attached to and made part of
Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
Health Maintenance Organization Subscriber Certificate
HMO (1-1-2022)

Schedule of Benefits

HMO Blue Select
$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 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.

This health plan is a limited provider network plan.

Your health plan has a limited provider network called HMO Blue Select. This limited network plan
provides access to a network that is smaller than the full HMO Blue network. Under this plan, members
have access to network benefits only from the providers in the HMO Blue Select network. Please consult
the HMO Blue Select network provider directory to determine which providers are included in the limited
network. The service area where your covered services will be furnished includes all counties in
Massachusetts, except Barnstable, Dukes, and Nantucket Counties. See Part 1 for information about how
to find a provider in your health care network.

You have access to emergency medical services from any provider. When you have an emergency
medical condition, you should receive care at the nearest emergency room. If you receive emergency
medical care at an emergency room of a hospital that does not participate in your health care network,
your health plan will provide the same coverage that you would otherwise receive if you had gone to a
hospital that does participate in your health care network. These requirements are fully outlined in Part 3.

The following definitions will help you understand your cost share amounts and how they are calculated.
- Adeductible 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.
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.
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.
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Schedule of Benefits (continued)

HMO Blue Select
$2,000 Deductible

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.

Overall Member Cost Share Provisions

Deductible

Your deductible per plan year is:

This deductible applies to all covered services except
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

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.

$8,750 per member
$17,500 per family

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

Your Cost Is:

Admissions for - In a General Hospital
Inpatient Medical . .
. Hospital services
and Surgical Care
Physician and other

covered professional
provider services

$250 copayment per admission after deductible

No charge after deductible

- In a Chronic Disease
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

No charge 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)

HMO Blue Select

$2,000 Deductible

Covered Services

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

No charge after deductible

Ambulance Services
(ground or air ambulance
transport)

- Emergency ambulance

No charge (deductible does not apply)

- Other ambulance

No charge (deductible does not apply)

Cardiac Rehabilitation

Outpatient services

$50 copayment per visit after deductible

Chiropractor Services
(for members of any age)

- Outpatient lab tests and
X-rays

See Lab Tests, X-Rays, and Other Tests

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

$50 copayment per visit (deductible does not apply)

Dialysis Services

Outpatient services
and home dialysis

No charge after deductible, except deductible does not
apply to home dialysis

Durable Medical
Equipment

- Covered medical
equipment rented or
purchased for home use

20% after deductible

- One breast pump
per birth (rented
or purchased), including
related parts and supplies

No charge (deductible does not apply)

No coverage is provided for hospital-grade breast
pumps.

Early Intervention
Services

Outpatient intervention
services for eligible child
from birth through age two

No charge (deductible does not apply)

Emergency Medical
Outpatient Services

- Emergency room services

$500 copayment per visit (deductible does not apply);
copayment waived if held for observation or admitted
within 24 hours

- Hospital outpatient
department services

No charge after deductible

- Office, health center, and
home services

by your primary care
provider; or by an
OB/GYN physician or
nurse midwife; or by a
physician assistant or
nurse practitioner
designated by the health
plan as primary care

$25 copayment per visit (deductible does not apply)

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)

HMO Blue Select
$2,000 Deductible

Covered Services

Your Cost Is:

Emergency Medical
Outpatient Services
(continued)

- Office, health center, and
home services

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

$50 copayment per visit (deductible does not apply)

Home Health Care

Home care program

No charge (deductible does not apply)

Hospice Services

Inpatient or outpatient
hospice services for
terminally ill

No charge (deductible does not apply)

Infertility Services

- Inpatient services

See Admissions for Inpatient Medical and Surgical Care

- QOutpatient surgical
services

See Surgery as an Outpatient

- QOutpatient lab tests and
X-rays

See Lab Tests, X-Rays, and Other Tests

- Outpatient medical care
services

See Medical Care Outpatient Visits

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

- QOutpatient lab tests

$15 copayment per service date after deductible

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

$35 copayment per service date after deductible

- Outpatient advanced
imaging tests (CT scans,
MRIs, PET scans,
nuclear cardiac imaging)

$250 copayment per category of test per service date
after deductible

- Other outpatient tests and
preoperative tests

No charge after deductible

Maternity Services and
Well Newborn 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)

$250 copayment after deductible for inpatient services,
otherwise no charge

No charge (deductible does not apply)

- Prenatal care

No charge (deductible does not apply)

- Well newborn care
during covered maternity
admission

No charge (deductible does not apply)

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)

HMO Blue Select
$2,000 Deductible

Covered Services

Your Cost Is:

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

- Office, health center, and
home medical services

by your primary care
provider; or by an
OB/GYN physician,
nurse midwife, or limited
services clinic; or by a
physician assistant or
nurse practitioner
designated by the health
plan as primary care

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

$25 copayment per visit (deductible does not apply); all
cost share waived for total of two diabetic visits per
member per calendar year

$50 copayment per visit (deductible does not apply); all
cost share waived for total of two diabetic visits per
member per calendar year

- Hospital outpatient
medical services

No charge after deductible; all cost share waived for
total of two diabetic visits per member per calendar year

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

$50 copayment per visit (deductible does not apply)

Medical Formulas

Certain medical formulas
and low protein foods

No charge (deductible does not apply)

Mental Health and
Substance Use
Treatment

- Inpatient admissions in a
General Hospital

Hospital services

Physician and other
covered professional

provider services

$250 copayment per admission after deductible

No charge after deductible

- Inpatient admissions in a
Mental Hospital or
Substance Use Facility

Facility services

Physician and other
covered professional

provider services

$250 copayment per admission after deductible

No charge after deductible

- QOutpatient services

$25 copayment per visit, except no charge for hospital
services (deductible does not apply)

Oxygen and
Respiratory Therapy

- Oxygen and equipment
for its administration

No charge after deductible

- Outpatient respiratory
therapy

No charge 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)

HMO Blue Select

$2,000 Deductible

Covered Services

Your Cost Is:

Podiatry Care

- QOutpatient lab tests and

X-rays

See Lab Tests, X-Rays, and Other Tests

- QOutpatient surgical

services

See Surgery as an Outpatient

- Outpatient medical care

services

See Medical Care Outpatient Visits

Prescription Drugs and
Supplies

Drug Formulary

(includes syringes and
needles)

Includes Mail Order with
Retail Choice Program

Includes No Cost Generic
Medications for select
drugs that are used to treat
certain chronic conditions
such as depression,
cholesterol, diabetes, and
high blood pressure and
cardiac conditions. For
these covered drugs, you
pay nothing at both retail
and mail order (any
deductible, copayment,
and/or coinsurance do not
apply). The list of no cost
generic medications is
available from the health
plan and may change from
time to time. Please check
for updates.

- Retail Pharmacy

(30-day supply)

Tier 1 (low cost generic):
Tier 2 (other generic):
Tier 3 (preferred brand):
Tier 4 (non-preferred):
Tier 5 (preferred brand
specialty™):

Tier 6 (non-preferred
specialty™):

"must be purchased
from an approved retail
specialty pharmacy

$10 copayment

$45 copayment

$150 copayment

$225 copayment

50% but no more than $350 per supply

50% but no more than $500 per supply

This cost share is waived for Tier 1 and Tier 2 birth
control drugs and devices; certain preventive drugs as
required by federal law; insulin infusion pumps; and
certain orally-administered anticancer drugs.

- Mail Order Pharmacy

(90-day supply)

Tier 1 (low cost generic):
Tier 2 (other generic):
Tier 3 (preferred brand):
Tier 4 (non-preferred):

$20 copayment
$90 copayment
$300 copayment
$675 copayment

This cost share is waived for Tier 1 and Tier 2 birth
control drugs and devices; certain preventive drugs as
required by federal law; and certain orally-administered
anticancer drugs.

Preventive Health
Services

- Routine pediatric care

Routine medical exams
and immunizations

Routine tests

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

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)

HMO Blue Select
$2,000 Deductible

Covered Services Your Cost Is:
Preventive Health - Routine adult care
Services (continued) Routine medical exams | No charge
and immunizations
Routine tests No charge

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

No charge

- Family planning

No charge

- Routine hearing care

Routine hearing
exams/tests

Newborn hearing
screening tests

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

No charge

No charge

No charge

- 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

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

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

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)

HMO Blue Select
$2,000 Deductible

Covered Services

Your Cost Is:

- Outpatient hospital and
free-standing radiation
and chemotherapy
facility services

Radiation Therapy and
Chemotherapy

No charge after deductible

- Office and health center
services

by your primary care

provider or by a
physician assistant or

nurse practitioner
designated by the health
plan as primary care

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

$25 copayment per visit (deductible does not apply)

$50 copayment per visit (deductible does not apply)

Outpatient second and
third opinions

Second Opinions

See Medical Care Outpatient Visits

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)

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

Includes habilitation
services

$50 copayment per visit after deductible

See Lab Tests, X-Rays, and Other Tests

Speech, Hearing, and |- O_utpatie_nt
Language Disorder diagnostic tests
Treatment - Outpatient

speech therapy

See Short-Term Rehabilitation Therapy

- Outpatient medical care
services

See Medical Care Outpatient Visits

Surgery as an - Outpatient day surgery
Outpatient

(includes removal of
impacted teeth that are
fully or partially imbedded

in the bone)

Hospital surgical day
care unit or outpatient
department services

Ambulatory surgical
facility services

Physician and other
covered professional

provider services

No charge after deductible

No charge after deductible

No charge 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)

HMO Blue Select
$2,000 Deductible

Covered Services

Your Cost Is:

Surgery as an
Outpatient (continued)

- Sterilization procedure

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

No charge (deductible does not apply)

- Office and health center

surgical services

by your primary care
provider; or by an
OB/GYN physician or
nurse midwife; or by a
physician assistant or
nurse practitioner
designated by the health
plan as primary care

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

$25 copayment per visit (deductible does not apply); all
cost share waived for total of two diabetic visits per

member per calendar year

$50 copayment per visit (deductible does not apply); all
cost share waived for total of two diabetic visits per

member per calendar year

TMJ Disorder
Treatment

- Outpatient x-rays

See Lab Tests, X-Rays, and Other Tests

- Outpatient surgical

services

See Surgery as an Outpatient

- Outpatient physical

therapy

See Short-Term Rehabilitation Therapy

- Outpatient medical care

services

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.
Health Maintenance Organization 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.

Covered Vision Supplies |Your Cost Is:

- Prescription lenses 35% 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.
- Frames 35% after deductible
(once per member per
calendar year)

- Prescription contact lenses | 35% after deductible

(once per mem_ber.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

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
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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
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attached to and made part of
Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
Health Maintenance Organization 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 to HMO
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MASSACHUSETTS

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 includes services, activities, and
products that provide cardiovascular and strength-training benefits.

Reimbursement is provided for:
Full-service health clubs where you use a variety of cardiovascular and strength-training equipment for fitness.

Fitness studios where you take instructor-led group classes such as yoga, pilates, zumba, kickboxing, cross-fit,
and indoor cycling/spinning.
Virtual/online memberships, subscriptions, programs, or classes for fitness using a digital platform.

Cardiovascular and strength-training equipment for fitness that is purchased for use in the home. This
reimbursement is not provided for items that are considered to be recreational equipment and/or sports
equipment (such as kayaks, inline skates, ice skates, trampolines, and fitness clothing).

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.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross and Blue Shield Association.
© 2021 Blue Cross and Blue Shield of Massachusetts, Inc., and Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
iwpp-3000$150$150
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MASSACHUSETTS

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:

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

Follow the instructions to submit the completed claim to Blue Cross Blue Shield of Massachusetts.
Reimbursement requests may be mailed to Blue Cross Blue Shield of Massachusetts or submitted online (when
available). For additional information on how to file a claim or to get a claim form, log on to the Blue Cross Blue
Shield of Massachusetts Web site at www.bluecrossma.org.

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.
© 2021 Blue Cross and Blue Shield of Massachusetts, Inc., and Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
iwpp-3000$150$150



attached to and made part of
Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
Health Maintenance Organization Subscriber Certificate

Rider
Cost Share Assistance Pharmacy Program

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.

Your health plan includes a cost share assistance program for certain specialty drugs and/or supplies. Cost
share assistance is a process in which the health plan facilitates your enrollment in a program where drug
manufacturers provide financial support to members by reducing or removing cost share applied to a drug
and/or supply.

For covered drugs and supplies that are eligible under this cost share assistance program, the initial cost
share amount that is provided will be equal to 30% of the total cost of the drug or supply.

When you enroll for cost share assistance with a drug manufacturer for an eligible covered drug or
supply, the initial cost share amount will be either reduced or removed. In these cases, cost share
assistance is provided by a drug manufacturer on the initial cost share. This means that your final cost
share amount will be calculated based off of the initial cost share amount minus the drug manufacturer’s
cost share assistance. The final cost share amount that you will pay is described in the cost share
assistance drug list.

If you choose not to enroll for cost share assistance with a drug manufacturer for an eligible covered drug
or supply, the initial cost share amount will not be reduced or removed and your cost share amount will be
higher. This means that the final cost share amount that you will pay is equal to 30% of the total cost of
the drug or supply.

There may be times when you cannot enroll for cost share assistance with a drug manufacturer for a
certain covered drug or supply that may otherwise be eligible under this cost share assistance program.
Some examples of when this will occur include (but are not limited to): when the drug or supply is not
approved by the Food and Drug Administration to treat your condition; or, when the drug or supply has
specific age restrictions that you do not meet. In these cases, the provisions of this cost share assistance
program will not apply, and you will pay the cost share amount that applies for all other covered drugs
and supplies as described in your Schedule of Benefits and/or riders.

The cost share amounts that you pay for these drugs and supplies as described above will count toward
your out-of-pocket maximum.

To obtain the cost share assistance drug list that describes the drugs and/or supplies eligible for cost share
assistance and their applicable cost share, you can call the Blue Cross Blue Shield HMO Blue customer
service office. The toll-free phone number is shown on your ID card. Or, you may log on to the Blue
Cross Blue Shield HMO Blue internet Web site at www.bluecrossma.org. The list of these specialty
drugs and supplies may change from time to time.

This rider does not change the cost share amount that you will pay for all other covered drugs and
supplies. Refer to your Schedule of Benefits and/or riders for your cost share amount for other covered
drugs and supplies.

All other provisions remain as described in your Subscriber Certificate.

R13-7040 (2022) to be attached to HMO
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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.

Page 1
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Schedule of

Dental Benefits (continued)

Pediatric Essential Benefits

Annual Overall B

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

policy.)

Covered Services for Members Under Age 19

Your Cost Is*:

Group 1— Preventive Services and Diagnostic Services

Oral exams

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

- Periodic or routine oral exams; twice in a calendar
year

- Oral exams for a member under age three; twice in
a calendar year

- Limited oral exams; twice in a calendar year

X-rays

- Single tooth x-rays; no more than one per visit

- Bitewing x-rays; twice in a calendar year

- Full mouth x-rays; once in three calendar years per
provider or location

- Panoramic x-rays; once in three calendar years per
provider or location

Routine dental
care

- Routine cleaning, minor scaling, and polishing of
the teeth; twice in a calendar year

- Fluoride treatments; once in 90 days

- Sealants; once per tooth in three years per provider
or location (sealants over restored tooth surfaces
not covered)

- Space maintainers

No charge

Group 2—Basic Res

torative Services

Fillings

- Amalgam (silver) fillings; one filling per tooth
surface in 12 months

- Composite resin (white) fillings; one filling per
tooth surface in 12 months

25% of allowed charge
after deductible

Page 2
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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 - Vital pulpotomy
- Retreatment of prior root canal on permanent teeth;
once per tooth in 24 months
- Root end surgery on permanent teeth; once per
tooth
Crowns - 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

- Periodontal surgery; once per quadrant in

36 months

Prosthetic
maintenance

- Repair of partial or complete dentures and bridges;

once in 12 months

- Reline or rebase partial or complete dentures;

once in 24 months

- Recementing of crowns, inlays, onlays, and fixed

bridgework; once per tooth

Oral surgery

- Simple tooth extractions; once per tooth
- Erupted or exposed root removal; once per tooth
- Surgical extractions; once per tooth

(approval required for complete, boney
impactions)

- Other necessary oral surgery

Other necessary
services

- Dental care to relieve pain (palliative care)
- 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
- Porcelain/ceramic crowns; once per tooth in

60 months

- Porcelain fused to metal/high noble crowns; once

per tooth in 60 months

Tooth replacement

- Removable complete or partial dentures, including

services to fabricate, measure, fit, and adjust them;
once in 84 months

- Fixed prosthetics, only if there is no other less

expensive adequate dental service; once in
60 months

Other necessary
services

- Occlusal guards when necessary; once in calendar

year

- Fabrication of an athletic mouth guard

50% of allowed charge
after deductible

Page 3
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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 | - Braces for a member who has a severe and

orthodontic care handicapping malocclusion

that has been - 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.”
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Blue Cross and Blue Shield of
Massachusetis HMO Blue, Inc.

Health Maintenance Organization

Subscriber Certificate
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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.

c/ru//}éfm?

Donald Savery
Clerk/Secretary

Qs D/F

Andrew Dreyfus
President

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

HMO (1-1-2022) January 1, 2023 Printing effective 1/1/23 (issued 8/31/22)



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/Espariol: 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: ATENCAQO: Se fala portugués, sdo-Ihe disponibilizados
gratuitamente servicos de assisténcia de idiomas. Telefone para os Servicos aos Membros,
através do numero no seu cartdo ID (TTY: 711).

Chinese/EIfAH3: /TE: MR BHFX, HAAIEEEBIZRMIES RS . BRITE
D * ERSABRASRRSES (TTY S43: 711) .

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

Vietnamese/Tiéng Viét: LUU Y: Néu quy vi noi Tiéng Viét, cac dich vu hé tra ngdn ng(r dugc
cung cap cho quy vi mién phi. Goi cho Dich vy Hbi vién theo s trén thé ID clia quy vi (TTY: 711).
Russian/Pycckuii: BHVMAHWE: ecnu Bbl roBopuTe No-pyccKu, Bol MoXeTe BOCMONb30BaThCA
6ecnnaTtHbIMK yCyramn nepeBoaUnKa. [No3BoHmTe B OTAEN OOCNYKMBAHWA KIIVEHTOB MO HOMEPY,
yKa3aHHOMy B Bawen naeHTnduKkaumoHHom kapTe (tenetann: 711).
Arabic/ s:

liygn BBl e dszobl 03,1 e slasVl Glousy Juasl el duwds Bloxs &gl Busluck] Olous 3928 ) dslll Suses S 13] solasl

(711 TTY” (Sls qall ot Cisly)l 3lez)

Mon-Khmer, Cambodian/igs: MifjSiinnis {yrisiiyafunwmean igi
[ﬁjﬁfigmmﬁﬂﬁﬁﬁﬁm ﬁi—ﬂmﬁmeULmﬁi;iﬁ"l ﬁ;ﬁgifﬁg[@‘lfgﬁ[mﬁﬁjmﬁﬁ
Myt IS oA Ui g IvaIHA (TTV: 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).

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

Korean/et=01: =2|: st=0{E AlSstA|= é

0|85t == AUSLCE #ote D 7t=0l R
MBIA0 MetstYAl L.

S, A0 X MH[A
MSHASTTY: 711)E



Greek/EAANVIKA: MPOXOXH: Edv piAdte ENAnvikd, SlatiBevTtal yia oag unnpecieg YAWOOIKNAG
BonBelag, dwpeav. Kahéote Tnv Ynpeoia E€urnpétnong MeAwv otov apiBud Tng KAPTAG PEAOUG
oac (ID Card) (TTY:711).

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

Hindi/fgdr: e & afg 3ma Redr stad §, df 9YT §gRIar Jary, 39 & fovw
@g@wﬁm@mﬁaﬁmmaaﬂéwmmmwaﬁaﬁ
E.&.as.: 711).

Gujarati/oseRldl: 2l 2L 671 dH AUl olAdL Sl dl dHed AMIEA AsidL Al (Al 4l
BUAsH £9. dHIZL 2ALDE] 513 U2 YA A2 U2 Member Service - 14 521 (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&EE: PS5  HABZHELICGEDAITERNDEZR 7V AZ VAT —EX
HESHIBWERITE T, DA—FICRREDERESZFERLTAVN——EXXTHEE
ESTEEWN(TTY: 711),

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

Persian/ )\
G A Tt o&.u,u_z\.,,gxf ol e jLesd o oKLl Chyge S SeS wleas el )b Lot ok S zs
(TTY: 711) 00,80 oled cliacl Sloasr (2o b ags glubis o)
Lao/w999290: 2001{F%: 1)2¢39cD1WwI5929900, BNILVINIVFoBCTHDAIVWIT
lvawlostcgear. luaaedINIvsrLIgniivyIecanindzFue luvogeguan

(TTY: 711).

Navajo/Diné Bizaad: BAA AKOHWIINDZIN DOOIGI: Diné k’ehji yanitt’i’go saad bee
yat’i’ éi t’aajiik’e bee nika’a’doowotgo éi nd’ahoot’1’. Dii bee anitahigi ninaaltsoos bine’dé¢’
ndéomba bika’igiiji” béésh bee hodiilnih (TTY: 711).
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Intfroduction

This Subscriber Certificate explains your health care coverage and the terms of your enrollment in this Blue
Cross Blue Shield HMO Blue 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 Blue Cross Blue Shield HMO Blue 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”) health maintenance contract. 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 HVO 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.

As a member of this Blue Cross Blue Shield HMO Blue health plan, you will be asked to choose (or
designate) a primary care provider who participates in your health care network. Your primary care
provider will furnish most of your health care and, when it is needed, will arrange for or coordinate your
other covered services. Except for emergency medical care, you have also agreed that you will receive all
of your health care from providers who participate in your health care network. This health plan will not
cover services or supplies that you receive from a health care provider who does not participate in your
health care network. The only exceptions are described in this Subscriber Certificate in Part 8.

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

At the time you enroll in this Blue Cross Blue Shield HMO Blue health plan, you will be required to choose
(or designate) a primary care provider who participates in your health care network. You have the right to
choose (or designate) any primary care provider who participates in your health care network and who is
available to accept you or your family members. The Schedule of Benefits for your plan option will tell
you the name of your health care network. The provider directory that is provided for your specific plan
option lists all of the primary care providers who participate in your health care network. You can choose
a primary care provider who is an internist, a family practitioner, a pediatrician, a nurse practitioner, or a
physician assistant. Your primary care provider will furnish most of your health care and, when it is needed,
will arrange for or coordinate other covered services. (Your primary care provider is often referred to as
your “PCP.”) Usually, different members of a family have different health care needs. For this reason, each
member of a family may choose a different primary care provider. Your choice is important. Your choice
will determine who you will see for most of your health care and where you will receive it. This is because
a primary care provider will most often send their patients to network specialists who are affiliated with
the primary care provider’s network hospital or medical group. Your choice is also important because it
may impact the costs that you pay for some health care services. As soon as you enroll and you choose
your primary care provider, you should make an appointment with your primary care provider. This will
allow your primary care provider to get to know your medical history and to give you medical attention
and treatment that is tailored to your needs.

When You Need Help to Choose a Primary Care Provider

Blue Cross Blue Shield HMO Blue can help you choose your primary care provider. 1f you need help, call
the Blue Cross Blue Shield HMO Blue customer service office. The toll free phone number to call is shown
on your ID card. You can also call the toll free phone number that is shown in the HMO Blue provider
directory that applies for your specific plan option. Or, you can call the Find a Doctor support line at
1-800-821-1388.

When You Want to Change Your Primary Care Provider

You may change your primary care provider. All you have to do is call or write to the Blue Cross Blue
Shield HMO Blue customer service office. Or, you can make this change online by using the Blue Cross
Blue Shield HMO Blue member self service option. To change your primary care provider online, log on
to the Blue Cross Blue Shield HMO Blue Web site at www.bluecrossma.org. Just follow the steps to change
your “PCP.”

When Your Primary Care Provider Disenrolls from the Network

If your primary care provider disenrolls from the health care network, Blue Cross Blue Shield HMO Blue
will send you a written notice at least 30 days before your primary care provider’s disenrollment date. The
notice will tell you how to choose a new primary care provider. In most cases, Blue Cross Blue Shield
HMO Blue will continue to provide coverage for covered services you receive from your primary care
provider for up to 30 days past the primary care provider’s disenrollment date. (If you do not choose a new
primary care provider within 30 days, Blue Cross Blue Shield HMO Blue may choose one for you. Blue
Cross Blue Shield HMO Blue will let you know if a new primary care provider is chosen for you.)

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

Your Health Care Network

To receive all of your health plan coverage, you must obtain your health care services and supplies from
providers who participate in the health care network for your specific plan option. The Schedule of Benefits
for your plan option will tell you the name of your health care network. The provider directory that is
provided for your specific plan option lists the health care providers who participate in your health care
network. The health care providers that participate in your health care network are referred to as “covered
providers” or “network providers.” If you need emergency medical care, this health plan will cover those
services even when they are furnished by a health care provider who is not a network provider. See Part 8
in this Subscriber Certificate for a few other times when this health plan may cover services or supplies that
you receive from a provider who does not participate in your health care network. Except as described in
this Subscriber Certificate, this health plan will net cover any services or supplies that you receive from
providers who do not participate in the health care network for your specific plan option.

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:

e 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 Your Service Area

If you are traveling outside of your service area and you need emergency medical care (or urgent care),
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 local Blue Cross and/or Blue Shield Plan. Or, you can also use the internet. To use the online “Blue
National Doctor & Hospital Finder,” log on to www.bcbs.com. 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.)

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

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. Under federal law, your ID card is required to include information about applicable deductible and
out-of-pocket maximum amounts. It will also include contact information for the Blue Cross Blue Shield
HMO Blue customer service office.

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
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 HVO 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 021719134,

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 not exclude people or treat them differently because of
race; color; national origin; age; disability; sex; sexual orientation; or gender identity.

Blue Cross Blue Shield HMO Blue provides:

e Free aids and services to people with disabilities to communicate effectively with Blue Cross Blue
Shield HMO Blue. These aids and services may include qualified sign language interpreters and
written information in other formats (such as in large print).

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

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

If you need these services, call the Blue Cross Blue Shield HMO Blue customer service office. The toll free
phone number to call is shown on your ID card.

If you believe that Blue Cross Blue Shield HMO Blue has failed to provide these services or discriminated
in another way on the basis of race, color, national origin, age, disability, sex, sexual orientation, or gender
identity, you can file a grievance with the Blue Cross Blue Shield HMO Blue Civil Rights Coordinator: by
mail at Civil Rights Coordinator, Blue Cross Blue Shield of Massachusetts, One Enterprise Drive, Quincy,
MA 02171-2126; or by phone at 1-800-472-2689 (TTY: 711); or by fax at 1-617-246-3616; or by email at
civilrightscoordinator@bcbsma.com. If you need help filing a grievance, the Civil Rights Coordinator is
available to help you. You can also file a civil rights complaint with the U.S. Department of Health and
Human Services, Office for Civil Rights online at ocrportal.hhs.gov; or by mail at U.S. Department of
Health and Human Services, 200 Independence Avenue, SW, Room 509F HHH Building, Washington, DC
20201; or by phone at 1-800-368-1019 or 1-800-537-7697 (TDD). Complaint forms are available at
www.hhs.gov.

Your Rights under Mental Health Parity Laws

This health plan provides coverage for medically necessary mental health and substance use treatment
according to federal and state mental health parity laws. The financial requirements and treatment limits for
your mental health or substance use coverage can be no more restrictive than those for your medical and
surgical coverage. This means that the cost share amounts (a copayment, coinsurance, or deductible) for
services to treat mental health and substance use will be the same or less than those for comparable medical
and surgical services. Also, the review and authorization of services to treat mental health or substance use
will be handled in a way that is comparable to the review and authorization of medical and surgical services.
If Blue Cross Blue Shield HMO Blue makes a decision to deny or reduce authorization of a service, you
will receive a letter that explains the reason for the denial or reduction. Blue Cross Blue Shield HMO Blue
will send you or your health care provider a copy of the criteria used to make this decision, at your request.

You should be sure to read all parts of your Subscriber Certificate to understand your health plan coverage.
If you believe that Blue Cross Blue Shield HMO Blue is not compliant with these mental health parity laws,
you can make a complaint to the Massachusetts Division of Insurance (the Division) Consumer Services
Section. A complaint can be made by phone or in writing. To send a written complaint, you must use the
Division’s “Insurance Complaint Form.” You can request a copy of this form from the Division by phone
or by mail. You can also find this form on the Division’s Web site at
http://www.mass.gov/ocabr/consumer/insurance/file-a-complaint/filing-a-complaint.html. To make a
complaint by phone, call 1-877-563-4467 or 1-617-521-7794. If you do make your complaint by phone,
you must follow up your phone call by sending your complaint in writing to the Consumer Services Section.
When you make a complaint, you must include: your name and address; the nature of your complaint; and
your signature authorizing the release of any information about the complaint to help the Division with its
review.

In addition to filing a written complaint with the Division, you must file an appeal with Blue Cross Blue
Shield HMO Blue to have your denial or reduction in coverage reviewed. This may be necessary to protect
your right to continued coverage while you wait for an appeal decision. To file an appeal with Blue Cross
Blue Shield HMO Blue, you must follow the formal review procedures outlined in Part 10.

Note: As required by the Affordable Care Act, the catastrophic health plan HMO Blue Essential exempts
three primary care provider medical visits from the deductible.
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rart 1 - Member Services (continued)

How You Can Request an Estimate for Proposed Covered Services

You may request an estimate of the costs you will have to pay when your health care provider proposes an
inpatient admission, procedure, or other covered service. Y ou can request this cost estimate in writing using
an online form or by phone. To send an online written request, log on to the Blue Cross Blue Shield HMO
Blue Web site at www.bluecrossma.org. Just follow the steps to request a cost estimate for health care
services you are planning to receive. To request an estimate by phone, call the Blue Cross Blue Shield HMO
Blue customer service office. The toll free phone number to call is shown on your ID card. Blue Cross Blue
Shield HMO Blue will give you a cost estimate within two working days of the date your request is received.
Blue Cross Blue Shield HMO Blue’s response will include an estimate of the maximum allowed charge and
your cost share amount, if there is any, for the proposed covered service, and your health care provider’s
network status.

Delivery of Summary of Payments Forms

You will receive a Summary of Health Plan Payments explanation form when you have a cost share (such

as a deductible, a copayment, or a coinsurance) that applies for covered services or when Blue Cross Blue

Shield HMO Blue denies coverage for all or part of a health care service or supply. This Summary of Health

Plan Payments explanation form will usually be mailed to the member at the address that is on file for the

subscriber. However, there are a few additional ways you may choose to receive your Summary of Health

Plan Payments explanation forms. Upon submitting your request in writing to Blue Cross Blue Shield HMO

Blue, you may:

e Have the Summary of Health Plan Payments explanation form mailed to the member’s address that is
on file with Blue Cross Blue Shield HMO Blue. (Blue Cross Blue Shield HMO Blue is not required to
maintain more than one alternate address for a member.)

e  Access the Summary of Health Plan Payments explanations by using the online Blue Cross Blue
Shield HMO Blue member self service option. To check online, log on to the Blue Cross Blue Shield
HMO Blue Web site at www.bluecrossma.org. Just follow the steps to sign-up for paperless
statements.

When a member selects an alternate method of receipt as described above, this selection will remain in
effect until the member submits a request in writing for a different method. Your request for a different
method will be completed by Blue Cross Blue Shield HMO Blue within three working days of receiving the
request. If you enroll in another Blue Cross Blue Shield HMO Blue health plan or a health plan offered by
Blue Cross and Blue Shield of Massachusetts, Inc., you should call the Blue Cross Blue Shield HMO Blue
customer service office as this may affect the delivery of your Summary of Health Plan Payments
explanation forms.

There may be certain times when you may request not to receive a Summary of Health Plan Payments
explanation form for a certain health care service or supply. This request must be made by phone or in
writing to Blue Cross Blue Shield HMO Blue.

The Office of Patient Protection

You can obtain information about Massachusetts health plans from the Massachusetts Office of Patient

Protection. Some of the information that you can obtain from them is:

e A health plan report card. It contains data that can help you evaluate and compare health plans.

e Data about physicians who are disenrolled by a health plan. This data is from the prior calendar year.

e A chart that compares the premium revenue that has been used for health care. This chart has data for
the most recent year for which the data is available.

e A report with data for health plan grievances and appeals for the prior calendar year.
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rart 1 - Member Services (continued)

The Office of Patient Protection is also available to assist Massachusetts consumers. To ask for this
information or to seek their assistance, you must contact the Office of Patient Protection. You can call them
toll free at 1-800-436-7757. Or, you can send a fax to 1-617-624-5046. Or, you can go online and log on to
the Web site at www.mass.gov/hpc/opp.
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Part 2
Explanation of Terms

The following words are shown in italics in this Subscriber Certificate, your Schedule of Benefits, and any
riders that apply to your coverage in this health plan. The meaning of these words will help you understand
your benefits.

Allowed Charge (Allowed Amount)

Blue Cross Blue Shield HMO Blue calculates payment of your benefits based on the allowed charge
(sometimes referred to as the allowed amount). This is the maximum amount on which payment is based
for covered health care services. This may be called “eligible expense,” “payment allowance,” or
“negotiated rate.” The allowed charge that Blue Cross Blue Shield HMO Blue uses depends on the type of
health care provider that furnishes the covered service to you.

e For Network Providers. For health care providers who have an HMO Blue payment agreement with
Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc., the allowed charge is based on the
provisions of that health care provider’s network payment agreement for your specific plan option.
(When you are enrolled in a New England plan option, this also applies for health care providers who
have a network payment agreement with one of the New England Blue Cross and/or Blue Shield
Plans with which Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc. has arranged for the
Blue Cross and/or Blue Shield Plan to provide access to covered services to members.) For covered
services furnished by these health care providers, you pay only your deductible and/or your
copayment and/or your coinsurance, whichever applies. In general, when you share in the cost for
your covered services (such as a deductible, and/or a copayment, and/or a coinsurance), the
calculation for the amount that you pay is based on the initial full allowed charge for that health care
provider (or the actual charge if it is less). This amount that you pay for a covered service is generally
not subject to future adjustments—up or down—even though the health care provider’s payment may
be subject to future adjustments for such things as provider contractual settlements, risk-sharing
settlements, and fraud or other operations.

A network provider’s payment agreement may provide for an allowed charge that is more than the
provider’s actual charge. For example, a hospital’s allowed charge for an inpatient admission may be
based on a “Diagnosis Related Grouping” (DRG). In this case, the allowed charge may be more than
the hospital’s actual charge. If this is the case, Blue Cross Blue Shield HMO Blue will calculate your
cost share amount based on the lesser amount—this means the network provider’s actual charge
instead of the allowed charge will be used to calculate your cost share. The claim payment made to
the network provider will be the full amount of the allowed charge less your cost share amount.

When you are enrolled in a limited provider network plan, these allowed charge provisions also apply
for a health care provider who has an HMO Blue payment agreement but who is not in the limited
provider network for your specific plan option. There is one exception. For a health care provider
who declined to participate in the limited provider network, see the “For Other Health Care
Providers” paragraph on the next page.

e For Health Care Providers OQutside of Massachusetts with a Local Payment Agreement. For
non-network health care providers outside of Massachusetts who have a payment agreement with the

WORDS IN ITALICS ARE EXPLAINED IN PART 2.
Page 8



prart 2 — Explanation of Terms (continued)

local Blue Cross and/or Blue Shield Plan, the allowed charge is the “negotiated price” that the local
Blue Cross and/or Blue Shield Plan passes on to Blue Cross Blue Shield HMO Blue. (Blue Cross
and/or Blue Shield Plan means an independent corporation or affiliate operating under a license from
the Blue Cross and Blue Shield Association.) In many cases, the negotiated price paid by Blue Cross
Blue Shield HMO Blue to the local Blue Cross and/or Blue Shield Plan is a discount from the
provider’s billed charges. However, a number of local Blue Cross and/or Blue Shield Plans can
determine only an estimated price at the time your claim is paid. Any such estimated price is based on
expected settlements, withholds, any other contingent payment arrangements and non-claims
transactions, such as interest on provider advances, with the provider (or with a specific group of
providers) of the local Blue Cross and/or Blue Shield Plan in the area where services are received. In
addition, some local Blue Cross and/or Blue Shield Plans’ payment agreements with providers do not
give a comparable discount for all claims. These local Blue Cross and/or Blue Shield Plans elect to
smooth out the effect of their payment agreements with providers by applying an average discount to
claims. The price that reflects average savings may result in greater variation (more or less) from the
actual price paid than will the estimated price. Local Blue Cross and/or Blue Shield Plans that use
these estimated or averaging methods to calculate the negotiated price may prospectively adjust their
estimated or average prices to correct for overestimating or underestimating past prices. However, the
amount you pay is considered a final price. In most cases for covered services furnished by these
health care providers, you pay only your deductible and/or your copayment and/or your
coinsurance, whichever applies.

e For Other Health Care Providers. For covered health care providers who do not have a payment
agreement with Blue Cross Blue Shield HMO Blue (and for covered health care providers outside of
Massachusetts who do not have a payment agreement with the local Blue Cross and/or Blue Shield
Plan), Blue Cross Blue Shield HMO Blue will use the methods outlined below to calculate your claim
payment.

Patient Protections Against Surprise Billing

Under federal law, you are protected from “balance billing” or “surprise billing” (an unexpected
balance bill) in certain situations. Under the law, you cannot be balance billed for certain covered
services that you may receive. But, for these covered services, you will continue to be responsible for
any copayment, deductible and/or coinsurance, whichever applies.

You cannot be balance b