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MEDICAL PLAN BASE OPTION

MTBCP60S
Carrier Name Blue Cross Blue Shield 51+ (TX)
Plan Tvpe Blue Choice PPO HSA
Network Name Blue Choeice PPO
Metallic Level =
In Out
Individual Deducrible $5.000 210,000
Familv Deductible £10.000 £20.000
Coinsurance 100% T0%
Individual Out of Pocket Mazimum £5.000 £20,000
Family Out of Pocket Maximum £10.000 £40,000
PCP Copay 0% after Ded. 30% after Ded.
Specialist Copay 0% after Ded. 30%% after Ded.
Lab and X-rav 0% after Ded. 30%% after Ded.
Advanced Imaging 0% after Ded. 30% after Ded.

— : 0% after Ded. Preferred / 0% after Ded. Non-
Prescription Drug Card

Preferred
In Network Specialty Medication 0% after Ded.
Mail Order Benefit Ix N/A
Urgent Care Copay 0% after Ded. 30% after Ded.
Emergency Room Copay 0% after Ded. 0% after Ded.
Inpatient Hospitalization 0% after Ded. 30% after Ded.
Outpatient Surgery 0% after Ded. 30% after Ded.

Virtual visits available from participating

Telehealth providers for selected services at Ded & Coins
|
Emplovee Only $128.00
Emplovee + Spouse $508.90
Emplovee + Child(ren) $£550.44

Emplovee + Family $1.013.31
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MEDICAL PLAN MID OPTION

MTBCP713
Carrier Name Blue Cross Blue Shield 51+ (TX)
Plan Tvpe Blue Choice PPO Copay
Nerwork Name Blue Choice PPO

Metallic Level =
| |

In Out
Individual Deductible $£5.000 $10.000
Family Deductible £14.700 £20.400
Coinsurance T0% 50%
Individual Out of Pocket Maximum $5.600 £20.000
Family Out of Pocket Maximum $14.700 $60.000
PCP Copay 545 50% after Ded.
Specialist Copay $00 50% after Ded.
Lab and X-ray 30% after Ded. 50% after Ded.
Advanced Imaging 30% after Ded. 50% after Ded.
$0/%10/%50 /%100 /%150 / $250 - Preferred /
Prescription Drug Card $10 /%20 /870 /%120 /%150 /%250 - Non-
Preferred
In Network Specialty Medication $150 Preferred /$250 Non-Preferred
Mail Order Benefit ix N/A
Urgent Care Copay $75 50% after Ded.
Emergency Room Copay $500 + 30% + Ded. $500 + 30% + Ded.
Inpatient Hospitalization 30% after Ded. 50% after Ded.
Outpatient Surgery 30% after Ded. 50% after Ded.

WVirtnal wisits available from participating

Telehealth providers for selected services at $45

Emplovee Only £166.02
Emplovee + Spouse $480.01
Emplovee + Child(ren) 5464 98

Emplovee + Familv £1.202 .40
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MEDICAL PLAN HIGH OPTION

Carrier Name
Plan Tvpe
Network Name
Metallic Level

Prescription Drug Card

Telehealth

MTBCPS06
Blue Cross Blue Shield 51+ (TX)
Blue Choice PPO Copay
Blue Choice PPO

In Our
Individual Deductible £2.000 $4.000
Family Deductible $6.000 $12.000
Coinsurance 80% 60%
Individual Out of Pocket Maximum £5.000 $10.000
Family Out of Pocket Maximum %14.700 $£30.000
PCP Copayv £30 40% after Ded.
Specialist Copay %60 40% after Ded.
Lab and X-ray $0.00 40% after Ded.
Advanced Imaging 20% after Ded. 40% after Ded.

$0/%10/%50/$100/ %150 / $250 - Preferred
$10/$20/%70 /%120 /$150 / $250 - Non-

Preferred
In Network Specialty Medication $150 Preferred /$250 Non-Preferred
MMail Order Benefit 3x N/A
Urgent Care Copay £75 40% after Ded.
Emergency Room Copayv $500 + 20% + Ded. $500 + 20% + Ded.
Inpatient Hospitalization 20% after Ded. 40% after Ded.
Outpatient Surgery 20% after Ded. 40% after Ded.

Wirtual visits available from participating
providers for selected services at $30

Emplovee Only $276.77

Emplovee + Spouse £735.03

Emplovee + Child(ren) £808.10
Emplovee + Familv $1.41223
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DENTAL PLAN BASE OPTION

Summary of Dental Benefits

Bensfit Pericd Maximum

5750

Deductible
525 Individual/%75 Family

Covered Services

Diagnostic Evaluations
Periodic oral evaluations 100%
Problemn focused oral evaluations
comprehensive oral evaluations

[Deductible does not apply)

Praventive Services
Prophylaxis (cleanings) 100%
Topical fluoride applications [Deductible does not apply)

Diagnostic Radicgraphs
Full-mouth and pancramic films 100%

Bitewing films -
periapical films [Deductible does not apply)

MMiscellaneous Preventive Services
Sealants 100%
Space maintainers [Deductible does not apply)

Easic Restorative Dental Services
amalgams
Resin-based composite restorations B0%

Mon-Surgical Extractions
remaoval of retained coronal remnants

remaoval of erupted tooth or exposed root Mot Covered

Mon-Surgical Periodontal Services

Periodontal scaling and root planing
Full-mouwth debridement Mot Covered
Periodontal maintenance procedures

Wdjunctive Services
Palliative treatment [emergency)
Deep sedation / general anesthesia Not Cowvered

Endodontic Services

Therapeutic pulpatomy and pulpal debridement
Root canal therapy Mot Covered
apexification/recalcification
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DENTAL PLAN BASE OPTION cont.

Covered Services (continued)

Oral Surgery Services
Surgical tooth extractions
alveoloplasty and vestibuloplasty
Excision of benign odontogenic tumor/cyst Mot Coverad
Excision of bone tissue
Incision and drainage of an intraoral abscess

Burgical Periodontal Services

Gingivectomy or gingivoplasty and gingival flap procedures
cClinical crown lengthening

OESE0USs SUMERTY

Osseous grafts Mot Coversd
soft tissue grafis/allografis

Distal or proximal wedge procedure
Anatomical crown exposures

Major Restorative Services

Single crown restorations

=old foil and inlay/onlay restorations
Labial veneer restorations

Crowns placed aver implants

Mot Covered

Prosthodontic Services

Ccomplate and removable partial dentures
Denture reline/rebase procedures

Fined bridgework

Prosthetics placed over implants

Mot Cowvered

pliscellameocus Restorative and Prosthodontic Services
prefabricated crowns

Recementations

Post and core, pin retention and crown/bridge repairs
Adjustments

Mot Covered

Orthodontic Services

Orthodontic Services

Orthodontic Diagnostic Procedures and Treatment Mot Covered

Lifetime Maximum per Participant

Dental implants are not covered.

The abowe is a listing of commaon services available through your network of Participating Dentists.
The Member's share of the cost is determined by whether care is received from a Participating or Non-Participating Dentist.

services from non-participating providers will be subject to the same allowable charges as those from participating providers. Amounts in excess
of these allowances will be the full responsibility of the insured.

This plan includes BlueCare Dental Enhanced Benafit*™, The Enhanced Benefit provides additional dental benefits, such as an extra cleaning and
100% coverage for periodontal cleanings to members with specific health issues at no additional cost. Pleasa refer to your Dental Banefit Booklet
for additional benefit information.
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DENTAL PLAN HIGH OPTION

Summary of Dental Benefits

Benefit Period Maxinnum

750

Deductible

Covered Services

Diagnostic Evaluations

Periodic oral evaluations
Problem focused oral evaluations
Comprehensive oral evaluations

525 Individual /575 Family

100%
[Deductible does not apply)

Freventive Services

Prophylaxis (cleanings)
Topical fluoride applications

100%
[Deductible does not apply)

Diagnostic Radiographs

Space maintainers

Full-mowth and panoramic films 1 00%:

ﬂi'tE'lliﬂgﬂ'lllS Deductible d t

Periapical films I uctible does not apply)
Miscellaneous Preventive Services

Saalants 100%

[Deductible does not apply)

Easic Restorative Dental Services
amalgams
Resin-based composite restorations

Hon-5urgical Extractions
removal of retained coronal remnants
Removal of erupted tooth or exposed root

Mot Covered

Hon-5urgical Periodontal Services

Pericdontal scaling and root planing
Full-mowth debridement
Periodontal maintenance procedures

Mot Covered

pdjunctive Services
Palliative treatment [emergency)
Deep sedation / general anesthesia

Mot Covered

Endodontic Services

Therapeutic pulpotomy and pulpal debridement
Root canal therapy

Apexification/recalcification

Mot Covered
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DENTAL PLAN HIGH OPTION cont.

Covered Services (continued)

[0ral Surgery 5ervices
surgical tooth extractions
alvenloplasty and vestibuloplasty
Excision of benign odontogenic tumor/cyst G0%
Excision of bone tissue
Incision and drainage of an intracral abscess

Gurgical Pericdontal Services

Gingivectomy or gingivoplasty and gingival flap procedures
clinical crown lengthening

OS50S SUTEEry

Osseous grafts 0%
Soft tissue grafts/allografts

Distal or proximal wedge procedurs
anatomical crown exposuras

MMajor Restorative Services

Single crown restorations

Gold foil and inlay/onlay restorations
Labial veneer restorations

Ccrowns placed over implants

S50%

Prosthodontic Services

Ccomplete and removable partial dentures
Denture reline/rebase procedures

Fixed bridgework

Prosthetics placed over implants

S0%

Piscellanecus Restorative and Prosthodontic Services
Prefabricated crowns

Recementations

Post and core, pin retention and crown/bridge repairs
Adjustments

S50%

Orthodontic Services

Orthodontic Services

Orthodontic Diagnostic Procedures and Treatment S0%

Lifetime Maximum per Participant 51,000

[Deductible does not apply)

Dental implants are not covered.

The abowve is a listing of common services awvailable through your network of Participating Dentists.
The Member's share of the cost is determined by whether care is received from a Participating or Mon-Participating Dentist.

services from non-participating providers will be subject to the same allowable charges as those from participating providers. amounts in excess
of these allowances will be the full responsibility of the insured.

This plan includes Bluecare Dental Enhanced Benafit*™, The Enhanced Benefit provides additional dental benefits, such as an extra cleaning and

100% coverage for pericdontal cleanings to members with specific health issues at no additional cost. Pleasea refer to your Dental Benefit Booklet
fior additional benefit information.






