
A Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue
Shield Association

TXM0001808394

Thank you for choosing Blue Cross and Blue Shield of Texas. We take pride in providing the highest
level of service to our customers and look forward to supporting you in the future -- through it all.

The attached Summary of Benefits and Coverage provides a clear and concise overview of the
coverage you have selected. The Summary of Benefits and Coverage is not your actual policy, nor is it
a guarantee or confirmation of your coverage. It is, however, a helpful tool providing you with a simple
and straightforward explanation of the benefits included in the plan you have selected.

Please note: If you have a benefit period deductible you must pay all the costs up to the
deductible amount before this plan begins to pay for covered services you use.

In addition to the Summary of Benefits and Coverage, please be on the lookout for a subsequent
mailing from Blue Cross and Blue Shield of Texas which will include your policy documents.

Again, thank you for choosing Blue Cross and Blue Shield of Texas. If you have any questions you can
call 1-888-697-0683 at any time for more information.

Sincerely,

Blue Cross and Blue Shield of Texas

November 05, 2015
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T
his is only a sum

m
ary. If you w

ant m
ore detail about your coverage and costs, you can get the com

plete term
s in the policy or plan docum

ent
at w

w
w

.bcbstx.com
/pdf/policy-form

s/33602T
X

0780002-06.pdf or by calling 1-888-697-0683.

W
hy this M

atters:
A

nsw
ers

Im
portant Q

uestions
You m

ust pay all the costs up to the deductible am
ount before this plan begins to pay for covered

services you use. C
heck your policy or plan docum

ent to see w
hen the deductible starts over

N
etw

ork: $
100 Individual/$

300
Fam

ily.
O

ut-of-N
etw

ork: $
15,000

Individual/$
45,000 Fam

ily.
D

oesn’t apply to non-specialty
prescription drugs, or to the

W
hat is the overall

deductible ?
(usually, but not alw

ays, January 1st). See the chart starting on page 3 for how
 m

uch you pay
for covered services after you m

eet the deductible.

follow
ing In-N

etw
ork services:

preventive care, first four PC
P

office visits, urgent care, or m
ental

health/substance use disorder
office visits. C

opays and
non-specialty prescription drug
costs don’t count tow

ard the
overall deductible.

You don't have to m
eet deductibles  for specific services, but see the chart starting on page 3

for other costs for services this plan covers.
N

o.
A

re there other
deductibles for specific
services?

T
he out-of-pocket  lim

it is the m
ost you could pay during a coverage period (usually one year)

for your share of the cost of covered services. T
his lim

it helps you plan for health care expenses.
Yes. N

etw
ork: $

600 Individual/
$

1,800 Fam
ily.

O
ut-of-N

etw
ork: U

nlim
ited

Individual/U
nlim

ited Fam
ily.

Is there an out-of-pocket
lim

it on m
y expenses?

Even though you pay these expenses, they don't count tow
ard the out-of-pocket lim

it .
Prem

ium
s, balance-billed charges,

and health care this plan doesn’t
cover.

W
hat is not included in

the out-of-pocket lim
it ?

If you use an in-netw
ork doctor or other health care pr ovider, this plan w

ill pay som
e or all of

the costs of covered services. B
e aw

are, your in-netw
ork doctor or hospital m

ay use an
Yes. For a list of N

etw
ork

providers please call
1-888-697-0683 or see w

w
w

.
bcbstx.com

.

D
oes this plan use a

netw
ork of providers?

out-of-netw
ork pr ovider for som

e services. Plans use the term
 in-netw

ork, preferred, or
participating for providers in their netw

ork. See the chart starting on page 3 for how
 this

plan pays different kinds of providers.

1 of 9
Q

uestions: C
all 1-888-697-0683 or visit us at w

w
w

.bcbstx.com
/coverage.

If you aren’t clear about any of the underlined term
s used in this form

, see the G
lossary. You can view

 the G
lossary at

w
w

w
.dol.gov/ebsa/pdf/SB

C
U

niform
G

lossary.pdf or call 1-855-756-4448 to request a copy.
B

lue C
ross and B

lue Shield of Texas, a D
ivision of H

ealth C
are Service C

orporation, a M
utual Legal R

eserve C
om

pany, an Independent Licensee of the B
lue C

ross and B
lue Shield A

ssociation

B
lue C

ross B
lue Shield Solution 102, a M

ulti-State P
lan

SM

Sum
m

ary of B
enefits and C

overage:W
hat this Plan C

overs &
 W

hat it C
osts

C
o

verag
e

P
erio

d
:

01/01/2016
-

12/31/2016
C

o
verag

e
fo

r:
Individual|P

lan
T

yp
e:

H
M

O

T
X

M
0001808394
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W
hy this M

atters:
A

nsw
ers

Im
portant Q

uestions
You can see the specialist you choose w

ithout perm
ission from

 this plan.
N

o. You don't need a referral to
see a specialist.

D
o I need a referral to see

a specialist?
Som

e of the services this plan doesn't cover are listed on page 6. See your policy or plan
docum

ent for additional inform
ation about ex cluded services.

Yes.
A

re there services this plan
doesn't cover?
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C
opaym

ents are fixed dollar am
ounts (for exam

ple, $15) you pay for covered health care, usually w
hen you receive the service.

C
oinsurance is your share of the costs of a covered service, calculated as a percent of the allow

ed am
ount for the service. For exam

ple, if the health
plan's allo w

ed am
ount for an overnight hospital stay is $1,000, your coinsurance paym

ent of 20%
 w

ould be $200. T
his m

ay change if you haven't
m

et your deductible .
T

he am
ount the plan pays for covered services is based on the allow

ed am
ount. If an out-of-netw

ork provider charges m
ore than the allow

ed
am

ount, you m
ay have to pay the difference. For exam

ple, if an out-of-netw
ork hospital charges $1,500 for an overnight stay and the allow

ed
am

ount is $1,000, you m
ay have to pay the $500 difference. (T

his is called balance billing.)
T

he plan m
ay encourage you to use N

etw
ork providers by charging you low

er deductibles, copaym
ents, and coinsurance am

ounts.

L
im

itations &
 E

xceptions
Your C

ost If You U
se

an O
ut-of-N

etw
ork

P
rovider

Your C
ost If You U

se
a N

etw
ork P

rovider
Services You M

ay N
eed

C
om

m
on M

edical Event

First four N
etw

ork office visits are no
charge; deductible and coinsurance
apply for subsequent visits.

50%
 coinsurance

20%
 coinsurance

Prim
ary care visit to treat an injury or illness

If you visit a health care
provider’s office or
clinic

---none---
50%

 coinsurance
20%

 coinsurance
Specialist visit

A
cupuncture is not covered.

C
hiropractic care lim

ited to 35 visits
per year.

50%
 coinsurance

20%
 coinsurance

O
ther practitioner office visit

---none---
50%

 coinsurance
N

o C
harge

Preventive care/screening/im
m

unization

---none---
50%

 coinsurance
20%

 coinsurance
D

iagnostic test (x-ray, blood w
ork)

If you have a test
50%

 coinsurance
20%

 coinsurance
Im

aging (C
T

 / PE
T

 scans, M
R

Is)
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L
im

itations &
 E

xceptions
Your C

ost If You U
se

an O
ut-of-N

etw
ork

P
rovider

Your C
ost If You U

se
a N

etw
ork P

rovider
Services You M

ay N
eed

C
om

m
on M

edical Event

Low
er copay applies at preferred

N
etw

ork pharm
acies. O

ne copay per

R
etail – 50%

coinsurance plus $5
copay

R
etail – N

o C
harge/

$5 copay
M

ail – N
o C

harge

Preferred generic drugs

If you need drugs to
treat your illness or
condition

30-day supply, up to a 90-day supply.
G

enerics Plus form
ulary applies.

M
ore inform

ation about
pr escription drug
coverage is available at
https://w

w
w

.m
yprim

e.
com

/content/dam
/

prim
e/m

em
berportal/

form
s/A

uthorForm
s/

IV
L

/2016/
2016_T

X
_5T

_E
X

.pdf

R
etail – 50%

coinsurance plus $15
copay

R
etail – $10/$15

copay
M

ail – $30 copay

N
on-preferred generic drugs

C
ertain w

om
en’s preventive services

w
ill be covered w

ith no cost to the
m

em
ber. 

R
etail – 50%

coinsurance plus $60
copay

R
etail – $50/$60

copay
M

ail – $150 copay

Preferred brand drugs

R
etail – 50%

coinsurance plus $110
copay

R
etail – $100/$110

copay
M

ail – $300 copay

N
on-preferred brand drugs

G
enerics Plus form

ulary applies.
C

ertain w
om

en’s preventive services
50%

 coinsurance
30%

 coinsurance
Specialty drugs

w
ill be covered w

ith no cost to the
m

em
ber. 

C
opay is charged in addition to the

overall deductible. E
lective abortion is

$1,500 copay/
procedure plus 50%
coinsurance

20%
 coinsurance

Facility fee (e.g., am
bulatory surgery center)

If you have outpatient
surgery

not covered except in lim
ited

circum
stances. Preauthorization

50%
 coinsurance

20%
 coinsurance

Physician/surgeon fees
required O

ut-of-N
etw

ork; failure to
preauthorize w

ill result in reduction or
denial of benefits.

---none---
20%

 coinsurance
20%

 coinsurance
E

m
ergency room

 services
If you need im

m
ediate

m
edical attention

20%
 coinsurance

20%
 coinsurance

E
m

ergency m
edical transportation

50%
 coinsurance

$75 copay/visit
U

rgent care
C

opay is charged in addition to the
overall deductible. Preauthorization

$1,500 copay/adm
it

plus 50%
 coinsurance

20%
 coinsurance

Facility fee (e.g., hospital room
)

If you have a hospital
stay

required O
ut-of-N

etw
ork; failure to

preauthorize w
ill result in reduction or

denial of benefits.
---none---

50%
 coinsurance

20%
 coinsurance

Physician/surgeon fee
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L
im

itations &
 E

xceptions
Your C

ost If You U
se

an O
ut-of-N

etw
ork

P
rovider

Your C
ost If You U

se
a N

etw
ork P

rovider
Services You M

ay N
eed

C
om

m
on M

edical Event

O
utpatient: Preauthorization required

O
ut-of-N

etw
ork for psychological

50%
 coinsurance

N
o charge for office

visits or 20%
M

ental/B
ehavioral health outpatient services

If you have m
ental

health, behavioral
health, or substance
abuse needs

testing, neuropsychological testing,
electroconvulsive therapy, repetitive

coinsurance for other
outpatient services

transcranial m
agnetic stim

ulation, and
$1,500 copay/adm

it
plus 50%

 coinsurance
20%

 coinsurance
M

ental/B
ehavioral health inpatient services

intensive outpatient treatm
ent; failure

to preauthorize w
ill result in reduction

or denial of benefits.
Inpatient: C

opay is charged in addition
to the overall deductible.

50%
 coinsurance

N
o charge for office

visits or 20%
coinsurance for other
outpatient services

Substance use disorder outpatient services

Preauthorization required
$1,500 copay/adm

it
plus 50%

 coinsurance
20%

 coinsurance
Substance use disorder inpatient services

O
ut-of-N

etw
ork; failure to

preauthorize w
ill result in reduction or

denial of benefits.
---none---

50%
 coinsurance

20%
 coinsurance

Prenatal and postnatal care
If you are pregnant

C
opay is charged in addition to the

overall deductible.
$1,500 copay/adm

it
plus 50%

 coinsurance
20%

 coinsurance
D

elivery and all inpatient services

60 visit m
axim

um
 per benefit period.

50%
 coinsurance

20%
 coinsurance

H
om

e health care

If you need help
recovering or have other
special health needs

C
om

bined 70 visit lim
it per benefit

period for rehabilitation and
habilitation services.

50%
 coinsurance

20%
 coinsurance

R
ehabilitation services

50%
 coinsurance

20%
 coinsurance

H
abilitation services

25 day m
axim

um
 per benefit period.

Preauthorization required
50%

 coinsurance
20%

 coinsurance
Skilled nursing care

O
ut-of-N

etw
ork; failure to

preauthorize w
ill result in reduction or

denial of benefits.
---none---

50%
 coinsurance

20%
 coinsurance

D
urable m

edical equipm
ent

Preauthorization required
O

ut-of-N
etw

ork; failure to
50%

 coinsurance
20%

 coinsurance
H

ospice service

preauthorize w
ill result in reduction or

denial of benefits.
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L
im

itations &
 E

xceptions
Your C

ost If You U
se

an O
ut-of-N

etw
ork

P
rovider

Your C
ost If You U

se
a N

etw
ork P

rovider
Services You M

ay N
eed

C
om

m
on M

edical Event

O
ne visit per year. R

eim
bursed up to

$30 out-of-netw
ork. See benefit

booklet for netw
ork details.

N
o C

harge
N

o C
harge

Eye exam

If your child needs
dental or eye care

O
ne pair of glasses per year. U

p to
$150 in-netw

ork. See benefit booklet
for netw

ork details.

N
o C

harge
N

o C
harge

G
lasses

---none---
N

ot C
overed

N
ot C

overed
D

ental check-up

E
xcluded Services &

 O
ther C

overed Services:

Services Your P
lan D

oes N
O

T
 C

over (T
his isn't a com

plete list. C
heck your policy or plan docum

ent for other excluded services.)
Private-duty nursing (E

xcept w
hen determ

ined to
be M

edically N
ecessary and ordered or authorized

by the PC
P)

D
ental C

are (A
dult and C

hild)
A

bortions (except w
here a pregnancy is the result

of rape or incest, or for a pregnancy w
hich, as

certified by a physician, places the w
om

an in danger
of death unless an abortion is perform

ed)

Long-term
 care

N
on-em

ergency care w
hen traveling outside the

U
.S.

R
outine eye care (A

dult)
A

cupuncture
W

eight loss program
s

B
ariatric surgery

O
ther C

overed Services (T
his isn't a com

plete list. C
heck your policy or plan docum

ent for other covered services and your costs for these services.)
R

outine foot care (O
nly covered in connection w

ith
diabetes, circulatory disorders of the low

er
extrem

ities, peripheral vascular disease, peripheral
neuropathy, or chronic arterial or venous
insufficiency)

H
earing aids (Lim

ited to one for each ear every
three years)

C
hiropractic care

C
osm

etic surgery (O
nly for the correction of

congenital deform
ities or for conditions resulting

from
 accidental injuries, scars, tum

ors or diseases.
W

hen M
edically N

ecessary.)

Infertility treatm
ent (D

iagnosis covered but
treatm

ent and Invitro not covered)

Your R
ights to C

ontinue C
overage:

Federal and State law
s m

ay provide protections that allow
 you to keep this health insurance coverage as long as you pay your prem

ium
. T

here are exceptions,
how

ever, such as if:
You com

m
it fraud

T
he insurer stops offering services in the State

You m
ove outside the coverage area

For m
ore inform

ation on your rights to continue coverage, contact the insurer at 1-888-697-0683. You m
ay also contact your state insurance departm

ent at
http://w

w
w

.tdi.texas.gov..
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Your G
rievance and A

ppeals R
ights:

If you have a com
plaint or are dissatisfied w

ith a denial of coverage for claim
s under your plan, you m

ay be able to appeal or file a grievance. For questions about
your rights, this notice, or assistance, you can contact: Texas D

epartm
ent of Insurance at (800) 578-4677 or visit w

w
w

.tdi.texas.gov. T
he M

SP Program
 E

xternal
R

eview
 Process enables every M

SP enrollee to obtain an additional, independent level of review
 of any adverse benefit determ

ination. M
ore inform

ation is available
at http://w

w
w

.opm
.gov/healthcare-insurance/m

ulti-state-plan-program
/external-review

/. You m
ay also call O

PM
 toll free at (855) 318-0714 if you need

help w
ith your request for E

xternal R
eview

.

D
oes this C

overage P
rovide M

inim
um

 E
ssential C

overage?

T
he A

ffordable C
are A

ct requires m
ost people to have health care coverage that qualifies as “m

inim
um

 essential coverage.” T
his plan or policy does provide

m
inim

um
 essential coverage.

L
anguage A

ccess Services:

Spanish (E
spañol): Para obtener asistencia en E

spañol, llam
e al 1-888-697-0683.

Tagalog (Tagalog): K
ung kailangan ninyo ang tulong sa Tagalog tum

aw
ag sa 1-888-697-0683.

C
hinese (

): 
 1-888-697-0683.

N
avajo (D

ine): D
inek'ehgo shika at'ohw

ol ninisingo, kw
iijigo holne' 1-888-697-0683.

To see exam
ples of how

 this plan m
ight cover costs for a sam

ple m
edical situation, see the next page.
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A
bout T

hese C
overage

E
xam

ples:
M

anaging type 2 diabetes
(routine m

aintenance of
a w

ell-controlled condition)

H
aving a baby

(norm
al delivery)

T
hese exam

ples show
 how

 this plan m
ight cover

m
edical care in given situations. U

se these
exam

ples to see, in general, how
 m

uch financial
protection a sam

ple patient m
ight get if they are

covered under different plans.
$2,900

Prescriptions
$2,700

H
ospital charges (m

other)
$1,300

M
edical E

quipm
ent and Supplies

$2,100
R

outine obstetric care

T
his is not a

cost
estim

ator.

$700
O

ffice V
isits and Procedures

$900
H

ospital charges (baby)
$300

E
ducation

$900
A

nesthesia
$100

Laboratory tests
$500

Laboratory tests
$100

V
accines, other preventive

$200
Prescriptions

$5,400
Total

$200
R

adiology
D

on’t use these exam
ples to

estim
ate your actual costs under

$40
V

accines, other preventive
$7,540

Total
the plan. T

he actual care you
receive w

ill be different from
 these

$100
D

eductibles
$0

C
opays

exam
ples, and the cost of that care

also w
ill be different.

$100
D

eductibles
$300

C
oinsurance

$0
C

opays
$80

Lim
its or exclusions

See the next page for im
portant

inform
ation about these exam

ples.
$480

Total
$500

C
oinsurance

$200
Lim

its or exclusions
$800

Total
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Q
uestions and answ

ers about C
overage E

xam
ples:

C
osts don’t include prem

ium
s.

Sam
ple care costs are based on national

averages supplied by the U
.S. D

epartm
ent of

H
ealth and H

um
an Services, and aren’t

specific to a particular geographic area or
health plan.
T

he patient’s condition w
as not an excluded

or preexisting condition.
A

ll services and treatm
ents started and ended

in the sam
e coverage period.

T
here are no other m

edical expenses for any
m

em
ber covered under this plan.

O
ut-of-pocket expenses are based only on

treating the condition in the exam
ple.

T
he patient received all care from

 in-netw
ork

providers. If the patient had received care
from

 out-of-netw
ork providers, costs w

ould
have been higher.

For each treatm
ent situation, the C

overage
E

xam
ple helps you see how

 deductibles,
copaym

ents, and coinsurance
can add up. It also

helps you see w
hat expenses m

ight be left up to
you to pay because the service or treatm

ent isn’t
covered or paym

ent is lim
ited.

N
o

. Treatm
ents show

n are just exam
ples. T

he
care you w

ould receive for this condition could
be different based on your doctor’s advice,
your age, how

 serious your condition is, and
m

any other factors.

N
o

. C
overage E

xam
ples are not cost

estim
ators. You can’t use the exam

ples to
estim

ate costs for an actual condition. T
hey

are for com
parative purposes only. Your ow

n
costs w

ill be different depending on the care
you receive, the prices your providers charge,
and the reim

bursem
ent your health plan

allow
s.

Yes. W
hen you look at the Sum

m
ary of

B
enefits and C

overage for other plans, you’ll
find the sam

e C
overage E

xam
ples. W

hen you
com

pare plans, check the “Patient Pays” box
in each exam

ple. T
he sm

aller that num
ber,

the m
ore coverage the plan provides.

Yes. A
n im

portant cost is the prem
ium

 you
pay. G

enerally, the low
er your prem

ium
, the

m
ore you’ll pay in out-of-pocket costs, such

as copaym
ents, deductibles, and coinsurance.

You should also consider contributions to
accounts such as health savings accounts
(H

SA
s), flexible spending arrangem

ents (FSA
s)

or health reim
bursem

ent accounts (H
R

A
s)

that help you pay out-of-pocket expenses.

9 of 9
Q

uestions: C
all 1-888-697-0683 or visit us at w

w
w

.bcbstx.com
/coverage.

If you aren’t clear about any of the underlined term
s used in this form

, see the G
lossary. You can view

 the G
lossary at

w
w

w
.dol.gov/ebsa/pdf/SB

C
U

niform
G

lossary.pdf or call 1-855-756-4448 to request a copy.
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