ﬂf Tennessee

Benefit Plan Features:
Annual Deductible

City of Columbia

Benefit Summary

Your Cost In-Network

Effective Date: Jul 1, 2024

Network: S
Option/Quote: 1/373

Your Cost Out-of-Network '

Individual/Family $1,000 / $2,000 $2,000 / $4,000
Annual Out-of-Pocket Maximum

(includes copay, coinsurance and deductibles)
Individual/Family $3,000 / $6,000 $9,000 / $18,000
4th Quarter Carry-over Excluded

Covered Services

Preventive Care Services (see page 3 for a list)

Covered at 100%

40% after deductible

Practitioner Office Services
Primary Care Office Visits

Specialist Office Visits

Office Surgery3’ 4.6

Routine Diagnostic Lab, X-Ray & Injections

Advanced Radiological Imaging 247

20% after deductible
20% after deductible
20% after deductible
20% after deductible
20% after deductible

40% after deductible
40% after deductible
40% after deductible
40% after deductible
40% after deductible

Services Received at a Facility

(includes professional and facility charges)
Inpatient Services 24
Outpatient Surgery 3.4.6
Routine Diagnostic Services - Outpatient
Advanced Radiological Imaging - Outpatient 247
Other Outpatient Services 8
Emergency Care Services o
Emergency Care Advanced Radiological Imaging i

20% after deductible
20% after deductible
20% after deductible
20% after deductible
20% after deductible
20% after deductible
20% after deductible

40% after deductible
40% after deductible
40% after deductible
40% after deductible
40% after deductible
20% after deductible
20% after deductible

Medical Equipment Services 34
Durable Medical Equipment
Prosthetic or Orthotics

Hearing Aids (under age 18)

20% after deductible
20% after deductible
20% after deductible

40% after deductible
40% after deductible
40% after deductible

Behavioral Health Services
Inpatient: Unlimited days per annual benefit period 24
Outpatient: Unlimited visits per annual benefit period °

20% after deductible
20% after deductible

40% after deductible
40% after deductible

Therapeutic Services "’ (limits apply; see footnote)

20% after deductible

40% after deductible

Skilled Nursing & Rehabilitation Facility Services % *
Limited to 60 days combined per annual benefit period

20% after deductible

40% after deductible

Home Health Care Services > * °

(Limited to 60 visits per annual benefit period)

20% after deductible

40% after deductible

Hospice Services

Inpatient 24

Outpatient

Covered at 100%
Covered at 100%

40% after deductible
40% after deductible

- 3,4
Ambulance Services ~

20% after deductible

20% after deductible

Provider-Administered Specialty Drugs 32

$100 copay

Not Covered




1. Out-of-network benefits may be based on BlueCross BlueShield of Tennessee maximum allowable charge. You may be responsible
for any unpaid billed charges for certain services received from out-of-network providers. For emergency care services received at
an out-of-network facility, covered items and services received from an out-of-network provider at an in-network facility (unless you give
certain providers written consent), or emergent and authorized air ambulance services, in-network benefits including deductible will
apply up to the qualified payment amount, and the provider may not bill you for more than your in-network cost share.

2. Prior authorization is required.

3. Certain procedures, services, medication and equipment may require prior authorization.

4. If prior authorization is required but not obtained and services are medically necessary, when using network providers outside
Tennessee for physician and outpatient services and all services from out-of-network providers, your liability will be increased
to 50% based on out-of-network coinsurance. If services are not medically necessary, no benefits will be provided.

5. Outpatient behavioral health benefits are determined by place of service. Benefits displayed are for services received in an
office setting; separate benefits may apply for outpatient services received in an alternate setting.

6. Surgeries include incisions, excisions, biopsies, injection treatments, fracture treatments, applications of casts and splints,
sutures and invasive diagnostic services (e.g., colonoscopy, sigmoidoscopy and endoscopy for non-preventive purposes).

7. Includes CT scans, PET scans, MRIs, nuclear medicine and other similar technologies.

8. Includes services such as chemotherapy, infusions, injections, radiation therapy and renal dialysis.

9. Copay, if applicable, waived if admitted to hospital.

10. Physical, speech, spinal manipulative and occupational therapies are limited to 30 visits per therapy type per annual

benefit period. Cardiac and pulmonary rehabilitative therapies are limited to 36 visits per therapy type per annual benefit period.

21. To receive benefits for provider-administered specialty drugs as identified on the provider-administered specialty drug list, you must
use a Specialty Pharmacy Network provider. Visit www.bcbst.com/rx for the drug list and a list of providers in this network. Cost
share listed is for the medication only; providers may bill additional charges for the administering of the drug under your medical benefi

Limitations and Exclusions. These pages summarize your health care plan benefits. Your Evidence of Coverage (EOC) defines the full

terms and conditions, limitations, and exclusions in greater detail. Should any questions arise concerning benefits, the EOC will govern.




Summary of Preventive Care Services
Covered at 100% In-Network

In-network preventive care services that are covered with no member cost share include, but are not limited to:

« Primary care services with an A or B recommendation by the United States Preventive Services Task Force (USPSTF)

« Immunizations recommended by the Advisory Committee on Immunization Practices that have been adopted by the

Centers for Disease Control and Prevention (CDC)

« Bright Futures recommendations for infants, children and adolescents that are supported by the Health Resources and Services Administration (HRSA)

« Preventive care and screening for women as provided in the guidelines supported by HRSA

The following preventive care services are covered (not an all-inclusive list). Coverage of some services may
depend on age and/or risk exposure.
All Members:

« One preventive health exam per annual benefit period. More frequent preventive exams are covered for children up to age 3.
« All standard immunizations adopted by the CDC

« Screening for colorectal cancer (age 45 — 75), high cholesterol and lipids (45 and older for women; 35 and older

for men), high blood pressure, obesity, diabetes, and depression (12 and older)

« Screening for lung cancer for adults (50 to 80) who have a 20 pack-year smoking history and either currently smoke

or have quit within the past 15 years, per annual benefit period

« Screening for HIV and certain sexually transmitted diseases, and counseling for the prevention of sexually transmitted diseases
« Screening and counseling in a primary care setting for alcohol misuse and tobacco use; alcohol misuse and

tobacco use limited to 8 visits per annual benefit period

« Dietary counseling for adults with hyperlipidemia, hypertension, type 2 diabetes, obesity, coronary artery disease

and congestive heart failure; limited to 12 visits per annual benefit period

« One retinopathy screening for diabetics per annual benefit period

* Hemoglobin A1C testing

* Well-woman visit, including annual sexually transmitted infection (STI) counseling and annual domestic violence

screening & counseling per annual benefit period

« Cervical cancer screening as deemed clinically appropriate by USPSTF and HRSA guidelines

« Screening of pregnant women for iron deficiency, bacteriuria, hepatitis B virus, Rh factor incompatibility, gestational diabetes

« Breastfeeding support/counseling & supplies, including lactation support services and counseling by a trained provider
and one breast pump per pregnancy

« Counseling for women at high risk of breast cancer for chemoprevention, including risks and benefits

« Mammography screening at age 40 and over, and genetic counseling and, if indicated after counseling, BRCA testing for BRCA breast
cancer gene

« Osteoporosis screening (age 60 or older)

« HPV testing as deemed clinically appropriate by USPSTF and HRSA guidelines

« FDA-approved contraceptive methods and counseling

Medical plan: Injectable or implantable contraceptives and barrier methods, sterilization for women

Rx plan: Generic oral & injectable contraceptives, vaginal contraceptive, patch, prescription emergency contraception

« Prostate cancer screening at age 50 and older
* One-time abdominal aortic aneurysm screening at age 65 — 75 (for men who have ever smoked)
Children:

« Newborn screening for hearing, phenylketonuria (PKU), thyroid disease, sickle cell anemia, and cystic fibrosis
« Development delays and autism screening
« Iron deficiency screening

« Vision screening



BlusCross BlueShisld of Tenneszes

1 Cameron Hill Circle | Chattanooga, TM 37402 | bebst.com

Blu=Cross BheShisid of Termessee [BlueCross) complies with
appicatie Federal owil nghis 'aws and does not natecn
the basis of race, ool natonal ag:.dsdﬂ o 50

Bluel ﬁﬁrnuhkmﬁe
Becaust of ace, oior, natonal ongin, Itnrsg:?r
BlueCross:

. mmw wi mi
DL
interpreiecs and [2) wemen informason in o
mameﬂ:mmm s,

. % # whose primary

WHMMWr:
H].wudmmwmamuner advisar
3t the number on S back of your Mesber |D card or cal
HDMH—BHG{T‘I‘!‘ mh.m or T11).

F you believe that Bleelress has failed to provide these
senvices of disoriminated in another way o the basis of
rAce, color, nations] age, dissbiliry or sex. you can
filz 3 grisvance “minztien Grievance”). For help
with pmpmdsﬁmﬁnng your Mondiscrimination
Grnarl:e_ 3 Consumer advisor at the number on
Member ID cand or call 1—Bﬂﬂ-555-91iﬂ

EI'T‘HLTth‘I B‘Iﬂ jwwrﬂt

ll‘n}‘. thhcnmmabm | DficeGHE

mh: Jm%‘é nlﬁn!m
e

umrhcwmc

%@wmm

T (TOD). Complaint forms aré available x
s gowiocrioficsleindex himl

Blw:mwd ennesses, Irr.. an Independent
Licensee of the BlaeCross BiweShicld Association.

Bluelross BleShisld of Teanesses is 3 Qualfied Health Flan
lsser i the Heaih Inswrance Marketiace.

ATENCION: suhﬂhﬁlﬂd.hne 5 diSpOSICiaN Senvicns gratuitos de asisenca
Si usted es membm, lame d mmtﬁmdemenuunamlerrbmsquefgm
identicacion de Miembro o 2 1-800-585-3140 (TTY: 1-400-B48-0258).

B T
A1-B00-5E-0208 - s ) 1005050140 i 5 i il pbe o gl vl kil e 1

I:IEE'EiB’I% !'&“ﬁ'i‘l‘lﬁl“bme.mm [ MR (TTY) 8005480094
%’:{, nllhtz ﬁ#ﬂdﬂgﬁﬂ w"hq'- v&?ﬁtmm rﬁHwﬂh mw].um: 1-500- 2655140

e | uaﬂu:— TE, Fo E e AN REE &Y 5 LaliD
’tt éw: l: its B3R UK hHA HEHE T 1500-565-9140TTY: 1-500-585-0298)

ATHW.EMWW.EME&@I@MMMHMM
Sivous étes adhérent, e numéno du Service adnérents indiqué au dos de votre cane dassund athéent
cu appekez e (TTYIATS - 1-800-548-0798)

Trigee: taoe ey

auengn, ot murTe o
W THMN% o fru'.l = B 18005855140

FhoE hmmmmmmw o, PTHRY s
mwm-mmunmmammmuwmmmﬂr
TTY: 1-B00-B48-0758) piew=

mtmh}ﬂad&

ACHTUNG: Wenn Sie Deutsch stzhen [hnen kosenks EMWHW
Falls Sie en sind, nufen demmwmm#hmh

oder 1 1E0 (T 1-B00-828-0298) an

st oL o8 Sphr] wim o & [ s s s e wE Gl
hmemmmmxﬂwﬂwtmuﬂhmh“ﬂ 1-500-565-0440 [TTY: 1-500-848-0298) wi
¥l L

HRRE E#I!'I d4a. mHoRERE WERHET

aAOnER -Fnll:!lwt: Egluwa?mm

(TTY: $-B00-848-0058) ERMCT MR

PALINAWL mwuurmog mlunmgumtng Mg serbisyt ng tuiong 33 wial rang
Serbisyo 53 Miyembro na nasa lied Kadeg D
% ﬁ! HIEEE L P fyong Kardng 1L ng

Mlﬂﬂnbmoni

mRimemRaemiasnf 5T WA A T
mmmifsrﬁmtgwxﬂ gﬁﬁqmmn1ms—%ﬂum:m
T A TR

BHUMSHME Erng s roscpems 53 py00icM R3HEE, TO BaW Q0CTyn-e Seoonat-ue yomme nepesass.

Ewhmgmmmummuﬁm}umumlwmmm'

ofipaTaon croposs EESTHRMELIOHROH K3OTH VITHHKE, W TI0 FOMEDY

[TTY: 1-500-B26-0258).

r*-*)!l-l- "Jdﬁ-‘J'—'.-Pﬂ.;“_,'-':ﬁ“'—a o b e B ‘h.v
20 E g 0 «_.ujl..mh.ﬂ.lhl}l.. .:n‘,..:tﬂ:

n'rﬂmn—um]t—maa&f

ki disponi grats pou ou

i E'mmﬂhﬁﬂn oo Mlanm ou an oswa 1-800-5E5-2140

5i ou 3e yon manm, rele nimews sou o hat |

Wﬁﬁhmnmwm matesz skarzysiad £ bezphanie) pomocy jezjkows).

Immim wwma&mn&ememmmmwmmmm

!-ENCA'.'I encontram-5e deponivers senicos linguigioos,
l:amsumm mnmhnﬁmgcmﬂm u‘m o3 l-hmﬁhmhmwﬁm
cartio de i o mambro ou para 1-800-865-9140 [TTY: 1-&00-54-&293&

AmEhmhmpmulwmmdl bl servizi d assisenza inguisicy gratus.
5lll.l'll'l'll‘l'l'll'l:lm mrnﬂlm;:n &%mulmwh&ammw
membra oppure i ml-m-mmrm

oii b:l.;h ninizin: D s3ad bee yinit'oo Diné Bizaad, saad bee dka'Bnida'swo'des’, v'as miceh, &
Naalmnm.hee né ha'diréegn, Naalzoos B4 Hada'dit'éhigii ninaaltzoos mithizi bee néchozinigi

bine'dés”’ Naalsoos B2 Hada'di ii Bee Aka'anida'awo’ bibdésh boe hane bi2gl bee hodilnth
doodapo 1-800 -585-5140 (Doo Adinits'agddgo q TTY: 1-500-848-0238) bee hadilingh.



	PPO No OV Copay

