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MASSACHUSETTS

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
Blue Care® Elect $250 Deductible:

Coverage Period: on or after 07/01/2021

City of Boston PPO Coverage for: Individual and Family | Plan Type: PPO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share

“ the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is only
~asummary. For more information about your coverage, or to get a copy of the complete terms of coverage, see www.boston.gov/city-workers . For general

definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary. You can

view the Glossary at bluecrossma.com/sbcglossary or call 1-888-714-0189 to request a copy.

What is the overall

Important Questions m Why This Matters:

$250 member / $500 family in-
network; $350 member / $875

Generally, you must pay all of the costs from providers up to the deductible amount before this plan
begins to pay. If you have other family members on the plan, each family member must meet their own

health services, therapy visits.

deductible? : individual deductible until the total amount of deductible expenses paid by all family members meets

family out-of-network. . )
the overall family deductible.
. Yes. In-network preventive and This plan covers some items and services even if you haven't yet met the deductible amount. But a

Are there services s . . . . . :
prenatal care, prescription drugs, | copayment or coinsurance may apply. For example, this plan covers certain preventive services without

covered before you meet N . ) , , .

your deductible? most office visits, most mental cost sharing and before you meet your deductible. See a list of covered preventive services at

https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other
deductibles for specific
services?

No.

You don’t have to meet deductibles for specific services.

What is the out-of-pocket
limit for this plan?

$4,500 member / $9,000 family in-
network; $4,500 member / $9,000
family out-of-network.

The out-of-pocket limit is the most you could pay in a year for covered services. If you have other family
members in this plan, they have to meet their own out-of-pocket limits until the overall family out-of-
pocket limit has been met.

What is not included in
the out-of-pocket limit?

Premiums, balance-billing charges,
and health care this plan doesn't
cover.

Even though you pay these expenses, they don't count toward the out-of-pocket limit.

Will you pay less if you
use a network provider?

Yes. See
bluecrossma.com/findadoctor or
call the Member Service number
on your ID card for a list of network

This plan uses a provider network. You will pay less if you use a provider in the plan’s network. You will
pay the most if you use an out-of-network provider, and you might receive a bill from a provider for the
difference between the provider's charge and what your plan pays (balance billing). Be aware, your
network provider might use an out-of-network provider for some services (such as lab work). Check

providers.

with your provider before you get services.

Do you need a referral to
see a specialist?

No.

You can see the specialist you choose without a referral.
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44 All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

In-Network Out-of-Network Limitations, Exceptions, & Other

Common Medical Event Services You May Need (You will pay the (You will pay the Important Information

least) most)

Deductible applies first for out-of-
network; family or general practitioner,
internist, OB/GYN physician,
pediatrician, geriatric specialist, nurse
Primary care visit to treat an injury or illness $20 / visit 20% coinsurance midwife, limited services clinic, multi-
specialty provider group, or by a
physician assistant or nurse
practitioner designated as primary
care

If you visit a health care 20% coinsurance: Deductible applies first for out-of-
provider’s office or clinic $35/ visit; $35 / 0 TS network; includes physician assistant

e o
Specialist visit chiropractor visit 20/.° w/ or nurse practitioner designated as
chiropractor visit :
specialty care

Deductible applies first for out-of-
network; limited to age-based
schedule and / or frequency. You may
Preventive care/screening/immunization No charge 20% coinsurance have to pay for services that aren't
preventive. Ask your provider if the
services needed are preventive. Then
check what your plan will pay for.

Deductible applies first; pre-

, : o i
Diagnostic test (x-ray, blood work) No charge 20% coinsurance authorization may be required
Deductible applies first; copayment
If you have a test applies per category of test / day;
Imaging (CT/PET scans, MRIs) $100 20% coinsurance copayment limited to $100 per

member per plan year; pre-
authorization may be required
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Common Medical Event

Services You May Need

In-Network
(You will pay the

What You Will Pay

Out-of-Network
(You will pay the

Limitations, Exceptions, & Other
Important Information

If you need drugs to treat
your illness or condition
More information about
prescription drug coverage
is available at
bluecrossma.com/medicati
ons

least)
$10 / retail supply or

most)

Generic drugs $20 / mail order Not covered
supply Up to 30-day retail (90-day mail order)
$30 / retail supply or supply; cost share may be waived for
Preferred brand drugs $60 / mail order Not covered certain covered drugs and supplies;
supply _ pre-authorization required for certain
$55 / retail supply or drugs
Non-preferred brand drugs $135 mail order Not covered
supply
Applicable cost share When obtained from a designated
Specialty drugs (generic, preferred, Not covered specialty pharmacy; pre-authorization

non-preferred)

required for certain drugs

If you have outpatient
surgery

Facility fee (e.g., ambulatory surgery center)

$100 / outpatient
admission

20% coinsurance

Deductible applies first; copayment

limited to $100 per member per plan

year; pre-authorization required for
certain services

Physician/surgeon fees

No charge

20% coinsurance

Deductible applies first; pre-
authorization required for certain
services

If you need immediate
medical attention

Emergency room care

Emergency medical transportation

$100 / visit

No charge

$100 / visit

No charge

In-network deductible applies first for
in-network and out-of-network
services; copayment waived if

admitted or for observation stay

In-network deductible applies first for
in-network and out-of-network

services

Urgent care

$35/ visit

20% coinsurance

Deductible applies first for out-of-
network
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What You Will Pay

In-Network Out-of-Network Limitations, Exceptions, & Other

Common Medical Event Services You May Need .
CalEY 1268 TORRY (You will pay the | (You will pay the Important Information

least) most)

Deductible applies first; copayment

Facility fee (e.g., hospital room) $100 / admission 20% coinsurance limited to $100 per member per plan
If you have a hospital stay year; pre-authorization required
Physician/surgeon fees No charge 20% coinsurance Deductible applies first, pre-

authorization required

Deductible applies first for out-of-
Outpatient services $20 / visit 20% coinsurance network; pre-authorization required for
certain services

Deductible applies first for out-of-

If you need mental health,
behavioral health, or
substance abuse services

Inpatient services No charge 20% coinsurance network; pre-authorization required for
certain services

Office visits v No charge  20% coinsurance Deductible applies first except for in-

Childbirth/delivery professional services v No charge ~ 20% coinsurance network prenatal care; copayment

limited to $100 per member per plan
year; cost sharing does not apply for
in-network preventive services;
Childbirth/delivery facility services $100 / admission 20% coinsurance maternity care may include tests and
services described elsewhere in the
SBC (i.e. ultrasound)

If you are pregnant
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Common Medical Event

Services You May Need

In-Network
(You will pay the

What You Will Pay

Out-of-Network
(You will pay the

Limitations, Exceptions, & Other
Important Information

If you need help recovering
or have other special health
needs

Home health care

Rehabilitation services

Habilitation services

least)

No charge

$20 / visit

$20 / visit

most)

20% coinsurance

20% coinsurance

20% coinsurance

Deductible applies first; pre-
authorization required

Deductible applies first for out-of-
network; limited to 100 visits per plan
year (other than for autism, home
health care, and speech therapy)

Deductible applies first for out-of-
network; rehabilitation therapy
coverage limits apply; cost share and
coverage limits waived for early
intervention services for eligible
children

Skilled nursing care

$100 / admission

20% coinsurance

Deductible applies first; limited to 100
days per plan year; copayment limited
to $100 per member per plan year;
pre-authorization required

Durable medical equipment

Hospice services

No charge

No charge

20% coinsurance

20% coinsurance

Deductible applies first; in-network
cost share waived for one breast
pump per birth
Deductible applies first; pre-
authorization required for certain
services

If your child needs dental
or eye care

Children’s eye exam

Children’s glasses

Children’s dental check-up

No charge

Not covered
No charge for

members with a cleft

palate / cleft lip
condition

20% coinsurance

Not covered

20% coinsurance for
members with a cleft

palate / cleft lip
condition

Deductible applies first for out-of-
network; limited to one exam every 24
months

None

Deductible applies first for out-of-
network; limited to members under
age 18
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Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)
e Acupuncture e Cosmetic surgery
e Children's glasses e Dental care (Adult)

e Long-term care
e Private-duty nursing
Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Bariatric surgery o Infertility treatment
e Chiropractic care

e Routine foot care (only for patients with systemic

o Non-emergency care when traveling outside the circulatory disease)
e Hearing aids ($2,000 per ear every 36 months for U.S. e Weight loss programs ($150 per calendar year per
members age 21 or younger) e Routine eye care - adult (one exam every 24 policy)
months)
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: the
U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform and the U.S. Department of Health and
Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov. Your state insurance department might also be able to help. If you are a Massachusetts resident, you can
contact the Massachusetts Division of Insurance at 1-877-563-4467 or www.mass.gov/doi. Other coverage options may be available to you too, including buying individual
insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596. For more
information about possibly buying individual coverage through a state exchange, you can contact your state’s marketplace, if applicable. If you are a Massachusetts resident,
contact the Massachusetts Health Connector by visiting www.mahealthconnector.org. For more information on your rights to continue your employer coverage, contact your
plan sponsor. (A plan sponsor is usually the member’s employer or organization that provides group health coverage to the member.)

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide
complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, call
1-888-714-0189 or contact your plan sponsor. (A plan sponsor is usually the member’s employer or organization that provides group health coverage to the member.)

Does this plan provide Minimum Essential Coverage? Yes.
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP,
TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet the Minimum Value Standards? Yes.
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Disclaimer: This document contains only a partial description of the benefits, limitations, exclusions and other provisions of this health care plan. It is not a policy. It is a
general overview only. It does not provide all the details of this coverage, including benefits, exclusions and policy limitations. In the event there are discrepancies between
this document and the policy, the terms and conditions of the policy will govern.

To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different

ol

A

Peg is Having a Baby

(9 months of in-network prenatal care and a hospital

Managing Joe's Type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts
(deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might
pay under different health plans. Please note these coverage examples are based on self-only coverage.

Mia’s Simple Fracture
(in-network emergency room visit and follow-up

delivery)
mThe plan’s overall deductible $250
mDelivery fee copay $0
mFacility fee copay $100
mDiagnostic tests copay $0

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ulrasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost $12,700
In this example, Peg would pay:
Cost Sharing
Deductibles $250
Copayments $100
Coinsurance $0
What isn't covered
Limits or exclusions $60
The total Peg would pay is $410

The plan would be responsible for the other costs of these EXAMPLE covered services.

® Registered Marks of the Blue Cross and Blue Shield Association. © 2021 Blue Cross and Blue Shield of Massachusetts, Inc., and Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.

mThe plan’s overall deductible $250
m Specialist visit copay $35
m Primary care visit copay $20
mDiagnostic tests copay $0

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing
Deductibles $100
Copayments $1,200
Coinsurance $0
What isn't covered
Limits or exclusions $20
The total Joe would pay is $1,320

care)
mThe plan’s overall deductible $250
m Specialist visit copay $35
mEmergency room copay $100
mAmbulance services copay $0

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $2,800
In this example, Mia would pay:

Cost Sharing
Deductibles $250
Copayments $200
Coinsurance $0

What isn't covered

Limits or exclusions $0
The total Mia would pay is $450
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* ' MCC COMPLIANCE

MASSACHUSETTS

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.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross and Blue Shield Association.
© 2021 Blue Cross and Blue Shield of Massachusetts, Inc., and Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
000488899 55-0647 (6/20)



¥

MASSACHUSETTS

NONDISCRIMINATION NOTICE

Blue Cross Blue Shield of Massachusetts complies with applicable federal civil rights
laws and does not discriminate on the basis of race, color, national origin, age, disability,
sex, sexual orientation, or gender identity. It does not exclude people or treat them
differently because of race, color, national origin, age, disability, sex, sexual orientation,

or gender identity.
e —

BLUE CROSS BLUE SHIELD
OF MASSACHUSETTS PROVIDES:

* Free aids and services to people with
disabilities to communicate effectively
with us, such as qualified sign language
interpreters and written information in other
formats (large print or other formats).

* Free language services to people whose
primary language is not English, such as
qualified interpreters and information written
in other languages.

If you need these services, call Member Service
at the number on your ID card.

If you believe that Blue Cross Blue Shield

of Massachusetts has failed to provide
these services or discriminated in another
way on the basis of race, color, national
origin, age, disability, sex, sexual orientation,
or gender identity, you can file a grievance
with the Civil Rights Coordinator by mail

at Civil Rights Coordinator, Blue Cross

Blue Shield of Massachusetts,

One Enterprise Drive, Quincy, MA 02171-2126;
phone at 1-800-472-2689 (TTY: 711),

fax at 1-617-246-3616; or email at
civilrightscoordinator@bcbsma.com.

If you need help filing a grievance, the Civil
Rights Coordinator is available to help you.

You can also file a civil rights complaint

with the U.S. Department of Health and

Human Services, Office for Civil Rights,

online at ocrportal.hhs.gov; by mail at U.S.
Department of Health and Human Services,
200 Independence Avenue, SW Room 509F,
HHH Building, Washington, DC 20201; by phone
at 1-800-368-1019 or 1-800-537-7697 (TDD).

Complaint forms are available at hhs.gov.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross and Blue Shield Association.
© 2021 Blue Cross and Blue Shield of Massachusetts, Inc., and Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.

000489593

55-1487 (6/20)
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* ' TRANSLATION RESOURCES
MASSACHUSETTS

PROFICIENCY OF LANGUAGE ASSISTANCE SERVICES

Spanish/Espafiol: ATENCION: Si habla espariol, tiene a su disposicion servicios gratuitos
de asistencia con el idioma. Llame al numero de Servicio al Cliente que figura en su tarjeta de
identificacion (TTY: 711).

Portuguese/Portugués: ATENCAO: Se fala portugués, sdo-Ine disponibilizados gratuitamente
senvicos de assisténcia de idiomas. Telefone para os Servicos aos Membros, atravées do ndmero Nno
seu cartéo ID (TTY: 711).

Chinese/BfERX: /T2 MNEEHHL, HATAIEEERFIRMES RS . B%RITE D * L8
SHBERS RRSEE (TTY S5 711) o

Haitian Creole/Kreyol Ayisyen: ATANSYON: Si ou pale kreyol ayisyen, sevis asistans nan lang
disponib pou ou gratis. Rele nimewo Sevis Manm nan ki sou kat Idantititkasyon w lan (Sevis pou
Malantandan TTY: 711).
Vietnamese/Tiéng Viét: LUU Y: Néu quy vi noi Tiéng Viét, cac dich vu hd trg ngdn nglr dugc cung cdp cho
quy vi mién phi. Goi cho Dich vu Hoi vién theo so6 trén thé ID cla quy vi (TTY: 711).
Russian/Pyccknin: BHIMAHWE: ecnu Bbl roBopuTe no-pycckiu, Bbl MOXKeTe BOCNOMNb30BaTbCA OeCnnaTHbIMU
yCnyramm nepeBoaumKa. [No3BoHUTe B OTAEN OOCNYXMBAHWA KIIMEHTOB MO HOMEPY, YKazaHHOMY B Baluel
naeHTMPUKaLUMoHHOW KapTe (Tenetann: 711).
Arabic/ ,::

sl jlaz) sk Bl e ssoobl 031 e clacyl Sloasy Jasl el deutlly Blows &gl Basludl Sloas 351 oy yll dilll oy S 13) ol

(711 TTY (Sl uall gail

Mon-Khmer, Cambodian/igi: MitjS&nnis LUfU’S ISHASunwmen g
[ﬁji“lijgtﬁ‘“lﬁflﬁﬁﬁ‘ﬁn‘j ni—ﬂmnmSﬁjﬁﬂijgnﬂ iy § i85 [g‘lfgﬁ[ﬁjﬁ UTIRAMEINS
[S‘Im}ﬁgﬁﬂﬂﬁjg‘l I;UC%Sﬁjﬁ'ﬁjﬁ (TTY: 711)7
French/Francais: ATTENTION : si vous parlez francais, des services d'assistance linguistique sont
disponibles gratuitement. Appelez le Service adhérents au numeéro indiqué sur votre carte d’assuré
(TTY : 711).

Italian/Italiano: ATTENZIONE: se parlate italiano, sono disponibili per voi servizi gratuiti di assistenza
linguistica. Chiamate il Servizio per i membri al numero riportato sulla vostra scheda identificativa

(TTY: 711).
Korean/et=01: =2|: ot0{E Aot = 42, 0] A& MHIAE FE22 0|35t =
USLICEH #Hate| D ZI=0ll s MSHSATY: 711)E AFSSH0] 3|) AH[A0 XSS AIL.

Greek/MPOXZOXH: Edv pidte EANANVIKG, SlatiBevTal yia oac umnpeciec YAwooIknG BoriBelac, Swpedv.
Kaléote tnVv Yrinpeoia Eumnpétnong MeAwv oTtov apiBud tng kaptag péhoug oag (ID Card) (TTY:711).

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association



Polish/Polski: UWAGA: Osoby postugujace sie jezykiem polskim mogg bezptatnie skorzystac z pomocy
jezykowej. Nalezy zadzwoni¢ do Dziatu obstugi ubezpieczonych pod numer podany na identyfikatorze
(TTY:711).

Hindi/f&: &ara & afe 3mg R g &, aF YT §8™dr J4am, 39 & Qv e
3y | TEET QaTHT F HUF WS, FE W /U 30 A T Fred Y @Laas.: 711),

Guijarati/aevaidl: 2l Ul 671 dH ASHRUAL BlAAL G, dl dHel AMISIA ASAAL QAL (AL et Guasy 69,
A1zl w518 Uz wilel vz uz Member Service A s1d 531 (TTY: 711).

Tagalog/Tagalog: PAUNAWA: Kung nagsasalita ka ng wikang Tagalog, mayroon kang magagamit na
mga libreng serbisyo para sa tulong sa wika. Tawagan ang Mga Serbisyo sa Miyembro sa numerong
nasa iyong ID Card (TTY: 711).

Japanese/BAEE: HHISHE HAEZPELICESHITENDSEB ) VARZA VAT —ERET
MAWERITEY, DA—RNICGRHOEZESZFERAL AV /N\——EREXTEERETZEN
(TTY: 711),

German/Deutsch: ACHTUNG: Wenn Sie Deutsche sprechen, steht Ihnen kostenlos fremdsprachliche
UnterstUtzung zur Verflgung. Rufen Sie den Mitgliederdienst unter der Nummer auf Ihrer ID-Karte an

(TTY: 711).

Persian/ .\

Sbs ) 0y 0 gotie I Lt b3S o8 et s GIK0) Sse 0 (G5 SeS leds ol )b Lot (35 S oo
(TTY: 711) 5,80 (led cliac) Sleasr (23 | ags

Lao/w9979290: 2001{F19: 1)9c39cH1WIF290L0, TNIOINWgoecTiDdIVWIZI ILIoS

VIO, ?mtmcdwu:)mDazmanmm)‘)@czn?mozaueﬂvuoaagmw (TTY: 711),

Navajo/Diné Bizaad: BAA AKOHWIINDZIN DOOIGI: Diné k’ehji yanitt’i’go saad bee yat’i> éi

t’a4jiik’e bee nikd’a’doowotgo éi nd’ahoot’1i’. Dii bee anitahigi ninaaltsoos bine’déé’ nbomba bikd’igiiji’

béésh bee hodiilnih (TTY: 711).

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross and Blue Shield Association.
© 2021 Blue Cross and Blue Shield of Massachusetts, Inc., and Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
000489691 55-1493 (3/21)



