MEMORANDUM OF AGREEMENT
HEALTH INSURANCE

WHEREAS, the City Council of the City of Pittsfield voted on May 15, 2008 to accept M.G.L.
¢. 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 MITA/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 (83) 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.

c.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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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/cr the RFP
shall compare or be issued to not less than three health insurance carriers and shall
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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 MIIA/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 it a
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. ¢. 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

City and the PEC.
Dated:

For the City of Pittsfield:

Chair, Pittsfield Public Employee Committee

For the Pittsfield Federation of School Employees, Local 1315:

For the Teamsters, Local 404:
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For the United Educators of Pittsfield:

For the Pittsfield Educational Administrators Association:

For the International Association of Firefighters:

For the International Brotherhood of Police Officers, L.ocal 447 Police:

For the International Brotherhood of Police Officers, Local 4475 Superior Officers:

For the Pittsfield Supervisory and Professional Employees Association:
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For the Emergency Telecommunication Dispatchers, [LU.E. CWA 81256:

For the Berkshire Athenaeum Employees Association:

For the Retired Employees of the City of Pittsfield:
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EXHIBIT A
MIIA HMO NE Benchmark Plan v.3
7/1/2024 - 6/30/2030

|
swecrowe | IMUTLA| B SUMMARY OF BENEFITS
BlueShield s snce 1962 i o o Rt e

MIIA City of Pittsfield

WITH HOSPITAL CHOIC

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

UNLOCK THE POWER OF YOUR PLAN

MyBlue gives you an instent snapshot of your plan:

A ® 2

MYBLUE

MaASACHUSTITE

COVERAGE AND CLAIMS AND DIGITAL

BENEFITS BALANCES ID CARD
- Signin |
‘{ Download the app, or create an account at bluecrossma.org. |

Whers 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 ir this plan, you will pay ditferent levels of in- network cast share (such as copayments and/for coinsurance) for certain services depending

on the preterred general haspital you choose 10 fumnish thase covared services Eor most preferred genera! hospitals, you will pay the lowest In-network
cost sharing level However, if you receive certain covered services fram any of the preferred generet hospitals fistedd @ this Surnmary of Benetils, you poy
the highest in network cost sharing lovel A preterred ganeral hospital's cost sharing level may change {rom time 2o time. Overall changes to add anather
preterred generai hospital 1¢: the highest cost sharing tevel will hapaen no more than ence each calendar year. For help in finding o preferred general hospital
{not listed in this Summary of Benefits for which you pay the lowest in-network cost sharing level, check the mast current provider directory for your health
plan option o1 visit the online provider search tool e bluecrossma.orgfhospitalchoice Ther click on thy Planning Guide link on the left navigation o
download & printable network hospital list or te access the provider scarch page.

J This health plan meets Minimurn Creditable Coverage Standards for Massachusetts resicdents that
went into effect January 1, 204, as part of the Massachusetts Health Care Reform Law.

an Associanon of independent Blue Cross and Bhue Srieid Plans
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YOUR CHOICE

Your Deductible

Your deductible is the amount of money you pay out-of-pocket each plan year
hetore you can receive coverage for certain benefits under this plan. If you

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

of Massachusetts. Your deductiblas for medical benefits are $500 per member
{or $1,000 per family) for in-network services and $500 per member (or $1,000
per tamily) for out-of-network services. Your deductible far prescription drug
benefits is $10G per member (or $200 per family)

When You Choose Preferred Providers

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

The plan has two levels of hospital benetits for preferred providers. You will pay
a higher cast share when you receive inpatient services st or by “higher cost
share hospitals,” even it your prefarrad provider reters you. See the chart for
your cost share.

Note: If a prefurmpd provider refees you fo santher providor tor covered sarnees (such ps a lab or
specialist), muke sure the provider is @ preferred provider in orde 1o receive benefits o the
m-netwark level i the provider you ara referred ta is not 8 preterred provider, youi'te shill covered

but yow banefits, in most situations, wil be cavered at the cut-of-notwvork levol tven if the profeed
provader refacs you

Higher Cost Share Hospitals
Your cost share will be highor at the hospitals listed below. 8lue Cross Blue Shieid
of Massachusetts will let you know if this list changes

+» Baystate Medical Conter » Boston Children's Hoapital

+ Brigham and Women's Hospital + Cape Cod Hospital

» Dana-Farber Cancer Institute » Fairview Hospital

« Massachusetts General Hospital » {{Mass Memorial Medical Center

Notu: Sama of the gancral hespitals listed ebove may bave fogiiting In mone than one ocation, At
certain focations. the lowest cost share may apply.

How to Find a Preferred Provider
To tind & preferred provider:

+ Lock up 8 provider on Find a Doctor at bluecrossma.com/findadoctor if you
need s copy of your directory or halp choosing a provider, call the Mermber
Service number on your ID card.

» Visit the Blue Cross Blue Shisld of Massachusatts wabsite at bluecrossma.org

When You Chaose Non-Preferred Providers

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

Payments for out-of-network benetits ars based on the Blue Cross Blue Shield
allowed c:harge as defined in your benefit description. You may be responsible
for any diference between the allowed charge end the providers actual bifled

charge (this is in eddition to your daductible andfor your coinsurance)

Your Qut-of-Pocket Maximum

Your out-of-pocket maximum is the most that you could pay during a plan
year for deductibls, copayments, and coinsurance for covered services. Your
out-of-pocket maximum for medical benefits is $2,500 per member

{or $5,000 per farnily) for in- network and out-of-network services combined.
Your out-ci-pocket maximum for prescription drug benefits is $,000 per
member (or $2,000 per family).

Emergency Room Services

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

you should go directly to the nearest medical facility or call 91 (01 the local
eme:gency phone number). After meating your in-network deductible, you pay &
copayment per visit for in-network or out-of-nacwork emergency room services.
The copayment is waived if ycu are admitted to the hospital or for an cbservation
stay. See the chart for your cost share.

Tolohealth Services

Teleheslth sarvices are covered whan the same in-person service would be
covered by the health plan and the use of telehealth is appropriate. Your health
care provider will wark with you to determine if a relehealth visit is medically
apprapriate tor your haalth care neads or i an in-person visit is required For a tist
ot telahealth providers, visit the Blue Cross Blue Shisld ot Massachusetts website
at bluecrosema.arg, consull Find a Dector, or cell the Member Service number
on your D card.

Your Virtual Caro Team

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

the patient care team, via traditional and/or digital platforms (such as: mobile
app; web portal telephone; and/or text message). This care defivery model
offers & comprehensive and coordinated primary core experience with virtual
engagement and seamless navigation o in-person care with network providers
when applicable. For in-nstwork outpatient covered services furnished by

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

a virtual care team covered provider that 1s not a virtual care team primary
care or mental health care provider type, you will pay your applicable cost
share {deductible, copayment, and/or coinsurance). To find a virtual care team
covered provider or to learn mare about this care delivery madel vigit MyBlue
anline or see “When You Need Help to Find a Health Care Provider” in your benefit
description, or call the Member Service number on your I card,

Utilization Review Requirements

Certain services require pre—approval/prios authorization through Blug Cross
Blue Shield of Massachusetts tor you to have benefit coverage; this includes
non-emsrgancy and non-maternity hospitalization and may include certain
outpatient services, therapies, procedures, and drugs. You should work with your
health care provider to detemmine if pro-approval is required for any service
your provider is sUggesting. It your pravider, or you, don't get pre-approval when
it's required, your benefits will be denied, and you may be tully respansible tor
payment to the provider of the service. Refer to your benefit description for
requirernents and the process you should follow for Utilization Review, including
Pre-Admission Review, Pre-Service Approvel Concurrent Review and Discharge
Planning. and Individual Case Managament,

Value Care Offoring Covorage

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

Depandent 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
smployment status. Sae your benefit description (and riders, if any) for exact
coversge details.
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At designated retail pharmacies $10 atrer deductible for Tier Not covered

{up tc a 30-day formulary supply for each prescription or refil(** $30 after deductible tor Tisr 2

$6% ufer doductibly for Tier 3
Through the designated mail service or designated retail pharmacy $25 afrer doductibie for Tier | Not cavered
{up te a HO-day fermutary supply for each prescrption or refill)** $75 atter dadutAinle tar Tier 2

$165 atter deductible for Tier 3

Wellness Participation Program
Fitness Reirbursement: a program that rewards participation in qualified titness $300 per catendar ynar per polcy
programs or equipment (See your benefit description for catails.)

Weight Loss Reimbursement: a program that rewards participation in a qualified $300 per cakendar yeor por pokicy
weight loss program {See youn banefit desoription for detafls )
Mind and Body Wellness Program

Reimbursernent for participation in the Mind and Body Wellness Program $300 per calendar year per policy
{See your benefit descrigtion for details )

Q 24/7 Nurse Line: Speak to a registered nurse, day or night, to get immecdiate guidance and advice. Call1-888-247-8LUE (2583). No additional charge.

Limitations and Fxcrisions. Thase pages summarize the bersfizs of your health care plen. Your benelt descrption snd nders dehine the tull terms ang conditions in graatar derail. Should any questians

5rise congernitg benefits, tha berefit description and riders wlil govern. Seme of the services not covered are: cosmetic surgt ry, tustodial core; most dental care; and any services cavered by workars'
cpmpansation. “or a compirte Y&l of kmitations and exclusions, refer to your benefit description and riders. Mote: Biue Cross and Biue Shield ol Massachusetts, inc. administars claima paymant andy and doas
net assume financial risk tor clgims.

* Regesrared Marks of the Bale Cross and Blue Shiold Association, 54 2023 Blue Cress and Riug Shield of Massachusetta, Inc. or Flue Cross and Blue Shivtd of Massachusetts HMO Blug, inc.
Printed a1 Blue Cross ang Bloe Shield of Massachuseatts, ing
002044957 (02/23) UM
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Plan-Year Deductible: $500/$1,000

UNLOCK THE POWER OF YOUR PLAN

MyBlue gives you an instant snapshot of your plan:

o~
COVERAGE AND CLAIMS AND DIGITAL
BENEFITS BALANCES > CARD

MARY OF BENEFITS

BB R B

Signin =

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.

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

MIIA City of Pittsfield

MYBLUE

MABSACHUSETTS

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

you raceive cerlain covered sarvices trom ary of the network general hospitals listed n this Surmmary of Benefits. you pay e nighest cos: sharnng level

A network general hospitel's cost sharing level may change from time to fime. Overall changes to add another netwark general hospital to the highest cos:
sharing level will happen no mare than once each calendar year. For balp in hinding 8 network generat hosptal (not listed n this Summary of Benetfits) for
which you pay the lowesr cost sharing level check the most current provider directery tor yeur heatth plan option or visit the onling provider search tool ar
bluscrossma.orgfhespitalcheice. Then click on the Planning Guide nk an the left navigstioni to download a prirtable netwark hospital list or te access the

providet search page

This health plan meets Minimum Craditable 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 Craas and Biue Shiekd Plans




Your Primary Care Provider {PCP)

When you enrcllin this health plan, you must chocse a primary care provider.

Be sure to choose 8 PCP who can accept you and your family members and who
participatas in the network of providers in Mew 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 Shueld of tMassachusetts website at bluecrossma.org; consult Find a Doctor
at bluecrossma.com/findadoctor, or call the Member Service number on your
1D card

It you have trouble chaosing a doctor, Member Service can help. They can give
you the doctor's gender, she edical schaol the doctor attended, end whether
there ara languages other than English spoken in the office.

Referrals

Your PCP is the first person you call when you need routine or sick care. ¥ your
PCP decides that you need to see a specislist for covered services. your PCP wiil
refer yous (0 an appropriate network specialist, who is likely aftiliated with your
PCP's hospital or medical group.

You will nat need prior authorization or referral to see an HMO Blue MNew England
network provider who specializes :n OB/GYN services. Your providers may also
work with Blue Cross Blue Shield of Massachusetts regarding referrals and
Utilization Review Reguirements, including Pre-Admission Review, Congurrent
Review and Discharge Planning. Prior Approvat for Certain Qutpatient Services,
and Individual Cese Management. For detailed information about Utilization
Review, see your benefit description,

Your Cost Shere

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

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

+ Baystato Medical Center = Bosten Children's Hospltal

+ Brigham and Women's Hospital + Cape Cod Hospital

» Dana-Farber Cancer Institute » Fairview Hospital

+ Massachusetts General Hospital » UMass Memuorial Medical Center

Afl other network hospitels will carry the lower cost share, including netwark
hospitals outside of Maessachusetts.

Noto: Somp of tha genarel hospitals isted ebove may hava faciities in mars than ong igation
At Gerlain Jocations. Lhe fowest cost shuring level may apply.

Your Deductible

Your deductible is the amount of mongy you pay out-of-pocket each plan
year before you can recelve coverage for certain benetits under this plan. #
you are not sure when your plan year begins, contact Blue Cross Blue Shield
of Massachusetts. Your deductible for medical benetits is $500 per rmember
{or $1,000 per family). Your deductible for prescription drug bengtts is $100
per mernber (or $200 per family).

Your Qut-of-Pocket Maximum

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

year tor deductible, copayments, and coinsurance for covered services. Your
out-ol-pocket maximum tor medical benefits is $2,500 par member (or $6,000
per family). Your out-of-packet maximurm for prescription drug benefits is
$1,000 per member (or $2,000 per family).

Emergency Room Services

In an emergenty, such as a suspected heart attack. stroke, or possoning,

you should go directly to the nearest medical facility or call 81 {or the local
emergency phone number) After meating your deductible, you psy a copayrment
per visit for ernergency room services. This copayrnent is waived if you're
admijtted 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 determing if a telehealth visit is rmedically
appropriate tor your health care needs of it an in-person visit is required. For a Jist
of telehealth providers, visit the Blue Cross Blue Shield of Massachusetts website
at biuecrossma.org, consuit Find a Doctor, or call the Member Service number
or your I3 cardd,

Your Virtual Care Toam

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

wili pay nothing {any deductible, copayment, andfor coinsurance does not
apply). For outpatient covered services furnished by a virtual care team
covered provider that is not a virtual care team primary care or mental
health care provider type, you will pay your applicable cost share
({deductible, copayment, end/or colnsurance), 1o find a virtual care team
covered provider or to learn more abnut this care delivery madel visit MyBlue
onfine or see “When You Need Help to Find a Health Care Provider” in your benefit
description, or call the Member Service number on your 10 card

Service Area

The plan's service araa includes il cities and 10wns in the Commonwealth ot
Massachusetts, State of Rhode Island, State of Vermont, State of Connecticut,
State of New Hampshire. and State of Maine.

When Qutside the Service Area

If you're traveling outside the service area and you need urgent or emergency
care, you should go to the nearest appropriste health care facility. You are
covered for 1he urgant 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 walved or reduced for designated in-parsan and
telehoalth office visits lor certain outpatient services. These services may
include: primary care provider office visits; mental health or subsiance use
treatrnent (including outpatient psychotherepy, patient evalyations, and
medication rmenagement vigits); chiropractor services, acupunciure services,
or physical andfor occupational therapy services. See your benetit description
{and riders if any) for exact coverage details

Dependont Benetits

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




Wall chlid care sxams

Routme nduit phvsncal exams, mcludlng related tests

Routme GYN exams, |ncludmg related lab tosts (one per calendar year)

Routine hearing exams, including routine tests

Hearing aids (up Lo $6.000 per sin svery 36 months)

Routine vision exams {onc every 24 menths)

Family planning services—office visits

Emergency room visits

Ofttice or health center visits. when performcd by

+ Your PCP. OB/GYN physician, nurse midwite, limited services clinic, or by a physician assistant
of hurse practitioner designated és primary care

+ Other coverad providers, including a physician assistant or nurse practitioner designated
as speciakty care

Mental health or substanca use treatment

Qutpatient telehealth services

+ With a covered provider

» With the designated telehealth vendor for simple medical conditions
+ With the designated telehealth vendor for mental health services

Chirapractors’ office visits (up ro 20 visits per catendor year)

Actipuncture visits (up 10 12 visits per calendar yoar)

Short-term rehabilitation therapy—physical and occupationsl
(ap e 30 wisits per efandar year for each \ype of therapy”)

Speech, heering, and language dlscrder treatmeant—speech therapy

Dlagnostic X—reys and iab tosts

_CTscans, MRIs, PET scans, and nuclear cardlac imaging tests

Homc haalth care and hospiCB services

Oxyger\ and equlpment for its administration

Durable medlcal equipment—such as wheelchairs, crutches. hosp:tal bods

' Pros!hetlc dswcas

Surgery and refated anesthesia in an offica or health center, when performed by:

« Your PGP, OB/GYN physician, nurse midwife. or by a physician assistant or nurse practitioner
designated as primaty care

« Other covered providers, inchuding a physician assistant or nurse practitioner designated as
specialty cars

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

+ Other general hospitals {os many days as medically necessary)
. In-netwonk higher cost share hospitals (as many :iays as medw:a'lv mcehsaxw

Chronlc dizeass hospital care (as mury days s medicaly nocessary)

Mamal nospital or substance use facvhty care (ns many r!ayﬁ 2 med-cany nlN.es'Jury)

Rehebll:tltlon hospltal care {ns many days as rredlcary neceseun,-)

Skrlled nun.lng facility care (up u 45 days por colendar ysr)

Nothing ne deductible
Nothing, ne deductible
Nothing, no deductible
Nothing, no deductible
All eharges beyond the maximum. no deductibla
Nathing. no dedustible

Nothing, no deductible

$100 per vish after dacuetible
{ropayment weived it adrmiften or for obsenvation otay)

$20 per vt no dedustioly

$80 per vist, ne daducrizle
$10 pe- wisit, ~o deductible

Same as in-person visit
$20 per visit, na deductiole
$10 per visit, no deducubile

$20 per vish, no ceductiole
$60 por visit, ne deductible

$20 per vig't, na deductivle

$20 per visil, no deductivle

HNothing ater decucnblz

$100 pev caragury par servce date atter deductivk
Nothing after deductibie

Nothing sher deductibin

Nothing sher daductibla™

Nothing after deductible

$20 per wsit®**, no deductibie

$B80 par visit***, no deductible

$250 per admission atter decuctible

$275 par admussion after deductibla!
$1.500 por admission after devhctibse!

Nothing sfter deductible
$275 per admission no deductible
Nothing after deductible

20% coinsurance ofter dedurtle

* Mo viit fienit applies when short-lerm rehabilitation therapry is lurni»hud L1 p»rl ol coverad home health care o for the treatment of aubism spectrym @d-sorders.

¢ Coot ghare waived for ane bresst pump per Birth, including supplies.

rre Copmyment waived for restarstive dentzl sarvices and orthodontic treatment or prosthetic management tharapy for members under 6ga

t+  Trss cost shore apphes to mental health admissions in & general haspiral

'8 o wrear conditions of cleft Fp and clett patate.



At designated retail pharmacies
{up 1o o 30 -day lormrulary supply tor sach preseniption or fefi)+¢

$10 after duduttible for Tier 1
$30 alter deguctible tor Tier 2
$65 ofer deductible lor Tier 3

Through the designated maif service or designated retail pharmacy
{up To 8 90-day iormulary supply for sach prascrintion or ratil}™®

$25 atter daductible for Tier ¢
$75 otter decuctible for Tier 2
$165 after deductibte for Tier 3

Genenlly, Tiee 1raters 16 generic drugs; Tier 2 refers to preferred brand-neme drugs: Tier 3 reters 10 non-preferred brantd-name drugs

** Cost share may be waived for certain cevered druge and qupplies.

Wellness Participation Program

Fitness Reimbursement: a program that rewards participation in qualified fitness
PrOgrams of equipment {See your baneht deserption for detaifs )

$300 par calendar year per policy

Weight Loss Reimbursement: a program that rewards participation in a qualified
weight loss program (See your benett description for details )

$300 per calendor year per policy

Mind and Bady Weliness Program
Reimbursemant for participation in the Mind and Body Wellness Program
{Set your benefit descrpuen lor detats.}

$300 per calandar year per polic
policy

tj 24/7 Nurse Line: Speak to a registerad nurse, day or night, to get immedlate guldance and advice. Call 1-888~247-BLUE (2383). No additional charge.

Limitations and Exclusivrs. These pages summarize the benetily of your hepith ¢are plon Yow benefit detcription ang riders dating the full termy and conditions v greater detail Should any quasticns
arise concorning benetits, the banetit description and ridars wlll govern. $ome of tha sarvicos not covered are: £eamaetic surgery; custodial care; most dental care; and any services caverad by warkery
compansation. For & eompictn st of bmatiens ond exclusions, refer ta your benetit descriplion and nders Neta: Blue Cross end Blue Shielu ol Massachusatts, fne administers cinima paymaent enly and docs
rot assume financiat rigk lor claims,

* Registarad Marks of the Blue Cross and Blue Saieid Association § 2073 Blue Cross and Blua Shigid of Massaenuseres, Inc, or Blue Cross and Blue Shicld of Massuchusests MO Dlue, e

Frintod #t Bhuo Cress ana Blue Shield of Mancachusotls, inc

Q02044906 (02/23) UM




Weil- Chlld care exams

Routine adult physical exams, mcludmg related tests

Routine GYN exams, including related labs tests (one per catendar year)

Routine hearing exams, including routine tests

Hearing aids (up o $2000 pet ear overy 36 months for # mambar age 710r youngar)

Routine vision exams {ono every 24 menths)

Farnily planning services—olfice visits

Emergency room visits

Oftfice or health center visits

Mental health or substance use treatment

Qutpatisnt taleheslth services
* With a cavered provider
. With the desi nated telehealth vendor

Chnropractors oﬂ'lce wsuts

Acupunctura Vigits {up te 12 visits per calendar yﬁmr)

Short-term rehabllrtaﬂon therapy~—physical and occupational {up 12 100 vigite per calendar year® )

Speech, hearing, and Ianguage disorder treatment—speeach therapy

Diagnostic X-rays and lab tests, Including CT scans, MRIs, PET scans,
and nuclear cardiac imaging tests

Home heaith cere ond hospice services

Oxygen and equipment for its administration

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

Prosthetic devices

Surgery and related anesthama

| . Ve

i

Genoral or chronuc disease hospital care {ss mary days as medcally necessarny}

Mental haospital or substance use facllity care los many doys os medically rmctsﬁsuw]

Rehabilttatlon hospltal care {up to B0 days per calendar yéar)

Skilled nursing tacility care (up 10 100 days par rAlendar year)

=" Cost share waived 'or one breast pump per birth, Including supglien

Nothing, no daducnble

Nothing, re deduttible
Nothing, no dalucrible
Naothing. no deductible
All charges beyond the maximum aftar daductible
Nothing, ne deduttible

Nothing, no dedustitie

Nothing sfter deductichs
Nothing after doductible

Mothing atter deductivle

Same as in-person visit
Nothing sher deauctible

MNothing atter deductiole
Nothing after deductible
HNothing aher deductiote
Nothing aher deductivie

Nathing strer deducrinie

Nothing atter deductinle

Mothing ufter deductibie

20% coinsurance efter deductible*
20% coinsurance sher teduclibia

Nothing ater dechuctible

Nathing afrer deductible
Nothing aluer deductible
Nothing aftor dedhuctibia

Nothing atter deductinte

*  Nowist imit oppias when shor -teem rehabilitation therupy is furnished as part of covered home health cere of tor tha treatrnant of aurism spectrum disorders.

*** Copuyment wawed for restorptive dental services and orthndontic treatment or prosthetic managerment therapy for membars undar age 18 10 treat conditians of clett ap end cleft palate.




At designated retail pharmacies $10 efter deructiole tor Ter 1
{up 10 4 30 -day lormulary suoply for each prescription or resy™ $30 sfter deductible tor ier 2

$65 ater deductibla for Ter 3

Thraugh the designated mail service or designated retall pharmacy $25 tver deductible for Tier )
{up to n 90-dey fornulary supply for 85ER DrESARTION of retl)* $75 atter deductible Tur Tier 2
$165 atter deducniblz for Vier 3

* Genaraly, Tir | reters 10 generic drugs; Tiee 2 refers to pratarred brangd-name drugs. lier 3 refers to non-preleired brand -narre drugs
*T Cost shath may be warved for certain covered druge and supplies

T T

Woellness Participation Program

Fitriess Reimbursement: a program that rewards participation in qualified fithess $300 por calendar year per patcy
programs or aquipment {See your benafit description hor details )

Weight Loss Reimbursement: a program that rewards participation in s qualified $300 per catendar year per potcy
welght loss program {see your benetit description for detatis)
Mind and Body Wellness Frogram

Reimbursement for participation in the Mind and Body Wallness Program %300 per calendar year per policy
{See your benotit descript:on for details.)

y 24/7 Nurse Line: Speak to a registered nurse, day or night, to get immediate guidance and advice. Call 1-888-247-8LUE (2583). No additional charge.

limitations and Exclueions, Thasa pages summar'ze the benelite of your health care plan. Your benehit description and riders define the full werms end conditions in greater detml. Should any quastionts

arise contarning benehits, the banefit descriplion and riders will govern. Seme of the kervices not coverad are; cosmotic surgery, oustadiel care; Most dental care: wnd any vervices covered by workers'
campansation. For 8 complets list of limitations end exchieions, refer to your benetit description and riders. Note: Blue Craas and Blue Shield of Massachusatts, Inc, adtinisters claims payment onfy ard does
not assume Fnancial risk for claima.

 Registers o Merks of the Btue Cross and Blug Shield Associstion. £ 2023 Blue Cross uno Blue Shickd of Massachuseets, Ine., or Biue Cross and Blue Shieid of Massachusetts HMO Blue Inc
Printed at Blue Cross and Hlue Shlald of Macsachusetts, e
Q02044872 (£2/23) UM
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Access

This plan gives you the option to go directly to a specialist or any doctor in the
HMO Bhue New England network without a referral. Just show your Blue Cross
Biue Shieid of Massachusetts ID card and receive care. Howeaver, sume services
do require autherization. See your benefit description for detaile,

Primary Care Provider (PCP)

When you enrell in this health plan, you must choose e primary care provider. Be
sure 10 select a doctor who Is accepting you and your family mernbers as new
patients and participates in our network of providers in New England. For children,
you may designate a participating network padietrician es the PCP.

For & iist of participating PCPs or OB/GYN physicians, visit the Biue Cross

Blue Shiold of Massachusetts website st bluecressma.org: consult Find a Docter
at bluecrogsma.comffindadoctor, or call the Membaer Service number on your
ID card.

¥ you have trouble choosing & doctor, Member Service can help. They can give
you the doetor's gender, the madical school the doctor attended, ond 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-Admussion Review.
Concurrent Review and Discharge Planning, Pricr Approval for Certain Qutpationt
Services, and Individual Case Management. For detaied information about
Utilization Raview, sea your benefit description

Your Deductible

Your deductible is tho amount of money you pay out-of-pocket

pach plan year belore you can receive coverage for certain bensfits undar

this plan i you are not sure when your plan yesr begins, contact Blue Cross
Blue Shietd of Massachuserts. Your deductible is $1,.500 per individual
membership {or $3,000 per family membership). The entire family deductible
must be satisfied before benefits are provided for any one member #nrolled
under a famlty membership.

Your Out-of-Pocket Maximum

Your out-of-pocket maximum is the most that you could pay during & plan year
for deductible, prescription drnug copayments, and ¢oinsurance for covered
services. Your out-of-pocket maximum is $3,000 per membet (or $6,000

per family).

Emergancy Room Services

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

vou should ge directly to the nearest medicai facility or call 8H (or the local
emergency phone number), After mesting your deductible, you pay nathing tor
BIMBrgency rodm Services.

YOUR CARE

Telehealth Services

Telehaaith services are covered when the same in-person service would be
covered by the health pian and the use of telehealth is appropriate. Your health
core provider will work with you to determine if a tolehealth visit is medically
apprapriate for your health care needs or if an in-parson visit is required. For a st
of telehealth providers, visit the Blue Cross Biue Shield of Massachusetts website
at bluecrossma.org, consult Find a Doctor, or call the Member Service number
on your 1D card.

Your Virtual Care Team

Your health plan includes the option tor a tach-enabled delivery model where
virtiial care team covarad providers furnish certain covered services, including
piimary carg with integrated mental health andfor substance use care within
the patient care team, via traditional andfor digital pletforms {such as: mobiie
app: web portal telephone; and/or text massage). This cere defivery madel
offers a comprehensive and coordinated primary cere experience with virtual
engagement and seamless navigation to in-person care with network providers
when applicable. After meeting your deductible, for cutpatient covered
sarvices furnished by a designated virtual care team primary care or mental
health care provider type, you will pay nothing (any deductible, copayment,
andfor coinsurance does not apply). For cutpatient covered services
turnished by a virtual care team covered provider that is not a virtual cars
team primary care or mental health care provider type, you will pay your
spplicable cost share {deductible, copaymant, andfor coinsurance). Ta fing
a virtual care team covered provider or to learn more about this care delivery
model, visit MyBlue anjine or see “When You Need Help to Find a Health Care
Frovider” in your benefit description, or call the Member Service number on your
ID card.

Service Aree

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

When Outside the Service Area

It you're traveling outside the service area and you need urgent or emorgency
care, you should go to the nearest eppropriste health care facility. You are
cavered for the urgent or emergency cara visit and one follow-up visit while
outside the service area See your benefit description for mora information.

Dopendent Benefits

This plan covers dependents until the end of the calendar month in which
they turn sge 26, regardiess of their financial dependency, student status, or
employment status See your benefit description (and riders, it any) tar exact
caoverage details.




Wall-child care exams

i Routlne adult physical exams, mcludlng related tests

Routme GYN exams, mcludlng relatad lab tests (nnﬁ! par calandar yeqr)

Routme hearing exams, including routine tests

Hearing aids (up to $2,000 per ear every 36 months Tor o rainiber age 71 ar youngan)

Rautine vision axams {one every 24 months)

Family planning services—attice visits

Emergency roam visits

thcc or health center vuslts

Mantal haalth nr wbstance uae treatment

Outpatlant telahealth aervices
« With a covered provider
+ With the designated teleheaith vandor

Chiropractors’ office visits

Acupuncture vigits {up 112 visits par calendar year)

Shon-term rohabllitation therapy—physical and occupational (up 1o 100 visits per calendor you')

Speech, hearing, and language disorder treatment—speech therapy

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

Home health care end hospice services

Oxygan and equipment for its admlmstratlon

Durable medical eqmpment—-such as whealchnlrs crmches. hospttal bods

Prm.thatlc dewces

Surgery and retated anesthasna

General or chrenic disease hospital care (as mary days as medicslly necessary)

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

Rehabilitation hospital care (up to 60 deye par colandar year)

Skilled nursing facility care lup 10100 days per calendar yeer)

**  Cost share waived far ong breast pump per birth, incleding supplies.

Nothing, no deductible

Nothing, = daductibie
Nothing, no deductibte
Nothing. no deductible
Allcharges beyond the maximum otter deductible
Nothing, no deductitle

Nothing, ro deauctible

Nothing aftar deduciible
Nothing after ceducsiote

Nothing aher deductivle

Same as In-person visit
Nothing sfter deductibia

Nothing afier deductibic

Nothing atter deductiote

Hothing atter dedustible
Nothing afer deductivle

Nothing after deductinie

Nothing after deductibie

Nothing after dudictiole

20% coinSUrENSQ sfter dedyetitle®®
20% coir-wsurance it deductible

Nothing attet deductible

Nothing after deduutinle
Nothing after daductiblo
MNothing atter dedustible

Nothing atte: deductibla

* Mo visit limit applies when shon-term rehabilitation therepy is furnishod as part of cavared home henlth care o~ rnr rhe treatment of outism spec trurn disorders

*ss Copayment walved Tor restorotive gantal services and erchedantiv trenimant or prosthetic management Therspy tor mumbers undor age 18 1o treat conartiona af ciett Ip and cleft palote.



At designated retail phermacies
{un to p 30-day formulary supply for aach prasenption ar reflll)**

Through the designated mail service or designated retail pharmacy
{wp 10 0 DO-day formulary supply kor sach pragctiption or 1ehly*®

$10 aher ceductible for Tier 1
$30 after doductiblo for Tier 2
$66 aher deductbie far Tier 3

$25 atter daductibte tor Tier 1
$75 atter deductitle for Tier 2
$165 atrer deduetible tor Tier 3

* Generlly, Tier Erefers 10 garenc drugs; Tier 2 sofors to praterred brand-name drugs; Tiar 3 refers 1o non-prelerred brand-nams diugs.

Cozt share may be waived for certain covered drugs ond supplies.

Woeliness Participatlon Program

Fitness Reimbursemant: a program that rewards participstion in gualified fitnass
programs or squUipmMent (See your baretit descrpdan tor datails )

Weight Loss Reimbursement: a program that rewards participation in a qualitied

weight loss program (See your bunefit description for details.)

Mind and Bady Wellness Program

Reimbursement for participation in the Mind and Body Wallness Program
{See your benetit descrionon for detals.}

$300 par catendar yoar per policy

$300 per colonder yeer per poficy

$300 per coondar yesr par policy

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

Limitations ond Exttusions. Thoso pages eummariza the berehts of your heallh ¢are plen Youw: beneil descripton and riders dehine the full terme and conditions in graatar detail. Showio any guestions
arise concerning banefits, the henetlr daseription and ridare will govom. Soma ¢f the se1vices not covered ara. codmetic surgery; custocllal carg, most dental care; and any services covercd by warkers'
cetmpangotion For a complete list of Bmitations und exclusions, refer 1o your benaht description and riders. Note: Blua Crosa and Blue Shield ot Messachusetts, Inc. adminisiaes chizny payment brly and aoas
nat assume fnancial risk for clawns,

® Registered Marks of the Blue Cross and Blus Shield Association @ 2023 Blue Croes and Blue Sheld ot Massachusetts, inc. or Blue Cross and klue Shel? ol Massachuserts RMO Blue. inc,

Printod at Blue Cross ana Blue Shiold of Magsachuaetts, ine

002044872 (02733} IM
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went into effect January 1, 2014, as part of the Massachusetts Health Care Reform Law.
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Your Deductible

Your deductible is the amount of money you pay out-of -pocket each plan year
before you can receive caverage tor certain benefits under this plan. If you

arg not sure whan your plan year begins, contact Blue Cross Blue Shield

of Massachusetts. Your deductibles are $1,500 per individual membership

{or £3,000 per familty mambership) tor in-network sarvices and $1,500 per
ndividual rembership (or $3,000 per family membership) for out-sl-network
services. The entlire amount of the family deductibie must be met before
benstits 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 covared services from preferred providers. These are callad your
“in=network” benefits. See the charts for your cost share.

Note it a proferred proviger refets you 16 anathar praviders for covered serviees (such as o inb

ar specialist), make sure the provider is & preferred provider in order [0 recéive benefits at the
in-petwork lavel if the prowidar you Use fs not 8 proterred provider, you're stil covered, but your

benglits, in moct situations, wii bo coverad o the out~of-network love| even if the preferred
provider redars you

How to Find & Preterred Provider
Jo find & preferred provider:

« Look up a provider on Find a Doctor at bluecrossma.com/findadector. 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 Biue Shield of Massachusetta website at bluecrossma.org

When You Choose Non-Praeferred Providers

You can also obtain coverad services from non-preterred 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 Blus Shield
allowad charge as defined in your benefit description You may be responsibie
tor any ditference between the allowed charge and the provider's actuat bifled

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

Your Qut-of-Pocket Maximum

Your out-of-pocket maximurn is the most that you could pay during & pian yeat
for deductible, prescription drug copayments, and coinsurance for covered
services. Your out-ot-pocket maximum is $3,000 per member (or $8,000 per
family) tor In-retwork and out-of ~network services combined

Emergency Room Services

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

you should go directly to the nearest medicat facility or call 811 {or the local
emergency phone number). After meeting your in-netwark deductible, you pay
nothing tor in-network or cut-of-network smergency roorn services.

YOUR CHOICE

Talehsatth Services

Telghealth services are covered when the same in-person service would be
covered by the health pfan and the use of tatehealth is appropriate. Your health
cere provider will work with you 1o deterrmine if a telehealth wisit is redically
appropriate for your health care needs or if an in~person visit is required. For a list
o} telehealth providers, visit the Blue Cross Blue Shieid nt Massachusetts website
at bluscrosama.org, consult Find @ Doctor, or call the Member Service number
on your ¥ card.

Your Virtual Care Team

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

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

offers a comprehensive and coordinated primary care experience with virtual
ongagement and seamiess navigation to in-person care with notwork providers
when applicable. After meeting your deductible, tor in-network outpatient
covered services fumished by a designated virtual care team primary care

or mental health care provider type, you will pay nothing (any deductible,
copayment, andfor colnsurance does nat apply). For in-network outpatient
covered services furnished by a virtual care team coverad provider that is not
a virtual care team primary care or mental health care provider type, you will
pay your epplicebie cost share (deductible, copayment, andfor coinsurance).
To Hind a virtual care tearn covered provider or to lkearn more about this care
delivery moded, visit MyBlue online or see "When You Need Help to Find a Health
Care Provider” in your benefit description. or call the Member Service number on
your i card

Utllization Review Requirements

Certain services require pre-approval/prior authorization through Blue Cross
Blue Shield of Massachusetts for you to have benafit coverage; this includes
non-emergency ant non-matermity hospitalization and rmay include certain
cutpatient services, therapies, procedures, and drugs. You should work with your
health care provider to determine if pre-approval s required for any service
your provider is suggesting. It your provider. or you, don't get pre-approval when
it's required, your benetits 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 foliow for Utilization Review. including
Pre-Admission Review, Pre-Service Approval, Concurrent Review and Discharge
Planning, and Individual Case Management.

Dependent Banefts

This plan covers dependents until the end of the calendar month in which
they tum age 286, regardless of their finencial dependency, student status, or
smployment status. See your benefit deseription {and riders, if any) for exact
coverage detaiis,




Well-child care exams, including routine tests, according to age-based schedule as follows:

« 10 visits during the first year of life

+ Three visits during the second year of life (age | tnage 2)
» Two visits for age 2

» One visit per calendar year for age 3 and older

Routine adult physical exarms, including related tests (one per valendar year)

Routine GYM exams, including related lab tests (ens per calandor yaar}

Routine hearing exams, including routine tests

Hearing aids {up to $2000 per ear every 36 months for a mamber age 23 or younges)

Routine vision exams (one every 24 months)

Family planning services—office visits

Emergency room visita

Office or health center visits

Mental health or substance use traatment

Outpatient telehealth services
+ With a cavered provider
* With the in-network designated telehealth vendor

Chiropractors’ office visits

Acupuncture visits (up 1012 wislts per celendar vear}

Short-term rehabilitation therapy —physical end occupational (up v 60 viith per catender yon*)

Speach, hearing, and tanguage disorder treatment—speech tharapy

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

Home health care and hospice services

Oxygen and squipment for its administration

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

Prosthetic devices

Surgery and related anesthesia

General or chronic disease hospital care {as many days as medically nocessary)

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

Rehabilitation hospital care (up tv B0 Jays per calondar yeur)

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

No vigit Bmit applies when short-1erm rehabilitation therepy is furnished as part of covered homa heaftnh care or for tho treatment of aulism spectrum disarders.

¢ |In=natwork o5t ghare walved for one breast pump por bitth, inchading suppliss

Nothing, na decuctible

Nothing, no deuuctible
Nothing ne dsouctibie
Nothing no deductibie

All charges beyond the
MAaXimum akter deducrible

Nothing na deduclibie

Nothing. ro deductible

Nothing aftar daductible
Nothing atter deductile

Nothing attar deductibla

Same as [n-person visit
Nothing sfier deductivle

Nothing aftar deductinle
Nothing after deductivle
Nothing atter daductrle
Nothing alter deductinle

Nothing after deductibie

Nothing strer deriucrinle

Nothing efter deductinle

Nothing atter deductibla®*
Nothing sfter deductiole

Nothing oher deductible

Nothing sfter dedurtible
Nothing aher daductible
Nothing efter doductible

Nathing stter gaductibie

20% coinsurance. no deductibis

20% coinsurance. ro deductbls
20% coinsurance. no deductible
20% coinsurance, no deductible

20% coinsurance aher deductible
and all charges beyand the
mnaximum

20% coinsurance, ne deductible

20% coinsurance. no deductible

MNothing after in-retwork deductibie
20'% coinsurance atrer deducnble

20% coinsurance siter deductidle

Same asin-person wvisit
Only applicable in-network

20% coinsurance ofter deducubls
20% coingurance atter deductiple
20% coinsurance atier deducuble
20% coinaurance ater deduntible

20% coinsurance after deductible

20% coinsurance ater deductble
20% coinsarance stor deductible
AD% coinsurance ol ler dedwtble
40% coinsurance atter deductble

20% coinsurance st deductible

20% coinsurance altar deductibia
20% coinsurance oher deductibhe
20% cotnsurance aller deductibly

20% coinsUrance oher ccducible



At designated retail pharmacies $10 after deductible for Tiar 1
{up t0 & 30-iay Tormulary supply for each grescnpton or refil)* $30 sfter doductible for Tier 2

365 afier deductible for Tier 3

Thraugh the designatod mail service or designated retall pharmacy $256 atter docluctivte Ior Tier |
{up © a DO~day formulary supply far each proseniption or rehli)** 375 atrer deductible fur Tier %
$1E5 ater meductible tor Tier 3

Goneraliy, Tiet 1 rolers to genwric drugs. Tier 2 refers to preferrec brond-mame arugs: Tier 3 refers to non-pretoicac brard-neme drugs.
** Gost shore may bo walved for £argin ¢overed drugs sral sup plies.
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Wellness Participation Program

Fitness Reimbursement: a program that rewards participation In qualified fitness $300 por calondar yoar per policy

programs or equipment (See your benefit description for detalis)

Weight Loss Reimbursement: a program that rewards participation in a qualified $300 per caiondar yesr per polbicy

weight 105s program (See your beneht description for detalls)

Mird and Body Woellness Program

Reimbursement for participation in the Mind and Body Weliness Program $300 per eolender yoar per pobcy

{Sue your benetil description for details.)

y 2417 Nurse Line: Speak to a reglstered nurse, day or night, to get immediate guidance and advice. Call 1-868-247-BLUE (2683). No addition

$20 shter deductivle for Tier |
860 ator deductible for Tigr 2
$130 artar dedurtibio bor ier 3

Not coverad

| charge.

Limtations and Exclusions. Thosa pages summarnze the hanerts ol your health carp plan Your benaMy description and riders defing the full tarms and canditions n greater dmtell Should sny questions
arise goncerning benefits, the benatiz deseription and riders will govern. Some of the servicas nut covared are cosmetic surgery; custodial uare; most dental cure; and any services covered oy warkers'
rompensation. For & camplete it of imirations and exclusiona. reler to your benalit descripticn and riders. Note: 8lue Groas and Blue Shield af Massachusetts, e sdministers claimrs payment only ard dues
not assurmn Snancral nisk for claims.

* Registered Morks of the Btue Cross and Blue Shieid Assaciatior £ 2073 Blug Cross and Blue Shield of Massachusctts, Inc., of Blue Crass arg Blue Shield of Massachusetts HMO Biue, Inc

Printed st Blue Craes and Blue Shickd of Massachusetts, inc.
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