


BlueCross. BCIDALO.COM ESSENTIAL BLUE™ BAsIC PPO

of Idaho A LIMITED BENEFIT PLAN
OPTIONS AND BENEFITS ESSENTIAL BLUE BASIC PP0 1000 ESSENTIAL BLUE BASIC PP0 2000 ESSENTIAL BLUE BASIC PP0 3000 ESSENTIAL BLUE BASIC PPO 5000
In-network Out-of-network In-network Out-of-network In-network Out-of-network In-network Out-of-network

E:rg;iggble Choices (Includes in-network and out-of-network covered $1,000 per person — $2,000 per family aggregate* $2,000 per person — $4,000 per family aggregate* $3,000 per person — $6,000 per family aggregate® $5,000 per person — $10,000 per family aggregate*

Coinsurance (The amount you pay after meeting your deductible, unless You pay 20% of the allowed amount for covered services from contracting providers

otherwise indicated) You pay 50% of the allowed amount for covered services from non-contracting providers

Out-of-Pocket Maximum (Includes your deductible but does not include $3,000 per person for $3,000 per person for $4,000 per person for $4,000 per person for $5,000 per person for $5,000 per person for $7,000 per person for $7,000 per person for

$5,000 pregnancy deductible) in-network services out-of-network services in-network services out-of-network services in-network services out-of-network services in-network services out-of-network services
In-network Out-of-network

E;:i";'}%i%gﬁ: nﬁ,fc’;p:;;s $5,000 deductible applies, except in You pay 20% after meeting a separate $5,000 deductible You pay 50% after meeting a separate $5,000 deductible

Emergency Room Facility Services You pay a $100 copayment, after which you pay 20% of the allowed amount for covered services after meeting your deductible You pay a $100 copayment, after which you pay 50% of the allowed amount for covered services after meeting your deductible

Emergency Room Physician Services

- — - - - - You pay 20% of the allowed amount for You pay 50% of the allowed amount for

Inpatient Physician, Surgical and Medical Professional Services covered services covered services

Hospital Services (Inpatient care, outpatient surgery and preadmission after meeting your deductible after meeting your deductible

testing)

Inpatient Physical Rehabilitation (From contracting providers only) You pay 20% of the allowed amount for covered services after meeting your deductible Not covered, you pay 100% of the billed charges

I(ggf;;’lgft]tnl;ii%",::g"rgplﬁggf;;% and X-ray Services You pay 20% of the allowed amount for covered services after meeting your deductible You pay 50% of the allowed amount for covered services after meeting your deductible

gospiqe Services (Lifetime beneft limit of $10,000 per person, no You pay 20% of the allowed amount for covered services after meeting your deductible Not covered, you pay 100% of the billed charges

leductible required)

Selected Therapy Services (Radiation, chemotherapy and renal dialysis)

Ambulance Transportation Services (Limited to $500 per person, per

benefit period)

Inpatient Dental Services Related to Accidental Injury (Covered You pay 20% of the allowed amount for You pay 50% of the allowed amount for

only for the IZ—mon{h permd‘ immediately following the date of injury, no covered services covered services

Coverage for outpatient services) after meeting your deductible after meeting your deductible

Prosthetic Appliances

Skilled Nursing Facility (Limited to 30 days per person, per benefit

period)

Transplant Services

Comprehensive Lifetime Benefit Limit $1,000,000 lifetime benefit limit per person

SERVICES NOT COVERED UNDER ESSENTIAL BLUE BASIC (See Exclusions and Limitations for complete list of services not covered)

QOutpatient Diagnostic Services - except mammograms

Chiropractic Care Services Outpatient Occupational Therapy . ) ) Outpatient Physician Services - except if related to
Durable Medical Equipment Outpatient Physical Therapy Psychiatrc Inpatient Services Growth Hormone Therapy emergency foom and outpatient surgery
Orthotic Devices QOutpatient Speech Therapy T DM TN SEriEas AL TS DCTE(g) Wellness/Preventive Care

Prescription Drugs

* One family member cannot contribute more than their individual deductible amount toward the total family deductible.

ESSENTIAL BLUE BASIC PROVIDES LIMITED BENEFITS THAT ARE SUPPLEMENTAL AND NOT INTENDED TO COVER ALL MEDICAL EXPENSES.

The options and henefits listed ahove are provided for general information purposes only; they are intended to give you a summary of the plan’s benefits. Upon joining, you will receive a copy of the policy and an outline of coverage, which will provide further information on henefits, limitations and exclusions that are not described in this summary.
If you have any questions or if you would like to see a copy of these policies, please contact your insurance agent or your local Blue Cross of Idaho district office.

An Independent Licensee of the Biue Cross and Biue Shield Association



