
BluePreferred Summary of Benefits
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ANNUAL OUT-OF-POCKET MAXIMUM��%HQHȴW�SHULRG�5

Medical6 $1,500 Individual/$3,000 Family $3,000 Individual/$6,000 Family
Prescription Drug6 $5,100 Individual/$10,200 Family All costs are subject to in-network  

out-of-pocket maximum
LIFETIME MAXIMUM BENEFIT
Lifetime Maximum None None

PREVENTIVE SERVICES
Well-Child Care (including exams & 
immunizations)

No charge* 25% of Allowed Benefit

Adult Physical Examination  
(including routine GYN visit)

No charge* 25% of Allowed Benefit

Breast Cancer Screening No charge* 25% of Allowed Benefit
Pap Test No charge* 25% of Allowed Benefit
Prostate Cancer Screening No charge* 25% of Allowed Benefit
Colorectal Cancer Screening No charge* 25% of Allowed Benefit

OFFICE VISITS, LABS AND TESTING
Office Visits for Illness $15 per visit Deductible, then 25% of Allowed Benefit
Imaging (MRA/MRS, MRI, PET & CAT scans) Deductible, then 15% of Allowed Benefit Deductible, then 25% of Allowed Benefit
Lab Deductible, then 15% of Allowed Benefit Deductible, then 25% of Allowed Benefit
X-ray Deductible, then 15% of Allowed Benefit Deductible, then 25% of Allowed Benefit
Allergy Testing $15 per visit Deductible, then 25% of Allowed Benefit
Allergy Shots $15 per visit Deductible, then 25% of Allowed Benefit
Physical, Speech and Occupational Therapy Deductible, then 15% of Allowed Benefit Deductible, then 25% of Allowed Benefit
Chiropractic Deductible, then 15% of Allowed Benefit Deductible, then 25% of Allowed Benefit
Acupuncture Not covered (except when approved or 

authorized by Plan for anesthesia)
Not covered (except when approved or 
authorized by Plan for anesthesia)

EMERGENCY SERVICES
Urgent Care Center $25 per visit Deductible, then 25% of Allowed Benefit
Emergency Room—Facility Services $100 per visit (waived if admitted) $100 per visit (waived if admitted)
Emergency Room—Physician Services No charge* No charge*
Ambulance (if medically necessary) No charge* No charge*

HOSPITALIZATION �0HPEHUV�DUH�UHVSRQVLEOH�IRU�DSSOLFDEOH�SK\VLFLDQ�DQG�IDFLOLW\�IHHV�
Outpatient Facility Services Deductible, then 15% of Allowed Benefit Deductible, then 25% of Allowed Benefit
Outpatient Physician Services Deductible, then 15% of Allowed Benefit Deductible, then 25% of Allowed Benefit
Inpatient Facility Services Deductible, then 15% of Allowed Benefit Deductible, then 25% of Allowed Benefit
Inpatient Physician Services Deductible, then 15% of Allowed Benefit Deductible, then 25% of Allowed Benefit
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Services In-network You Pay1,2 Out-of-network You Pay1,3

HOSPITAL ALTERNATIVES
Home Health Care 
(limited to 90 visits per episode of care)

Deductible, then 15% of Allowed Benefit Deductible, then 25% of Allowed Benefit

Hospice 
(Inpatient—limited to maximum 180 day 
Hospice eligibility period; Outpatient—
limited to 60 days per Hospice eligibility 
period)

Deductible, then 15% of Allowed Benefit Deductible, then 25% of Allowed Benefit

Skilled Nursing Facility 
(limited to 60 days/benefit period)

Deductible, then 15% of Allowed Benefit Deductible, then 25% of Allowed Benefit

MATERNITY
Preventive Prenatal and Postnatal Office 
Visits

No charge* Deductible, then 25% of Allowed Benefit

Delivery and Facility Services Deductible, then 15% of Allowed Benefit Deductible, then 25% of Allowed Benefit
Nursery Care of Newborn Deductible, then 15% of Allowed Benefit Deductible, then 25% of Allowed Benefit
Artificial and Intrauterine Insemination 
(limited to six (6) attempts per live birth)

Deductible, then 50% of Allowed Benefit Not covered

Assisted Reproductive Technology7 

(limited to three (3) attempts per live 
birth; and a lifetime maximum benefit of 
$100,000)

Deductible, then 50% of Allowed Benefit Not covered

MENTAL HEALTH AND SUBSTANCE USE DISORDER �0HPEHUV�DUH�UHVSRQVLEOH�IRU�DSSOLFDEOH�SK\VLFLDQ�DQG�IDFLOLW\�IHHV�
Inpatient Facility Services Deductible, then 15% of Allowed Benefit Deductible, then 25% of Allowed Benefit
Inpatient Physician Services Deductible, then 15% of Allowed Benefit Deductible, then 25% of Allowed Benefit
Outpatient Facility Services No charge* Deductible, then 25% of Allowed Benefit
Outpatient Physician Services No charge* Deductible, then 25% of Allowed Benefit
Office Visits $15 per visit Deductible, then 25% of Allowed Benefit




