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first day of the grace period, subject to Your continued obligation to pay premiums for the first thirty 
days of the grace period, and You potentially will be subject to billing from health care providers for 
unpaid claims for services rendered after the first thirty days of the grace period. 

10. The amount which We reimburse an In-Network Provider furnishing a Medically Necessary Covered 
Service through telehealth will be the same as if the service was provided in person by the Provider. 

Regence BlueShield complies with all state and federal requirements regarding COVID-19.  The changes 
to Your Policy or Booklet outlined by this endorsement will remain in effect until the underlying 
Proclamation or Emergency Order expires without extension, is rescinded, or is further modified by the 
Governor of the State of Washington or the Office of Insurance Commissioner of the State of Washington. 

For more information, call Customer Service at the number listed in Your Policy or Booklet or visit 
regence.com. 

 

All other terms and conditions of Your Policy or Booklet remain unchanged. 

IN WITNESS WHEREOF, We, by Our duly authorized officer, have executed this Endorsement. 
 

 
 
Tim Lieb 
President 
Regence BlueShield 
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Understanding Your Benefits 
This section provides information to help You understand the terms Maximum Benefits, Deductibles, 
Copayments, Coinsurance and Out-of-Pocket Maximum.  These terms are types of cost-sharing specific 
to Your benefits.  You will need to refer to the Medical Benefits and Prescription Medications Sections to 
see what Your benefits are. 

MAXIMUM BENEFITS 
Some Covered Services may have a specific Maximum Benefit.  Those Covered Services will be provided 
until the specified Maximum Benefit (which may be a number of days, visits, services, supplies, dollar 
amount or specified time period) has been reached.  Refer to the benefits sections to determine if a 
Covered Service has a specific Maximum Benefit. 

You will be responsible for the total billed charges for Covered Services that are in excess of any 
Maximum Benefits.  You will also be responsible for charges for any other services or supplies not 
covered by this plan, regardless of the Provider rendering such services or supplies. 

DEDUCTIBLES 
The Deductible is the amount You must pay each Calendar Year before We will provide payments for 
Covered Services.  The Deductible is satisfied by incurring a specific amount of expense for Covered 
Services during the Calendar Year for which the Allowed Amounts total the Deductible. 

The Family Deductible is satisfied when the Family Members' Allowed Amounts for Covered Services for 
that Calendar Year total and meet the Family Deductible amount.  However, no one Member will be 
required to meet more than the individual Deductible amount toward the Family Deductible in a Calendar 
Year. 

We do not pay for services applied toward the Deductible.  Refer to the benefits sections to see what 
Covered Services are subject to the Deductible.  Except as specifically noted otherwise, any amounts 
You pay for non-Covered Services, Copayments or amounts in excess of the Allowed Amount do not 
apply toward the Deductible. 

COPAYMENTS 
Copayments are a specific dollar amount that You pay directly to the Provider at the time You receive a 
specified service.  A Provider may or may not request any applicable Copayment at the time of service.  
Refer to the benefit sections to see what Covered Services are subject to a Copayment. 

COINSURANCE (PERCENTAGE YOU PAY) 
Your Coinsurance is the percentage You pay when Our payment is less than 100 percent.  The 
Coinsurance varies, depending on the service or supply You received and who rendered it.  Your 
Coinsurance applies once You have satisfied the Deductible and/or any applicable Copayment for 
Covered Services up to any Maximum Benefit.  Your Coinsurance will be based upon the lesser of either 
the billed charges or the Allowed Amount.  We do not reimburse Providers for charges above the Allowed 
Amount. 

A preferred or participating Provider will not charge You for any balances for Covered Services beyond 
Your applicable Deductible, Copayment and/or Coinsurance amount.  Nonparticipating Providers may bill 
You for any balances over Our payment level in addition to any Deductible, Copayment and/or 
Coinsurance amount (referred to as balance billing). 
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BALANCE BILLING 
Balance billing occurs when You are billed for balances beyond any Deductible, Copayment and/or 
Coinsurance for Covered Services provided to You by a nonparticipating Provider when the 
nonparticipating Provider's billed amount is not fully reimbursed by Us.  You will not be balance billed for 
emergency services or for certain non-emergency surgical or ancillary services provided by a 
nonparticipating Provider at a preferred or participating Hospital or Ambulatory Surgical Center.  Non-
emergency surgical or ancillary services include anesthesiology, pathology, radiology, laboratory, 
hospitalist, or surgical services.  Any amounts You pay for emergency services or for non-emergency 
surgical or ancillary services will count toward Your Deductible and Out-of-Pocket Maximum. 

OUT-OF-POCKET MAXIMUM 
The Out-of-Pocket Maximum is the maximum amount You could pay in a Calendar Year for Covered 
Services.  The Out-of-Pocket Maximum is satisfied by Your payments of Deductible, Copayments and 
Coinsurance, unless specified otherwise. 

The Family Out-of-Pocket Maximum is satisfied when the Family Members' Deductibles, Copayments and 
Coinsurance for Covered Services for that Calendar Year total and meet the Family Out-of-Pocket 
Maximum amount.  However, no one Member will be required to meet more than the individual Out-of-
Pocket Maximum amount toward the Family Out-of-Pocket Maximum in a Calendar Year. 

Any amounts You pay for non-Covered Services or amounts in excess of the Allowed Amount do not 
apply toward the Out-of-Pocket Maximum.  Further, any reduction in Your Copayment and/or 
Coinsurance for Prescription Medications resulting from the use of a drug manufacturer coupon may not 
apply toward the Out-of-Pocket Maximum.  You will continue to be responsible for amounts that do not 
apply toward the Out-of-Pocket Maximum, even after You reach the Out-of-Pocket Maximum. 

Once You reach the Out-of-Pocket Maximum, benefits subject to the Out-of-Pocket Maximum will be paid 
at 100 percent of the Allowed Amount for the remainder of the Calendar Year.  The Coinsurance does not 
change to a higher payment level or apply to the Out-of-Pocket Maximum for some benefits.  Refer to the 
benefit sections to determine if a Covered Service does not apply to the Out-of-Pocket Maximum. 

HOW CALENDAR YEAR BENEFITS RENEW 
The Deductible, Out-of-Pocket Maximum and Maximum Benefits are calculated on a Calendar Year 
basis.  Each January 1, those Calendar Year maximums begin again.  Some benefits have a separate 
Maximum Benefit based upon a Member's Lifetime and do not renew every Calendar Year. 

The Contract is renewed each Contract Year.  A Contract Year is the 12-month period following either the 
Contract's original Effective Date or subsequent renewal date.  If Your Contract renews on a day other 
than January 1 of any year, any Deductible or Out-of-Pocket Maximum amounts You satisfied before the 
plan's renewal date will carry over into the next Contract Year.  If the Deductible and/or Out-of-Pocket 
Maximum amounts increase during the Calendar Year, You will need to meet the new requirement minus 
any amount already satisfied from the previous Contract during the same Calendar Year. 

PREVENTIVE VERSUS DIAGNOSTIC SERVICES 
Covered Services may be either preventive or diagnostic.  "Preventive" care is intended to prevent an 
Illness, Injury or to detect problems before symptoms are noticed.  "Diagnostic" care treats, investigates 
or diagnoses a condition by evaluating new symptoms, following up on abnormal test results or 
monitoring existing problems. 

Your Provider's classification of the service as either preventive or diagnostic and any other terms in this 
Booklet will determine the benefit that applies.  For example, colonoscopies and mammograms are 
covered in the Preventive Care and Immunizations benefit if Your Provider bills them as preventive and 
they fall within the recommendations identified in that benefit.  Otherwise, colonoscopies and 
mammograms are covered the same as any other Illness or Injury.  You may want to ask Your Provider 
why a Covered Service is being performed or requested. 

DRAFT



3 

100000069BMP25090R0121 

Medical Benefits 
This section explains Your benefits and cost-sharing responsibilities for Covered Services.  Referrals are 
not required before You can use any of the benefits of this coverage, including women's health care 
services.  Nothing contained in this Booklet is designed to restrict Your choice of Provider for care or 
treatment of an Illness or Injury.  All benefits are listed alphabetically, with the exception of Preventive 
Care and Immunizations, Office Visits, Upfront Benefits and Other Professional Services. 

Medical services and supplies must be Medically Necessary for the treatment of an Illness or Injury 
(except for any covered preventive care) and received from a Provider practicing within the scope of their 
license.  All covered benefits are subject to the limitations, exclusions and provisions of this plan.  In 
some cases, We may limit benefits or coverage to a less costly and Medically Necessary alternative item.  
A Health Intervention may be medically indicated or otherwise be Medically Necessary, yet not be a 
Covered Service.  See the Definitions Section for descriptions of Medically Necessary and the types of 
Providers who deliver Covered Services. 

If benefits change while You are in the Hospital (or any other facility as an inpatient), coverage will be 
provided based upon the benefit in effect when the stay began. 

Reimbursement may be available for new medical supplies, equipment, and devices You purchase from a 
Provider or from an approved Commercial Seller, even though that seller is not a Provider.  New medical 
supplies, equipment, and devices, such as a breast pump or wheelchair, purchased through an approved 
Commercial Seller are covered at the Category 1 benefit level, with reimbursement based on the lesser of 
either the amount paid to a preferred Provider for that item, or the retail market value for that item.  To 
learn more about how to access an approved Commercial Seller and reimbursable new retail medical 
supplies, equipment, and devices, visit Our Web site or contact Customer Service. 

If You choose to access new medical supplies, equipment, and devices through Our Web site, We may 
receive administrative fees or similar compensation from the Commercial Seller and/or You may receive 
discounts or coupons for Your purchases.  Any such discounts or coupons are complements to the group 
health plan, but are not insurance. 

PREAUTHORIZATION 
Some Covered Services may require preauthorization.  Those services require contracted Providers to 
obtain preauthorization from Us before providing such services to You.  You will not be penalized if the 
contracted Provider does not obtain preauthorization from Us in advance and the service is determined to 
be not covered. 

Non-contracted Providers are not required to obtain preauthorization from Us prior to providing services.  
You may be responsible for the cost of services provided by a non-contracted Provider if those services 
are not Medically Necessary or a Covered Service.  You may request that a non-contracted Provider 
preauthorize services on Your behalf to determine Medical Necessity prior to receiving those services. 

CALENDAR YEAR DEDUCTIBLES 
Per Member:  $250 
Per Family:  $500 

CALENDAR YEAR OUT-OF-POCKET MAXIMUM 
Per Member:  $2,500 
Per Family:  $5,000 
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PREVENTIVE CARE AND IMMUNIZATIONS 
Benefits will be covered if services are in accordance with age limits and frequency guidelines according 
to, and as recommended by, the United States Preventive Service Task Force (USPSTF), the Health 
Resources and Services Administration (HRSA), or by the Advisory Committee on Immunization 
Practices of the Centers for Disease Control and Prevention (CDC).  In the event any of these bodies 
adopts a new or revised recommendation, this plan has up to one year before coverage of the related 
services must be available and effective under this benefit. 

For a complete list of services covered under this benefit, including information about how to access an 
approved Commercial Seller, obtaining a breast pump and instructions for obtaining reimbursement for a 
new breast pump purchased from an approved Commercial Seller, retailer, or other entity that is not a 
Provider, visit Our Web site or contact Customer Service. 

If You choose to access new medical supplies, equipment, and devices through Our Web site, We may 
receive administrative fees or similar compensation from the Commercial Seller and/or You may receive 
discounts or coupons for Your purchases.  Any such discounts or coupons are complements to the group 
health plan, but are not insurance. 

All Food and Drug Administration (FDA) approved contraceptive drugs, devices, products and services 
are covered under the Reproductive Health Care Services benefit or the Prescription Medications benefit. 

NOTE:  Covered Services that do not meet these criteria (for example, diagnostic colonoscopies or 
diagnostic mammograms) will be covered the same as any other Illness or Injury.  For a list of Covered 
Services, including information about obtaining a new breast pump from an approved Commercial Seller, 
visit Our Web site or contact Customer Service. 

Preventive Care 
Category:  1 Category:  2 Category:  3 

Provider:  Preferred Provider:  Participating Provider:  Nonparticipating 

Payment:  No charge. Payment:  No charge. Payment:  After Deductible, You 
pay 30% of the Allowed Amount 
and You pay any balance of 
billed charges. 

Preventive care services provided by a professional Provider, facility or Retail Clinic such as: 

 routine physical examinations, well-baby care, women's care (including screening for gestational 
diabetes), and health screenings including screening for obesity in adults with a body mass index 
(BMI) of 30 kg/m2 or higher; 

 intensive multicomponent behavioral interventions for weight management; 
 Provider counseling and prescribed medications for tobacco use cessation; 
 preventive mammography services, including tomosynthesis; 
 depression screening for all adults, including screening for maternal depression; and 
 breastfeeding support and one new non-Hospital grade breast pump including its accompanying 

supplies per pregnancy, when obtained from a Provider (including a Durable Medical Equipment 
supplier), or a comparable new breast pump obtained from an approved Commercial Seller, even 
though that seller is not a Provider. 

Prostate cancer screening is covered when recommended by a Physician or Practitioner.  Covered 
Services for prostate cancer screening include digital rectal exams and prostate-specific antigen (PSA) 
tests. 

Category 3 outpatient radiology and laboratory services may be covered in the Upfront Benefits.  Once 
any Upfront Benefit limit is reached, preventive outpatient radiology and laboratory services will be 
covered as specified here. 
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Immunizations – Adult 
Category:  1 Category:  2 Category:  3 

Provider:  Preferred Provider:  Participating Provider:  Nonparticipating 

Payment:  No charge. Payment:  No charge. Payment:  After Deductible, You 
pay 30% of the Allowed Amount 
and You pay any balance of 
billed charges. 

Immunizations – Childhood (Through 18 Years of Age) 
Category:  1 Category:  2 Category:  3 

Provider:  Preferred Provider:  Participating Provider:  Nonparticipating 

Payment:  No charge. Payment:  No charge. Payment:  After Deductible, You 
pay 30% of the Allowed Amount 
and You pay any balance of 
billed charges. 

Expanded Immunizations 
Category:  1 Category:  2 Category:  3 

Provider:  Preferred Provider:  Participating Provider:  Nonparticipating 

Payment:  After Deductible, You 
pay 10% of the Allowed Amount. 

Payment:  After Deductible, You 
pay 30% of the Allowed Amount. 

Payment:  After Deductible, You 
pay 30% of the Allowed Amount 
and You pay any balance of 
billed charges. 

Immunizations that do not meet age limits and frequency guidelines according to, and as recommended 
by, the USPSTF, HRSA or by the CDC are covered.  Covered Services include immunizations for travel, 
occupation or residency in a foreign country.  Contact Customer Service to verify what expanded 
immunizations are covered. 

OFFICE OR URGENT CARE CENTER VISITS – ILLNESS OR INJURY 
Category:  1 Category:  2 Category:  3 

Provider:  Preferred Provider:  Participating Provider:  Nonparticipating 

Payment:  You pay $20 
Copayment per visit. 

Payment:  You pay $35 
Copayment per visit. 

Payment:  After Deductible, You 
pay 30% of the Allowed Amount 
and You pay any balance of 
billed charges. 

Office (including home and Hospital outpatient department) and urgent care center visits are covered for 
treatment of Illness or Injury.  Coverage does not include other professional services performed in the 
office or urgent care center that are specifically covered elsewhere in the Medical Benefits Section, 
including, but not limited to, separate Facility Fees or outpatient radiology and laboratory services billed in 
conjunction with the visit. 
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UPFRONT BENEFITS 
Outpatient Radiology and Laboratory Services 

Category:  1 Category:  2 Category:  3 

Provider:  Preferred Provider:  Participating Provider:  Nonparticipating 

Payment:  No charge. Payment:  No charge. Payment:  No charge up to the 
Allowed Amount and You pay 
any balance of billed charges. 

Limit:  $700 per Member per Calendar Year.  Once this limit is reached, radiology and laboratory 
services, including mammography, are covered elsewhere as specified in this Medical Benefits Section. 

Upfront Benefits for outpatient radiology and laboratory services are covered for treatment of Illness, 
Injury, Mental Health Condition or Substance Use Disorder. 

OTHER PROFESSIONAL SERVICES 
Category:  1 Category:  2 Category:  3 

Provider:  Preferred Provider:  Participating Provider:  Nonparticipating 

Payment:  After Deductible, You 
pay 10% of the Allowed Amount. 

Payment:  After Deductible, You 
pay 30% of the Allowed Amount. 

Payment:  After Deductible, You 
pay 30% of the Allowed Amount 
and may be balance billed. 

Services and supplies provided by a professional Provider are covered, subject to any specified limits as 
explained in the following paragraphs: 

Medical Services and Supplies 
Professional services, second opinions and supplies, including the services of a Provider whose opinion 
or advice is requested by the attending Provider.  Services and supplies also include those to treat a 
congenital anomaly, foot care associated with diabetes and Medically Necessary foot care obtained from 
a professional Provider due to hazards of a systemic condition causing severe circulatory dysfunction or 
diminished sensation in the legs or feet. 

Additionally, certain Medically Necessary supplies (for example, compression stockings, active wound 
care supplies and sterile gloves) that are new and obtained from an approved Commercial Seller.  
Benefits for eligible new supplies will be covered up to the Category 1 benefit level, with reimbursement 
based on the lesser of either the amount paid to a preferred Provider or the retail market value.  To verify 
eligible new medical supplies, find an approved Commercial Seller, instructions for claiming benefits or for 
additional information on Covered Services, visit Our Web site or contact Customer Service. 

Professional Inpatient 
Professional inpatient visits for treatment of Illness or Injury.  Surgical or ancillary services (including 
anesthesiology, pathology, radiology, laboratory, or hospitalist services) provided by a Category 2 or 3 
Provider at a Category 1 Hospital or Ambulatory Surgical Center are covered at the Category 1 benefit 
level.  Contact Customer Service for further information and guidance. 

Radiology and Laboratory 
Diagnostic services and outpatient complex imaging for treatment of Illness or Injury after any limit for 
Upfront Benefits is exhausted.  This includes Medically Necessary genetic testing, prostate screenings, 
colorectal laboratory tests and mammography services not covered in the Preventive Care and 
Immunizations benefit. 

"Outpatient complex imaging" means: 

 bone density screening; 
 computerized axial tomography (CT or CAT) scan; 
 magnetic resonance angiogram (MRA); 
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 magnetic resonance imaging (MRI); 
 positron emission tomography (PET); and 
 single photon emission computerized tomography (SPECT). 

Claims for independent clinical laboratory services will be submitted to the Blue plan in the locale in which 
the referring Provider is located, regardless of where the examination of the specimen occurred.  Refer to 
Your Blue plan network where the referring Provider is located for coverage of independent clinical 
laboratory services. 

Diagnostic Procedures 
Services for diagnostic procedures including services to diagnose infertility, cardiovascular testing, 
pulmonary function studies, stress tests, sleep studies and neurology/neuromuscular procedures. 

Surgical Services 
Surgical services and supplies including cochlear implants and the services of a surgeon, an assistant 
surgeon and an anesthesiologist.  Medical colonoscopies are also covered.  Preventive colonoscopies 
and colorectal cancer examinations are covered under the Preventive Care and Immunizations benefit. 

Therapeutic Injections 
Therapeutic injections and related supplies, including clotting factor products, when given in a 
professional Provider's office. 

A selected list of Self-Administrable Injectable Medications is covered in the Prescription Medications 
Section. 

ACUPUNCTURE 
Category:  1 Category:  2 Category:  3 

Provider:  Preferred Provider:  Participating Provider:  Nonparticipating 

Payment:  After Deductible, You 
pay 10% of the Allowed Amount. 

Payment:  After Deductible, You 
pay 30% of the Allowed Amount. 

Payment:  After Deductible, 
You pay 30% of the Allowed 
Amount and You pay any 
balance of billed charges. 

Limit:  12 visits per Member per Calendar Year 

Acupuncture visits are covered.  Acupuncture visits apply to the Maximum Benefit limit for these services, 
including acupuncture visits that are applied toward any Deductible.  For acupuncture to treat Substance 
Use Disorder Conditions, refer to the Substance Use Disorder Services benefit. 

AMBULANCE SERVICES 
Category:  All 

Provider:  All 

Payment:  After Deductible, You pay 10% of the Allowed Amount. 

Ambulance services to the nearest Hospital equipped to provide treatment are covered when any other 
form of transportation would endanger Your health and the transportation is not for personal or 
convenience purposes.  Covered Services include licensed ground and air ambulance Providers. 

Claims for ambulance services must include the locations You were transported to and from.  The claim 
should also show the date of service, the patient's name, the group and Your identification numbers. 
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APPROVED CLINICAL TRIALS 
If You are accepted as a trial participant in an Approved Clinical Trial, Your Routine Patient Costs in 
connection with an Approved Clinical Trial in which You are enrolled and participating are covered as 
specified in the Medical Benefits and Prescription Medications Sections.  If an Approved Clinical Trial is 
conducted outside Your state of residence, You may participate and benefits will be provided in 
accordance with the terms for other covered out-of-state care.  Additional specified limits are as further 
defined. 

Definitions 
The following definitions apply to this Approved Clinical Trials benefit: 

Approved Clinical Trial means a phase I, phase II, phase III or phase IV clinical trial conducted in relation 
to prevention, detection or treatment of cancer or other Life-threatening Condition and that is a study or 
investigation: 

 approved or funded by one or more of: 

- the National Institutes of Health (NIH), the CDC, the Agency for Health Care Research and 
Quality, the Centers for Medicare & Medicaid or a cooperative group or center of any of those 
entities, or a cooperative group or center of the Department of Defense (DOD) or the Department 
of Veteran's Affairs (VA); 

- a qualified non-governmental research entity identified in guidelines issued by the NIH for center 
approval grants; or 

- the VA, DOD or Department of Energy, provided it is reviewed and approved through a peer 
review system that the Department of Health and Human Services has determined both is 
comparable to that of the NIH and assures unbiased review of the highest scientific standards by 
qualified individuals without an interest in the outcome of the review. 

 conducted under an investigational new drug application reviewed by the FDA or that is a drug trial 
exempt from having an investigational new drug application. 

Life-threatening Condition means a disease or condition from which the likelihood of death is probable 
unless the course of the disease or condition is interrupted. 

Routine Patient Costs means items and services that typically are Covered Services for a Member not 
enrolled in a clinical trial, but do not include: 

 an Investigational item, device or service that is the subject of the Approved Clinical Trial; 
 items and services provided solely to satisfy data collection and analysis needs and not used in the 

direct clinical management of the Member; or 
 a service that is clearly inconsistent with widely accepted and established standards of care for the 

particular diagnosis. 

BLOOD BANK 
Category:  All 

Provider:  All 

Payment:  After Deductible, You pay 10% of the Allowed Amount. 

Services and supplies of a blood bank are covered, excluding storage costs. 
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DENTAL HOSPITALIZATION 
Category:  1 Category:  2 Category:  3 

Provider:  Preferred Provider:  Participating Provider:  Nonparticipating 

Payment:  After Deductible, You 
pay 10% of the Allowed Amount. 

Payment:  After Deductible, You 
pay 30% of the Allowed Amount. 

Payment:  After Deductible, 
You pay 30% of the Allowed 
Amount and You pay any 
balance of billed charges. 

Hospitalization for Dental Services is covered.  Covered Services include inpatient and outpatient 
services and supplies (including anesthesia) at an Ambulatory Surgical Center or Hospital, if 
hospitalization is necessary to safeguard Your health because treatment in a dental office would be 
neither safe nor effective. 

DETOXIFICATION 
Category:  1 Category:  2 Category:  3 

Provider:  Preferred Provider:  Participating Provider:  Nonparticipating 

Payment:  After Deductible, You 
pay 10% of the Allowed Amount. 

Payment:  After Deductible, You 
pay 10% of the Allowed Amount. 

Payment:  After Deductible, 
You pay 10% of the Allowed 
Amount and You pay any 
balance of billed charges. 

DIABETIC EDUCATION 
Category:  1 Category:  2 Category:  3 

Provider:  Preferred Provider:  Participating Provider:  Nonparticipating 

Payment:  After Deductible, You 
pay 10% of the Allowed Amount. 

Payment:  After Deductible, You 
pay 30% of the Allowed Amount. 

Payment:  After Deductible, 
You pay 30% of the Allowed 
Amount and You pay any 
balance of billed charges. 

Services and supplies for diabetic self-management training and education are covered.  Diabetic 
nutritional counseling and nutritional therapy are covered in the Nutritional Counseling benefit. 

DIALYSIS 
Inpatient 

Category:  1 Category:  2 Category:  3 

Provider:  Preferred Provider:  Participating Provider:  Nonparticipating 

Payment:  After Deductible, You 
pay 10% of the Allowed Amount. 

Payment:  After Deductible, You 
pay 30% of the Allowed Amount. 

Payment:  After Deductible, 
You pay 30% of the Allowed 
Amount and You pay any 
balance of billed charges. 

Inpatient services and supplies for dialysis are covered. 
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Outpatient Initial Treatment Period 
Category:  1 Category:  2 Category:  3 

Provider:  Preferred Provider:  Participating Provider:  Nonparticipating 

Payment:  After Deductible, You 
pay 10% of the Allowed Amount. 

Payment:  After Deductible, You 
pay 30% of the Allowed Amount. 

Payment:  After Deductible, 
You pay 30% of the Allowed 
Amount and You pay any 
balance of billed charges. 

Hemodialysis, peritoneal dialysis and hemofiltration and home services and supplies are covered for an 
initial treatment period when Your Physician prescribes outpatient dialysis, regardless of Your diagnosis.  
An initial treatment period is 120 days, measured from the first day You receive dialysis treatment.  This 
initial treatment period benefit is available once for each course of continuous or related dialysis care, 
even if that course of treatment spans two or more Calendar Years. 

Outpatient Supplemental Treatment Period (Following Initial Treatment Period) 
Category:  1 Category:  2 Category:  3 

Provider:  Preferred Provider:  Participating Provider:  Nonparticipating 

Payment:  No charge even if 
You have not met Your Out-of-
Pocket Maximum, and You are 
not responsible for any balance.  
We pay 125% of the Medicare 
allowed amount at time of 
service. 

Payment:  No charge even if 
You have not met Your Out-of-
Pocket Maximum, and You are 
not responsible for any balance.  
We pay 125% of the Medicare 
allowed amount at time of 
service. 

Payment:  We pay 125% of the 
Medicare allowed amount at the 
time of service. 

If You are enrolled in Medicare 
Part B, You pay nothing at 
Providers that have agreed to 
accept assignments of Medicare 
benefits. 

If You are not enrolled in 
Medicare Part B, You pay the 
balance of billed charges, which 
will not apply toward the Out-of-
Pocket Maximum. 

Outpatient hemodialysis, peritoneal dialysis and hemofiltration services and supplies are covered 
beginning the first day following completion of the initial treatment period when Your Physician prescribes 
outpatient dialysis, regardless of Your diagnosis, for a period that is longer than the initial treatment 
period.  Your kidney diagnosis may make You Medicare-eligible and, if You are enrolled in additional 
Medicare Part B on any basis and receive dialysis from a Medicare-participating Provider, You may not 
be responsible for additional out-of-pocket expenses. 

In addition, a Member receiving supplemental dialysis is eligible to have Medicare Part A and Part B 
premiums reimbursed as an eligible expense for the duration of the Member's dialysis treatment, as long 
as the Member continues to be enrolled in Medicare Part A and Part B and continues to be eligible for 
coverage under the Contract.  Proof of payment of the Medicare Part A and Part B premium will be 
required prior to reimbursement. 

"Medicare allowed amount" is the amount that a Medicare-contracted Provider agrees to accept as full 
payment for a Covered Service.  This is also referred to as the Provider accepting Medicare assignment. 
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DURABLE MEDICAL EQUIPMENT 
Category:  1 Category:  2 Category:  3 

Provider:  Preferred Provider:  Participating Provider:  Nonparticipating 

Payment:  After Deductible, You 
pay 10% of the Allowed Amount. 

Payment:  After Deductible, You 
pay 30% of the Allowed Amount. 

Payment:  After Deductible, 
You pay 30% of the Allowed 
Amount and You pay any 
balance of billed charges. 

Durable Medical Equipment is covered, including, but not limited to, oxygen equipment, wheelchairs and 
supplies or equipment associated with diabetes (such as insulin pumps and continuous glucose monitors, 
and their supplies).  Applicable sales tax for Durable Medical Equipment and mobility enhancing 
equipment is also covered. 

Reimbursement may also be available for new Durable Medical Equipment when obtained from an 
approved Commercial Seller, even though this entity is not a Provider.  Eligible new Durable Medical 
Equipment purchased through an approved Commercial Seller is covered at the Category 1 Provider 
level, with Your reimbursement based on the lesser of either the amount paid to a preferred Provider for 
that item or the retail market value for that item.  Claims for the purchase of Durable Medical Equipment 
will be submitted to this plan in the locale in which the equipment was received.  To find ways to access 
new Durable Medical Equipment, including how to access an approved Commercial Seller, visit Our Web 
site or contact Customer Service.  If You choose to access new Durable Medical Equipment through Our 
Web site, We may receive administrative fees or similar compensation from the Commercial Seller and/or 
You may receive discounts or coupons for Your purchases.  Any such discounts or coupons are 
complements to the Group health plan, but are not insurance. 

Claims for the purchase of Durable Medical Equipment will be submitted to the Blue plan in the locale in 
which the equipment was received.  Durable Medical Equipment is received where it is purchased at retail 
or, if shipped, where the Durable Medical Equipment is shipped to.  Refer to Your Blue plan network 
where supplies were received for coverage of shipped Durable Medical Equipment. 

EMERGENCY ROOM (INCLUDING PROFESSIONAL CHARGES) 
Category:  1 Category:  2 Category:  3 

Provider:  Preferred Provider:  Participating Provider:  Nonparticipating 

Payment:  You pay $250 
Copayment per visit and after 
Deductible, You pay 10% of the 
Allowed Amount.  This 
Copayment applies to the facility 
charge, whether or not You have 
met the Deductible.  However, 
this Copayment is waived when 
You are admitted directly from 
the emergency room to the 
Hospital or any other facility on 
an inpatient basis. 

Payment:  You pay $250 
Copayment per visit and after 
Deductible, You pay 10% of the 
Allowed Amount.  This 
Copayment applies to the facility 
charge, whether or not You have 
met the Deductible.  However, 
this Copayment is waived when 
You are admitted directly from 
the emergency room to the 
Hospital or any other facility on 
an inpatient basis. 

Payment:  You pay $250 
Copayment per visit and after 
Deductible, You pay 10% of the 
Allowed Amount.  This 
Copayment applies to the facility 
charge, whether or not You have 
met the Deductible.  However, 
this Copayment is waived when 
You are admitted directly from 
the emergency room to the 
Hospital or any other facility on 
an inpatient basis. 

Emergency room services and supplies are covered, including outpatient charges for patient observation, 
medical screening examinations and treatment, routinely available ancillary evaluative services, and 
Medically Necessary detoxification services that are required for the stabilization of a patient experiencing 
an Emergency Medical Condition. 

"Stabilization" means to provide Medically Necessary treatment: 

 to assure, within reasonable medical probability, no material deterioration of an Emergency Medical 
Condition is likely to occur during or to result from, the transfer of the Member from a facility; and 
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 in the case of a covered female Member, who is pregnant, to perform the delivery (including the 
placenta). 

If You are admitted to a participating or nonparticipating Hospital directly from the emergency room, 
services will be covered at the Category 1 benefit level.  If services were not covered at the Category 1 
benefit level, contact Customer Service for an adjustment to Your claims. 

GENE THERAPY AND ADOPTIVE CELLULAR THERAPY 
Provider:  Centers of Excellence Provider:  All Other Providers 

Payment:  After Deductible, You pay 10% of the 
Allowed Amount. 

Payment:  You pay 100% of the billed charges. 
Your payment will not be applied toward any 
Deductible or Out-of-Pocket Maximum. 

If You fulfill Medical Necessity criteria and receive therapy from a Provider expressly identified by Us as a 
Centers of Excellence (COE) for that therapy, gene therapies and/or adoptive cellular therapies and 
associated Medically Necessary Covered Services are covered under this benefit.  However, if a COE 
has not been identified for a covered gene therapy and/or adoptive cellular therapy, that therapy must be 
received from a preferred or participating Provider to be covered at the COE benefit level.  Contact 
Customer Service for a current list of covered gene and cellular therapies and/or to identify a COE. 

Travel Expenses 
Payment:  After Deductible, You pay 100% of billed charges.  Your payment may be reimbursed up to 
the travel expense limit. 

Limit:  $7,500 per Member per course of treatment, including companion(s), for transportation, lodging 
and meal expenses.  Additional limitations included below. 

Transportation, lodging and meal expenses are covered subject to the following specified limits: 

 based on the generally accepted course of treatment in the United States, the therapy would require 
an overnight stay of seven or more consecutive nights away from home and within reasonable 
proximity to the treatment area; 

 if a COE has been identified for the specified covered therapy, covered treatment must be received 
from the COE; 

 if a COE has not been identified for the specified covered therapy, covered treatment must be 
received from a preferred or participating Provider; 

 coverage is for the Member and one companion (or two companions if the Member is under the age 
of 19);  

 commercial lodging expenses are limited to $300 per night for the Member and companion(s) 
combined; 

 meal expenses are limited to $80 per day for each Member or companion(s); and 
 covered transportation expenses to and from the treatment area include only: 

- commercial airfare; 
- commercial train fare; or 
- documented auto mileage (calculated per IRS medical allowances). 

Additionally, local ground transportation within the treatment area to and from the treatment site is 
covered during the course of the treatment.  We will reimburse You for Covered Services associated with 
these travel expenses.  Documentation of all travel expenses should be retained for reimbursement.  
Contact Customer Service for further information and guidance. 

Coverage does not include incidentals outside of transportation, lodging and meals. 
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HOME HEALTH CARE 
Category:  1 Category:  2 Category:  3 

Provider:  Preferred Provider:  Participating Provider:  Nonparticipating 

Payment:  After Deductible, You 
pay 10% of the Allowed Amount. 

Payment:  After Deductible, You 
pay 30% of the Allowed Amount. 

Payment:  After Deductible, 
You pay 30% of the Allowed 
Amount and You pay any 
balance of billed charges. 

Limit:  130 visits per Member per Calendar Year 

Home health care is covered when provided by a licensed agency or facility for home health care.  Home 
health care includes all services for patients that would be covered if the patient were in a Hospital or 
Skilled Nursing Facility. 

Home health care visits apply to the Maximum Benefit limit for these services, including home health care 
visits that are applied toward any Deductible.  Durable Medical Equipment associated with home health 
care services is covered in the Durable Medical Equipment benefit. 

HOSPICE CARE 
Category:  1 Category:  2 Category:  3 

Provider:  Preferred Provider:  Participating Provider:  Nonparticipating 

Payment:  After Deductible, You 
pay 10% of the Allowed Amount. 

Payment:  After Deductible, You 
pay 30% of the Allowed Amount. 

Payment:  After Deductible, 
You pay 30% of the Allowed 
Amount and You pay any 
balance of billed charges. 

Limit:  14 inpatient or outpatient respite care days per Member Lifetime 

Hospice care is covered when provided by a licensed hospice care program.  A hospice care program is 
a coordinated program of home and inpatient care, available 24 hours a day.  This program uses an 
interdisciplinary team of personnel to provide comfort and supportive services to a patient and any family 
members who are caring for a patient, who is experiencing a life-threatening disease with a limited 
prognosis.  These services include acute, respite and home care to meet the physical, psychosocial and 
special needs of a patient and his or her family during the final stages of Illness. 

Respite care is also covered to provide continuous care of the Member and allow temporary relief to 
family members from the duties of caring for the Member.  Respite care days apply to the Maximum 
Benefit limit for these services, including respite care days that are applied toward any Deductible.  
Durable Medical Equipment associated with hospice care is covered in the Durable Medical Equipment 
benefit. 

HOSPITAL CARE – INPATIENT, OUTPATIENT AND AMBULATORY SURGICAL CENTER 
Hospital Care 

Category:  1 Category:  2 Category:  3 

Provider:  Preferred Provider:  Participating Provider:  Nonparticipating 

Payment:  After Deductible, You 
pay 10% of the Allowed Amount. 

Payment:  After Deductible, You 
pay 30% of the Allowed Amount. 

Payment:  After Deductible, 
You pay 30% of the Allowed 
Amount and You pay any 
balance of billed charges. 
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Ambulatory Surgical Center 
Category:  1 Category:  2 Category:  3 

Provider:  Preferred Provider:  Participating Provider:  Nonparticipating 

Payment:  After Deductible, You 
pay 5% of the Allowed Amount. 

Payment:  After Deductible, You 
pay 30% of the Allowed Amount. 

Payment:  After Deductible, 
You pay 30% of the Allowed 
Amount and You pay any 
balance of billed charges. 

Services and supplies of a Hospital or an Ambulatory Surgical Center (including Prescription Medications 
and services of staff Providers) are covered for treatment of Illness or Injury.  Room and board is limited 
to the Hospital's average semiprivate room rate, except where a private room is determined to be 
necessary.  If You are admitted to a participating or nonparticipating Hospital directly from the emergency 
room, services will be covered at the Category 1 benefit level.  Please contact Customer Service for 
further information and guidance. 

Ambulatory Surgical Center services may be covered in the Upfront Benefits.  Once any applicable 
Upfront Benefit limit is reached, Ambulatory Surgical Center services will be covered as specified here. 

MATERNITY CARE 
Category:  1 Category:  2 Category:  3 

Provider:  Preferred Provider:  Participating Provider:  Nonparticipating 

Payment:  After Deductible, You 
pay 10% of the Allowed Amount. 

Payment:  After Deductible, You 
pay 30% of the Allowed Amount. 

Payment:  After Deductible, 
You pay 30% of the Allowed 
Amount and You pay any 
balance of billed charges. 

Prenatal and postnatal maternity (pregnancy) care, childbirth (vaginal or cesarean), Medically Necessary 
supplies of home birth, complications of pregnancy, termination of pregnancy and related conditions are 
covered for all female Members.  There is no limit for the mother's length of inpatient stay.  The attending 
Provider will determine an appropriate discharge time in consultation with the mother. 

Certain services such as screening for gestational diabetes, breastfeeding support, supplies (for example, 
a breast pump) and counseling are covered in the Preventive Care and Immunizations benefit. 

Surrogacy 
Maternity and related medical services received by You while Acting as a Surrogate are not Covered 
Services, up to the amount You or any other person or entity is entitled to receive as payment or other 
compensation arising out of, or in any way related to, You Acting as a Surrogate.  By incurring and 
making claim for such services, You agree to reimburse Us the lesser of the amount described in the 
preceding sentence and the amount We have paid for those Covered Services (even if payment or 
compensation to You or any other person or entity occurs after the termination of Your coverage under 
the Contract). 

You must notify Us within 30 days of entering into any agreement to Act as a Surrogate and agree to 
cooperate with Us as needed to ensure Our ability to recover the costs of Covered Services received by 
You for which We are entitled to reimbursement.  To notify Us, or to request additional information on 
Your responsibilities related to these notification and cooperation requirements, contact Customer 
Service.  More information is in the Right of Reimbursement and Subrogation Recovery provision. 
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Definitions 
The following definition applies to this Maternity Care benefit: 

Acting (or Act) as a Surrogate means You agree to become pregnant and to surrender, relinquish or 
otherwise give up any parental rights to the baby (or babies) produced by that pregnancy to another 
person or persons who intend to raise the baby (or babies), whether or not You receive payment, the 
agreement is written and/or the parties to the agreement meet their obligations. 

MEDICAL FOODS 
Category:  1 Category:  2 Category:  3 

Provider:  Preferred Provider:  Participating Provider:  Nonparticipating 

Payment:  After Deductible, You 
pay 10% of the Allowed Amount. 

Payment:  After Deductible, You 
pay 30% of the Allowed Amount. 

Payment:  After Deductible, 
You pay 30% of the Allowed 
Amount and You pay any 
balance of billed charges. 

Medical foods for inborn errors of metabolism are covered, including, but not limited to, formulas for 
Phenylketonuria (PKU).  Medically Necessary elemental formula is covered when a Provider diagnoses 
and prescribes the formula for a Member with eosinophilic gastrointestinal associated disorder.  "Medical 
food" means a food which is formulated to be consumed or administered orally or enterally under the 
supervision of a Physician.  Medical foods are intended for specific dietary management of a disease or 
condition for which distinctive nutritional requirements, based on recognized scientific principles, are 
established by medical evaluation. 

MENTAL HEALTH SERVICES 
Inpatient Services 

Category:  1 Category:  2 Category:  3 

Provider:  Preferred Provider:  Participating Provider:  Nonparticipating 

Payment:  After Deductible, You 
pay 10% of the Allowed Amount. 

Payment:  After Deductible, You 
pay 10% of the Allowed Amount. 

Payment:  After Deductible, 
You pay 30% of the Allowed 
Amount and You pay any 
balance of billed charges. 

Outpatient Office/Psychotherapy Visits 
Category:  1 Category:  2 Category:  3 

Provider:  Preferred Provider:  Participating Provider:  Nonparticipating 

Payment:  You pay $20 
Copayment per visit. 

Payment:  You pay $20 
Copayment per visit. 

Payment:  After Deductible, You 
pay 30% of the Allowed Amount 
and You pay any balance of 
billed charges. 

Other Outpatient Services 
Category:  1 Category:  2 Category:  3 

Provider:  Preferred Provider:  Participating Provider:  Nonparticipating 

Payment:  After Deductible, You 
pay 10% of the Allowed Amount. 

Payment:  After Deductible, You 
pay 10% of the Allowed Amount. 

Payment:  After Deductible, 
You pay 30% of the Allowed 
Amount and You pay any 
balance of billed charges. 
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Mental Health Services are covered for treatment of Mental Health Conditions.  Mental Health Services 
may be covered in the Upfront Benefits.  Once any applicable Upfront limit is reached, Mental Health 
Services will be covered as specified here. 

Additionally, applied behavioral analysis (ABA) therapy services are covered for inpatient and outpatient 
treatment of autism spectrum disorders when Members seek services from licensed Providers qualified to 
prescribe and perform ABA therapy services. 

Definitions 
The following definitions apply to this Mental Health Services benefit: 

Mental Health Services mean Medically Necessary outpatient services, Residential Care, partial Hospital 
program or inpatient services provided by a licensed facility or licensed individuals with the exception of 
Skilled Nursing Facility services (unless the services are provided by a licensed behavioral health 
Provider for a covered diagnosis), and court ordered treatment (unless the treatment is Medically 
Necessary). 

Mental Health Conditions mean mental disorders, including eating disorders, in the most recent edition of 
the Diagnostic and Statistical Manual of Mental Disorders (DSM) published by the American Psychiatric 
Association except as otherwise excluded.  Mental disorders that accompany an excluded diagnosis are 
covered. 

Residential Care means care in a facility setting that offers a defined course of therapeutic intervention 
and special programming in a controlled environment that also offers a degree of security, supervision 
and structure, and is licensed by the appropriate state and local authority to provide such services.  
Patients also must be medically monitored with 24-hour medical availability and 24-hour onsite clinician 
services.  Residential Care does not include half-way houses, supervised living, group homes, wilderness 
courses or camps, Outward Bound, outdoor youth programs, outdoor behavioral programs, boarding 
houses, or settings that primarily either focus on building self-esteem or leadership skills or provide a 
supportive environment to address long-term social needs, however services by Physicians or 
Practitioners in such settings may be covered if they are billed independently and otherwise would be 
covered. 

NEURODEVELOPMENTAL THERAPY 
Category:  1 Category:  2 Category:  3 

Provider:  Preferred Provider:  Participating Provider:  Nonparticipating 

Inpatient Payment:  After 
Deductible, You pay 10% of the 
Allowed Amount. 

Inpatient Payment:  After 
Deductible, You pay 30% of the 
Allowed Amount. 

Inpatient Payment:  After 
Deductible, You pay 30% of the 
Allowed Amount and You pay 
any balance of billed charges. 

Outpatient Payment:  You pay 
10% of the Allowed Amount. 

Outpatient Payment:  You pay 
30% of the Allowed Amount. 

Outpatient Payment:  After 
Deductible, You pay 30% of the 
Allowed Amount and You pay 
any balance of billed charges. 

Inpatient limit:  unlimited 
Outpatient limit:  25 visits per Member per Calendar Year 

Inpatient and outpatient neurodevelopmental therapy services are covered.  Covered Services must be to 
restore or improve function.  Covered Services include only physical therapy, occupational therapy, 
speech therapy and maintenance services, if significant deterioration of the Member's condition would 
result without the service. 

Neurodevelopmental therapy services apply to the Maximum Benefit limit for these services, including 
neurodevelopmental therapy services that are applied toward any Deductible.  You will not be eligible for 
both the Rehabilitation Services benefit and this benefit for the same services for the same condition. 
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NEWBORN CARE 
Category:  1 Category:  2 Category:  3 

Provider:  Preferred Provider:  Participating Provider:  Nonparticipating 

Payment:  After Deductible, You 
pay 10% of the Allowed Amount. 

Payment:  After Deductible, You 
pay 30% of the Allowed Amount. 

Payment:  After Deductible, 
You pay 30% of the Allowed 
Amount and You pay any 
balance of billed charges. 

Services and supplies in connection with nursery care for the natural newborn or newly adoptive child are 
covered by the newborn's own coverage.  The newborn child must be eligible and enrolled as explained 
in the Eligibility and Enrollment Section.  There is no limit for the newborn's length of inpatient stay.  
"Newborn care" means the medical services provided to a newborn child following birth including Hospital 
nursery charges, the initial physical examination and a PKU test. 

NUTRITIONAL COUNSELING 
Category:  1 Category:  2 Category:  3 

Provider:  Preferred Provider:  Participating Provider:  Nonparticipating 

Payment:  After Deductible, You 
pay 10% of the Allowed Amount. 

Payment:  After Deductible, You 
pay 30% of the Allowed Amount. 

Payment:  After Deductible, 
You pay 30% of the Allowed 
Amount and You pay any 
balance of billed charges. 

Limit:  three visits per Member per Calendar Year (diabetic counseling is not subject to this limit). 

Services for nutritional counseling and nutritional therapy, such as diabetic counseling, discussions on 
eating habits, lifestyle choices and dietary interventions are covered for all conditions, including obesity.  
Nutritional counseling visits apply to the Maximum Benefit limit for these services, including nutritional 
counseling visits that are applied toward any Deductible. 

ORTHOTIC DEVICES 
Category:  1 Category:  2 Category:  3 

Provider:  Preferred Provider:  Participating Provider:  Nonparticipating 

Payment:  After Deductible, You 
pay 10% of the Allowed Amount. 

Payment:  After Deductible, You 
pay 30% of the Allowed Amount. 

Payment:  After Deductible, 
You pay 30% of the Allowed 
Amount and You pay any 
balance of billed charges. 

Medically Necessary orthotics used to support, align or correct deformities or to improve the function of 
moving parts are covered, including, but not limited to: 

 braces; 
 splints; 
 orthopedic appliances; 
 orthotic supplies or apparatuses. 

Reimbursement may also be available for new orthotic devices when purchased new from an approved 
Commercial Seller, even though that seller is not a Provider.  Eligible new orthotic devices purchased 
through an approved Commercial Seller are covered at the Category 1 Provider level, with Your 
reimbursement based on the lesser of either the amount paid to a preferred Provider for that item, or the 
retail market value for that item. 

To learn more about how to access reimbursable new retail orthotic devices, including how to access an 
approved Commercial Seller, visit Our Web site or contact Customer Service.  If You choose to access 
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new orthotic devices through Our Web site, We may receive administrative fees or similar compensation 
from the Commercial Seller and/or You may receive discounts or coupons for Your purchases.  Any such 
discounts or coupons are complements to the group health plan, but are not insurance. 

We may elect to provide benefits for a less costly alternative item.  Covered Services do not include: 

 orthopedic shoes, regardless of diagnosis; 
 cosmetic items; and 
 off-the-shelf shoe inserts. 

PALLIATIVE CARE 
Category:  1 Category:  2 Category:  3 

Provider:  Preferred Provider:  Participating Provider:  Nonparticipating 

Payment:  After Deductible, You 
pay 10% of the Allowed Amount. 

Payment:  After Deductible, You 
pay 30% of the Allowed Amount. 

Payment:  After Deductible, 
You pay 30% of the Allowed 
Amount and You pay any 
balance of billed charges. 

Limit:  30 visits per Member per Calendar Year 

Palliative care is covered when a Provider has assessed that a Member is in need of palliative services 
for a serious Illness (including remission support), life-limiting Injury or end-of-life care.  "Palliative care" 
means specialized services received from a Provider in a home setting for counseling and home health 
aide services for activities of daily living. 

Palliative care visits apply to the Maximum Benefit limit for these services, including palliative care visits 
that are applied toward any Deductible.  All other Covered Services for a Member receiving palliative care 
remain covered the same as any other Illness or Injury. 

PEDIATRIC HEARING AIDS AND EVALUATIONS 
Category:  1 Category:  2 Category:  3 

Provider:  Preferred Provider:  Participating Provider:  Nonparticipating 

Payment:  After Deductible, You 
pay 10% of the Allowed Amount. 

Payment:  After Deductible, You 
pay 30% of the Allowed Amount. 

Payment:  After Deductible, 
You pay 30% of the Allowed 
Amount and You pay any 
balance of billed charges. 

Limit:  $4,000 per Member every three Calendar Years 

Hearing aids and any associated evaluations are covered for Members through age 18 when necessary 
for treatment of hearing loss.  Covered Services include the following: 

 hearing aids (including evaluations); 
 bone conduction sound processors (including examinations and fittings); 
 ear molds and replacement ear molds; and 
 hearing aid checks and testing. 

"Hearing aid" means any nondisposable, wearable instrument designed to aid or compensate for impaired 
human hearing and any necessary part or ear mold for the instrument. 

Cochlear implants are covered the same as any other Illness or Injury. 

Covered Services do not include: 

 routine hearing examinations; 
 hearing assistive technology systems; or 
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 the cost of batteries or cords. 

PROSTHETIC DEVICES 
Category:  1 Category:  2 Category:  3 

Provider:  Preferred Provider:  Participating Provider:  Nonparticipating 

Payment:  After Deductible, You 
pay 10% of the Allowed Amount. 

Payment:  After Deductible, You 
pay 30% of the Allowed Amount. 

Payment:  After Deductible, 
You pay 30% of the Allowed 
Amount and You pay any 
balance of billed charges. 

Prosthetic devices for functional reasons are covered to replace a missing body part, including artificial 
limbs, mastectomy bras only for Members who have had a mastectomy, external or internal breast 
prostheses following a mastectomy and maxillofacial prostheses.  Prosthetic devices or appliances that 
are surgically inserted into the body are otherwise covered in the appropriate facility benefit.  Additionally, 
the repair or replacement of a prosthetic device due to normal use or growth of a child is covered. 

RECONSTRUCTIVE SERVICES AND SUPPLIES 
Category:  1 Category:  2 Category:  3 

Provider:  Preferred Provider:  Participating Provider:  Nonparticipating 

Payment:  After Deductible, You 
pay 10% of the Allowed Amount. 

Payment:  After Deductible, You 
pay 30% of the Allowed Amount. 

Payment:  After Deductible, 
You pay 30% of the Allowed 
Amount and You pay any 
balance of billed charges. 

Inpatient and outpatient services are covered for treatment of reconstructive services and supplies: 

 to treat a congenital anomaly; 
 to restore a physical bodily function lost as a result of Illness or Injury; or 
 related to breast reconstruction following a Medically Necessary mastectomy, to the extent required 

by law.  For more information on breast reconstruction, see the Women's Health and Cancer Rights 
notice. 

Reconstructive means services, procedures or surgery performed on abnormal structures of the body, 
caused by congenital anomalies, developmental abnormalities, trauma, infection, tumors or disease.  It is 
performed to restore function, but, in the case of significant malformation, is also done to approximate a 
normal appearance. 

REHABILITATION SERVICES 
Category:  1 Category:  2 Category:  3 

Provider:  Preferred Provider:  Participating Provider:  Nonparticipating 

Inpatient Payment:  After 
Deductible, You pay 10% of the 
Allowed Amount. 

Inpatient Payment:  After 
Deductible, You pay 30% of the 
Allowed Amount. 

Inpatient Payment:  After 
Deductible, You pay 30% of the 
Allowed Amount and You pay 
any balance of billed charges. 

Outpatient Payment:  You pay 
10% of the Allowed Amount. 

Outpatient Payment:  You pay 
30% of the Allowed Amount. 

Outpatient Payment:  After 
Deductible, You pay 30% of the 
Allowed Amount and You pay 
any balance of billed charges. 

Inpatient limit:  30 days per Member per Calendar Year 
Outpatient limit:  25 visits per Member per Calendar Year 
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Inpatient and outpatient rehabilitation services and accommodations are covered as appropriate and 
necessary to restore or improve lost function caused by Illness, Injury or disabling condition.  
"Rehabilitation services" mean physical, occupational and speech therapy services necessary to help get 
the body back to normal health or function, and include associated services such as massage when 
provided as a therapeutic intervention. 

Rehabilitation services apply to the Maximum Benefit limit for these services, including rehabilitation 
services that are applied toward any Deductible.  You will not be eligible for both the Neurodevelopmental 
Therapy benefit and this benefit for the same services for the same condition. 

REPRODUCTIVE HEALTH CARE SERVICES 
Category:  1 Category:  2 Category:  3 

Provider:  Preferred Provider:  Participating Provider:  Nonparticipating 

Payment:  No charge. Payment:  No charge. Payment:  After Deductible, 
You pay 30% of the Allowed 
Amount and You pay any 
balance of billed charges. 

The following FDA-approved contraceptive devices, products, and services are covered when provided 
by a Physician or Practitioner: 

 sterilization surgery (such as tubal ligation and vasectomy) and sterilization implants; 
 implantable contraceptive devices, including insertion and removal, such as IUD copper, IUD with 

progestin, and implantable rods; 
 contraceptive shots or injections; and 
 diaphragms and cervical caps. 

NOTE:  Certain FDA-approved prescription and over-the-counter contraceptive drugs, devices, products 
and services are covered under the Prescription Medications benefit. 

RETAIL CLINIC OFFICE VISITS 
Category:  1 Category:  2 Category:  3 

Provider:  Preferred Provider:  Participating Provider:  Nonparticipating 

Payment:  You pay $20 
Copayment per visit. 

Payment:  You pay $20 
Copayment per visit. 

Payment:  After Deductible, You 
pay 30% of the Allowed Amount 
and You pay any balance of 
billed charges. 

Office visits in a Retail Clinic are covered for treatment of Illness or Injury.  All other professional services 
performed in the Retail Clinic, not billed as an office visit, or that are not related to the actual visit are not 
considered an office visit. 

SKILLED NURSING FACILITY 
Category:  1 Category:  2 Category:  3 

Provider:  Preferred Provider:  Participating Provider:  Nonparticipating 

Payment:  After Deductible, You 
pay 10% of the Allowed Amount. 

Payment:  After Deductible, You 
pay 30% of the Allowed Amount. 

Payment:  After Deductible, 
You pay 30% of the Allowed 
Amount and You pay any 
balance of billed charges. 

Limit:  60 inpatient days per Member per Calendar Year 
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Inpatient services and supplies of a Skilled Nursing Facility are covered for treatment of Illness, Injury or 
physical disability.  Room and board is limited to the Skilled Nursing Facility's average semiprivate room 
rate, except where a private room is determined to be necessary. 

Skilled Nursing Facility services apply to the Maximum Benefit limit for these services, including Skilled 
Nursing Facility services that are applied toward any Deductible.  Ancillary services and supplies, such as 
physical therapy, Prescription Medications, and radiology and laboratory services, billed as part of a 
Skilled Nursing Facility admission also apply toward any Maximum Benefit limit on Skilled Nursing Facility 
care. 

SPINAL MANIPULATIONS 
Category:  1 Category:  2 Category:  3 

Provider:  Preferred Provider:  Participating Provider:  Nonparticipating 

Payment:  You pay 10% of the 
Allowed Amount. 

Payment:  You pay 30% of the 
Allowed Amount. 

Payment:  After Deductible, 
You pay 30% of the Allowed 
Amount and You pay any 
balance of billed charges. 

Limit:  24 spinal manipulations per Member per Calendar Year 

Spinal manipulations are covered.  Manipulations of extremities are covered in the Neurodevelopmental 
Therapy and Rehabilitation Services benefits.  Spinal manipulations apply to the Maximum Benefit limit 
for these services, including spinal manipulations that are applied toward any Deductible. 

SUBSTANCE USE DISORDER SERVICES 
Inpatient Services 

Category:  1 Category:  2 Category:  3 

Provider:  Preferred Provider:  Participating Provider:  Nonparticipating 

Payment:  After Deductible, You 
pay 10% of the Allowed Amount. 

Payment:  After Deductible, You 
pay 10% of the Allowed Amount. 

Payment:  After Deductible, 
You pay 30% of the Allowed 
Amount and You pay any 
balance of billed charges. 

Outpatient Office/Psychotherapy Visits 
Category:  1 Category:  2 Category:  3 

Provider:  Preferred Provider:  Participating Provider:  Nonparticipating 

Payment:  You pay $20 
Copayment per visit. 

Payment:  You pay $20 
Copayment per visit. 

Payment:  After Deductible, You 
pay 30% of the Allowed Amount 
and You pay any balance of 
billed charges. 

Other Outpatient Services 
Category:  1 Category:  2 Category:  3 

Provider:  Preferred Provider:  Participating Provider:  Nonparticipating 

Payment:  After Deductible, You 
pay 10% of the Allowed Amount. 

Payment:  After Deductible, You 
pay 10% of the Allowed Amount. 

Payment:  After Deductible, 
You pay 30% of the Allowed 
Amount and You pay any 
balance of billed charges. 
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Substance Use Disorder Services are covered for treatment of Substance Use Disorders.  Substance Use 
Disorder Services may be covered in the Upfront Benefits.  Once any applicable Upfront limit is reached, 
Substance Use Disorder Services will be covered as specified here.  Covered Services include: 

 acupuncture services (when provided for Substance Use Disorder Conditions, these acupuncture 
services do not apply toward the overall acupuncture Maximum Benefit); and 

 Prescription Medications that are prescribed and dispensed through a substance use disorder 
treatment facility (such as methadone). 

Definitions 
The following definitions apply to this Substance Use Disorder Services benefit: 

Residential Care means care in a facility setting that offers a defined course of therapeutic intervention 
and special programming in a controlled environment that also offers a degree of security, supervision 
and structure, and is licensed by the appropriate state and local authority to provide such services.  
Patients also must be medically monitored with 24-hour medical availability and 24-hour onsite clinician 
services.  Residential Care does not include half-way houses, supervised living, group homes, wilderness 
courses or camps, Outward Bound, outdoor youth programs, outdoor behavioral programs, boarding 
houses, or settings that primarily either focus on building self-esteem or leadership skills or provide a 
supportive environment to address long-term social needs, however services by Physicians or 
Practitioners in such settings may be covered if they are billed independently and otherwise would be 
covered. 

Substance Use Disorder Conditions means substance-related disorders included in the most recent 
edition of the Diagnostic and Statistical Manual of Mental Disorders published by the American 
Psychiatric Association.  Substance use disorder is an addictive relationship with any drug or alcohol 
characterized by a physical or psychological relationship, or both, that interferes on a recurring basis with 
an individual's social, psychological, or physical adjustment to common problems.  Substance use 
disorder does not include addiction to or dependency on tobacco, tobacco products, or foods. 

Substance Use Disorder Services mean Medically Necessary outpatient services, Residential Care, 
partial Hospital program or inpatient services provided by a licensed facility or licensed individuals with 
the exception of Skilled Nursing Facility services (unless the services are provided by a licensed 
behavioral health Provider for a covered diagnosis), home health services and court ordered treatment 
(unless the treatment is determined by Us to be Medically Necessary). 

For this Substance Use Disorder Services benefit, "medically necessary" or "medical necessity" is defined 
by the American Society of Addiction Medicine patient placement criteria.  "Patient placement criteria" 
means the admission, continued service and discharge criteria set forth in the most recent version of the 
Patient Placement Criteria for the Treatment of Substance Abuse-Related Disorders as published by the 
American Society of Addiction Medicine. 

TEMPOROMANDIBULAR JOINT (TMJ) DISORDERS 
Category:  1 Category:  2 Category:  3 

Provider:  Preferred Provider:  Participating Provider:  Nonparticipating 

Payment:  After Deductible, You 
pay 10% of the Allowed Amount. 

Payment:  After Deductible, You 
pay 30% of the Allowed Amount. 

Payment:  After Deductible, 
You pay 30% of the Allowed 
Amount and You pay any 
balance of billed charges. 

Inpatient and outpatient medical and dental services for treatment of temporomandibular joint (TMJ) 
disorders which have one or more of the following characteristics are covered: 

 an abnormal range of motion or limitation of motion of the TMJ; 
 arthritic problems with the TMJ; 
 internal derangement of the TMJ; and/or 
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 pain in the musculature associated with the TMJ. 

"Medical Services" for the purpose of this TMJ benefit, mean those services that are: 

 reasonable and appropriate for the treatment of a disorder of the TMJ, under all the factual 
circumstances of the case; 

 effective for the control or elimination of one or more of the following, caused by a disorder of the 
TMJ:  pain, infection, disease, difficulty in speaking or difficulty in chewing or swallowing food; 

 recognized as effective, according to the professional standards of good medical practice; and 
 not Experimental or primarily for cosmetic purposes. 

"Dental Services" for the purpose of this TMJ benefit, mean those services that are: 

 reasonable and appropriate for the treatment of a disorder of the TMJ, under all the factual 
circumstances of the case; 

 effective for the control or elimination of one or more of the following, caused by a disorder of the 
TMJ:  pain, infection, disease, difficulty in speaking or difficulty in chewing or swallowing food; 

 recognized as effective, according to the professional standards of good dental practice; and 
 not Experimental or primarily for cosmetic purposes. 

TRANSPLANTS 
Category:  1 Category:  2 Category:  3 

Provider:  Preferred Provider:  Participating Provider:  Nonparticipating 

Payment:  After Deductible, You 
pay 10% of the Allowed Amount. 

Payment:  After Deductible, You 
pay 30% of the Allowed Amount. 

Payment:  After Deductible, 
You pay 30% of the Allowed 
Amount and You pay any 
balance of billed charges. 

Transplants are covered, including transplant-related services and supplies and Facility Fees.  Services 
include artificial organ transplants based on medical guidelines and manufacturer recommendations.  
Covered Services for a transplant recipient include the following: 

 heart; 
 lung; 
 kidney; 
 pancreas; 
 liver; 
 cornea; 
 multivisceral; 
 small bowel; 
 islet cell; and 
 hematopoietic stem cell support (donor stem cells can be collected from either the bone marrow or 

the peripheral blood).  Hematopoietic stem cell support may involve the following donors: 

- either autologous (self-donor); 
- allogeneic (related or unrelated donor); 
- syngeneic (identical twin donor); or 
- umbilical cord blood (only covered for certain conditions). 

For a list of covered transplants, contact Our Customer Service, as the list is subject to change.  Gene 
and/or adoptive cellular therapies are covered in the Gene Therapy and Adoptive Cellular Therapy 
benefit. 
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Donor Organ Benefits 
Donor organ procurement costs are covered for a recipient.  Procurement benefits are limited to: 

 selection; 
 removal of the organ; 
 storage; 
 transportation of the surgical harvesting team and the organ; and 
 other such procurement costs. 

VIRTUAL CARE 
Virtual care services are covered.  Virtual care refers to the utilization of telehealth, telemedicine or store 
and forward services received from a remote Provider, rather than an in-person office visit, for the 
diagnosis, treatment or management of a covered medical condition.  Some Providers may provide virtual 
care services at a lower cost, resulting in a reduction of Your cost-share.  To learn more about how to 
access virtual care services or the Providers that may offer lower-cost services, visit Our Web site or 
contact Customer Service. 

Store and Forward Services 
Category:  1 Category:  2 Category:  3 

Provider:  Preferred Provider:  Participating Provider:  Nonparticipating 

Payment:  You pay $10 
Copayment per visit. 

Payment:  You pay $20 
Copayment per visit. 

Payment:  After Deductible, You 
pay 30% of the Allowed Amount 
and You pay any balance of 
billed charges. 

Store and forward services are covered.  "Store and forward services" mean secure one-way electronic 
asynchronous (not live or real-time) electronic transmission (sending) of Your medical information to a 
Provider which may include some forms of secure HIPAA compliant texting, chatting or data sharing.  
Store and forward services do not include, for example, non-secure HIPAA compliant telephone, fax, 
short message service (SMS) texting or e-mail communication.  Your Provider is responsible for meeting 
applicable requirements and community standards of care. 

Telehealth 
Category:  1 Category:  2 Category:  3 

Provider:  Preferred Provider:  Participating Provider:  Nonparticipating 

Payment:  You pay $10 
Copayment per visit. 

Payment:  You pay $20 
Copayment per visit. 

Payment:  After Deductible, You 
pay 30% of the Allowed Amount 
and You pay any balance of 
billed charges. 

Telehealth services are covered.  "Telehealth" means Your live (real-time audio-only or audio and video 
communication with a remote Provider) services through a secure HIPAA compliant platform when You 
are not in a healthcare facility. 
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Telemedicine 
Category:  1 Category:  2 Category:  3 

Provider:  Preferred Provider:  Participating Provider:  Nonparticipating 

Payment:  After Deductible, You 
pay 10% of the Allowed Amount. 

Payment:  After Deductible, You 
pay 30% of the Allowed Amount. 

Payment:  After Deductible, 
You pay 30% of the Allowed 
Amount and You pay any 
balance of billed charges. 

Telemedicine services are covered.  "Telemedicine" means Your live (real-time audio-only or audio and 
video communication with a remote Provider) services through a secure HIPAA compliant platform when 
You are at a healthcare facility. 
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Prescription Medications 
This section explains Your benefits and cost-sharing responsibilities for Prescription Medications.  
Benefits will be paid in this Prescription Medications benefit, not any other provision, if a medication or 
supply is covered by both. 

COPAYMENTS AND/OR COINSURANCE 
Prescription Medications are not subject to any Deductible. You are responsible for paying the following 
Copayment and/or Coinsurance amounts at the time of purchase, if the Pharmacy submits the claim 
electronically.  Your Copayment and/or Coinsurance will be applied toward the Out-of-Pocket Maximum. 

You are not responsible for any Copayment and/or Coinsurance when You fill Self-Administrable Cancer 
Chemotherapy Medications or prescriptions for medications intended to treat opioid overdose that are on 
the Naloxone Value List found on Our Web site or by calling Customer Service. 

Your Copayment and/or Coinsurance for insulin will not exceed $100 per 30-day supply or $300 per 90-
day supply.  Insulin is not subject to any Deductible, however, Your payments of Copayment and/or 
Coinsurance for insulin will be applied to any applicable Deductible. 

Prescription Medications from a Pharmacy (for Each 30-Day Supply) 
 You pay $10 for each Generic Medication 

 You pay $30 for each Preferred Brand-Name Medication 

 You pay $50 for each Brand-Name Medication 

 You pay 50% for each Compound Medication 

Prescription Medications from a Mail-Order Supplier (for Each 90-Day Supply) 
 You pay $20 for each Generic Medication 

 You pay $60 for each Preferred Brand-Name Medication 

 You pay $100 for each Brand-Name Medication 

 You pay 50% for each Compound Medication 

Specialty Medications (for Each 30-Day Supply) 
 You pay 50% for each Specialty Medication 

Emergency Fill 
You may be eligible to receive an Emergency Fill for Prescription Medications at no cost to You.  A list of 
these medications is available on Our Web site or by calling Customer Service.  The cost share amounts 
noted above apply to all other medications obtained through an Emergency Fill request as requested 
through Your Provider or by calling Customer Service.  An Emergency Fill is only applicable when: 

 the dispensing pharmacy cannot reach Our prior authorization department by phone as it is outside of 
business hours; or 

 We are available to respond to phone calls from a dispensing pharmacy regarding a covered benefit, 
but cannot reach the prescriber for a full consultation. 

Drug List Changes 
Any removal of a Prescription Medication from Our Drug List will be posted on Our Web site 30 days prior 
to the effective date of that change unless the removal is done on an emergency basis or if an equivalent 
Generic Medication becomes available without prior notice.  In the case of an emergency removal, the 
change will be posted as soon as practicable. 

For information visit Our Web site or contact Customer Service. 
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Brand-Name Prescription Medication Instead of Generic 
If You choose to fill a Prescription Order with a Brand-Name Medication and an equivalent Generic 
Medication is available, You will be responsible for paying the difference in cost.  At the time of purchase, 
You will be responsible for the applicable Copayment and/or Coinsurance for the Brand-Name Medication 
in addition to the difference in cost between the equivalent Generic Medication and the Brand-Name 
Medication.  The difference in cost does not apply toward any Out-of-Pocket Maximum.  If the prescribing 
Provider specifies that the Brand-Name Medication must be dispensed, You will still be responsible for 
the difference in cost. 

COVERED PRESCRIPTION MEDICATIONS 
 insulin and diabetic supplies (including but not limited to, syringes, injection aids, lancets, blood 

glucose monitors, test strips for blood glucose monitors, urine test strips, prescriptive oral agents for 
controlling blood sugar levels and glucagon emergency kits), when obtained with a Prescription 
Order; 

 insulin pumps and continuous glucose monitors and their supplies are covered under the Durable 
Medical Equipment benefit; however, certain continuous glucose monitors and insulin pumps that are 
on the Drug List may be purchased from a Participating Pharmacy, when obtained with a Prescription 
Order; 

 Prescription Medications; 
 Emergency Fill five-day supply or the minimum packaging size available at the time the Emergency 

Fill is dispensed; 
 foreign Prescription Medications for Emergency Medical Conditions while traveling outside the United 

States or while residing outside the United States.  The foreign Prescription Medication must have an 
equivalent FDA-approved Prescription Medication that would be covered under this section if 
obtained in the United States, except as may be provided under the Experimental/Investigational 
definition in the Definitions Section; 

 certain Prescription Medications that are administered by Your Provider as determined by the 
Pharmacy and Therapeutics (P&T) Committee; 

 medications intended to treat opioid overdose that are on the Naloxone Value List found on Our Web 
site or by calling Customer Service; 

 Compound Medications (preauthorization may be required); 
 Self-Administrable Cancer Chemotherapy Medications; 
 Self-Administrable Prescription Medications (including, but not limited to, Self-Administrable Injectable 

Medications) and teaching doses by which a Member is educated to self-inject; 
 growth hormones (if preauthorized); and 
 Specialty Medications (including, but not limited to, medications for multiple sclerosis, rheumatoid 

arthritis, cancer, clotting factor for hemophilia or similar clotting disorders and hepatitis C). 

COVERED PREVENTIVE MEDICATIONS, CONTRACEPTIVES AND IMMUNIZATIONS 
Certain medications, contraceptives, and immunizations are covered as preventive care: 

 certain preventive medications as recommended by the USPSTF including, but not limited to, aspirin, 
fluoride, iron, medications for tobacco use cessation, and pre-exposure prophylaxis (PrEP) for the 
prevention of HIV for people at a high risk of infection when obtained with a Prescription Order; 

 all FDA-approved oral contraceptives (combined pill, extended/continuous use combined pill, and the 
mini pill), contraceptive products (such as condoms, vaginal rings, patches, diaphragms, sponges, 
cervical caps, and spermicide), contraceptive shots or injections, and emergency contraceptives 
(such as levonorgestrel and ulipristal acetate); 

 immunizations for adults and children according to, and as recommended by, the CDC; and 
 immunizations for purposes of travel, occupation, or residency in a foreign country. 

You are not responsible for any applicable Deductible, Copayment and/or Coinsurance when You fill 
prescriptions at a Participating Pharmacy for specific strengths or quantities of medications that are 
specifically designated as preventive medications by the USPSTF or HRSA, or for contraceptives or 
immunizations, as specified above (except for immunizations for the purpose of travel, occupation or 
residency in a foreign country).  NOTE:  The applicable Deductible, Copayment and/or Coinsurance as 
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listed in this Prescription Medications Section will apply for preventive medications, contraceptives, and 
immunizations from a Nonparticipating Pharmacy. 

FDA-approved over-the-counter contraceptive drugs, devices, and products are available from a 
Participating Pharmacy without a prescription and with no cost sharing.  However, You must submit a 
claim for reimbursement for the purchase of such items.  To receive reimbursement for these items, 
complete a Drug Claim Form and submit to Us for processing.  The Drug Claim Form may be found at 
https://regence.myprime.com/v/RBW/COMMERCIAL/en/forms.html. 

Also, if Your Provider believes that Our covered preventive medications are medically inappropriate for 
You, You may request a coverage exception for a different preventive medication by contacting Customer 
Service. 

For a complete list of medications, visit Our Web site or contact Customer Service. 

Drugs prescribed for a use other than that stated in its FDA approved labelling, commonly referred to as 
off-label, will be covered as any other drug subject to the Drug List. 

PRESCRIPTION MEDICATIONS CLAIMS AND ADMINISTRATION 
Your Prescription Drug Rights 
You have the right to safe and effective Pharmacy services.  You also have the right to know what drugs 
are covered by Your plan and the limits that apply.  If You have a question or concern about Your 
prescription drug benefits, contact Us at 1 (888) 370-6156 or visit Our Web site. 

If You would like to know more about Your rights, or if You have concerns about Your plan, You may 
contact the Washington State Office of Insurance Commissioner at 1 (800) 562-6900 or 
www.insurance.wa.gov.  If You have a concern about the Pharmacists or Pharmacies serving You, 
contact the Washington State Department of Health at 1 (360) 236-4700. 

Preauthorization 
Some Prescription Medications may require preauthorization before they are dispensed.  We notify 
Category 1 and Category 2 Providers and Participating Pharmacies which Prescription Medications 
require preauthorization.  Prescription Medications that require preauthorization must have medical 
information provided by the prescribing Provider to determine Medical Necessity.  Prescribed Medications 
that require preauthorization will not be covered until they are preauthorized.  For a list of medications 
that require preauthorization or if You have any questions, visit Our Web site or contact Customer 
Service. 

Pharmacy Network Information 
A nationwide network of Participating Pharmacies is available to You.  You can find Participating 
Pharmacies on Our Web site or by contacting Customer Service.  There are more than 1,200 
Participating Pharmacies in Our Washington State network from which to choose. 

You must present Your identification card to identify Yourself as Our Member when obtaining Prescription 
Medications from a Pharmacy or Mail-Order Supplier.  If You do not present Your identification card You 
may be charged more than the Covered Prescription Medication Expense. 

Claims Submitted Electronically 
Participating Pharmacies will submit claims electronically.  If a Nonparticipating Pharmacy provides Your 
Prescription Medication and submits the claim electronically, We will pay the Nonparticipating Pharmacy 
directly.  Nonparticipating Pharmacies, however, may charge amounts in excess of Covered Prescription 
Medication Expenses.  If that happens, You will be responsible for the excess amounts, as well as any 
Deductible, Copayment and/or Coinsurance shown electronically to the Nonparticipating Pharmacy at the 
time of purchase. 

Claims Not Submitted Electronically 
It is best to use a Participating Pharmacy so Your claims can be submitted electronically, and so You 
won't have to pay the difference between the Pharmacy's charges and the Covered Prescription 
Medication Expense in addition to Your Deductible, Copayment and/or Coinsurance. 
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However, when a claim is not submitted electronically, You must pay for the Prescription Medication in full 
at the time of purchase.  For reimbursement, complete a Prescription Medication claim form and mail a 
copy of the form and the Prescription Medication receipt to Us.  To find the Prescription Medication claim 
form, visit Our Web site or contact Customer Service. 

We will reimburse You directly based on the Covered Prescription Medication Expense, minus the 
applicable Deductible, Copayment and/or Coinsurance that would have been required had the medication 
been purchased from a Participating Pharmacy. 

Mail-Order 
You can use mail-order services to purchase covered Prescription Medications.  Mail-order coverage 
applies when Prescription Medications are purchased from a Mail-Order Supplier and the claim is 
submitted electronically.  Not all Prescription Medications are available from Mail-Order Suppliers. 

You may also obtain covered Prescription Medications from a non-contracted mail-order Pharmacy, if the 
non-contracted mail-order Pharmacy is registered and agrees to dispense covered Prescription 
Medications according to the same terms and conditions as those provided by a Mail-Order Supplier.  In 
this case, covered Prescription Medications dispensed by the non-contracted mail-order Pharmacy will be 
covered in the same manner as covered Prescription Medications dispensed by a Mail-Order Supplier. 

To buy Prescription Medications through the mail, send all of the following items to the Mail-Order 
Supplier at the address shown on the prescription mail-order form (which also includes refill instructions) 
available on Our Web site or from Your Group: 

 a completed prescription mail-order form; 
 any Deductible, Copayment and/or Coinsurance; and 
 the original Prescription Order. 

Prescription Medications Dispensed by Excluded Pharmacies 
We do not permit excluded Pharmacies to submit claims after the excluded Pharmacies have been added 
to the Office of the Inspector General (OIG) list.  A Pharmacy may be excluded if it has been investigated 
by the OIG and appears on the OIG's exclusion list. 

You will be notified if You are receiving medications from a Pharmacy that is later determined to be an 
excluded Pharmacy so that You may obtain future Prescription Medications from a non-excluded 
Pharmacy.  Up to the time of notification, Your previously submitted claims will still be processed. 

Refills 
Refills obtained from: 

 a Pharmacy are covered when You have taken 75 percent of the previous prescription or 70 percent 
of the previous topical ophthalmic prescription; 

- except, Schedule II or III controlled substance medications may be refilled only after You have 
taken 85 percent of the previous prescription. 

 a Pharmacy or Mail Order Supplier for FDA-approved contraceptive drugs are covered for up to a 12-
month supply; 

 a Mail-Order Supplier, other than for FDA-approved contraceptive drugs, are covered after You have 
taken all but 20 days of the previous Prescription Order. 

However, if You: 

 choose to refill Your Prescription Medications sooner, You will be responsible for the full cost of the 
Prescription Medication and those costs will not apply toward any Deductible and/or Out-of-Pocket 
Maximum. 

 feel You need a refill sooner than allowed, a refill exception will be considered on a case-by-case 
basis.  You may request an exception by calling Customer Service. 
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 receive maintenance medications for chronic conditions, You may qualify for Our prescription refill 
synchronization which allows refilling Prescription Medications on the same day of the month.  For 
further information on prescription refill synchronization, call Customer Service. 

Manufacturer Coupons 
Any reduction in Your cost-sharing resulting from the use of a drug manufacturer coupon may not count 
toward the Out-of-Pocket Maximum. 

LIMITATIONS 
The following limitations apply to this Prescription Medications Section, except for certain preventive 
medications as specified in Covered Preventive Medications, Contraceptives and Immunizations: 

Prescription Medication Supply Limits 
 30-Day Supply Limit: 

- Specialty Medications – the largest allowable quantity for a Specialty Medication is a 30-day 
supply.  The first fill is allowed at a Pharmacy.  Additional fills must be purchased from a Specialty 
Pharmacy.  However, some Specialty Medications must have the first and subsequent fills at a 
Specialty Pharmacy.  For more information on those medications, visit Our Web site or contact 
Customer Service.  Specialty medications are not allowed through mail-order. 

- Nonparticipating Pharmacy – except as specifically provided below, a 30-day supply is the 
largest allowable quantity of a Prescription Medication that You may purchase from a 
Nonparticipating Pharmacy and for which a single claim may be submitted.  The largest allowable 
quantity of a covered maintenance medication purchased from a Nonparticipating Pharmacy is a 
90-day supply.  A Provider may prescribe or You may purchase some medications in smaller 
quantities. 

 90-Day Supply Limit: 

- Participating Pharmacy – the largest allowable quantity of a Prescription Medication purchased 
from a Participating Pharmacy is a 90-day supply.  A Provider may prescribe or You may 
purchase some medications in smaller quantities.  The Copayment and/or Coinsurance is based 
on each 30-day supply. 

- Mail-Order Supplier – the largest allowable quantity of a Prescription Medication purchased from 
a Mail-Order Supplier is a 90-day supply.  A Provider may prescribe or You may purchase some 
medications in smaller quantities. 

- Multiple-Month Supply – the maximum number of days for a covered Prescription Medication 
that is packaged in a multiple-month supply and is purchased from a Participating Pharmacy is a 
90-day supply (even if the manufacturer packaging includes a larger supply). 

 Maximum Quantity Limit: 

- For certain Prescription Medications, We establish maximum quantities other than those 
described previously.  This means that, for those medications, there is a limit on the amount of 
medication that will be covered during a period of time.  We use information from the FDA and 
from scientific publications to establish these maximum quantities.  When You take a Prescription 
Order to a Participating Pharmacy or request a Prescription Medication refill and use Your 
identification card, the Pharmacy will let You know if a quantity limitation applies to the 
medication.  You may also find out if a limit applies by contacting Customer Service. 

- For certain Self-Administrable Cancer Chemotherapy Medications, due to safety factors and the 
Member's ability to tolerate these medications, the Prescription Medication may be reduced to an 
initial 14-day or 15-day supply before larger quantities are dispensed. 

- Any amount over the established maximum quantity is not covered, except if We determine the 
amount is Medically Necessary.  The prescribing Provider must provide medical information in 
order to establish whether the amount in excess of the established maximum quantity is Medically 
Necessary. 
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EXCLUSIONS 
The following exclusions apply to this Prescription Medications Section and are not covered: 

Biological Sera, Blood or Blood Plasma 

Bulk Powders 
Except as included on Our Drug List and presented with a Prescription Order, bulk powders are not 
covered. 

Cosmetic Purposes 
Prescription Medications used for cosmetic purposes, including, but not limited to: 

 removal, inhibition or stimulation of hair growth; 
 anti-aging; 
 repair of sun-damaged skin; or 
 reduction of redness associated with rosacea. 

Devices or Appliances 
Except as provided in the Medical Benefits Section, devices or appliances of any type, even if they 
require a Prescription Order are not covered. 

Diagnostic Agents 
Except as provided in the Medical Benefits Section, diagnostic agents used to aid in diagnosis rather than 
treatment are not covered. 

Foreign Prescription Medications 
Except for the following, foreign Prescription Medications are not covered: 

 Prescription Medications associated with an Emergency Medical Condition while You are traveling 
outside the United States; or 

 Prescription Medications You purchase while residing outside the United States. 

These exceptions apply only to medications with an equivalent FDA-approved Prescription Medication 
that would be covered in this section if obtained in the United States. 

General Anesthetics 
Except as provided in the Medical Benefits Section, general anesthetics are not covered. 

Medical Foods 
Except as provided in the Medical Benefits Section, medical foods are not covered. 

Medications that are Not Considered Self-Administrable 
Except as provided in the Medical Benefits Section or as specifically indicated in this Prescription 
Medications Section, medications that are not considered self-administrable are not covered. 

Nonprescription Medications 
Except for the following, nonprescription medications that by law do not require a Prescription Order are 
not covered: 

 medications included on Our Drug List; 
 medications approved by the FDA; or 
 a Prescription Order by a Physician or Practitioner. 

Nonprescription medications include, but are not limited to: 

 over-the-counter medications; 
 vitamins; 
 minerals; 
 food supplements; 
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 homeopathic medicines; 
 nutritional supplements; and 
 any medications listed as over-the-counter in standard drug references, regardless of state law 

prescription requirements, such as pseudoephedrine and cough syrup products. 

Prescription Medications Dispensed in a Facility 
Prescription Medications dispensed to You while You are a patient in a Hospital, Skilled Nursing Facility, 
nursing home or other health care institution.  Medications dispensed upon discharge should be 
processed by this benefit if obtained from a Pharmacy. 

Prescription Medications Found to be Less than Effective under Drug Efficacy Safety 
Implementation (DESI) 
 
Prescription Medications Not Approved by the FDA 
 
Prescription Medications Not Dispensed by a Pharmacy Pursuant to a Prescription Order 
 
Prescription Medications Not within a Provider's License 
Prescription Medications prescribed by Providers who are not licensed to prescribe medications (or that 
particular medication) or who have a restricted professional practice license. 

Prescription Medications with Lower Cost Alternatives 
Prescription Medications for which there are covered therapeutically equivalent (similar safety and 
efficacy) alternatives or over-the-counter (nonprescription) alternatives, unless the higher cost 
Prescription Medications are Medically Necessary. 

Prescription Medications without Examination 
Except as provided in the Virtual Care benefit, whether the Prescription Order is provided by mail, 
telephone, internet or some other means, Prescription Medications without a recent and relevant in-
person examination by a Provider, are not covered. 

An examination is "recent" if it occurred within 12 months of the date of the Prescription Order and is 
"relevant" if it involved the diagnosis, treatment or evaluation of the same or a related condition for which 
the Prescription Medication is being prescribed. 

Professional Charges for Administration of Any Medication 
 
Repackaged Medications, Institutional Packs and Clinic Packs 
 
DEFINITIONS 
The following definitions apply to this Prescription Medications Section: 

Compound Medication means two or more medications that are mixed together by the Pharmacist.  To be 
covered, Compound Medications must contain a Prescription Medication that has been approved by the 
FDA and may be subject to review for Medical Necessity. 

Covered Prescription Medication Expense means the total payment a Participating Pharmacy or Mail-
Order Supplier has contractually agreed to accept as full payment for a Prescription Medication.  A 
Participating Pharmacy or Mail-Order Supplier may not charge You more than the Covered Prescription 
Medication Expense for a Prescription Medication. 

Drug List means Our list of selected Prescription Medications.  We established Our Drug List and We 
review and update it routinely.  It is available on Our Web site or by calling Customer Service.  
Medications are reviewed and selected for inclusion on Our Drug List by an outside committee of 
Providers, including Physicians and Pharmacists. 

Emergency Fill means a limited dispensed amount of medication that allows time for the processing of a 
preauthorization request.  Emergency fill only applies to those circumstances where a Member goes to a 

DRAFT


























































































	Blank Page
	Blank Page
	2017_01_01 Phase II_NoticeNDMA_Regence.pdf
	082018 PRF $300 $1550 757575 AK Plan SBC
	2017_01_01 Phase II_NoticeNDMA_Regence
	2017_01_01 Phase II_NoticeNDMA_Regence


	Blank Page
	Blank Page
	Blank Page



