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All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

If you need 

immediate medical 

attention

Emergency room care $200 copayment/service $200 copayment/service
Deductible does not apply.  Copayment 

waived if admitted inpatient.

If you have 

outpatient surgery

Facility fee (e.g., ambulatory 

surgery center)
No charge after deductible 20% coinsurance after deductible

Services at out-of-network ambulatory 

surgical facilities 20%  coinsurance.

Physician/surgeon fees No charge after deductible 20% coinsurance after deductible
*See preauthorization schedule attached to 

your plan document.

Non-preferred brand drugs

Specialty drugs

20% coinsurance after deductible
*See preauthorization schedule attached to 

your plan document.

If you need drugs to 

treat your illness or 

condition. More 

information about 

prescription drug 

coverage is 

available by calling 

RxBenefits at 800-

334-8134

Generic drugs



$45 copayment/service 20% coinsurance after deductible
Deductible does not apply for services at in-

network providers.

If you need 

immediate medical 

attention

Emergency medical 

transportation
No charge after deductible No charge after deductible None

Urgent care

*For more information about preauthorization, see the requirements document at https://www.capbluecross.com/preauthorization.

3 of 7



Services You May Need

What You Will Pay
Limits, Exceptions, & Other Important 

Information
In-network Provider 

(You will pay the least)

Out-of-network Provider 

(You will pay the most)

Not covered

Depending on the type of services, a 

copayment, coinsurance, or deductible may 

apply.

---------------none---------------

None

&KLOGUHQ¶V�GHQWDO�FKHFN�XS Not covered None
*For more information about preauthorization, see the requirements document at https://www.capbluecross.com/preauthorization.

No charge after deductible 20% coinsurance after deductible



Excluded Services & Other Covered Services:

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a 

grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also 

provide complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or

Does this plan provide Minimum Essential Coverage?  Yes

Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid,

CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet Minimum Value Standards? Yes

If your plan





1 Healthcare benefit programs issued or administered by Capital Blue Cross and/or its subsidiaries, Capital Advantage Insurance Company®, Capital Advantage 

Assurance Company® and Keystone Health Plan® Central.  Independent licensees of the Blue Cross Blue Shield Association.  Communications issued by 

Capital Blue Cross in its capacity as administrator of programs and provider relations for all companies.
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