabic/ s:
sl 3lgp) elnrgh @Bl e 352ahl 03,0 e eLasll Clossy Jadl ) duailly Blone Dgalll Saslacd] Sloas 3528 dayall A2l Suoss S5 5] :elisil
(711 TTY oSt puald gath
Mon-Khmer, Cambodian/igs: Mitjsiinni: [prisifgnSuntwmean igs
ruhtswmansafalg AMNGIANSHEINTERT yugiRiFigahminmeiue
s IS G0 AU NI ZSIUASHA (TTY: 711)7

French/Frangais: ATTENTION : si vous parlez frangais, des services d'assistance linguistique sont
disponibles gratuitement. Appelez le Service adhérents au numéro indiqué sur votre carte d'assuré

(TTY : 711).

ltalian/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/8H204: Z=2|: 5I20{E Al25IA|= Z2. H0f AR AMB|AE FER 0|85t =+
OISLIC} F5tel ID Ft=0l Qs MIHSATY: 711)E ARRSH0] 313 Mu|A0 HESHYAIL.
Greek/EAANVIKA: MPOIOXH: EGv pi\ate EMnvikd, SiatiBevtal yia oag uninpeoies YAwoOIKAG BorBelag,
Swpedv. Karéote tnv Ynnpeoia EEunnpémong MeAawv otov apiBpo T KapTtag péhoug oag (ID Card)
(TTY:711).

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 mogq bezplatnie skorzystac z pomocy
jezykowej. Nalezy zadzwoni¢ do Dziatu obstugi ubezpieczonych pod numer podany na identyfikatorze
(TTY:711).

Hindi/RE&Y: e & afy 317 ey e €, aF o werar @ard, 39 & A @
IqTeY & T Jart & IOF IE.A. FE W BT a0 Fdaw W & # (E.Aai. 711).

Gujarati/oisvaldl: #aid AL 671 di oexR1dl sliddl €l dl dHal Sl Aeiadl Azl (@l 3l Guacy 8,
A1zl 2USEL 513 UR 2ulal o1z wr Member Service < $id 521 (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/B#&EE: HH5€  AFEEBELICEDHIIBHOERT VALV AY —EA%ET

%lgﬁi L\T:Tc“)b‘ia“o DA— RICEBDEBEESEERALTAYN—F—EAETHEBETLETV
10 T17).

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

TY: 711).

Persian/lu.\y:

St S (g0 1 e AL Lt 3, (b8 Lat sl Ol S 0 5 K Slads il ot a2 (45 S iz
TTY: 711) 0,85 (uled «Liac] oileasy 2y b 3

Lao/w1m9270: 2001 151s: 1§2c59cG1wIF1299L0), Bmpb5mnsioec@ec?mmm‘lu?uiw?oe

Oegee. mcen3niustuadnivuecaninarsuglvdogegui (TTY: 711).

Navajo/Diné Bizaad: BAA AKOHWIINDZIN DOO{GI: Diné k’ehji yanilt’i’go saad bee yat'i’ éi
t*44jifk’e bee nika’a’doowolgo éi na’ahoot’i’. Dii bee anitahigi ninaaltsoos bine’déé” ndomba biké’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.
© 2024 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
001651831 55-1493 (6/23)
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BLUE CARE ELECT SAVER ™

Plan-Year Deductible: $1,600/$3,200

UNLOCK THE POWER OF YOUR PLAN

MyBlue gives you an instant snapshot of your plan:

% 5 z

e
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 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



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 deductibles are $1,600 per individual membership

(or $3,200 per family membership) for in-network services and $1,600 per
individual membership (or $3,200 per family membership) for out-of-network
services. The entire amount of the family deductible must be met before
benefits will be provided for any one member.

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.

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 use 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.

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 and prescription drug benefits is $3,000
per member (or $6,000 per family) for in-network and out-of-network
services combined.

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). After meeting your in-network deductible, you pay
nothing for in-network or out-of-network emergency room services.

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 an option for a tech-enabled primary care delivery
model where virtual care team covered providers furnish certain covered
services. See your benefit description (and riders, if any) for exact

coverage details.

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 financial dependency, student status, or
employment status. See your benefit description (and riders, if any) for exact
coverage details.



Your Cost In-Network Your Cost Out-of=Network

Well-child care exams, including routine tests, according to age-based schedule as follows: Nothing, no deductible 20% coinsurance, no deductible

+ Ten visits during the first year of life

« Three visits during the second year of life (age 110 age 2)

+ Two visits for age 2

+ One visit per calendar year for age 3 and older

Routine adult physical exams, including related tests (one per calendar year) Nothing, no deductible 20% coinsurance, no deductible

Routine GYN exams, including related lab tests (one per calendar year) Nothing, no deductible 20% coinsurance, no deductible

Routine hearing exams, including routine tests Nothing, no deductible 20% coinsurance, no deductible

Hearing aids (up to $2,000 per ear every 36 months for 8 member ege 21 or younger) All charges beyond the 20% coinsurance sfter deductible
maximum sfter deductible and all charges beyond the

maximum
Routine vision exams (one every 24 months) Nothing, no deductible 20% coinsurance, no deductible
Family planning services—office visits Nothing, no deductible 20% coinsurance, no deductible

Outpatient Care

Emergency room visits Nothing after deductible Nothing after in-network deductible
Office or health center visits Nothing after deductible 20% coinsurance sfter deductible
Mental health or substance use treatment Nothing sfter deductible 20% coinsurance after deductible
Outpatient telehesith services . e
. ys[._t&\'a ¢QVg’fe1,g rovider *, - Bl s =5 Bl =) SR Same as in-person visit Same as Ipoperspn visit
+ With the in-network designated telehealth venc R Nothing sfter deductible Only applicable in-network
Chir&ggfe};ft’d%ﬁ';&ﬁz‘? (AR e "& & 7 R ... Nothing sfter deductible 20% coinsurance sfter deductible
AcupUncture Visits (06 to 2 visits orcalendaryear) . . x o L e e _ Nothing after deductible 20% coinsurance ster deductible
Shod—;é;r:ﬁ réhabilitation therapy=physical and occupational (up %%spe{cdeﬁ&a‘r‘)“* * Nothing sfter deductivle 20% coinsurance efter deductible
Spgéb'hf‘ﬁé\aﬁﬁz' and lang ‘3'ge( disordér treatment—speech therapy TR Nothing sfter deductible 20% coinsurance sfter deductible
Diagnostic X-rays and lab tests, including CT scans, MRIs, PET scans, Nothing after deductible 20% coinsurance after deductible
and nuclear cardiac imaging tests
Home health care and hospice services Nothing sfter deductible 20% coinsurance sfter deductible
Oxygen and equipment for its administration Nothing sfter deductible 20% coinsurance after deductible
Durable medical equipment—such as wheelchairs, crutches, hospital beds Nothing sfter deductible®® " - 40% coinsurance after
deductible®
Prosthetic devices Nothing after deductible 40% coinsurance after deductible
Surgery and related anesthesia Nothing after deductible 20% coinsurance efter deductible
General or chronic disease hospital care (ss many days as medically necessary) Nothing after deductible 20% coinsurance sfter deductible
Mental hospital or substance use facility care (ss many days es medically necessary) Nothing after deductible 20% coinsurance sfter deductible
Rehabilitation hospital care (up to 60 days per calender year) Nothing after deductible 20% coinsurance sfter deductible
Skilled nursing facility care (up to 100 days per calendar year) Nothing after deductible 20% coinsurance sfter deductible

*  Novisit limit applies when short-term rehabilitation therapy is furnished as part of covered home heslth cere 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).



Prescription Drug Benefits®

At designated retail pharmacies $10 efter deductible for Tier 1 $20 after deductible for Tier 1
(up to a 30-day formulary supply for each prescription or refill)** $30 ofter deductible for Tier 2 $60 efter deductible for Tier 2
$65 sfter deductible for Tier 3 $130 safter deductible for Tier 3
Through the designated mail service or designated retail pharmacy $25 after deductible for Tier 1 Not covered
(up to a 90-day formulary supply for each prescription or refill)** $75 atter deductible for Tier 2
$165 after deductible for Tier 3

*  Generally, Tier 1 refers 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 d drugs end lies.

Geot the Most from Your Plan: Visit 11s at bluecrossma.org of call 1=B00-782=3675 to learn about discounts, savings, ¥esources, and special programs

available to you dike thoselisted below,

Wellness Participation Program
Fitness Reimbursement: a program that rewards participation in qualified fitness $300 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 $300 per calendar year per policy
weight loss program (See your benetit description for details.)

Mind and Body Wellness Program

Reimbursement for participation in the Mind and Body Wellness Program $300 per calender year per policy
(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 end 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. © 2024 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.
002716194 (02/24) M
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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.
I R T R IR S TR ey

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 US.
Department of Health and Human Services,
200 Independence Avenue, SW Room 509F,
HHH Building, Washington, DC 20207; by phone
at 1-800-368-1019 or 1-800-537-7697 (TDD).

Complaint forms are available at hhs.gov.

Biue Cross Biue Shield of Massachusetts is en Independent Licensee of the Blue Cross and Biue Shield Association. * Registered Marks of the Blue Cross and Blue Shield Associstion.
© 2024 Blue Cross and Blue Shield of Massachusetts, Inc,, or Blue Cross and Blue Shield of Massachusetts HMO Biue, Inc.

001651238

55-1487 (6/23)
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PROFICIENCY OF LANGUAGE ASSISTANGE SERVICES

Spanish/Espafiol: ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos

de asistencia con el idioma. Llame al nimero de Servicio al Cliente que figura en su tarjeta de
identificacion (TTY: 711).

Portuguese/Portugués: ATENCAO: Se fala portugués, séo-lhe disponibilizados gratuitamente
servicos de assisténcia de idiomas. Telefone para os Servigos aos Membros, através do numero no
seu cartao ID (TTY: 711).

Chinese/B#m3C: 18 : MBEHPX, RNUEBEFRGESHIRS. WRITE D FLK
SHWBERSRAKRSH (TTY S6: 711) .

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

Vietnamese/Tiéng Viét: LUU Y: Néu quy vi n6i Tiéng Viét, cac dich vu hd trg ngon nglr dugc cung cap cho
quy vi mién phf. Goi cho Dich vu Hoi vién theo s6 trén thé ID cta quy Vi (TTY: 71 1).

Russian/Pycckuii: BHUMAHWE: ecnv Bol roBopuTe No-pyccky, Bol MOXeTe BOCMONb30BaTLCA 6ecnnaTtHbIMK

yCnyramu nepesoauvka. MossoHunTe B 01aen 06CNyKVBaHUA KNVEHTOB NO HOMEPY, ykasaHHOMY B Bawen
npeHTUdMKaLMOHHOM KapTe (tenetann: 711). :

Arabic/ ,::

il 3lez) ek Bl e S9zskl o3, e slac¥l Sl Juad) .l duailly Blone dyglll Buslad) Closs 358 oy 2l &)l Soaos S 13) solul

(711 CTTY” (Slg puall gaih

Mon-Khmer, Cambodian/igs: migjsiiini: prisiGyasuntwman igi
bl swm hﬂﬁ‘ﬁﬁﬁfg AHGIAD Sﬁj[j:ﬂﬁijﬁ‘l h;sg:rﬁgmfgmmn UNAMBINS
1TIRB AN UL GG BIBASHA (TTY: 711)7
French/Frangais: ATTENTION : si vous parlez frangais, des services d'assistance linguistique sont
disponibles gratuitement. Appelez le Service adhérents au numéro indiqué sur votre carte d'assuré

(TTY : 711).

ltalian/ltaliano: 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/8H20{: Z=20|: 5I20{2 AIR35tAl= 22, 0| Al AMH|AE FEE 0|85td =
ol=LICH F|5lel ID Ft=0 Y= MBHHSTTY: 711)8 AHSSH0] 3|3 AH| 20 MslstAAlIL.
Greek/EAAnVIKG: NMPOIOXH: EGv uhate ENnviké, SiatiBevat yia oag unnpeoieq YAWOOIKNG BoriBelag,

Swpedv. Kaéote Ty Ynnpeoia EEunnpétnong MeAwv otov ap1Bué TS KapTag péroug oag (ID Card)
(TTY:711).

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



| TSRRNE
Polish/Polski: UWAGA: Osoby postugujace sie jezykiem polskim mogg bezpfatnie skorzysta¢ z pomocy

jezykowej. Nalezy zadzwoni¢ do Dziatu obstugi ubezpieczonych pod numer podany na identyfikatorze
(TTY:711).

Hindi/fEdY: e &: af 3T Red sted € & 9T Weraar dard, 39 & fov g
IqFeY £ TETT Ja13 F WUF FEA. FE W U 70 FW W Fier A (@.&aE.: 711).

Gujarati/aevatdl: Bl widl: 65l di duexidl oliddl €, dl duel Csly AL Al [ 3&l Guacy 8.
AMIRL 2AUSEL $13 UR 2L o1z YR Member Service < s1d 8L (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/B#8: HH1SE BAEEZ HFELICEDSIFENOEET VAL YAY—ER%ET

FA L\f’:fi)b‘i‘f . DA—RICEEHOBERESEFALTAY/N\—F—EXETHBHELEL
(TTY: 711),

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

(TTY: 711).

Persian/j\-u:

P\ Gy S 2 T Oli e b.,S o P Lad jlasl s U&’J) S yeeo ij“olﬁ\i O ey L R V) (j.i_)j\ iz
(TTY: 711) 03,5 (elad clacl cleasy iy b 395

L,a0/w959270: geonlsla: ﬁvcivc@mmmolci Bynpb?)pvu:iog)c@edmwvm‘luﬁﬁm?oe

Ocgee. Jmavd3nIwstnIntivyIecanindSue oz (TTY: 711).

Navajo/Diné Bizaad: BAA AKOHWIINDZIN DOOIG: Diné k’ehji yanilt’i’go saad bee yat'i’ éi

t*44jiik’e bee nika’a’doowolgo éi na’ahoot’i’. Dii bee anitahigi ninaaltsoos bine’déé’ nbomba bika’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 Biue Shield Association.

© 2024 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
001651831 55-1493 (6/23)



BlueCross' MIIA |== SUMMARY OF BENEFITS

BlueShiekr R BCRE T W T DT S W SIS

ACCESS BLUE
NEW ENGLAND SAVER

Plan-Year Deductible: $1,600/$3,200

UNLOCK THE POWER OF YOUR PLAN

MyBlue gives you an instant snapshot of your plan:

AP &) 2

*=V
MYBLUE

MASSACHUSETTS

COVERAGE AND CLAIMS AND DIGITAL
BENEFITS BALANCES ID CARD
Sign in
Download the app, or create an account at bluecrossma.org. e oS

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



Access

This plan gives you the option to go directly to a specialist or any doctor in the
HMO Blue New England network without a referral. Just show your Blue Cross
Blue Shield of Massachusetts ID card and receive care. However, some services
do require authorization. See your benefit description for details.

Primary Care Provider (PCP)

When you enroll in this health plan, you must choose a primary care provider. Be
sure to select a doctor who is accepting you and your family members as new
patients and participates in our network of providers in New England. For children,
you may designate 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.

Your provider may also work with Blue Cross Blue Shield of Massachusetts
regarding 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 $1,600 per individual
membership (or $3,200 per family membership). The entire family deductible
must be satisfied before benefits are provided for any one member enrolled
under a family membership.

Your Out-of-Pocket Maximum

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

year for deductible and copayments for covered services. Your out-of-pocket
maximum for medical and prescription drug benefits is $3,000 per member (or
$6,000 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). After meeting your deductible, you pay nothing for
emergency room services.

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 heaith
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 an option for a tech-enabled primary care delivery
model where virtual care team covered providers furnish certain covered
services. See your benefit description (and riders, if any) for exact

coverage details.

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. 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.



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 after deductible

Routine vision exams (one every 24 months)

Nothing, no deductible

Family planning senriqqsebfiicé visits Nothing, no deductible

Outpatient Care : 4
Emergency room visits Nothing after deductible

Office or health center visits Nothing efter deductible

Mental health or substance use treatment Nothing efter deductible

Outpatient telehealth services
= With a covered provider

Same as in-person visit

= With the designated telehealth vendor Nothing efter deductible
Chiropractors’ office visits Nothing after deductible
Acupuncture visits (up to 2visits per calendaryes) Nothing fter deductivie
‘ﬁ?rh’ﬁif"”ﬁﬁi@!ﬁdiﬁﬁﬁiwl"w Nothing sfter deductible
rder treatment—speech? Nothing sfter deductible
Juding ; Nothing after deductible
Hoie health care and hc pice Services.  Nothing sfter deductible A
Oxygen and equipment for its administration Nothing sfter deductible
Durable medical equipment—such as wheelchairs, crutches, hospital beds Nothing sfter deductible**
Prosthetic devices Nothing efter deductible
Surgery and related anesthesia in an ambulatory surgical facility, hospital outpatient department,  Nothing sfter deductible

or surgical day care unit

Inpatient Care {including maternity care)

General or chronic disease hospital care (ss many days as medically necessery) Nothing efter deductible
Mental hospital or substance use facility care (es many days as medically necessary) Nothing sfter deductible
Rehabilitation hospital care (up to 80 days per calendar year) Nothing efter deductible
Skilled nursing facility care (up to 100 days per calender year) Nothing sfter deductible

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

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



.

Prescription DrugBenefits®

At designated retail pharmacies $10 sfter deductible for Tier 1
(up to a 30-day formulary supply for each prescription or refill)** $30 sfter deductible for Tier 2
$65 efter deductible for Tier 3
Through the designated mail service or designated retail pharmacy $25 after deductible for Tier 1
(up to a 90-day formulary supply for each prescription or refill)** $75 stter deductible for Tier 2
$165 sfter deductible for Tier 3

*  Generally, Tier 1 refers 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 YourPlan:Visitus at bluecrossma.org or call1=800-782-3675 tolearn about discounts,savings, ¥esources, and special programs

Bvailable toyou,like thoselisted below,

Wellness Participation Program N
Fitness Reimbursement: a program that rewards participation in qualified fitness $300 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 $300 per calender year per policy
weight loss program (See your benefit description for details.)

Mind and Body Wellness Program
Reimbursement for participation in the Mind and Body Wellness Program $300 per calendar year per policy
(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. © 2024 Blue Cross end 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.
002716177 (02/24) MM
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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.
T O S DR ST

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.
© 2024 Blue Cross and Blue Shield of Messachusetts, Inc, or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.

001651238

55-1487 (6/23)
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MASSACHUSETTS B £ 28 D O e I S SR S AN BRI

PROFICIENCY OF LANGUAGE ASSISTANCE SERVICES

Spanish/Espafiol: 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).

Portuguese/Portugués: ATENCAO: Se fala portugués, s&o-lhe disponibilizados gratuitamente
servicos de assisténcia de idiomas. Telefone para os Servigos aos Membros, através do numero no
seu cartéo ID (TTY: 711).

Chinese/Bitks3: i85 : MBBHTX, RNABBEFRLESHIMRS. HRITE D FLHO
SWMBEARS RS (TTY SH: 711) .

Haitian Creole/Kreydl Ayisyen: ATANSYON: Si ou pale kreyol ayisyen, sévis asistans nan lang
disponib pou ou gratis. Rele nimewo Sévis Manm nan ki sou kat Idantitifkasyon w lan (Séevis pou
Malantandan TTY: 711).

Vietnamese/Tiéng Viét: LUU Y: Néu quy vi n6i Tiéng Viét, cac dich vy hé trg ngon nglr dugc cung cap cho
quy vi mién phi. Goi cho Dich vu Hoi vién theo s6 trén thé ID cta quy vi (TTY: 71 1)

Russian/Pycckuit: BH/MAHWE: ecnm Bbl rosopyte No-pyccku, Bol MoxeTe BOCNOb30BaTbCA 6ecnnatHbIMK
ycnyramu nepesogumka. NMossoHute B o1aen o6y mBaHNA KNMEHTOB NO HOMEPY, yKasaHHOMY B Bawewn
npeHTUGUKaLmMoHHoM KapTe (Tenetainn: 711).

Arabic/ ys:

il laz) dlissh Blhay e dszshl 08 e eLasHl Sloasy Juasl U duuilly Blore gl Baslaukl Sloai 3538 o)l dill) Stods £S5 13 zell

(711 TTY” Sty pald gath

Mon-Khmer, Cambodian/igs: Mitjsiinnns (wrisidgasuntwman ig:
runfgwmaniaAalg ANGINMSAINTEAT yEgiRigisligRinuninmeiue
IS O AN AT RIUASHA (TTY: 711)7
French/Frangais: ATTENTION : si vous parlez frangais, des services d'assistance linguistique sont
disponibles gratuitement. Appelez le Service adhérents au numéro indiqué sur votre carte d'assuré

(TTY : 711).

ltalian/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/8H20{: 2| 3I20{2 AlE5IAl= A2, A0 X|@ MH|AE B2 0|85t =
QISLICH F5te] ID Zt=0l YUe MBHSTTY: 711)8 ALESH 3[R AH| A0 HMEtstAAlL.
Greek/EAANVIKG: NPOSOXH: Edv pirate ENAnviké, SiatiBevTal yia 0ag unnpeoieq YAWOOIKAG BorBeiag,
Swpedv. Kakéote v Yrnpeoia E§unnpétnong MeAwv otov apBud TG KapTag péhoug oag (ID Card)
(TTY:711).

Blue Cross Blue Shield of Massachusetts is en Independent Licensee of the Blue Cross and Blue Shield Associstion.
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Polish/Polski: UWAGA: Osoby postugujace sie jezykiem polskim moga bezpfatnie skorzystac z pomocy
jezykowej. Nalezy zadzwoni¢ do Dziatu obstugi ubezpieczonych pod numer podany na identyfikatorze
(ITY:7213)

Hindi/fédY: eamer &: afg 3o R e €, o sy wgrar Jamd, 39 & v
I ¥ TEET QAT FY IUF IS, FE W BT 0 Fqaw W Fier N (E.A.a15.: 711).
Gujarati/aovaidl: 11 240l 671 4l Asridl oliddl €1, dl died iy Agiadl Al [l 3l Gudet 8,
AHIRL 2U5EL 518 UR UL 012 Y2 Member Service 4 $14 52 (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: HHISE  BEABESHELICEDHIBERDERET VARV AT —ER%ZT

%'Jﬁﬁb\fcf’:‘_‘)b‘iffo DA—RICEEBROBEES A FERALTAYN\—Y—ERAETHERELEL
(TTY: 711)5

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

TY: 711).

Persian/jl\y:

St S G 1 e QR Lt 13,8 08 Lt s Ol S 0 (55 KaS Sles il () Lk (345 8 iz
TTY: 711) 00,50 (bl sl oleasr oyl s

Lao/w1z9290: 2aowlsls: Hrcdrcdimold, Bpmvdmugosd@edmwrznlivinlos

Oezoen. Jnmesd3Nuzrudniivarecaonindtsuglutozegum (TTY: 711).

Navajo/Diné Bizaad: BAA AKOHWIINDZIN DOOIGI: Diné k’ehiji yanilt’i’go saad bee yat'i’ éi
t’a4jiik’e bee nika’a’doowolgo éi na’ahoot’i’. Dii bee anitahigi ninaaltsoos bine’déé¢’ néomba bika’igiiji’
béésh bee hodiilnih (TTY: 711).
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