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BlueCross BlueShield of Illinois 2024

All Blue Cross and Blue Shield of Illinois (BCBSIL) plans
provide coverage for preventive services and maternity care.
Please see your Summary of Benefits and Coverage or

visit bebsil.com for more specific information.

Individual Plan Comparison Chart
Participating Provider Coverage Shown'

Blue Choice Preferred Bronze PPO’M

Bronze

Individual Deductible 2
Coinsurance

Out-of-Pocket Maximum (includes deductible)?
Primary Care Office Visit
Specialist Office Visit

Mental lliness Treatment and Substance Abuse
Rehabilitation Office Visit

Emergency Room

Urgent Care

Inpatient Hospital Services

Outpatient Hospital Services?

Outpatient X-Rays and Diagnostic Imaging?
Outpatient Imaging (CT/PET Scans/MRls)3
Network

HSA Eligible*

Outpatient Prescription Drugs -
Preferred Pharmacy®*®

Outpatient Prescription Drugs -
Non-Preferred Pharmacy ¢

Prescription Drug Benefit Utilization
Management Programs’

what the member would pay.

Benefits reduced when out-of-network providers are used. This is a summary of benefit highlights only. All benefits shown represent

$7,000
50%
$9,450
$45 copay
50%

50%

$1,000 per occurrence deductible, then 50%
$60 copay

$850 per occurrence deductible, then 50%

$600 per occurrence deductible, then 50%
50%
50%

Blue Choice Preferred PPOM

No

$10/$20/30% / 35% / 45% / 50%

$20/$30/35% / 40% / 45% / 50%

$4,500
40%

$7,500
40%
40%

40%

$1,000 per occurrence deductible, then 40%
40%

$850 per occurrence deductible, then 40%

$600 per occurrence deductible, then 40%
40%
40%

Blue Choice Preferred PPOM

Yes

20% / 25% / 30% / 35% / 45% / 50%

25% / 30% / 35% / 40% / 45% / 50%

Specialty Pharmacy Program: To be eligible for maximum benefits, specialty medications must be obtained through a preferred Specialty

Pharmacy provider.

Member Pay the Difference: When you choose a brand name drug over an available generic equivalent, you pay your usual share for the brand

plus the difference in cost.

Prior Authorization/Step Therapy Requirements: Before you receive coverage for some medications, your doctor may need to obtain
authorization from BCBSIL. You may need to meet certain criteria or try more cost-effective drugs first.

90-Day Supply: You may receive up to a 90-day supply of covered prescription drugs through home delivery or at select retail pharmacies,

depending on your prescription drug benefit.

5 Prescription drug benefit coverage starts after annual medical deductible has been met, not counting copays. Retail stores in the

Preferred Pharmacy Network offer members prescription drugs with a lower possible member cost-share amount. Preferred

2 The standard deductible and out-of-pocket maximum for this plan are shown. You must pay all the costs up to the deductible amount
before this plan begins to pay for covered services you use. Note that copays apply whether or not you have met the deductible.

3 Members may have lower out-of-pocket costs for some services provided by freestanding non-emergency outpatient facilities than
the out-of-pocket costs for services provided in a hospital setting. See your Summary of Benefits and Coverage for additional details.

4 As a reminder, a Health Savings Account (HSA) has tax and legal ramifications. Blue Cross and Blue Shield of lllinois does not provide
legal or tax advice, and nothing herein should be construed as legal or tax advice. These materials, and any tax-related statements in
them, are not intended or written to be used, and cannot be used or relied on for the purpose of avoiding tax penalties. Tax-related
statements, if any, may have been written in connection with the promotion or marketing of the transaction(s) or matter(s)
addressed by these materials. You should seek advice based on your particular circumstances from an independent tax adviser
regarding tax consequences of specific health insurance plans or products.

6

7

pharmacy pricing is not available with HMO plans.

Six prescription drug payment level tiers: Preferred Generic / Non-Preferred Generic / Preferred Brand / Non-Preferred Brand /
Preferred Specialty / Non-Preferred Specialty

Home delivery is not available for Specialty tier drugs. Specialty tier drugs are limited to a 30-day supply. Coverage limitations may
apply to certain medications.



BlueCross BlueShield of Illinois

Individual Plan Comparison Chart

Participating Provider Coverage Shown'

Bronze

2024

All Blue Cross and Blue Shield of Illinois (BCBSIL) plans
provide coverage for preventive services and maternity care.
Please see your Summary of Benefits and Coverage or

visit bebsil.com for more specific information.

Blue Choice Preferred Bronze PPO’M

601 - Rx Copays 701 - Rx Copays

Individual Deductible? $7,500
Coinsurance 50%
Out-of-Pocket Maximum (includes deductible)? $9,450
Primary Care Office Visit 40%
Specialist Office Visit 50%
Mental lliness Treatment and Substance Abuse 40%

Rehabilitation Office Visit
Emergency Room $1,000 per occurrence deductible, then 50%
Urgent Care 50%

Inpatient Hospital Services
Outpatient Hospital Services?

$850 per occurrence deductible, then 50%
$600 per occurrence deductible, then 50%

Outpatient X-Rays and Diagnostic Imaging3 50%
Outpatient Imaging (CT/PET Scans/MRIs)3 50%
Network Blue Choice Preferred PPO™
HSA Eligible* No

Outpatient Prescription Drugs -
Preferred Pharmacy®

Outpatient Prescription Drugs -
Non-Preferred Pharmacy®

$150/ $175/$200/ $250 / $275 / $500°

$150/$175/$200/ $250 / $275 / $500°

$9,000 $7,500
50% 50%
$9,450 $9,400
0% $50 copay
50% $100 copay
0% $50
50% 50%
50% $75 copay
$1,000 per occurrence deductible, then 50% 50%
$600 per occurrence deductible, then 50% 50%
50% 50%
50% 50%
Blue Choice Preferred PPO™ Blue Choice Preferred PPOM
No No
$150/ $175/ $300 / $350 / $500 / $700°¢ $25/$50/$100/ $5007
$150/ $175/ $300 / $350 / $500 / $700° $25/$50/$100/ $5007

Specialty Pharmacy Program: To be eligible for maximum benefits, specialty medications must be obtained through a preferred Specialty

Pharmacy provider.

Member Pay the Difference: When you choose a brand name drug over an available generic equivalent, you pay your usual share for the brand

Prescription Drug Benefit Utilization plus the difference in cost.

Management Programs?

Prior Authorization/Step Therapy Requirements: Before you receive coverage for some medications, your doctor may need to obtain

authorization from BCBSIL. You may need to meet certain criteria or try more cost-effective drugs first.
90-Day Supply: You may receive up to a 90-day supply of covered prescription drugs through home delivery or at select retail pharmacies,

depending on your prescription drug benefit.

1 Benefits reduced when out-of-network providers are used. This is a summary of benefit highlights only. All benefits shown represent
what the member would pay.

2 The standard deductible and out-of-pocket maximum for this plan are shown. You must pay all the costs up to the deductible amount
before this plan begins to pay for covered services you use. Note that copays apply whether or not you have met the deductible.

3 Members may have lower out-of-pocket costs for some services provided by freestanding non-emergency outpatient facilities than
the out-of-pocket costs for services provided in a hospital setting. See your Summary of Benefits and Coverage for additional details.

4 As areminder, a Health Savings Account (HSA) has tax and legal ramifications. Blue Cross and Blue Shield of lllinois does not provide
legal or tax advice, and nothing herein should be construed as legal or tax advice. These materials, and any tax-related statements in
them, are not intended or written to be used, and cannot be used or relied on for the purpose of avoiding tax penalties. Tax-related
statements, if any, may have been written in connection with the promotion or marketing of the transaction(s) or matter(s)
addressed by these materials. You should seek advice based on your particular circumstances from an independent tax adviser
regarding tax consequences of specific health insurance plans or products.

5 Prescription drug benefit coverage starts after annual medical deductible has been met, not counting copays. Retail stores in the

Preferred Pharmacy Network offer members prescription drugs with a lower possible member cost-share amount. Preferred
pharmacy pricing is not available with HMO plans.

Six prescription drug payment level tiers: Preferred Generic / Non-Preferred Generic / Preferred Brand / Non-Preferred Brand /
Preferred Specialty / Non-Preferred Specialty

Four prescription drug payment level tiers: Generic / Preferred Brand / Non-Preferred Brand / Specialty. Costs are for outpatient
prescriptions through a preferred pharmacy. Deductible may apply to certain tiers. See your Summary of Benefits and Coverage
for details.

Home delivery is not available for Specialty tier drugs. Specialty tier drugs are limited to a 30-day supply. Coverage limitations may
apply to certain medications.
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All Blue Cross and Blue Shield of Illinois (BCBSIL) plans

| N d |V| d U a | P | a N CO m pa rISO N C h a rt provide coverage for preventive services and maternity care.

Please see your Summary of Benefits and Coverage or
Pa rticipating Provider Coverage Shown1 visit bcbsil.com for more SpECiﬁC information.

BlueCare Direct Bronze*V

SM 2
Blue FocusCare Bronze with Advocate’

Bronze

209 401 - Rx Copays
Individual Deductible* $7,400 $0 $7,500
Coinsurance 50% 50% 50%
Out-of-Pocket Maximum (includes deductible)* $9,450 $9,450 $9,400
Primary Care Office Visit $65 copay $150 copay $50 copay
Specialist Office Visit $105 copay $160 copay $100 copay
'I\Rneflratgillilll:lar::?:: -gfefiact;n\?i:ittand Substance Abuse $65 copay $150 copay $50 copay
Emergency Room $1,000 per occurrence deductible, then 50% $2,000 per occurrence deductible, then 50% 50%
Urgent Care $105 copay $160 copay $75 copay
Inpatient Hospital Services $850 copay per day $1,500 copay per day 50%
Outpatient Hospital Services> $300 per occurrence deductible, then 50% $750 per occurrence deductible, then 50% 50%
Outpatient X-Rays and Diagnostic Imaging® $150 copay $250 copay 50%
Outpatient Imaging (CT/PET Scans/MRIs)> $300 copay $450 copay 50%
Network Blue FocusCares™ BlueCare Direct™ BlueCare Direct™™
HSA Eligible® No No No

Outpatient Prescription Drugs -
Preferred Pharmacy’

Outpatient Prescription Drugs -
Non-Preferred Pharmacy’

10% / 15% / 20% / 30% / 40% / 50%32 $100/$110/$120/$175/ $275/ $500°8 $25/$50/$100 / $500°

10% / 15% / 20% / 30% / 40% / 50%2 $100/$110/$120/$175/$275/ $5008 $25/$50/$100 / $500°

Specialty Pharmacy Program: To be eligible for maximum benefits, specialty medications must be obtained through a preferred Specialty
Pharmacy provider.
Member Pay the Difference: When you choose a brand name drug over an available generic equivalent, you pay your usual share for the brand
Prescription Drug Benefit Utilization plus the difference in cost.
Management Programs ' Prior Authorization/Step Therapy Requirements: Before you receive coverage for some medications, your doctor may need to obtain
authorization from BCBSIL. You may need to meet certain criteria or try more cost-effective drugs first.
90-Day Supply: You may receive up to a 90-day supply of covered prescription drugs through home delivery or at select retail pharmacies,
depending on your prescription drug benefit.

1 Benefits reduced when out-of-network providers are used. This is a summary of benefit highlights only. All benefits shown transaction(s) or matter(s) addressed by these materials. You should seek advice based on your particular circumstances from an
represent what the member would pay. independent tax adviser regarding tax consequences of specific health insurance plans or products.

2 Blue FocusCares™ plans are available only in Cook County. 7 Prescription drug benefit coverage starts after annual medical deductible has been met, not counting copays. Retail stores in the

3 Advocate Health Care is an independently contracted provider. BlueCare Direct" is available only in parts of the Chicago Preferred Pharmacy Network offer members prescription drugs with a lower possible member cost-share amount. Preferred
metro area. pharmacy pricing is not available with HMO plans.

4 The standard deductible and out-of-pocket maximum for this plan are shown. You must pay all the costs up to the deductible amount 8 Six prescription drug payment level tiers: Preferred Generic / Non-Preferred Generic / Preferred Brand / Non-Preferred Brand /
before this plan begins to pay for covered services you use. Note that copays apply whether or not you have met the deductible. Preferred Specialty / Non-Preferred Specialty

5 Members may have lower out-of-pocket costs for some services provided by freestanding non-emergency outpatient facilities than 9 Four prescription drug payment level tiers: Generic / Preferred Brand / Non-Preferred Brand / Specialty. Costs are for outpatient
the out-of-pocket costs for services provided in a hospital setting. See your Summary of Benefits and Coverage for additional details. prescriptions through a preferred pharmacy. Deductible may apply to certain tiers. See your Summary of Benefits and Coverage

6 As areminder, a Health Savings Account (HSA) has tax and legal ramifications. Blue Cross and Blue Shield of Illinois does not for details.
provide legal or tax advice, and nothing herein should be construed as legal or tax advice. These materials, and any tax-related 10 Home delivery is not available for Specialty tier drugs. Specialty tier drugs are limited to a 30-day supply. Coverage limitations may
statements in them, are not intended or written to be used, and cannot be used or relied on for the purpose of avoiding apply to certain medications.

tax penalties. Tax-related statements, if any, may have been written in connection with the promotion or marketing of the



BlueCross BlueShield of Illinois

Individual Plan Comparison Chart

Participating Provider Coverage Shown'

Bronze

Individual Deductible 3
Coinsurance

Out-of-Pocket Maximum (includes deductible)?
Primary Care Office Visit
Specialist Office Visit

Mental lliness Treatment and Substance Abuse
Rehabilitation Office Visit

Emergency Room

Urgent Care

Inpatient Hospital Services

Outpatient Hospital Services*

Outpatient X-Rays and Diagnostic Imaging*
Outpatient Imaging (CT/PET Scans/MRIs)*
Network

HSA Eligible®

Outpatient Prescription Drugs -
Preferred Pharmacy®

Outpatient Prescription Drugs -
Non-Preferred Pharmacy®

Prescription Drug Benefit Utilization
Management Programs?®

$7,400
50%
$9,450
$65 copay
$105 copay

$65 copay

$1,000 per occurrence deductible, then 50%
$105 copay
$850 copay per day
$300 per occurrence deductible, then 50%
$150 copay
$300 copay
Blue Precision HMO™
No

10% / 15% / 20% / 30% / 40% / 50%7

10% / 15% / 20% / 30% / 40% / 50%7

2024

All Blue Cross and Blue Shield of Illinois (BCBSIL) plans

provide coverage for preventive services and maternity care.
Please see your Summary of Benefits and Coverage or

visit bebsil.com for more specific information.

Blue Precision Bronze HMO5V2

$0 $7,500
50% 50%
$9,450 $9,400
$150 copay $50 copay
$160 copay $100 copay
$150 copay $50 copay
$2000 per occurrence deductible, then 50% 50%
$160 copay $75 copay
$1,500 copay per day, then 50% 50%
$750 per occurrence deductible, then 50% 50%
$250 copay 50%
$450 copay 50%
Blue Precision HMO™ Blue Precision HMO™
No No
$100/$110/$120/$175/ $275/ $5007 $25/$50/$100/ $500°8
$100/$110/$120/$175/ $275/ $5007 $25/$50/$100/ $50028

Specialty Pharmacy Program: To be eligible for maximum benefits, specialty medications must be obtained through a preferred Specialty

Pharmacy provider.

Member Pay the Difference: When you choose a brand name drug over an available generic equivalent, you pay your usual share for the brand

plus the difference in cost.

Prior Authorization/Step Therapy Requirements: Before you receive coverage for some medications, your doctor may need to obtain

authorization from BCBSIL. You may need to meet certain criteria or try more cost-effective drugs first.

90-Day Supply: You may receive up to a 90-day supply of covered prescription drugs through home delivery or at select retail pharmacies,

depending on your prescription drug benefit.

1 Benefits reduced when out-of-network providers are used. This is a summary of benefit highlights only. All benefits shown

represent what the member would pay.

Blue Precision HMOS" plans are available only in the Chicago, Peoria and Rockford metro areas.
The standard deductible and out-of-pocket maximum for this plan are shown. You must pay all the costs up to the deductible amount

before this plan begins to pay for covered services you use. Note that copays apply whether or not you have met the deductible.

Members may have lower out-of-pocket costs for some services provided by freestanding non-emergency outpatient facilities

than the out-of-pocket costs for services provided in a hospital setting. See your Summary of Benefits and Coverage for

additional details.

5 Asareminder, a Health Savings Account (HSA) has tax and legal ramifications. Blue Cross and Blue Shield of Illinois does not
provide legal or tax advice, and nothing herein should be construed as legal or tax advice. These materials, and any tax-related
statements in them, are not intended or written to be used, and cannot be used or relied on for the purpose of avoiding
tax penalties. Tax-related statements, if any, may have been written in connection with the promotion or marketing of the
transaction(s) or matter(s) addressed by these materials. You should seek advice based on your particular circumstances from an
independent tax adviser regarding tax consequences of specific health insurance plans or products.

6 Prescription drug benefit coverage starts after annual medical deductible has been met, not counting copays. Retail stores in the

Preferred Pharmacy Network offer members prescription drugs with a lower possible member cost-share amount. Preferred

pharmacy pricing is not available with HMO plans.

Six prescription drug payment level tiers: Preferred Generic / Non-Preferred Generic / Preferred Brand / Non-Preferred Brand /

Preferred Specialty / Non-Preferred Specialty

Four prescription drug payment level tiers: Generic / Preferred Brand / Non-Preferred Brand / Specialty. Costs are for outpatient
prescriptions through a preferred pharmacy. Deductible may apply to certain tiers. See your Summary of Benefits and Coverage
for details.

9 Home delivery is not available for Specialty tier drugs. Specialty tier drugs are limited to a 30-day supply. Coverage limitations may
apply to certain medications.



BlueCross BlueShield of Illinois

Individual Plan Comparison Chart

Participating Provider Coverage Shown'

w N

Individual Deductible3
Coinsurance

Out-of-Pocket Maximum (includes deductible)?

Primary Care Office Visit
Specialist Office Visit

Mental lliness Treatment and Substance Abuse

Rehabilitation Office Visit
Emergency Room
Urgent Care

Inpatient Hospital Services

Outpatient Hospital Services*

Outpatient X-Rays and Diagnostic Imaging*
Outpatient Imaging (CT/PET Scans/MRIs)*
Network

HSA Eligible

Outpatient Prescription Drugs -
Preferred Pharmacy®

Outpatient Prescription Drugs -
Non-Preferred Pharmacy®

Prescription Drug Benefit Utilization
Management Programs?®

Benefits reduced when out-of-network providers are used. This is a summary of benefit highlights only. All benefits shown represent

what the member would pay.

2024

All Blue Cross and Blue Shield of Illinois (BCBSIL) plans

provide coverage for preventive services and maternity care.
Please see your Summary of Benefits and Coverage or

visit bebsil.com for more specific information.

Blue Choice Preferred Silver PPOM
203 | 3032 | 706

$2,250 $1,800 $5,900
50% 50% 40%
$9,450 $9,450 $9,100
$5 copay $10 copay $40 copay
50% 50% $80 copay
50% 50% $40 copay
$950 per occurrence deductible,  $1,000 per occurrence deductible, 40%
then 50% then 50%
$15 copay $15 copay $60 copay
$850 per occurrence deductible, $850 per occurrence deductible, 40%
then 50% then 50%
$600 per occurrence dedutible, $600 per occurrence deductible, 40%
then 50% then 50%
50% 50% 40%
50% 50% 40%
Blue Choice Preferred PPOM Blue Choice Preferred PPOM Blue Choice Preferred PPO™
No No No
$5/%15/30% /35% / 45% / 50%°  $5/%$15/30% / 35% / 45% / 50%° $20/ %40/ $80/ $3507
$10/$25/35% /40% / 45% / 50%° $10/ $25/35% / 40% / 45% / 50%°© $20/$40/ $80/ $3507

801 - Rx Copays

$6,200
40%
$9,450
$30 copay
$40 copay

$30 copay

40%
$40 copay
40%

40%

40%
40%

Blue Choice Preferred PPOSM
No

$35/$70/$85/%$120/$250/ $500°

$35/$70/$85/$120/$250/ $500°

Specialty Pharmacy Program: To be eligible for maximum benefits, specialty medications must be obtained through a preferred Specialty

Pharmacy provider.

Member Pay the Difference: When you choose a brand name drug over an available generic equivalent, you pay your usual share for the brand plus

the difference in cost.

Prior Authorization/Step Therapy Requirements: Before you receive coverage for some medications, your doctor may need to obtain

authorization from BCBSIL. You may need to meet certain criteria or try more cost-effective drugs first.

90-Day Supply: You may receive up to a 90-day supply of covered prescription drugs through home delivery or at select retail pharmacies,

depending on your prescription drug benefit.

This plan is not available on the Health Insurance Marketplace in lllinois.

The standard deductible and out-of-pocket maximum for this plan are shown. You must pay all the costs up to the deductible amount
before this plan begins to pay for covered services you use. Note that copays apply whether or not you have met the deductible.
Members may have lower out-of-pocket costs for some services provided by freestanding non-emergency outpatient facilities than
the out-of-pocket costs for services provided in a hospital setting. See your Summary of Benefits and Coverage for additional details.
Prescription drug benefit coverage starts after annual medical deductible has been met, not counting copays. Retail stores in the

6
7

8

Preferred Pharmacy Network offer members prescription drugs with a lower possible member cost-share amount. Preferred

pharmacy pricing is not available with HMO plans.

Six prescription drug payment level tiers: Preferred Generic / Non-Preferred Generic / Preferred Brand / Non-Preferred Brand /

Preferred Specialty / Non-Preferred Specialty

Four prescription drug payment level tiers: Generic / Preferred Brand / Non-Preferred Brand / Specialty. Costs are for outpatient
prescriptions through a preferred pharmacy. Deductible may apply to certain tiers. See your Summary of Benefits and Coverage for details.
Home delivery is not available for Specialty tier drugs. Specialty tier drugs are limited to a 30-day supply. Coverage limitations may

apply to certain medications.



BlueCross BlueShield of Illinois 2024

All Blue Cross and Blue Shield of lllinois (BCBSIL) plans

| n d |V| d u a | P | a n CO m pa FISO n C h a r-t provide coverage for preventive services and maternity care.

Please see your Summary of Benefits and Coverage or
Participating Provider coverage Shown' visit bebsil.com for more specific information.

BlueCare Direct Silvers™

S i Ive r with Advocate?

212 - Rx Copays

Individual Deductible $7,500 $5,900
Coinsurance 50% 40%
Out-of-Pocket Maximum (includes deductible)? $9,450 $9,100
Primary Care Office Visit $100 copay $40 copay
Specialist Office Visit $130 copay $80 copay
Rehabiltation Office visit e $100 copay $40 copay
Emergency Room $1,200 per occurrence deductible, then 50% 40%

Urgent Care $130 copay $60 copay
Inpatient Hospital Services $500 per occurrence deductible, then 50% 40%
Outpatient Hospital Services* $350 per occurrence deductible, then 50% 40%
Outpatient X-Rays and Diagnostic Imaging* $90 copay 40%
Outpatient Imaging (CT/PET Scans/MRIs)* $250 copay 40%
Network BlueCare Directs™ BlueCare Directs™
HSA Eligible No No
S;}':?:L%“;,‘:;ﬁ:f;gt§°“ Drugs - $25/$70/ $85 / $120 / $250 / $500° $20/ $40/ $80 / $3507
Outpatient Prescription Drugs - $25/$70/$85/$120 / $250 / $500° $20/$40/ $80 / $3507

Non-Preferred Pharmacy®
Specialty Pharmacy Program: To be eligible for maximum benefits, specialty medications must be obtained through a preferred Specialty
Pharmacy provider.

Member Pay the Difference: When you choose a brand name drug over an available generic equivalent, you pay your usual share for the brand plus
Prescription Drug Benefit Utilization the difference in cost.

Management Programs?® Prior Authorization/Step Therapy Requirements: Before you receive coverage for some medications, your doctor may need to obtain
authorization from BCBSIL. You may need to meet certain criteria or try more cost-effective drugs first.

90-Day Supply: You may receive up to a 90-day supply of covered prescription drugs through home delivery or at select retail pharmacies,
depending on your prescription drug benefit.

1 Benefits reduced when out-of-network providers are used. This is a summary of benefit highlights only. All benefits shown represent 6 Six prescription drug payment level tiers: Preferred Generic / Non-Preferred Generic / Preferred Brand / Non-Preferred Brand /

what the member would pay. Preferred Specialty / Non-Preferred Specialty
2 Advocate Health Care is an independently contracted provider. BlueCare Direct’" plans are available only in parts of the 7 Four prescription drug payment level tiers: Generic / Preferred Brand / Non-Preferred Brand / Specialty. Costs are for outpatient

Chicago metro area. prescriptions through a preferred pharmacy. Deductible may apply to certain tiers. See your Summary of Benefits and Coverage
3 The standard deductible and out-of-pocket maximum for this plan are shown. You must pay all the costs up to the deductible amount for details.

before this plan begins to pay for covered services you use. Note that copays apply whether or not you have met the deductible. 8 Home delivery is not available for Specialty tier drugs. Specialty tier drugs are limited to a 30-day supply. Coverage limitations may
4 Members may have lower out-of-pocket costs for some services provided by freestanding non-emergency outpatient facilities than apply to certain medications.

the out-of-pocket costs for services provided in a hospital setting. See your Summary of Benefits and Coverage for additional details.

5 Prescription drug benefit coverage starts after annual medical deductible has been met, not counting copays. Retail stores in the
Preferred Pharmacy Network offer members prescription drugs with a lower possible member cost-share amount. Preferred
pharmacy pricing is not available with HMO plans.



BlueCross BlueShield of Illinois 2024

All Blue Cross and Blue Shield of Illinois (BCBSIL) plans

| N d |V| d U a | P | a N CO m pa rISO N C h a rt provide coverage for preventive services and maternity care.

Please see your Summary of Benefits and Coverage or

Pa rtici pati ng Provider Cove rage Shown1 visit bcbsil.com for more SpECiﬁC information.
s O I Blue Precision Silver HMO>“? Blue FocusCare Silvers“3
liver 210
Individual Deductible> $4,400 $6,000 $7,500 $5,900 $2,500
Coinsurance 50% 50% 50% 40% 30%
Out-of-Pocket Maximum
(includes deductible)® $9,450 $9,450 $9,450 $9,100 $9,450
Primary Care Office Visit $35 copay $15 copay $100 copay $40 copay $25 copay
Specialist Office Visit $65 copay $40 copay $130 copay $80 copay $50 copay
Mental lliness Treatment
and Substance Abuse $35 copay $15 copay $100 copay $40 copay $25 copay
Rehabilitation Office Visit
$1,000 per occurrence $1,000 per occurrence $1,200 per occurrence $1,000 per occurrence
Emergency Room deductible, then 50% deductible, then 50% deductible, then 50% 40% deductible, then 30%
Urgent Care $65 copay $40 copay $130 copay $60 copay $50 copay
: : : $500 per occurrence deductible, $850 per occurrence deductible, $500 per occurrence deductible,
Inpatient Hospital Services then 50% then 50% then 50% 40% $750 per day copay
. . . $600 per occurrence deductible, $350 per occurrence deductible, $300 per occurrence deductible,
Outpatient Hospital Services® 50% then 50% then 50% 40% then 30%
Outpatient X-Rays and
Diagnostic Imaging® $20 copay $35 copay $90 copay 40% $50 copay
socl;tr?:}tl\iﬂeag)l :n aging (CT/PET $350 copay $250 copay $250 copay 40% $250 copay
Network Blue Precision HMO™ Blue Precision HMO™ Blue Precision HMO™ Blue Precision HMO™ Blue FocusCaresM
HSA Eligible No No No No No

Outpatient Prescription Drugs

- Preferred Pharmacy’ 0%/ 10% / 20% / 30% / 40% / 50%® $10/ $20/30% / 40% / 45% / 50%% $25/$70/$85/$120/$250/ $500° $20/$40/$80/$350° 10% / 15% / 20% / 30% / 40% / 50%®

Outpatient Prescription Drugs

-Non-Preferred Pharmacy’ 0%/ 10% / 20% / 30% / 40% / 50%® $10/ $20/ 30% / 40% / 45% / 50%2 $25/$70/$85/$120/$250/ $5008 $20/$40/$80/$350° 10% / 15% / 20% / 30% / 40% / 50%°®

Specialty Pharmacy Program: To be eligible for maximum benefits, specialty medications must be obtained through a preferred Specialty Pharmacy provider.
A " Member Pay the Difference: When you choose a brand name drug over an available generic equivalent, you pay your usual share for the brand plus the difference in cost.
Prescription Drug Benefit

Utilization Management Prior Authorization/Step Therapy Requirements: Before you receive coverage for some medications, your doctor may need to obtain authorization from BCBSIL.
Programs 1 You may need to meet certain criteria or try more cost-effective drugs first.

90-Day Supply: You may receive up to a 90-day supply of covered prescription drugs through home delivery or at select retail pharmacies, depending on your
prescription drug benefit.

-

Benefits reduced when out-of-network providers are used. This is a summary of benefit highlights only. All benefits shown represent 7 Prescription drug benefit coverage starts after annual medical deductible has been met, not counting copays. Retail stores in the

what the member would pay. Preferred Pharmacy Network offer members prescription drugs with a lower possible member cost-share amount. Preferred
2 Blue Precision HMO®" plans are available only in the Chicago, Peoria and Rockford metro areas. pharmacy pricing is not available with HMO plans.
3 Blue FocusCare®™ plans are available only in Cook County. 8 Six prescription drug payment level tiers: Preferred Generic / Non-Preferred Generic / Preferred Brand / Non-Preferred Brand /
4 This plan is not available on the Health Insurance Marketplace in lllinois. Preferred Specialty / Non-Preferred Specialty
5 The standard deductible and out-of-pocket maximum for this plan are shown. You must pay all the costs up to the deductible amount 9 Four prescription drug payment level tiers: Generic / Preferred Brand / Non-Preferred Brand / Specialty. Costs are for outpatient
before this plan begins to pay for covered services you use. Note that copays apply whether or not you have met the deductible. prescriptions through a preferred pharmacy. Deductible may apply to certain tiers. See your Summary of Benefits and Coverage for details.
6 Members may have lower out-of-pocket costs for some services provided by freestanding non-emergency outpatient facilities than 10 Home delivery is not available for Specialty tier drugs. Specialty tier drugs are limited to a 30-day supply. Coverage limitations may

the out-of-pocket costs for services provided in a hospital setting. See your Summary of Benefits and Coverage for additional details. apply to certain medications.



BlueCross BlueShield of Illinois

Individual Plan Comparison Chart

Participating Provider Coverage Shown'

Individual Deductible 3
Coinsurance

Out-of-Pocket Maximum (includes deductible)?

Primary Care Office Visit
Specialist Office Visit

Mental lliness Treatment and Substance Abuse

Rehabilitation Office Visit
Emergency Room

Urgent Care

Inpatient Hospital Services
Outpatient Surgery*

X-Rays and Diagnostic Imaging*
Imaging (CT/PET Scans/MRlIs)*
Network

HSA Eligible

Outpatient Prescription Drugs -
Preferred Pharmacy®

Outpatient Prescription Drugs -
Non-Preferred Pharmacy®

Prescription Drug Benefit Utilization

Management Programs?®

$750
30%
$9,450
$20 copay
$40 copay

$20 copay

$1,000 per occurrence deductible, then 30%

$40 copay

$750 per day copay

$300 per occurrence deductible, then 30%

$40 copay

$250 copay

Blue Precision HMOM
No

10% / 15% / 20% / 30% / 40% / 50% ©

10% / 15% / 20% / 30% / 40% / 50% ©

2024

All Blue Cross and Blue Shield of Illinois (BCBSIL) plans

provide coverage for preventive services and maternity care.
Please see your Summary of Benefits and Coverage or

visit bebsil.com for more specific information.

Blue Precision Gold HMO5V2

$2,000
30%
$9,450
$40 copay
$60 copay

$40 copay

$1,000 per occurrence deductible, then 30%
$60 copay
$750 copay per day
$300 per occurrence deductible, then 30%
$40 copay
$250 copay
Blue Precision HMO™
No

$20/$30/%$60/$120/$250/ $350°¢

$20/$30/%$60/$120/$250/ $350°¢

$1,500
25%
$8,700
$30 copay
$60 copay

$30 copay

25%
$45 copay
25%
25%
25%
25%
Blue Precision HMOM
No

$15/ $30/$60/$2507

$15/$30/$60/ $2507

Specialty Pharmacy Program: To be eligible for maximum benefits, specialty medications must be obtained through a preferred Specialty

Pharmacy provider.

Member Pay the Difference: When you choose a brand name drug over an available generic equivalent, you pay your usual share for the brand

plus the difference in cost.

Prior Authorization/Step Therapy Requirements: Before you receive coverage for some medications, your doctor may need to obtain

authorization from BCBSIL. You may need to meet certain criteria or try more cost-effective drugs first.

90-Day Supply: You may receive up to a 90-day supply of covered prescription drugs through home delivery or at select retail pharmacies,

depending on your prescription drug benefit.

1 Benefits reduced when out-of-network providers are used. This is a summary of benefit highlights only. All benefits shown represent

what the member would pay.

2 Blue Precision HMO® plans are available only in the Chicago, Peoria and Rockford metro areas.

3 The standard deductible and out-of-pocket maximum for this plan are shown. You must pay all the costs up to the deductible amount
before this plan begins to pay for covered services you use. Note that copays apply whether or not you have met the deductible.

4 Members may have lower out-of-pocket costs for some services provided by freestanding non-emergency outpatient facilities than
the out-of-pocket costs for services provided in a hospital setting. See your Summary of Benefits and Coverage for additional details.

5 Prescription drug benefit coverage starts after annual medical deductible has been met, not counting copays. Retail stores in the
Preferred Pharmacy Network offer members prescription drugs with a lower possible member cost-share amount. Preferred

pharmacy pricing is not available with HMO plans.

Preferred Specialty / Non-Preferred Specialty

6 Six prescription drug payment level tiers: Preferred Generic / Non-Preferred Generic / Preferred Brand / Non-Preferred Brand /

Four prescription drug payment level tiers: Generic / Preferred Brand / Non-Preferred Brand / Specialty. Costs are for outpatient
prescriptions through a preferred pharmacy. Deductible may apply to certain tiers. See your Summary of Benefits and Coverage

for details.

Home delivery is not available for Specialty tier drugs. Specialty tier drugs are limited to a 30-day supply. Coverage limitations may

apply to certain medications.



BlueCross BlueShield of Illinois

Individual Plan Comparison Chart

Participating Provider Coverage Shown'

Individual Deductible
Coinsurance

Out-of-Pocket Maximum (includes deductible)?

Primary Care Office Visit
Specialist Office Visit

Mental lliness Treatment and Substance Abuse

Rehabilitation Office Visit
Emergency Room

Urgent Care

Inpatient Hospital Services
Outpatient Surgery*

X-Rays and Diagnostic Imaging*
Imaging (CT/PET Scans/MRlIs)*
Network

HSA Eligible

Outpatient Prescription Drugs -
Preferred Pharmacy®

Outpatient Prescription Drugs -
Non-Preferred Pharmacy®

Prescription Drug Benefit Utilization
Management Programs?®

2024

All Blue Cross and Blue Shield of Illinois (BCBSIL) plans

provide coverage for preventive services and maternity care.
Please see your Summary of Benefits and Coverage or

visit bebsil.com for more specific information.

Blue Choice Preferred Gold PPO5

$750
30%
$9,450
$15 copay
30%

30%

$1,000 per occurrence deductible, then 30%
$25 copay
$850 per occurrence deductible, then 30%
30%
30%
30%
Blue Choice Preferred PPOS™
No

$20/$30/%$60/$120/$250/ $350°

$20/$30/%$60/$120/$250/ $350°

707
$1,500
25%
$8,700
$30 copay
$60 copay

$30 copay

25%
$45 copay
25%
25%
25%
25%
Blue Choice Preferred PPOSM
No

$15/$30/$60/ $2507

$15/$30/$60/ $2507

Blue FocusCare Gold?
211
$750
30%
$9,450
$20 copay

$40 copay
$20 copay

$1,000 per occurrence deductible, then 30%

$40 copay

$750 per day copay

$300 per occurrence deductible, then 30%

$40 copay

$250 copay

Blue FocusCaresM
No

10% / 15% / 20% / 30% / 40% / 50% ©

10% / 15% / 20% / 30% / 40% / 50% ©

Specialty Pharmacy Program: To be eligible for maximum benefits, specialty medications must be obtained through a preferred Specialty

Pharmacy provider.

Member Pay the Difference: When you choose a brand name drug over an available generic equivalent, you pay your usual share for the brand

plus the difference in cost.

Prior Authorization/Step Therapy Requirements: Before you receive coverage for some medications, your doctor may need to obtain
authorization from BCBSIL. You may need to meet certain criteria or try more cost-effective drugs first.

90-Day Supply: You may receive up to a 90-day supply of covered prescription drugs through home delivery or at select retail pharmacies,

depending on your prescription drug benefit.

1 Benefits reduced when out-of-network providers are used. This is a summary of benefit highlights only. All benefits shown represent

what the member would pay.
2 Blue FocusCare®™ plans are available only in Cook County.

3 The standard deductible and out-of-pocket maximum for this plan are shown. You must pay all the costs up to the deductible amount
before this plan begins to pay for covered services you use. Note that copays apply whether or not you have met the deductible.

4 Members may have lower out-of-pocket costs for some services provided by freestanding non-emergency outpatient facilities than
the out-of-pocket costs for services provided in a hospital setting. See your Summary of Benefits and Coverage for additional details.

5 Prescription drug benefit coverage starts after annual medical deductible has been met, not counting copays. Retail stores in the
Preferred Pharmacy Network offer members prescription drugs with a lower possible member cost-share amount. Preferred

pharmacy pricing is not available with HMO plans.

6 Six prescription drug payment level tiers: Preferred Generic / Non-Preferred Generic / Preferred Brand / Non-Preferred Brand /

Preferred Specialty / Non-Preferred Specialty

7 Four prescription drug payment level tiers: Generic / Preferred Brand / Non-Preferred Brand / Specialty. Costs are for outpatient
prescriptions through a preferred pharmacy. Deductible may apply to certain tiers. See your Summary of Benefits and Coverage

for details.

8 Home delivery is not available for Specialty tier drugs. Specialty tier drugs are limited to a 30-day supply. Coverage limitations may

apply to certain medications.
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All Blue Cross and Blue Shield of Illinois (BCBSIL) plans

| N d |V| d U a | P | a N CO m pa rISO N C h a rt provide coverage for preventive services and maternity care.

Please see your Summary of Benefits and Coverage or
Pa rticipating Provider c°verage Shown1 visit bcbsil.com for more SpECiﬁC information.

BlueCare Direct Gold*M
with Advocate?

409 - Rx Copays

Individual Deductible? $2,000 $1,500
Coinsurance 30% 25%
Out-of-Pocket Maximum (includes deductible)? $9,450 $8,700
Primary Care Office Visit $40 copay $30 copay
Specialist Office Visit $60 copay $60 copay
hRA:I:];Igillilll:g}:?:: 'I)r;ia:g\ \;Eirslittand substance Abuse $40 copay $30 copay
Emergency Room $1,000 per occurrence deductible, then 30% 25%
Urgent Care $60 copay $45 copay
Inpatient Hospital Services $750 per day copay 25%
Outpatient Surgery* $300 per occurrence deductible, then 30% 25%
X-Rays and Diagnostic Imaging* $40 copay 25%
Imaging (CT/PET Scans/MRIs)* $250 copay 25%
Network BlueCare Directs™ BlueCare Direct™
HSA Eligible No No
g;tf':?g%“;ﬁ;‘:f‘f;i&tgm Drugs - $20/$30/$60 / $120 / $250 / $3506 $15/$30/ $60 / $2507

Outpatient Prescription Drugs -

Non-Preferred Pharmacy* $20/$30/$60/$120/$250 / $350°© $15/$30/$60/ $2507

Specialty Pharmacy Program: To be eligible for maximum benefits, specialty medications must be obtained through a preferred Specialty
Pharmacy provider.
Member Pay the Difference: When you choose a brand name drug over an available generic equivalent, you pay your usual share for the brand
Prescription Drug Benefit Utilization plus the difference in cost.
Management Programs?® Prior Authorization/Step Therapy Requirements: Before you receive coverage for some medications, your doctor may need to obtain
authorization from BCBSIL. You may need to meet certain criteria or try more cost-effective drugs first.

90-Day Supply: You may receive up to a 90-day supply of covered prescription drugs through home delivery or at select retail pharmacies,
depending on your prescription drug benefit.

1 Benefits reduced when out-of-network providers are used. This is a summary of benefit highlights only. All benefits shown represent 6 Six prescription drug payment level tiers: Preferred Generic / Non-Preferred Generic / Preferred Brand / Non-Preferred Brand /
what the member would pay. Preferred Specialty / Non-Preferred Specialty

2 Advocate Health Care is an independently contracted provider. BlueCare Direct*™ plans are available only in parts of the Chicago metro area. 7 Four prescription drug payment level tiers: Generic / Preferred Brand / Non-Preferred Brand / Specialty. Costs are for outpatient

3 The standard deductible and out-of-pocket maximum for this plan are shown. You must pay all the costs up to the deductible amount prescriptions through a preferred pharmacy. Deductible may apply to certain tiers. See your Summary of Benefits and Coverage
before this plan begins to pay for covered services you use. Note that copays apply whether or not you have met the deductible. for details.

4 Members may have lower out-of-pocket costs for some services provided by freestanding non-emergency outpatient facilities than 8 Home delivery is not available for Specialty tier drugs. Specialty tier drugs are limited to a 30-day supply. Coverage limitations may
the out-of-pocket costs for services provided in a hospital setting. See your Summary of Benefits and Coverage for additional details. apply to certain medications.

5 Prescription drug benefit coverage starts after annual medical deductible has been met, not counting copays. Retail stores in the
Preferred Pharmacy Network offer members prescription drugs with a lower possible member cost-share amount. Preferred
pharmacy pricing is not available with HMO plans.



BlueCross BlueShield of Illinois

Health care coverage is important for everyone.

We provide free communication aids and services for anyone with a disability or who needs language
assistance. We do not discriminate on the basis of race, color, national origin, sex, gender identity, age,
sexual orientation, health status or disability.

To receive language or communication assistance free of charge, please call us at 855-710-6984.

If you believe we have failed to provide a service, or think we have discriminated in another way, contact us to file a grievance.

Office of Civil Rights Coordinator Phone: 855-664-7270 (voicemail)
300 E. Randolph St. TTY/TDD: 855-661-6965
35th Floor Fax: 855-661-6960

Chicago, lllinois 60601

You may file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, at:

U.S. Dept. of Health & Human Services Phone: 800-368-1019
200 Independence Avenue SW TTY/TDD: 800-537-7697
Room 509F, HHH Building 1019 Complaint Portal: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Washington, DC 20201 Complaint Forms: http://www.hhs.gov/ocr/office/file/index.html

bcbsil.com


http://www.hhs.gov/ocr/office/file/index.html

BlueCross BlueShield of Ilinois

If you, or someone you are helping, have questions, you have the right to get help and information
in your language at no cost. To talk to an interpreter, call 855-710-6984.

Espariol Si usted o alguien a quien usted esta ayudando tiene preguntas, tiene derecho a obtener ayuda e
Spanish informacion en su idioma sin costo alguno. Para hablar con un intérprete, llame al 855-710-6984.

Ay gall O (e Siali dy g piall il glaall g Bacliadl e J gamnll b Gall bl i sac s pad d gl o cliad IS o)
Arabic 855-710-6984 28 ) (Ao Jduail ¢(5 558 pa yia ae Caadll A4S 4
BT | R, B IEAERBIESR, HitFRER GEEN R RGN ERESEMINE.
Chinese AR EIRES, FE A SERA SRS 855-710-6984.

Frangais Si vous, ou quelgu'un gue vous étes en train d'aider, avez des questions, vous avez le droit d'obtenir de

French laide et information dans votre langue a aucun codt. Pour parler a un interpréte, appelez 855-710-6984.

Bentsdl Falls Sie oder jemand, dem Sie helfen, Fragen haben, haben Sie das Recht, kostenlose Hilfe und

e Informationen in lhrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die
Nummer 855-710-6984 an.

319621l %l cdHol WYl X HEE r‘é?l el sl vldl 518 ol cllsclel vl oll.ulH. 525K

Giu. oraf ollotd Yl L2, dl el [Aotl WA, M3l sl Hee wal HURHL Anaclsll 855 B.

J goball A cld sl M2 UL ol 855-710-6984 UR Sl $3U.
: gIc 3T9eh, IT 39 ToTdeh] AEIAAT S Ia & 39ch, T &, Al TRl 9T HTNT A Tol:Aleeh

Eﬂi HETIAT 3R SATARRY YTod e T TR & | FhdT 3eIdTceh H &l it o TeIT 855-710-6984
I il F |.

ltaliano Se tu o qualcuno che stai aiutando avete domande, hai il diritto di ottenere aiuto e informazioni nella tua

ltalian lingua gratuitamente. Per parlare con un interprete, puoi chiamare il numero 855-710-6984.

5t 20 OHor 2ot L= HotJl &= AIE0| 2=20| JILIPY Pote 2= st s EEE

@r;an 7ot HANZE B2 = U= el USLICHL S A E 20AIH 855-710-6984 =
&S Al 2.

Diné T’aa ni, éi doodago ta’da bika ananilwo’igii, na’iditkidgo, ts’ida bee na ahooti’1” t’aa nitk’e

Naysis nika a’doolwot doo bina’iditkidigii bee nit h odoonih. Ata’dahalne’igii bich’{” hodiilnih kwe’é

: 855-710-6984.

= G sk eapa SR A as 2 1) Onl B el 4B (g A0S o S gl LaliaS S L el K
Persian glad Juals (i 855-710-6984 o jlad L ¢ aldd aa jia S L S8 g bl Gl 50 ile DUl 5SS
Polski Jesli Ty lub osoba, ktorej pomagasz, macie jakiekolwiek pytania, macie prawo do uzyskania
Polish bezptatne] informacji i pomocy we wiasnym jezyku. Aby porozmawia¢ z tlumaczem, zadzwon pod

numer 855-710-6984.
Ip— Ecnu y Bac unu yenoeka, KOTOPOMY Bbl NOMOraeTe, BO3HMKIM BOMPOCHI, Y BaC €CThb NPaBo Ha becnnartHyio
R{ISSi el MOMOLLb M MHGOPMAaLMIC, NPEROCTABNEHHYIC Ha BaLIEM A3blke. YUTOObI CBA3ATECH C NEPEBOAUMKOM,

No3BOHWTE NG TeénedoHy 855-710-6984,
Tousls Kung ikaw, 0 ang isang taong iyong tinutulungan ay may mga tanong, may karapatan kang makakuha ng
Tag al og tulong at impormasyon sa iyong wika nang walang bayad. Upang makipag-usap sa isang tagasalin-wika,

9309 | tumawag sa 855-710-6984.
s | e e G ) S Qe o Gl s (S U ) S 30l (S s S0l S L oSl S

Urdu i S JS ; 855-710-6984 « d S S Sl waa e o S S S deala Slaslea ) 2
Tieng Viét | Néu quy vi, hodc ngwdi ma quy vi gitp d&, co cau hdi, thi quy vi cé quyén dwoc gidp d& va nhan thong tin
Vietnamese | bang ngdn nglr cia minh mién phi. B& néi chuyén véi mét thong dich vién, goi 855-710-6984.

bcbsil.com






