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HMO BLUE NEW ENGLAND
92,000 DEDUCTIBLE

WITH COPAYMENT

Plan-Year Deductible: $2,000/%$4,000
Effective on anniversary dates on or after January 1, 2021
for Individuals and Small Groups

UNLOCK THE POWER OF YOUR PLAN

MyBlue gives you an instant snapshot of your plan:

S

COVERAGE AND CLAIMS AND DG TAL
BEMEFITS BALANCES IO CARD
Sign in

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

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 Associstion of Indepandsnt Blue Cross and Blue Shiskd Mang



Your Primary Care Provider (PCP)

Whan you enroll in this health plan, you must choose a primary care provider. Be
sure 10 choosa a PCF who can eccept 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 st bluecrassma.com/findadoctor: consult
the Provider Directory; 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 she or he attended, and whather
there are languages other than English spoken in the office.

Referrals

Yerir PCF is the first person you call when you need routine or sick care. If your
FCFP decides that you need to see a specialist for covered services, your PCF will
refer you to an appropriate network specialist, who is lkeby affilisted with your
PCP's hospitsl ar medical group.

fou will not need pricr authorization or referral to see 8 HMO Biue New England
network providsr who specializes in OB/GYN services. Your providers may alsc
wiork with Blue Cross Blue Shisld of Massachusetts regarding referrals and
Utilization Review Reguirerments, including Pre-Admission Review, Concument
Review and Discharge Planning, Prior Approval for Cortain Outpatient Services,
and Individual Case Management. For detailed Information akeout Litilizaticn
Review, sea your subscriber certificate,

Your Deductible

Your deductible is the amount of money you pay out-of-poacket each plan year
before you can receive coverage for most benafits under this plan. If you are not
sure whan your plan year begins, contact Blue Cross Blue Shisld

of Massachusetts. Your deductible is $2,000 per member (or $4,000 por farmiky).

Your Out-of-Pocket Maximum

¥our out-of=pocket maximurm is the most that you could pay during a plan year
far deductible, copayments (including prescription drug copayments), and
coinsurance for covered senvicas. Your out-of-pocket manimuem is $8,150 per
member (or $16,300 per farmihy).

Emergency Room Services

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

you should go directly to tha nearest medical facility or cail 811 {or the local
emergancy phone number). After meeting your deductible, you pay a copayrent
per visit for emergency room services. This copayment is walved if you're
admitted to the hospital or for an observation stay. See the chart for your

cost share.

YOUR CARE

Telahealth Services

ou are covered for certain medical and mental health services for conditions
that can be treated through videa visits from an approved telehealth provider,
Most telehealth services are avallable by using the Well Connection website at
wellcannection.com on your computer, or the Well Connaction spp on your
mobide device, when you prefer not to make an in-parson visit for any reason to
a doctor or therapist. Some providers offer telehealth sorvices through their own
video platforme For a list of telehealth providers, visit the Blue Cross Blue Shiseld
of Massachusetts website st bluecrossma.com, consult the Provider Directory,
or call the Memiber Sarvice number on your ID card.

Service Area

Thie plan’s sarvice area includes all citles and towns in the Commonwesith of
Massachusetts, State of Rhode Island, Stete of Vermant, State of Connecticut,
State of New Hampshire, and State of Maine.

When Outside the Service Area

If you're traveling outside the service arsa and you need urgent or emeargency
carsg, 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
cutside the service area. Any additional follow-up care must be arrangad by vour
PCE. Ses your subscriber cartificate far more information.

Dependent Benefits

This plan covers dependents until the end of the calendar manth in which

thery turn age 26, regardless of their financial dependency, student status or
employment status, See your subscriber certificata (and riders, if any) for exact
coverage datails.

Pediatric Essential Dental Benefits

Your medical plan coverage includes a separate dantal policy that covers
pediatric essential dental bensfits for members until the end of the calendar
rmanth in which they tum age 12 as required by federal law,

You must meet a plan-yesr deductible for certain covered dental services. Your
deductible is $50 per memiber {no more than $150 for three or more members
enrolled under the same farmily membership).

Wour out-ef-pockat maximum is the most that you could pay during a plan year
for deductible and coinsurance for covered dantal services. Your out-of-pockst
maxirmum is $350 per memnber (no mere than $700 for two or more members
envolled undar the same family membaership).

Ta find participating dental providers, visit the Blue Cross Blue Shield
of Massachusetts website at bluecrosema.com/ffindadoctor or call the Member
Service numiber on your D cand,



Covered Services

Preventiva Care
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Prescription Drug Benafits®
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Get the Most from Your Plan: Visit us at bluecrossma.com or calf 1-800-262-BLUE {2583) to fearn about discounts, savings, resourcas, and g.pgf,]u;
programs available to you, like those listed below.

J PN progree that gwands partizipation ﬂmm 81".15 : $150 per calardar yoor par policy
This fitness program applies for fees paid to: o health: Mmﬂ‘rmmaomml&rmdmm
trating equipment; & fitness studio affering instructor-led group classes for cardiovascular ﬂnd
| strength-training; orvirtus! fitness memberships or classes. {See your sibiserber coricsts for deisits )

anmnmmam E‘H[Mpﬂmmnnwﬁdwmmﬁm 5150 per calendar year per policy
This weight loss program applies for fees paid to: hospltal-basad or non-hospital-based weight -

loss programs that focus on eating and physical activity habits and hahswmﬂﬁdmtws munsedm

with certified hmmmgummmwmmml
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Pediatric Essential Dental Benefits® Your Cost In=MNetwaork**
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oral surgery, and dental prosthetic maintenance
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