attached to and made part of
Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
Preferred Blue PPO Preferred Provider Plan Subscriber Certificate
HMO-PPO (1-1-2020)

Schedule of Benefits

Preferred Blue® PPO
$2,000 Deductible

This is the Schedule of Benefits that is a part of your Subscriber Certificate. This chart describes the cost
share amounts that you will have to pay for covered services. It also shows the benefit limits that apply for
covered services. Do not rely on this chart alone. Be sure to read all parts of your Subscriber
Certificate to understand the requirements you must follow to receive all of your coverage. You
should also read the descriptions of covered services and the limitations and exclusions that apply
for this coverage. All words that show in italics are explained in Part 2. To receive the highest level of
coverage, you must obtain your health care services and supplies from covered providers who
participate in your health plan’s provider network. Also, for some health care services, you may have
to have an approved referral from your primary care provider or approval from your health plan in order
for you to receive coverage from your health plan. These requirements are fully outlined in Part 4. If a
referral or an approval is required, you should make sure that you have it before you receive your health
care service. Otherwise, you may have to pay all costs for the health care service.

Your health plan’s provider network is the PPO provider network. See Part 1 for information about how
to find a provider in your health care network.

The following definitions will help you understand your cost share amounts and how they are calculated.

e A deductible is the cost you may have to pay for certain covered services you receive during your
annual coverage period before benefits are paid by the health plan. This chart shows the dollar
amount of your deductible and the covered services for which you must first pay the deductible.

e A copayment is the fixed dollar amount you may have to pay for a covered service, usually when you
receive the covered service. This chart shows the times when you will have to pay a copayment.

e A coinsurance is the percentage (for example, 20%) you may have to pay for a covered service. This
chart shows the times, if there are any, when you will have to pay coinsurance.

Your cost share will be calculated based on the allowed charge or the provider’s actual charge if it is less
than the allowed charge. You will not have to pay charges that are more than the allowed charge when
you use a covered provider who participates in your health care network to furnish covered services. But,
when you use an out-of-network provider, you may also have to pay all charges that are in excess of
the allowed charge for covered services. This is called “balance billing.” These balance billed charges
are in addition to the cost share you have to pay for covered services. (Exceptions to this paragraph
are explained in Part 2.)

IMPORTANT NOTE: The provisions described in this Schedule of Benefits may change. If this
happens, the change is described in a rider. Be sure to read each rider (if there are any) that applies to
your coverage in this health plan to see if it changes this Schedule of Benefits.

The explanation of any special provisions as noted by an asterisk can be found after this chart.
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Schedule of Benefits (continued)

Preferred Blue PPO

$2,000 Deductible

Overall Member Cost Share Provisions

In-Network Benefits

Out-of-Network Benefits

Deductible

Your deductible per plan year is:

This deductible applies to all covered services except
in-network preventive health services (other than vision
supplies and related covered services), prescription
drugs and supplies, and certain covered services as noted
in this chart.

The deductible is the cost you have to pay for certain
covered services during your annual coverage period
before benefits will be paid for those covered services.

$2,000 per member
$4,000 per family

$5,000 per member
$10,000 per family

Your deductible payments will count toward both
the in-network deductible and the out-of-network

deductible.

The family deductible can be met by eligible costs
incurred by any combination of members enrolled under
the same family plan. But, no one member will have to
pay more than the per member deductible.

Out-of-Pocket Maximum

Your out-of-pocket maximum per plan year is:

This out-of-pocket maximum is a total of the deductible,
copayments, and coinsurance you pay for covered
services.

The out-of-pocket maximum is the most you could pay
during your annual coverage period for your share of the

costs for covered services.

$8,150 per member
$16,300 per family

$16,300 per member
$32,600 per family

Your cost-share amounts will count toward both the
in-network out-of-pocket maximum and the
out-of-network out-of-pocket maximum.

The family out-of-pocket maximum can be met by
eligible costs incurred by any combination of members
enrolled under the same family plan. But, no one
member will have to pay more than the per member

out-of-pocket maximum.

Overall Benefit Maximum

None

Covered Services

In-Network Benefits

Out-of-Network Benefits

covered professional
provider services

Your Cost Is: Your Cost Is:
Admissions for « In a General Hospital
Inpatlent.MedlcaI Hospital services 10% after deductible 20% after deductible
and Surgical Care
Physician and other 10% after deductible 20% after deductible

« In a Chronic Disease
Hospital

(same as admissions in a
General Hospital)

(same as admissions in a
General Hospital)

« In a Rehabilitation
Hospital (60-day benefit
limit per member per
calendar year)

Hospital services

Physician and other
covered professional

provider services

No charge after deductible

20% after deductible

No charge after deductible

20% after deductible

This chart shows your cost share for covered services. You must pay all charges in excess of a benefit limit.
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Schedule of Benefits (continued)

Preferred Blue PPO
$2,000 Deductible

Covered Services

In-Network Benefits
Your Cost Is:

Out-of-Network Benefits
Your Cost Is:

Admissions for
Inpatient Medical
and Surgical Care
(continued)

« In a Skilled Nursing
Facility (100-day benefit
limit per member per
calendar year)

Facility services

Physician and other
covered professional

provider services

No charge after deductible

20% after deductible

No charge after deductible

20% after deductible

Ambulance Services
(ground or air ambulance
transport)

« Emergency ambulance

No charge after deductible

same as in-network
benefits

« Other ambulance

No charge after deductible

20% after deductible

Cardiac Rehabilitation

Outpatient services

$45 copayment per visit
after deductible

20% after deductible

Chiropractor Services
(for members of any age)

« QOutpatient lab tests and
X-rays

See Lab Tests, X-Rays, and
Other Tests

See Lab Tests, X-Rays, and
Other Tests

« Outpatient medical care
services, including spinal
manipulation (a benefit
limit does not apply)

$45 copayment per visit
after deductible

20% after deductible

Dialysis Services

Outpatient services
and home dialysis

No charge after deductible

20% after deductible

Durable Medical
Equipment

« Covered medical
equipment rented or
purchased for home use

20% after deductible

40% after deductible

« One breast pump
per birth (rented
or purchased)

No charge (deductible does
not apply)

20% after deductible

No coverage is provided for
pumps.

hospital-grade breast

Early Intervention
Services

Outpatient intervention
services for eligible child
from birth through age two

No charge (deductible does
not apply)

No charge (deductible does
not apply)

Emergency Medical
Outpatient Services

« Emergency room services

$250 copayment per visit
after deductible; copayment
waived if held for
observation or admitted
within 24 hours

same as in-network
benefits

« Hospital outpatient
department services

$45 copayment per visit
after deductible

20% after deductible

This chart shows your cost share for covered services. You must pay all charges in excess of a benefit limit.
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Schedule of Benefits (continued)

Preferred Blue PPO
$2,000 Deductible

Covered Services

In-Network Benefits
Your Cost Is:

Out-of-Network Benefits
Your Cost Is:

Emergency Medical
Outpatient Services
(continued)

« Office, health center, and
home services

by a family or general
practitioner, internist,
OB/GYN physician,
pediatrician, geriatric
specialist, nurse midwife,

or multi-specialty
provider group; or by a

physician assistant or
nurse practitioner
designated by the health
plan as primary care

by another specialist or
other covered provider
(non-hospital), including
a physician assistant or
nurse practitioner
designated by the health
plan as specialty care

$35 copayment per visit
after deductible

20% after deductible

$45 copayment per visit
after deductible

20% after deductible

Home Health Care

Home care program

No charge after deductible

20% after deductible

Hospice Services

Inpatient or outpatient
hospice services for
terminally ill

No charge after deductible

20% after deductible

Infertility Services

« Inpatient services

See Admissions for
Inpatient Medical and
Surgical Care

See Admissions for
Inpatient Medical and
Surgical Care

« QOutpatient surgical
services

See Surgery as an
Outpatient

See Surgery as an
Outpatient

« QOutpatient lab tests and
X-rays

See Lab Tests, X-Rays, and
Other Tests

See Lab Tests, X-Rays, and
Other Tests

« Outpatient medical care
services

See Medical Care
Outpatient Visits

See Medical Care
Outpatient Visits

Lab Tests, X-Rays, and
Other Tests
(diagnostic services)

« Outpatient lab tests

by a general hospital

by other covered
providers

$60 copayment per service
date after deductible

20% after deductible

No charge after deductible

20% after deductible

« Outpatient x-rays and
other imaging tests
(other than advanced
imaging tests)

by a general hospital

by other covered
providers

$100 copayment per
service date after
deductible

20% after deductible

No charge after deductible

20% after deductible

This chart shows your cost share for covered services. You must pay all charges in excess of a benefit limit.
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Schedule of Benefits (continued)

Preferred Blue PPO
$2,000 Deductible

Covered Services

In-Network Benefits

Out-of-Network Benefits

Your Cost Is: Your Cost Is:
Lab Tests, X-Rays, and |« Outpatient advanced
Other Tests (continued) imaging tests (CT scans,
MRIs, PET scans,
nuclear cardiac imaging)
by a general hospital $400 copayment per 20% after deductible

by other covered
providers

category of test per service
date after deductible

$75 copayment per
category of test per service
date after deductible

20% after deductible

Other outpatient tests and
preoperative tests

by a general hospital

by other covered
providers

No charge after deductible

20% after deductible

No charge after deductible

20% after deductible

Maternity Services and
Well Newborn
Inpatient Care

(includes $90/$45 for
childbirth classes;
deductible does not apply)

Maternity services

Facility services
(inpatient and outpatient

covered services)

Physician and other
covered professional
provider services
(includes delivery and
postnatal care)

10% after deductible for
inpatient services,
otherwise no charge after
deductible

20% after deductible

10% after deductible for
inpatient services,
otherwise no charge after
deductible

20% after deductible

Prenatal care

No charge (deductible does
not apply)

20% after deductible

Well newborn care
during covered inpatient
maternity admission

No charge (deductible does
not apply)

20% (deductible does not
apply)

Medical Care
Outpatient Visits
(includes syringes and
needles dispensed during a
visit)

Office, health center, and
home medical services

by a family or general
practitioner, internist,
OB/GYN physician,
pediatrician, geriatric
specialist, nurse midwife,
limited services clinic, or
multi-specialty provider
group; or by a physician
assistant or nurse
practitioner designated by
the health plan as primary
care

$35 copayment per visit
after deductible; all cost
share waived for total of
two diabetic visits per
member per calendar year

20% after deductible

This chart shows your cost share for covered services. You must pay all charges in excess of a benefit limit.
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Schedule of Benefits (continued)

Preferred Blue PPO
$2,000 Deductible

Covered Services

In-Network Benefits
Your Cost Is:

Out-of-Network Benefits
Your Cost Is:

Medical Care
Outpatient Visits
(continued)

« Office, health center, and
home medical services

by another specialist or
other covered provider
(non-hospital), including
a physician assistant or
nurse practitioner
designated by the health
plan as specialty care

$45 copayment per visit
after deductible; all cost
share waived for total of
two diabetic visits per
member per calendar year

20% after deductible

« Hospital outpatient
medical services

$45 copayment per visit
after deductible; all cost
share waived for total of
two diabetic visits per
member per calendar year

20% after deductible

« Acupuncture services
(12-visit benefit limit per
member per calendar
year)

$45 copayment per visit
after deductible

20% after deductible

Medical Formulas

Certain medical formulas
and low protein foods

See Prescription Drugs and
Supplies

See Prescription Drugs and
Supplies

Mental Health and
Substance Use
Treatment

« Inpatient admissions in a
General Hospital

Hospital services

Physician and other
covered professional

provider services

10% after deductible

20% after deductible

10% after deductible

20% after deductible

« Inpatient admissions in a
Mental Hospital or
Substance Use Facility

Facility services

Physician and other
covered professional

provider services

10% after deductible

20% after deductible

10% after deductible

20% after deductible

« QOutpatient services

$35 copayment per visit
after deductible

20% after deductible

Oxygen and
Respiratory Therapy

« Oxygen and equipment
for its administration

No charge after deductible

20% after deductible

« Outpatient respiratory
therapy

See Medical Care
Outpatient Visits

See Medical Care
Outpatient Visits

This chart shows your cost share for covered services. You must pay all charges in excess of a benefit limit.
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Schedule of Benefits (continued)

Preferred Blue PPO
$2,000 Deductible

Covered Services

In-Network Benefits
Your Cost Is:

Out-of-Network Benefits
Your Cost Is:

Podiatry Care

« QOutpatient lab tests and
X-rays

See Lab Tests, X-Rays, and
Other Tests

See Lab Tests, X-Rays, and
Other Tests

« Outpatient surgical

See Surgery as an

See Surgery as an

services Outpatient Outpatient
« Outpatient medical care |See Medical Care See Medical Care
services Outpatient Visits Outpatient Visits

Prescription Drugs and
Supplies

Drug Formulary

(includes syringes and
needles

Includes Select Home
Delivery Program

Note: The list of value
drugs is available from
the health plan. These
drugs are commonly
prescribed for members
with certain chronic
conditions to prevent or
avoid developing serious
health problems.

« Retail Pharmacy
(30-day supply)
Tier 1 (low cost generic):
Tier 2 (other generic):
Tier 3 (preferred brand):
Tier 4 (non-preferred):

$10 copayment
$45 copayment
$150 copayment

$20 copayment
$90 copayment
$300 copayment

$225 copayment

$450 copayment

This cost share is waived for in-network Tier 1

and Tier 2 birth control drug
in-network preventive drugs

s and devices; certain
as required by federal law;

Tier 1, Tier 2, and Tier 3 smoking cessation drugs and

aids; insulin infusion pumps

; and certain orally-
administered anticancer drugs.

Mail Order Pharmacy
(90-day supply)

Certain Value Drugs for
Asthma, Diabetes, and
Coronary Artery Disease
Tier 1 (low cost generic):
Tier 2 (other generic):
Tier 3 (preferred brand):
Tier 4 (non-preferred):

Other Covered Drugs and

$10 copayment
$45 copayment
$150 copayment
$675 copayment

Not covered; you pay all
charges

These covered services include value drugs for

depression associated with a

ny of these conditions.

Supplies
Tier 1 (low cost generic):

Tier 2 (other generic):
Tier 3 (preferred brand):
Tier 4 (non-preferred):

$20 copayment
$90 copayment
$300 copayment

Not covered; you pay all
charges

$675 copayment

This cost share is waived for Tier 1 and Tier 2 birth

control drugs and devices; T

ier 1, Tier 2, and Tier 3

smoking cessation drugs and aids; certain preventive

drugs as required by federal

law; and certain orally-

administered anticancer drugs.

This chart shows your cost share for covered services. You must pay all charges in excess of a benefit limit.
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Schedule of Benefits (continued)

Preferred Blue PPO
$2,000 Deductible

Covered Services

In-Network Benefits
Your Cost Is:

Out-of-Network Benefits
Your Cost Is:

Preventive Health
Services

« Routine pediatric care
(ten visits first year of
life, three visits second
year of life, two visits
age 2, and one visit per
calendar year age 3 and
older)

Routine medical exams
and immunizations

Routine tests

No charge

20% after deductible

No charge

20% after deductible

These covered services include (but are not limited to):
routine exams; immunizations; routine lab tests and
x-rays; and blood tests to screen for lead poisoning.

Preventive dental care for
members under age 18
for treatment of cleft
lip/cleft palate

No charge

20% after deductible

Routine adult care

Routine medical exams
and immunizations
(one exam per member
per calendar year)

Routine tests

No charge

20% after deductible

No charge

20% after deductible

These covered services include (but are not limited to):
routine exams; immunizations; routine lab tests and
X-rays; routine mammograms (may be subject to age and
frequency requirements); blood tests to screen for lead
poisoning; and routine colonoscopies.

Routine GYN care

Routine GYN exams
(one exam per member
per calendar year)

Routine Pap smear tests
(one test per member per
calendar year)

No charge

20% after deductible

No charge

20% after deductible

« Family planning

No charge

20% after deductible

This chart shows your cost share for covered services. You must pay all charges in excess of a benefit limit.
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Schedule of Benefits (continued)

Preferred Blue PPO
$2,000 Deductible

Covered Services

In-Network Benefits
Your Cost Is:

Out-of-Network Benefits
Your Cost Is:

Preventive Health
Services (continued)

Routine hearing care

Routine hearing
exams/tests

Newborn hearing
screening tests

Hearing aids/related
services for members
age 21 or younger
($2,000 for one hearing
aid per hearing-impaired
ear every 36 months)

No charge

20% after deductible

No charge

20% after deductible

No charge

20% after deductible

Routine vision care

Routine vision exams
(one exam per member
every 24 months, except
every 12 months until
end of calendar month
member turns age 19)

Vision supplies/related
services

No charge

20% after deductible

See your vision supplies
rider for coverage for
members until end of
calendar month member
turns age 19

See your vision supplies
rider for coverage for
members until end of
calendar month member
turns age 19

Prosthetic Devices

Ostomy supplies

No charge after deductible

20% after deductible

Artificial limb devices
(includes repairs) and
other external prosthetic
devices

20% after deductible

40% after deductible

Chemotherapy

Radiation Therapy and

Outpatient services

No charge after deductible

20% after deductible

Second Opinions

Outpatient second and
third opinions

See Medical Care
Outpatient Visits

See Medical Care
Outpatient Visits

Short-Term
(physical, occupational,
and speech therapy)

Includes habilitation
services

Rehabilitation Therapy

Outpatient services
(separate 60-visit benefit
limits for rehabilitation and
habilitation services per
member per calendar year
for physical and
occupational therapy
except for autism; no
benefit limit applies for
speech therapy)

$45 copayment per visit
after deductible

20% after deductible

This chart shows your cost share for covered services. You must pay all charges in excess of a benefit limit.
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Schedule of Benefits (continued)

Preferred Blue PPO
$2,000 Deductible

Covered Services

In-Network Benefits
Your Cost Is:

Out-of-Network Benefits
Your Cost Is:

Speech, Hearing, and
Language Disorder
Treatment

« Outpatient
diagnostic tests

See Lab Tests, X-Rays, and
Other Tests

See Lab Tests, X-Rays, and
Other Tests

« QOutpatient
speech therapy

See Short-Term
Rehabilitation Therapy

See Short-Term
Rehabilitation Therapy

« Outpatient medical care

See Medical Care

See Medical Care

services Outpatient Visits Outpatient Visits
Surgery as an « Outpatient day surgery
Outpatient Hospital surgical day $250 copayment per 20% after deductible

(includes removal of
impacted teeth that are
fully or partially imbedded
in the bone)

care unit or outpatient
department services

Ambulatory surgical
facility services

Physician and other
covered professional

provider services

admission after deductible

$250 copayment per
admission after deductible

20% after deductible

No charge after deductible

20% after deductible

Sterilization procedure
for a female member
when performed as the
primary procedure for
family planning reasons

No charge (deductible does
not apply)

20% after deductible

Office and health center
surgical services

by a family or general
practitioner, internist,
OB/GYN physician,
pediatrician, geriatric
specialist, nurse midwife,

or multi-specialty
provider group; or by a

physician assistant or
nurse practitioner
designated by the health
plan as primary care

by another specialist or
other covered provider
(non-hospital), including
a physician assistant or
nurse practitioner
designated by the health
plan as specialty care

$35 copayment per visit
after deductible; all cost
share waived for total of
two diabetic visits per
member per calendar year

20% after deductible

$45 copayment per visit
after deductible; all cost
share waived for total of
two diabetic visits per
member per calendar year

20% after deductible

This chart shows your cost share for covered services. You must pay all charges in excess of a benefit limit.
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Schedule of Benefits (continued)

Preferred Blue PPO
$2,000 Deductible

Covered Services

In-Network Benefits
Your Cost Is:

Out-of-Network Benefits
Your Cost Is:

TMJ Disorder
Treatment

« Outpatient x-rays

See Lab Tests, X-Rays, and
Other Tests

See Lab Tests, X-Rays, and
Other Tests

« Outpatient surgical
services

See Surgery as an
Outpatient

See Surgery as an
Outpatient

« QOutpatient physical
therapy

See Short-Term
Rehabilitation Therapy

See Short-Term
Rehabilitation Therapy

« Outpatient medical care
services

See Medical Care
Outpatient Visits

See Medical Care
Outpatient Visits

This chart shows your cost share for covered services. You must pay all charges in excess of a benefit limit.
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attached to and made part of
Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
Preferred Blue PPO Preferred Provider Plan Subscriber Certificate

Rider
Vision Supplies

This rider modifies the terms of your health plan. Please keep this rider with your Subscriber Certificate
for easy reference.

The outpatient benefits described in your Subscriber Certificate for routine vision care have been changed
by adding coverage for vision supplies for members until the end of the calendar month in which the
member turns age 19.

This health plan covers certain vision supplies and covered services related to covered vision supplies
when they are furnished by a covered provider, such as an ophthalmologist or an optometrist, for a
member until the end of the calendar month in which the member turns age 19. These covered services
include: prescription eyeglasses (lenses and/or frames) or, in lieu of eyeglasses, prescription contact
lenses; low vision supplies; and the measurement, fitting, and adjustments of covered vision supplies.

This chart describes the cost share amounts that you must pay for covered services. It also shows the
benefit limits that apply for covered services.

- . In-Network Benefits Out-of-Network Benefits
Covered Vision Supplies Your Cost Is: Your Cost Is:
« Prescription lenses 35% after deductible 55% after deductible
(one set of lenses per These covered services include: glass, plastic, or polycarbonate lenses; all lens

member per calendar year) | powers (single vision, bifocal, trifocal, lenticular); fashion and gradient tinting;
oversized and glass-grey #3 prescription sunglass lenses; scratch resistant coating;
ultraviolet protective and anti-reflective coating; blended segment lenses;
intermediate vision lenses; progressive lenses; photochromic glass lenses; plastic
photosensitive lenses; polarized lenses; and hi-index lenses.
o Frames 35% after deductible 55% after deductible
(once per member per
calendar year)

« Prescription contact lenses | 35% after deductible 55% after deductible
(once per member per These covered services include elective contact lenses (conventional or disposable)
calendar year, in lieu of Coverage for non-elective contact lenses (in lieu of other eyewear) is also provided
eyeglasses) for the medically necessary treatment of the following conditions: pathological

myopia; aphakia; anisometropia; aniridia; corneal disorders; post-traumatic
disorders; and irregular astigmatism.
« Low vision supplies 35% after deductible | 55% after deductible

Low vision is a significant loss of vision, but not total blindness. Ophthalmologists
and optometrists specializing in low vision care can evaluate and prescribe optical
devices, and provide training and instruction to maximize the member’s remaining
vision. These covered services include: low vision aids such as high-power
spectacles, magnifiers, and telescopes. (Benefits for low vision evaluations and
follow-up care visits are provided as described for Medical Care Outpatient Visits
in your Subscriber Certificate.)

R14-3806 (2020 Rev.) to be attached to HMO-PPO
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Rider
Vision Supplies

No benefits are provided for: sunglasses not requiring a prescription; safety glasses; replacement of lost
or broken lenses or frames; and, except as described in this rider, special procedures such as orthoptics,
vision training, subnormal vision aids, and similar procedures and devices.

This rider does not change your benefits for: routine vision exams; contact lenses that are needed to treat
keratoconus or, beginning on your health plan renewal date on or after January 1, 2021, rigid gas
permeable scleral contact lenses for members with certain conditions as outlined in the Blue Cross Blue
Shield HMO Blue medical policy; or intraocular lenses that are implanted after corneal transplant, cataract
surgery, or other covered eye surgery, when the natural eye lens is replaced.

All other provisions remain as described in your Subscriber Certificate.

R14-3806 (2020 Rev.) to be attached to HMO-PPO
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attached to and made part of
Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
Preferred Blue PPO Preferred Provider Plan Subscriber Certificate

Rider
Prescription Drugs

This rider modifies the terms of your health plan. Please keep this rider with your Subscriber Certificate
for easy reference.

The outpatient benefits described in your Subscriber Certificate for covered drugs and supplies have been
changed.

When you buy a covered drug, the pharmacist will give you a generic equivalent of the prescribed drug
whenever it is allowed. If you choose to buy the brand-name drug instead of the generic drug equivalent,
your out-of-pocket costs will be more. For these covered brand-name drugs, your cost will be calculated
based on your benefits for the generic drug equivalent. This means that your cost share amount
(copayment and/or coinsurance, whichever applies) will be the same cost share amount that you would
have paid for the covered generic drug equivalent.

In addition to your cost share amount, you must pay the difference between the allowed charge for the
brand-name drug and the allowed charge for the generic drug equivalent. All costs that you pay for these
covered drugs will count towards your out-of-pocket maximum.

Important Note: When your plan option includes a deductible that applies for prescription drugs, this
provision does not apply until the deductible has been met.

All other provisions remain as described in your Subscriber Certificate.

R13-7028 (2020) to be attached HMO-PPO
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Wellness Participation Program

Under this Wellness Participation Program, you may be reimbursed for some fees you
pay to participate in qualified fitness programs and/or weight loss programs.

Fitness Reimbursement

Blue Cross Blue Shield of Massachusetts will reimburse you up to $150 each calendar year for costs you pay to
participate in a qualified fitness program. You can claim this fitness reimbursement for fees paid by any
combination of members (such as the subscriber, spouse, and/or dependent children) enrolled under the same Blue
Cross Blue Shield of Massachusetts health plan. A qualified fitness program is either: a full service health club
where you use a variety of cardiovascular and strength-training equipment for fitness; or, a fitness studio where you
take instructor-led group classes for cardiovascular and strength-training such as yoga, pilates, zumba, kickboxing,
cross-fit, and indoor cycling/spinning. (Effective January 1, 2020, a qualified fitness program also includes
virtual/online fitness memberships, subscriptions, programs, or classes that provide cardiovascular and
strength-training using a digital platform.)

No reimbursement will be provided for any initiation fees or fees or costs you pay for: personal training sessions;
country clubs; social clubs (such as ski, tennis, or hiking clubs); sports camps, leagues, or teams; spas; instructional
dance studios; pool-only facilities; ski passes; and martial arts schools.

Weight Loss Program Reimbursement

Blue Cross Blue Shield of Massachusetts will reimburse you up to $150 each calendar year for costs you pay to
participate in a qualified weight loss program. You can claim this weight loss program reimbursement for fees paid
by any combination of members (such as the subscriber, spouse, and/or dependent children) enrolled under the same
Blue Cross Blue Shield of Massachusetts health plan. A qualified weight loss program is a hospital-based or a non-
hospital-based weight loss program that focuses on weight loss by modifying eating and physical activity habits and
that requires participation in behavioral/lifestyle counseling with nutritionists, registered dieticians, exercise
physiologists or other certified health professionals in multiple sessions throughout enrollment in the program.
Program delivery and counseling may be in-person, over the phone, or online.

No reimbursement will be provided for any fees or costs you pay for: weight loss programs that do not include
sessions with a health professional to support progress toward your weight loss goals; individual nutrition
counseling sessions; pre-packaged meals; books; videos; scales; or, other weight loss related items or supplies.

How to Claim Your Reimbursement

To be reimbursed for participation in a qualified wellness program, you must submit your reimbursement request to
Blue Cross Blue Shield of Massachusetts no later than March 31st after the year for which you are claiming your
reimbursement. To request your reimbursement, you must:

e Fill out a fitness program/weight loss program reimbursement claim form.

e  Follow the instructions to submit the completed claim to Blue Cross Blue Shield of Massachusetts.

To get a claim form, log on to the Blue Cross Blue Shield of Massachusetts Web site at www.bluecrossma.com.

Be sure to keep your original itemized and paid receipts for qualified fees in the event that Blue Cross Blue Shield of
Massachusetts asks you for them.

Important Note: Your Blue Cross Blue Shield of Massachusetts health plan does not include health benefits for
costs related to activities such as fitness or weight loss programs. This separate Wellness Participation Program
offers reimbursement for participation in qualified wellness programs.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross and Blue Shield Association.
© 2018 Blue Cross and Blue Shield of Massachusetts, Inc., and Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
iwpb$150$150-0119
2020 Rev.



attached to and made part of
Blue Cross and Blue Shield of Massachusetts, Inc.
Dental Blue Policy
BCBS-DENT (1-1-2014)

Schedule of Dental Benefits
Pediatric Essential Benefits

This is the Schedule of Dental Benefits that is a part of your Dental Blue Policy. This schedule describes
the dental services that are covered by your Dental Blue Policy for members who are eligible for pediatric
essential dental benefits. It also shows the cost-sharing amounts you must pay for these covered services.
Do not rely on this schedule alone. You should read all parts of your Dental Blue Policy to become
familiar with the key points. Be sure to read the descriptions of covered services and the limitations
and exclusions. You should keep your Dental Blue Policy and this Schedule of Dental Benefits handy so
that you can refer to them. The words that are shown in italics have special meanings. These words are
explained in Part 8 of your Dental Blue Policy.

Who Is Eligible for Pediatric Essential Dental Benefits
The dental benefits described in this Schedule of Dental Benefits are provided for a member only until the
end of the calendar month in which the member turns age 19.

Annual Deductible

Your deductible each plan year: $50 per member (no more than $150 for three or
more members who are eligible for pediatric
essential dental benefits and who are enrolled under
the same family membership)

The deductible is the cost you have to pay during the annual coverage period (as shown above) before
benefits will be paid. The deductible applies to Group 2 and Group 3 services only. A deductible does not
apply to Group 1 services or to Orthodontic services. See the chart that starts on the next page for how
much you pay for covered services you receive after you meet the deductible (when it applies).

Annual Out-of-Pocket Maximum

Your out-of-pocket maximum each plan year: $350 per member (no more than $700 for two or
more members who are eligible for pediatric
essential dental benefits and who are enrolled under
the same family membership)

Your out-of-pocket maximum is the most you could pay during the annual coverage period (as shown
above) for your share of the costs for covered services—your cost-sharing amounts. This out-of-pocket
maximum helps you plan for health care expenses. Even though you pay the following costs, they do not
count toward your out-of-pocket maximum: your premiums; any balance-billed charges; all costs for
dental services for members who are not eligible for pediatric essential dental benefits; and all services
this dental plan does not cover.
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Schedule of Dental Benefits (continued)

Pediatric Essential Benefits

Annual Overall Benefit Limit for What the Plan Pays

Your overall benefit limit:

None

You do not have an overall benefit limit for pediatric essential dental benefits. But, there are limits that
apply for specific covered services, such as for periodic oral exams. Some of these limits are described in
this Schedule of Dental Benefits in the chart that starts below. Do not rely on this chart alone. Your
dental policy along with this Schedule of Dental Benefits fully describes all of the limits and exclusions
that apply for your dental benefits. Be sure to read all parts of your dental policy.

What You Pay for Covered Services—Your Cost-Sharing Amounts
You should be sure to read all parts of your dental policy—including this Schedule of Dental Benefits—to
understand the requirements that you must follow to receive your dental benefits. You will receive these

dental benefits as long as:

e You are a member who is eligible to receive pediatric essential dental benefits.

policy.)

Your dental service is a covered service as described in this Schedule of Dental Benefits.

Your dental service is necessary and appropriate.

Your dental service conforms to Blue Cross and Blue Shield utilization review guidelines.

You use a participating dentist to get a covered service. (The only exceptions are noted in your dental

Covered Services for Members Under Age 19

Your Cost Is*:

Group 1— Preventive Services and Diagnostic Services No charge

Oral exams ¢ One complete initial oral exam per provider or
location (includes initial history and charting of
teeth and supporting structures)

e Periodic or routine oral exams; twice in a calendar

year

a calendar year

e Oral exams for a member under age three; twice in

o Limited oral exams; twice in a calendar year

X-rays e Single tooth x-rays; no more than one per visit
¢ Bitewing x-rays; twice in a calendar year
o Full mouth x-rays; once in three calendar years per

provider or location

provider or location

e Panoramic x-rays; once in three calendar years per

Routine dental ¢ Routine cleaning, minor scaling, and polishing of

care the teeth; twice in a calendar year

o Fluoride treatments; once in 90 days

e Sealants; once per tooth in three years per provider
or location (sealants over restored tooth surfaces

not covered)
e Space maintainers

Group 2—Basic Restorative Services

25% of allowed charge

Fillings o Amalgam (silver) fillings; one filling per tooth after deductible

surface in 12 months

tooth surface in 12 months

o Composite resin (white) fillings; one filling per
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Schedule of Dental Benefits (continued)
Pediatric Essential Benefits

Covered Services for Members Under Age 19

Your Cost Is*:

Group 2—Basic Restorative Services (continued)

Root canal ¢ Root canals on permanent teeth; once per tooth
treatment o Vital pulpotomy
o Retreatment of prior root canal on permanent teeth;
once per tooth in 24 months
¢ Root end surgery on permanent teeth; once per
tooth
Crowns o Prefabricated stainless steel crowns; once per tooth

(see also Group 3)

(primary and permanent)

Gum treatment

¢ Periodontal scaling and root planing; once per
quadrant in 36 months

o Periodontal surgery; once per quadrant in
36 months

Prosthetic
maintenance

o Repair of partial or complete dentures and bridges;
once in 12 months

¢ Reline or rebase partial or complete dentures;
once in 24 months

o Recementing of crowns, inlays, onlays, and fixed
bridgework; once per tooth

Oral surgery

¢ Simple tooth extractions; once per tooth
o Erupted or exposed root removal; once per tooth
e Surgical extractions; once per tooth
(approval required for complete, boney
impactions)
o Other necessary oral surgery

Other necessary
services

o Dental care to relieve pain (palliative care)
o General anesthesia for covered oral surgery

25% of allowed charge
after deductible

Group 3—Major Restorative Services

Crowns

¢ Resin crowns; once per tooth in 60 months

e Porcelain/ceramic crowns; once per tooth in
60 months

o Porcelain fused to metal/high noble crowns; once
per tooth in 60 months

Tooth replacement

e Removable complete or partial dentures, including
services to fabricate, measure, fit, and adjust them;
once in 84 months

o Fixed prosthetics, only if there is no other less
expensive adequate dental service; once in
60 months

Other necessary
services

o Occlusal guards when necessary; once in calendar
year
e Fabrication of an athletic mouth guard

50% of allowed charge
after deductible
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Schedule of Dental Benefits (continued)
Pediatric Essential Benefits

Covered Services for Members Under Age 19 Your Cost Is*:
Orthodontic Services 50% of allowed charge
Medically necessary | e Braces for a member who has a severe and

orthodontic care handicapping malocclusion

that has been e Related orthodontic services for a member who

preauthorized for a qualifies

qualified member

*Important Note: Your benefits will be calculated based on the allowed charge. In most cases, you will
not have to pay charges that are more than the allowed charge when you use a participating dentist to
furnish covered services. But, when you use a non-participating dentist, you may also have to pay all
charges that are in excess of the allowed charge for covered services. This is called “balance billing.”
Refer to your dental policy for a more complete description of “allowed charge.”

Page 4
dEB19PYS0B-0117




Blue Cross and Blue Shield of
Massachusetts HMO Blue, Inc.

Preferred Blue® PPO Preferred Provider Plan

Subscriber Certificate

MASSACHUSETTS

Blue Cross Blue Shield of Massachuselts s an Independent
jconses of the Blue Cross and Blue Shisld Association



Welcome to Blue Cross Blue Shield HMO Blue!

We are very pleased that you’ve selected Blue Cross and Blue Shield of
Massachusetts HMO Blue, Inc. This Subscriber Certificate is a comprehensive
description of your benefits, so it includes some technical language. It also explains
your responsibilities — and our responsibilities — in order for you to receive the
full extent of your coverage. If you need any help understanding the terms and
conditions of your health plan, please contact us. We’re here to help!

Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.

..... s

Qo hro U%

Andrew Dreyfus
President

Stephanie Lovell
Clerk/Secretary

Incorporated under the laws of the
Commonwealth of Massachusetts as a Non-Profit Organization

HMO-PPO (1-1-2020) January 1, 2021 Printing effective 1/1/21 (issued 9/2/20)



English: ATTENTION: If you do not speak English, language assistance services, free of
charge, are available to you. Call Member Services at the number on your ID Card (TTY:
711).

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

Portuguese/Portugués: ATENCAO: Se fala portugués, sao-lhe disponibilizados

gratuitamente servicos de assisténcia de idiomas. Telefone para os Servicos aos Membros,
através do numero no seu cartéo ID (TTY: 711).

Chinese/B{&AR3: /5 R EBHHL, BN REBEFRMES DRSS . BKRITHE
D £ ESHBEKASARSE (TTY 38%: 711) o

Haitian Creole/Kreyol Ayisyen: ATANSYON: Si ou pale kreyol ayisyen, sevis asistans nan
lang disponib pou ou gratis. Rele nimewo Séevis Manm nan ki sou kat Idantitifkasyon w lan
(Sevis pou Malantandan TTY: 711).

Vietnamese/Tiéng Viét: LUU Y: Néu quy vi noi Tiéng Viét, cac dich vu hd trg ngdn nglr duoc
cung cap cho quy vi mién phi. Goi cho Dich vu Hoi vién theo s6 trén thé ID ca quy vi (TTY: 711).
Russian/Pycckuir: BH/IMAHWE: ecnmn Bbl roBopurTe no-pyccku, Bel MOXeTe BOCNOIb30BaTLCA

becnnartHbIMK yCyramu nepesoguuka. [o3soHuTe 8 OTAeN 00CYKMBAHWUA KNUEHTOB NO HOMEPY,
yKa3aHHOMy B Bawein naeHTndumkaumoHHom kapTe (Tenetann: 711).

Arabic/ ys:
Aiygh Bl e d52sbl (31 e elas¥l Sloasy Jasl .l deadlly Bloe gl suslull Oloas 3516 do yll dalll Gaoms CuS 13] zolus)
(711 TTY” (s uall gt sl Sae)
Mon-Khmer, Cambodian/igi: MifjS&nnie (S 8I0HA S unwman ig
UNSSWMENRAARIY ANGIANSINUHAT yugiipFigarununin
MU eI G oaN Ui gsivasHA (TTY: 711)7
French/Francais: ATTENTION : si vous parlez frangais, des services d'assistance

linguistique sont disponibles gratuitement. Appelez le Service adhérents au numéro indiqué
sur votre carte d'assuré (TTY : 711).

Italian/Italiano: ATTENZIONE: se parlate italiano, sono disponibili per voi servizi gratuiti
di assistenza linguistica. Chiamate il Servizio per i memibri al numero riportato sulla vostra
scheda identificativa (TTY: 711).

Korean/&t=0{: =2|: t50{E AI25IA|l= 4%, U0 X MU|AE FEZ2
olstal £ USZLICH #ste| D 7l=0 e MSPHSTTY: 711)E ARSI 3¢

REESTRSECYSNE=S



Greek/A\nvika: MPOZOXH: Eav pihate EANAnvikd, SiatiBeval yia oag unmnpecieg YAwWOOIKNG
BonBelac, dwpedv. Karéote tnv Yrinpeoia EEumnpétnong Mehwv otov aplBud NG KAPTAg HEAOUG
oag (ID Card) (TTY:711).

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

Hindi/fgeY: earer &: afe 3T oo aield &, al omeT |eraem dard, 39 & for
‘Fgrr:ag%.—sww &1 TEET [Ar3d @ TS I3 Fs W BT T FAex W Hiel HY
&&as.: 711).

Gujarati/oev2idl: 2 2AUL: 671 dH 2Lor32Udl ollddl 6L, dl dHed M Aedl Al [l 1L
GUAsH 89, dHIzL BUDEL 518 U2 BUUEL 4512 U2 Member Service < sl 521 (TTY: 711).

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

Japanese/B&:E: HEIS5E  BAEEFELICGZHITERNDSE T VAZ /A —ER
HCRIBWEEITE T, DA—FICREEDBEESZERALTAV/NN—T—EXAXTHE
EITEN(TTY: 711),

German/Deutsch: ACHTUNG: Wenn Sie Deutsche sprechen, steht Ihnen kostenlos
fremdsprachliche Unterstitzung zur Verflgung. Rufen Sie den Mitgliederdienst unter der
Nummer auf lhrer ID-Karte an (TTY: 711).

Persian/ )\

(TTY: 711) 00,80 (oled clinel Sleasr (25 | 368 gl )8
Lao/wI29290: goonlgla: ﬁqciﬁcﬁ'}wﬁmgﬁoégﬁ, DNIOINIWKOLCTHDOIMWITI
lanloetcges). WmIaeLINIwTtLIgNiivyIecaninarSuglutogegum
TTY: 711).
Navajo/Diné Bizaad: BAA AKOHWIINDZIN DOOIGI: Diné k’ehji yanilt’i’go saad bee
yat’i’ éi t’aajiik’e bee nikd’a’doowolgo éi na’ahoot’i’. Dii bee anitahigi ninaaltsoos bine’déé’
néomba bika’igiiji’ béésh bee hodiilnih (TTY: 711).
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Introduction

This Subscriber Certificate explains your health care coverage and the terms of your enrollment in this Blue
Cross Blue Shield HMO Blue Preferred Blue PPO health plan. It describes your responsibilities to receive
health care coverage and Blue Cross Blue Shield HMO Blue’s responsibilities to you. This Subscriber
Certificate also has a Schedule of Benefits for your specific plan option. This schedule describes the cost
share amounts that you must pay for covered services (such as a deductible or a copayment). You should
read all parts of this Subscriber Certificate and your Schedule of Benefits to become familiar with the key
points. You should keep them handy so that you can refer to them. The words that are shown in italics have
special meanings. These words are explained in Part 2 of this Subscriber Certificate.

When you enroll for coverage in this Preferred Blue PPO health plan, you may enroll as a group member
under a group contract. Or, you may enroll directly under an individual contract. The contract for coverage
in this health plan is a prepaid (“insured”) preferred provider plan. Blue Cross Blue Shield HMO Blue
certifies that you have the right to this health care coverage as long as: you are enrolled in this health plan
when you receive covered services; the premium that is owed for your health plan has been paid to Blue
Cross Blue Shield HMO Blue; and you follow all of the requirements to receive this health care coverage.
Blue Cross Blue Shield HMO Blue is located at: 101 Huntington Avenue, Suite 1300, Boston,
Massachusetts 02199-7611.

Blue Cross Blue Shield HMO Blue and/or your group (when you are enrolled in this health plan as a group
member) may change the health care coverage described in this Subscriber Certificate and your Schedule
of Benefits. If this is the case, the change is described in a rider. Please keep any riders with your Subscriber
Certificate and Schedule of Benefits so that you can refer to them.

This health plan is a preferred provider health plan. This means that you determine the costs that you will
pay each time you choose a health care provider to furnish covered services. You will receive the highest
level of benefits when you use health care providers who participate in your PPO health care network.
These are called your “in-network benefits.” If you choose to use covered health care providers who do not
participate in your PPO health care network, you will usually receive a lower level of benefits. In this case,
your out-of-pocket costs will be more. These are called your “out-of-network benefits.”

Before using your health care coverage, you should make note of the limits and exclusions. These limits
and exclusions are described in this Subscriber Certificate in Parts 3, 4, 5, 6, 7, and 8.

The term “you” refers to any member who has the right to the coverage provided by this health plan—the
subscriber or the enrolled spouse or any other enrolled dependent.

WORDS IN ITALICS ARE EXPLAINED IN PART 2.
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Part 1
Member Services

Your Primary Care Provider

As a member of this health plan, you are not required to choose a primary care provider to coordinate the
health care benefits described in this Subscriber Certificate. However, your PPO health care network
includes physicians who are family or general practitioners, internists, pediatricians, geriatric specialists,
nurse practitioners, and physician assistants that you may choose to furnish your primary medical care. You
may choose any covered provider to furnish your health care services and supplies. But, your choice
is important because it may impact the costs that you pay for some health care services.

How to Determine a Preferred Physician’s Specialty

To determine a preferred physician’s specialty, you can look in your PPO provider directory or use the
online “Find a Doctor” physician directory. Some preferred physicians may have more than one specialty.
When your health plan has a cost share that differs based on the preferred physician’s specialty type, Blue
Cross Blue Shield HMO Blue will use the primary specialty type as shown in the PPO provider directory to
determine your cost share amount. For example, a preferred physician may be primarily a dermatologist
but may also be a family practitioner. In this case, your cost share amount is determined based on the
“dermatologist” specialty type since it is the preferred physician’s primary specialty as shown in the Blue
Cross Blue Shield HMO Blue PPO provider directory. A preferred physician may change his or her specialty
at any time. However, Blue Cross Blue Shield HMO Blue will change a preferred physician’s specialty only
once every two years.

Some preferred physicians and other professional provider types are part of a multi-specialty provider
group. When your health plan has a cost share that differs based on the preferred physician’s specialty type,
Blue Cross Blue Shield HMO Blue will apply the lower cost share amount for primary care provider
specialty types to the multi-specialty provider groups.

In other states, the local Blue Cross and/or Blue Shield Plan may have established provider specialty types
that are not recognized by Blue Cross Blue Shield HMO Blue. In those cases when a preferred physician’s
specialty type or professional provider type is not recognized, Blue Cross Blue Shield HMO Blue will apply
the higher cost share amount for specialists and other non-primary care provider specialty types.

Refer to the Schedule of Benefits for your plan option to see if your cost share amount is based on a preferred
physician’s specialty type or other provider type.

Your Health Care Network

This health plan consists of two benefit levels: one for in-network benefits; and one for out-of-network
benefits. The costs that you pay for covered services will differ based on the benefit level. To receive the
highest benefit level (your in-network benefits), you must obtain your health care services and supplies
from providers who participate in your PPO health care network. These health care providers are referred
to as “preferred providers.” (See “covered providers” in Part 2.) If you choose to obtain your health care
services and supplies from a covered provider who does not participate in this PPO health care network,
you will usually receive the lowest benefit level (your out-of-network benefits). See Part 8 in this Subscriber
Certificate for the times when in-network benefits will be provided if you receive covered services from a
covered provider who is not a preferred provider.

WORDS IN ITALICS ARE EXPLAINED IN PART 2.
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Part 1 - Member Services (continued)

When You Need Help to Find a Health Care Provider

There are a few ways for you to find a health care provider who participates in your health care network.

At the time you enroll in this health plan, a directory of health care providers for your specific plan option

will be made available to you at no additional cost. To find out if a health care provider participates in your

health care network, you can look in this provider directory. Or, you can also use any one of the following
ways to find a provider who participates in your health care network. You can:

o Call the Blue Cross Blue Shield HMO Blue customer service office. The toll free phone number to
call is shown on your ID card. They will tell you if a provider is in your health care network. Or, they
can help you find a covered provider who is in your local area.

e Call the Blue Cross Blue Shield HMO Blue Find a Doctor support line at 1-800-821-1388.

e Use the Blue Cross Blue Shield HMO Blue online physician directory (Find a Doctor). To do this, log
on to www.bluecrossma.org. This online provider directory will provide you with the most current
list of health care providers who participate in your health care network.

If you or your physician cannot find a provider in your health care network who can furnish a medically
necessary covered service for you, you can ask Blue Cross Blue Shield HMO Blue for help. To ask for this
help, you can call the Blue Cross Blue Shield HMO Blue customer service office. They will help you find
providers in your health care network who can furnish the covered service. They will tell you who those
providers are. If there is not a provider in your health care network who can furnish the covered service,
Blue Cross Blue Shield HMO Blue will arrange for the covered service to be furnished by another health
care provider.

If you are looking for more specific information about your physician, the Massachusetts Board of
Registration in Medicine may have a profile. To see this profile, you can log on to
www.massmedboard.org.

When You Are Traveling Outside of Massachusetts

If you are traveling outside of Massachusetts, you can get help to find a health care provider. Just call
1-800-810-BLUE. You can call this phone number 24 hours a day for help to find a health care provider.
When you call, you should have your ID card ready. You must be sure to let the representative know that
you are looking for health care providers that participate with the BlueCard PPO program. Or, you can also
use the internet. To use the online “Blue National Doctor & Hospital Finder,” log on to www.bcbs.com.
(For some types of covered providers, a local Blue Cross and/or Blue Shield Plan may not have, in the
opinion of Blue Cross Blue Shield HMO Blue, established an adequate PPO health care network. If this is
the case and you obtain covered services from this type of covered provider, the in-network benefit level
will be provided for these covered services. See Part 8 in this Subscriber Certificate.) If you are outside the
United States, Puerto Rico, and the U.S. Virgin Islands, there are no local Blue Cross and/or Blue Shield
Plans. But, you can still call 1-800-810-BLUE. (Or, you can call collect at 1-804-673-1177.) In this case,
the Blue Cross Blue Shield Global Core Service Center can help you to access a health care provider. Then,
if you are admitted as an inpatient, you should call the service center and the hospital should submit the
claim for you. (See Part 9.)

Your Identification Card

After you enroll in this health plan, you will receive an identification (ID) card. The ID card will identify
you as a person who has the right to coverage in this health plan. The ID card is for identification purposes
only. While you are a member, you must show your ID card to your health care provider before you receive
covered services. If you lose your ID card or it is stolen, you should contact the Blue Cross Blue Shield
HMO Blue customer service office. They will send you a new card. Or, you can use the Blue Cross Blue
Shield HMO Blue Web site to ask for a new ID card. To use the Blue Cross Blue Shield HMO Blue online

WORDS IN ITALICS ARE EXPLAINED IN PART 2.
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Part 1 - Member Services (continued)

member self service option, you must log on to www.bluecrossma.org. Just follow the steps to ask for a
new ID card.

How to Get Help for Questions

Blue Cross Blue Shield HMO Blue can help you to understand the terms of your coverage in this health
plan. They can also help you to resolve a problem or concern that you may have about your health care
benefits. You can call or write to the Blue Cross Blue Shield HMO Blue customer service office. A Blue
Cross Blue Shield HMO Blue customer service representative will work with you to resolve your problem
or concern as quickly as possible. Blue Cross Blue Shield HMO Blue will keep a record of each inquiry
you, or someone on your behalf, makes to Blue Cross Blue Shield HMO Blue. Blue Cross Blue Shield HMO
Blue will keep these records, including the answers to each inquiry, for two years. These records may be
reviewed by the Commissioner of Insurance and the Massachusetts Department of Public Health.

If You Are Enrolled as a Group Member

If you are enrolled in this health plan as a group member under a group contract, you can call Monday
through Friday from 8:00 a.m. to 8:00 p.m. (Eastern Time). The toll free phone number to call is shown on
your ID card. (For TTY, call 711.) Or, you can write to: Blue Cross Blue Shield of Massachusetts, Member
Service, P.O. Box 9134, North Quincy, MA 02171-9134.

If You Are Enrolled as an Individual Member
If you enrolled in this health plan under an individual contract, you can call Monday through Friday from
8:00 a.m. to 6:00 p.m. (Eastern Time). The toll free phone number to call is shown on your ID card. (For
TTY, call 711.) Or, you can write to: Blue Cross Blue Shield of Massachusetts, Member Service,
P.O. Box 9140, North Quincy, MA 02171-9140.

Discrimination Is Against the Law

Blue Cross Blue Shield HMO Blue complies with applicable federal civil rights laws and does not
discriminate on the basis of race; color; national origin; age; disability; sex; sexual orientation; or gender
identity. Blue Cross Blue Shield HMO Blue does 