Shield Spectrum PPO 5000

Underwritten by Blue Shield of California Life & Health Insurance Company.

PPO 5000

Is Shield Spectrum PPO 5000 right for you?

Shield Spectrum PPO™ 5000 offers unlimited preventive care office visits to the doctors you want, along
with maternity coverage,

Shield Spectrum PPO 5000 advantages L

When 2 or more family members are on one plan, each covered individual has his or her own
individual deductible, in case only one person needs expensive medical care.

Brand-name prescriptions are only $35 per prescription after you meet the brand-name
drug deductible.

Copayment/coinsurance maximums help contain costs, because your family copayment maximums
are only twice the individual amount, no matter how many people are covered.




Shield Spectrum PPO 5000

Underwritten by Blue Shieid of California Life & Health Insurance Company.

Uniform Health Plan Benefits and Coverage Matrix

THIS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS AND IS A
SUMMARY ONLY. THE POLICY FOR INDIVIDUALS AND FAMILIES SHOULD BE CONSULTED FOR A
DETAILED DESCRIPTION OF COVERAGE BENEFITS AND LIMITATIONS.

PPO Uul
Deductible* $5,000 [$10,000 family)
Copayments $35 with preferred providers

Coinsurance

Mot applicable with non-preferred providers

30% with preferred providers
50% with non-preferred providers

Calendar-year copayrﬁenh’coinsumnce maximum
{includes the plan deductible — some services do not apply)

Services with preferred providers: $7,000 ($14,000 family) S
Services with all providers: $10,000 ($20,000 family)

Lifetime maximum

$6,000,000

* Benefiis for covered brand-name drugs ore subject fo o separate $500 brond-name drug deductible per person per calendar year.

® Plan benefits that are available before you need to meet the medicol plan deductible are shown below with a dol. For il benefits without a dot, you
are responsible for all charges up to the allowable ameunt or billed charges with preferred and non-preferred providers uniil the deductivle is metl. At
that point, you will be responsible for the copayment or coinsurance noted in the chart below when accessing preferred and nor-preferred providers

Covered services

Member copayments

Subject to the plan deductible, unless noted.

With preferred
|| providers,; you pay

| With non-preferred
| providers, you pay

Professional services

Office visifs fgas [ 50%

Preventive care

Annual routine physical exom, well-baby care office visits, and $35 e " Not covered
gynecologicol exam office visit (includes Pap test or other

cpproved cervical cancer screening tests, roufine mammography,

and immunizations whnen received as part of the preventive

care exam)

Qutpatient services

Nonfemergeﬁ.c";.s;}.vices and procedures, outpatient surgery in hospital | 30% 50%23
Qvuipatient surgery performed in cmVombuio’ro‘n‘,f‘é&ééﬁéérﬁér [ASC) | 30% S0%

Outpatient or out-of-hospital X-ray ond laboratery | 30% so%
Hospitalization serviges

Inpatient physician visi‘rrsﬁdnd consultations, surgeons and 30% 50%

assistants, and onesthesiologists

Inpatient sémiprivofe room and board, se'r‘w‘é‘é's'drnd supplies, 30% 50%23

and subacute care

Bariairic surgery inpatient services (pre-authorization required: 30% 50%
medically necessary surgery for weight loss, only for morbid obesity)® |

Emergency health coverage

Emergency room services  30% 30%
ER physician visits 0 30% 0%
Ambulance services {surface or air) 30% 30%

Prescription drug coverage® (outpatient) At participating pharmacies Mail service prescriptions

(up to o 30-day suppiv] {up to a é0-cay supply|

Formulary brand-name drugs
Non-formulary brand-name drugs

.|| $38/prescripfion?
|| $50 or 50%/prescription
| [whichever is greater)®

| $20/prescription’ @

' $70/prescription?

$100 or 50%/br-e-s-c-:ri;-3-ﬁ-o.ﬂ
| twhichever is greater)?

Brand-name drug deducfible {brond;.nome drugs are subject to o
brand-name drug deductible per person, per calendar year|

$500



Family p!anmng
_Consultations, tubal ligation, vosecTomY ele::hv oborhon -
; Rehubiiltuhonrserv__l_qeg_s (up fo 12 visits per caler

Shield Spectrum PPO Plan 5000

Covered services Member copayments
Subject fo the plan deductible, unless noted. | With preferred | with non-preferred
| providers,’ you pay providers,' you pay
Durable medical equipment’ o [30% _ 0% .
Menful health servi-ce? T S o
[30% jsoges
. _|30% S S

Dquohenr VIS\fS for non- severe memol hecalth cond\f on& (up fo 20
_Vvisits per calendar year comblned with chemical dependency visits)?

Chemical dependency serwces“ (subsfcnce abuse)

{ao% - RE N
N J80% R | 50%
Oufpohem‘ visits [up to 20 visits per co[endor yeur combmed with | 30%
_non-severe mental health visits)? I

| 30% ) ) N ) ? covered

Home hecfrh services (up fo 90 pre- oufhonzed visits per

calendcr year)
o e o

Other B

Pregncmcy and maternity care

_|Nofcovered

" year combmed wnh >peec n heromf wsatsj )
the office of physncron or phy3|col therapist f
Out-of-state services (full plan benefifs covered nationwide with \ 30% with BlueCard

the BlueCard Program) participating providers

Provided in

B ,
] 50% with all other providers
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