BlueCross BlueShield of Oklahoma 2027

All plans from Blue Cross and Blue Shield of Oklahoma

71 I provide coverage for preventive services and maternity
| n d IVI d ua | Pla n CO m pa rISO n Cha rt care. Please see your Summary of Benefits and Coverage

Pa rtICI patl ng PrOVIder c°ve rage Shown1 or visit bcbsok.com for more SpeCIfIC information.

B ro nze Blue Advantage Bronze PPOM Blue Preferred Bronze PPOS™

Support HSA Standard HSA Signature?

Deductible? Individual $8,000 / Family $16,000 Individual $7,500 / Family $15,000 Individual $6,000 / Family $12,000
Coinsurance 50% 50% 50%
Out-of-Pocket Maximum (includes deductible)? Individual $12,000 / Family $24,000 Individual $12,000 / Family $24,000 Individual $10,150 / Family $20,300
Primary Care Office Visit 0% $50 copay 40%
Virtual Visits 50% $50 copay 40%
Specialist Office Visit 50% $100 copay 50%
Mental and Behavioral Health/
Substance Use Disorder Office Visit 200 2ol ey 200
Emergency Room $2,500 copay 50% $950 per occurrence deductible, then 50%
Urgent Care $100 $75 copay 50%
Inpatient Hospital Services 50% 50% $400 per occurrence deductible, then 50%
Outpatient Surgery* 50% 50% $300 per occurrence deductible, then 50%
Outpatient X-Rays and Diagnostic Imaging* 50% 50% 50%
Outpatient Imaging (CT/PET Scans/MRlIs)* 50% 50% 50%
Network Blue Advantage PPOSM Blue Advantage PPOSM Blue Preferred PPO™
HSA Eligible Yes Yes No
Outpatient Prescription Drugs - @ @ 0nT 8 ® @ ® @ 0r7
Preferred Pharmacy® $0/$10/35% /45% / 50% / 55% $25/$50/ $100 / $500 20% / 25% / 30% / 35% / 45% / 50%
Outpatient Prescription Drugs - $10/$20 / 40% / 45% / 50% / 5% $25/$50/ $100 / $500° 25% / 30% / 35% / 40% / 45% / 50%

Non-Preferred Pharmacy®
Specialty Pharmacy Program: To be eligible for maximum benefits, specialty medications must be obtained through an in-network 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 receive
authorization from BCBSOK. 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 are reduced when non-participating 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 This plan is not available on the Health Insurance Marketplace® in Oklahoma. 6 Prescription drug benefit coverage starts after annual medical deductible has been met, not counting copays. Retail stores in the
3 The standard per person deductible and out-of-pocket maximum for this plan are shown. You must pay all the costs up to the Preferred Pharmacy Network offer members prescription drugs with a lower possible member cost-share amount. Preferred
deductible amount before this plan begins to pay for covered services you use. Deductibles do not apply to services for which pharmacy pricing is not available for 100% cost sharing plans.
only copays are charged. 7 Six prescription drug payment level tiers: Preferred Generic / Non-Preferred Generic / Preferred Brand / Non-Preferred Brand /
4 Members may have lower out-of-pocket costs for some services provided by non-emergency freestanding outpatient facilities than Preferred Specialty / Non-Preferred Specialty.
the out-of-pocket costs for services provided in a hospital setting. See your Summary of Benefits and Coverage for additional details. 8 Four prescription drug payment level tiers: Generic / Preferred Brand / Non-Preferred Brand / Specialty. Costs are for outpatient
5 Asareminder, a Health Savings Account (HSA) has tax and legal ramifications. Blue Cross and Blue Shield of Oklahoma does prescriptions through a preferred pharmacy. Deductible may apply to certain tiers. See your Summary of Benefits and Coverage
not provide legal or tax advice and nothing herein should be construed as legal or tax advice. These materials, and any tax- for details.
related statements in them, are not intended or written to be used, and cannot be used or relied on for the purpose of avoiding 9 Home delivery is not available for Specialty tier drugs. Specialty tier drugs are limited to a 30-day supply in most cases. Coverage
tax penalties. Tax-related statements, if any, may have been written in connection with the promotion or marketing of the limitations may apply to certain medications.

Blue Cross and Blue Shield of Oklahoma, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association 603444.0926


https://www.bcbsok.com/ok/documents/individual/sbc/2027/sbc-bpsh31bvpioko-ok-2027.pdf
https://www.bcbsok.com/ok/documents/individual/sbc/2027/sbc-bpsb85bvpioko-ok-2027.pdf
https://www.bcbsok.com/ok/documents/individual/sbc/2027/sbc-bpsh32eppioko-ok-2027.pdf

BlueCross BlueShield of Oklahoma
Individual Plan Comparison Chart

Participating Provider Coverage Shown'

Bronze

2027

All plans from Blue Cross and Blue Shield of Oklahoma
provide coverage for preventive services and maternity
care. Please see your Summary of Benefits and Coverage
or visit bcbsok.com for more specific information.

MyBlue Bronze HMO5?2

Signature? Balance HSA Champion HSA Standard HSA

Deductible*
Coinsurance

Out-of-Pocket Maximum (includes deductible)*

Primary Care Office Visit

Virtual Visits

Specialist Office Visit

Mental and Behavioral Health/
Substance Use Disorder Office Visit
Emergency Room

Urgent Care

Inpatient Hospital Services

Outpatient Surgery®

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®

Individual $7,400 / Family $14,800  Individual $11,750 / Family $23,500 Individual $5,000 / Family $10,000  Individual $7,500 / Family $15,000

50% 0% 50% 50%
Individual $10,150 / Family $20,300 Individual $11,750 / Family $23,500 Individual $11,100 / Family $22,200 Individual $12,000 / Family $24,000
$95 copay 0% $45 copay $50 copay
$95 copay 0% $45 copay $50 copay
50% 0% 50% $100 copay
40% 0% 50% $50 copay
$950 per occurrence deductible, ® @
then 50% 0% $2,500 copay 50%
$145 copay 0% $65 copay $75 copay
$400 per occurrence deductible,
then 50% 0% 50% 50%
$600 per occurrence deductible,
then 50% 0% 50% 50%
50% 0% 50% 50%
50% 0% 50% 50%
MyBlue HMOSM MyBlue HMOSM MyBlue HMOSM MyBlue HMOSM
No Yes Yes Yes
$10/$20/30% / 35% / 45%/ 50%7 0% $5/$15/35% / 45% / 50% / 55%7 $25/$50/$100/ $500°8
$15/$30/35% / 40% / 45% / 50%7 0% $15/$25/40% / 45% / 50% / 55%7 $25/$50/$100/ $500°8

Specialty Pharmacy Program: To be eligible for maximum benefits, specialty medications must be obtained through an in-network 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 receive
authorization from BCBSOK. 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 are reduced when non-participating providers are used. This is a summary of benefit highlights only. All benefits shown 6 Prescription benefit coverage starts after annual medical deductible has been met. Retail stores in the Preferred Pharmacy Network offer

indicate member responsibility.

members prescriptions with a lower possible copay amount. Preferred pharmacy pricing is not available for 100% cost sharing plans.

2 MyBlue HMO*" plans are not available in Rating Areas 1 and 2 (Comanche, Le Flore, and Sequoyah counties). 7 Six prescription drug payment level tiers: Preferred Generic / Non-Preferred Generic / Preferred Brand / Non-Preferred Brand /

3 This plan is not available on the Health Insurance Marketplace® in Oklahoma.

Preferred Specialty / Non-Preferred Specialty.

4 The standard per person deductible and out-of-pocket maximum for this plan are shown. You must pay all the costs up to the 8 Four prescription drug payment level tiers: Generic / Preferred Brand / Non-Preferred Brand / Specialty. Costs are for outpatient

deductible amount before this plan begins to pay for covered services you use. Deductibles do not apply to services for which

only copays are charged.

prescriptions through a preferred pharmacy. Deductible may apply to certain tiers. See your Summary of Benefits and Coverage
for details.

5 Members may have lower out-of-pocket costs for some services provided by non-emergency freestanding outpatient facilities than 9 Home delivery is not available for Specialty tier drugs. Specialty tier drugs are limited to a 30-day supply in most cases. Coverage

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

limitations may apply to certain medications.


https://www.bcbsok.com/ok/documents/individual/sbc/2027/sbc-bhsa42bavioko-ok-2027.pdf
https://www.bcbsok.com/ok/documents/individual/sbc/2027/sbc-bhsd64bavioko-ok-2027.pdf
https://www.bcbsok.com/ok/documents/individual/sbc/2027/sbc-bhse35bavioko-ok-2027.pdf
https://www.bcbsok.com/ok/documents/individual/sbc/2027/sbc-bhse39bavioko-ok-2027.pdf

BlueCross BlueShield of Oklahoma 2027

All plans from Blue Cross and Blue Shield of Oklahoma

71 I provide coverage for preventive services and maternity
| n d IVI d ua | Pla n CO m pa rISO n Cha rt care. Please see your Summary of Benefits and Coverage

Pa rticipating Provider coverage Shown' or visit bcbsok.com for more specific information.

Silver

Blue Preferred Silver PPOV

Deductible?

Coinsurance

Out-of-Pocket Maximum (includes deductible)?

Primary Care Office Visit
Virtual Visits
Specialist Office Visit

Mental and Behavioral Health/
Substance Use Disorder Office Visit

Emergency Room

Urgent Care

Inpatient Hospital Services

Outpatient Surgery*

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’

Signature?
Individual $1,000 / Family $2,000
50%
Individual $12,000 / Family $24,000
40%
40%
50%

40%

$950 per occurrence deductible, then 50%
50%
$400 per occurrence deductible, then 50%
$300 per occurrence deductible, then 50%
50%
50%
Blue Preferred PPOM
No

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 an in-network 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 receive
authorization from BCBSOK. You may also need to meet certain criteria or try more cost-effective drugs first.

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

1 Benefits are reduced when non-participating providers are used. This is a summary of benefit highlights only. All benefits shown 5 Prescription drug benefit coverage starts after annual medical deductible has been met, not counting copays. Retail stores in the
represent what the member would pay. Preferred Pharmacy Network offer members prescription drugs with a lower possible member cost-share amount.
2 This plan is not available on the Health Insurance Marketplace® in Oklahoma. 6 Six prescription drug payment level tiers: Preferred Generic / Non-Preferred Generic / Preferred Brand / Non-Preferred Brand /
3 The standard per person deductible and out-of-pocket maximum for this plan are shown. You must pay all the costs up to the Preferred Specialty / Non-Preferred Specialty.
deductible amount before this plan begins to pay for covered services you use. Deductibles do not apply to services for which 7 Home delivery is not available for Specialty tier drugs. Specialty tier drugs are limited to a 30-day supply in most cases. Coverage

only copays are charged.

limitations may apply to certain medications.

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


https://www.bcbsok.com/ok/documents/individual/sbc/2027/sbc-spsh42eppioko-ok-2027.pdf

BlueCross BlueShield of Oklahoma 2027

All plans from Blue Cross and Blue Shield of Oklahoma
71 I provide coverage for preventive services and maternity
|nd|V|dua| Plan Comparlson Chart care. Please see your Summary of Benefits and Coverage
Pa rticipating Provider c°verage Shown1 or visit bcbsok.com for more SpeCiﬁC information.

Blue Advantage Silver PPOM

Silver

Champion Signature? Standard
Deductible? Individual $3,100 / Family $6,200 Individual $1,400 / $2,800 Individual $7,000 / Family $14,000  Individual $6,400 / Family $12,800
Coinsurance 40% 50% 40% 40%
Out-of-Pocket Maximum (includes deductible)® Individual $10,200 / Family $20,400 Individual $11,000 / Family $22,000 Individual $10,700 / Family $21,400 Individual $10,300 / Family $20,600
Primary Care Office Visit $40 copay $30 copay $35 copay $40 copay
Virtual Visits $40 copay $30 copay $35 copay $40 copay
Specialist Office Visit $90 copay 50% $75 copay $80 copay

Mental and Behavioral Health/

Substance Use Disorder Office Visit $40 copay Wi $35 copay $40 copay

$950 per occurrence deductible,

Emergency Room $2,500 copay then 50% $2,500 copay 40%
Urgent Care $60 copay 50% $55 copay $60 copay
. . . $400 per occurrence deductible,
Inpatient Hospital Services 40% then 50% 40% 40%
. $300 per occurrence deductible
4 ’
Outpatient Surgery 40% then 50% 40% 40%
Outpatient X-Rays and Diagnostic Imaging* 40% 50% 40% 40%
Outpatient Imaging (CT/PET Scans/MRIs)* 40% 50% 40% 40%
Network Blue Advantage PPOSM Blue Advantage PPOSM Blue Advantage PPOSM Blue Advantage PPOSM
HSA Eligible No No No No
S;';f:‘t;i;f Prescription Drugs - Preferred $5/$15/$90/ 45% / 50% / 55%¢  20% / 25% / 30% / 35% / 45% / 50%5 $5/$15/ $100 / 45% / 50% / 55%° $20/$40/ $80 / $3507
Outpatient Prescription Drugs - $15/$25/$115 / 45% / 50% / 5%  25% / 30% / 35% / 40% / 45% / 50%5 $15/ $25 / $125 / 45% / 50% / 55%°6 $20/$40/ $80 / $3507

Non-Preferred Pharmacy®
Specialty Pharmacy Program: To be eligible for maximum benefits, specialty medications must be obtained through an in-network 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 receive
authorization from BCBSOK. You may also need to meet certain criteria or try more cost-effective drugs first.

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

1 Benefits are reduced when non-participating providers are used. This is a summary of benefit highlights only. All benefits shown 5 Prescription drug benefit coverage starts after annual medical deductible has been met, not counting copays. Retail stores in the
represent what the member would pay. Preferred Pharmacy Network offer members prescription drugs with a lower possible member cost-share amount.
2 This plan is not available on the Health Insurance Marketplace® in Oklahoma. 6 Six prescription drug payment level tiers: Preferred Generic / Non-Preferred Generic / Preferred Brand / Non-Preferred Brand /
3 The standard per person deductible and out-of-pocket maximum for this plan are shown. You must pay all the costs up to the Preferred Specialty / Non-Preferred Specialty.
deductible amount before this plan begins to pay for covered services you use. Deductibles do not apply to services for which 7 Four prescription drug payment level tiers: Generic / Preferred Brand / Non-Preferred Brand / Specialty. Costs are for outpatient
only copays are charged. prescriptions through a preferred pharmacy. Deductible may apply to certain tiers. See your Summary of Benefits and Coverage
4 Members may have lower out-of-pocket costs for some services provided by non-emergency freestanding outpatient facilities for details.
than the out-of-pocket costs for services provided in a hospital setting. See your Summary of Benefits and Coverage for 8 Home delivery is not available for Specialty tier drugs. Specialty tier drugs are limited to a 30-day supply in most cases. Coverage

additional details. limitations may apply to certain medications.


https://www.bcbsok.com/ok/documents/individual/sbc/2027/sbc-spsh31bvpioko-ok-2027.pdf
https://www.bcbsok.com/ok/documents/individual/sbc/2027/sbc-spsh41bvpioko-ok-2027.pdf
https://www.bcbsok.com/ok/documents/individual/sbc/2027/sbc-spsa10bvpioko-ok-2027.pdf
https://www.bcbsok.com/ok/documents/individual/sbc/2027/sbc-spsb89bvpioko-ok-2027.pdf

BlueCross BlueShield of Oklahoma

Individual Plan Comparison Chart

Participating Provider Coverage Shown'

MyBlue Silver HMOS“ 2

Silver

2027

All plans from Blue Cross and Blue Shield of Oklahoma
provide coverage for preventive services and maternity
care. Please see your Summary of Benefits and Coverage
or visit bcbsok.com for more specific information.

Deductible*
Coinsurance

Out-of-Pocket Maximum (includes deductible)*

Primary Care Office Visit

Virtual Visits

Specialist Office Visit

Mental and Behavioral Health/
Substance Use Disorder Office Visit
Emergency Room

Urgent Care

Inpatient Hospital Services

Outpatient Surgery?®

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?®

Individual $3,100 / Family $6,200 Individual $7,000 / Family $14,000  Individual $5,500 / Family $11,000  Individual $6,400 / Family $12,800

40% 40% 40% 40%
Individual $10,200 / Family $20,400 Individual $10,700 / Family $21,400 Individual $7,500 / Family $15,000 Individual $10,300 / Family $20,600
$40 copay $35 copay $0 copay $40 copay
$40 copay $35 copay $0 copay $40 copay
$90 copay $75 copay 40% $80 copay
$40 copay $35 copay 40% $40 copay
$950 per occurrence deductible,
$2,500 copay $2,500 copay then 40% 40%
$60 copay $55 copay $20 copay $60 copay
$250 per occurrence deductible,
40% 40% then 40% 40%
$200 per occurrence deductible,
40% 40% then 40% 40%
40% 40% 40% 40%
40% 40% 40% 40%
MyBlue HMOSM MyBlue HMOSM MyBlue HMOSM MyBlue HMOSM
No No No No
$5/$15/$90/45% /50% /55%7  $5/$15/%$100/45% /50% /55%7  $0/$15/30% /35% / 45% / 50%7 $20/$40/$80/ $350°8
$15/$25/%$115/45% /50% / 55%7 $15/$25/$125/45% / 50% / 55%7 $10/ $25/35% / 40% / 45% / 50%7 $20/$40/$80/ $350°8

Specialty Pharmacy Program: To be eligible for maximum benefits, specialty medications must be obtained through an in-network 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 receive
authorization from BCBSOK. You may also need to meet certain criteria or try more cost-effective drugs first.

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

1 Benefits are reduced when non-participating providers are used. This is a summary of benefit highlights only. All benefits shown 6 Prescription drug benefit coverage starts after annual medical deductible has been met, not counting copays. Retail stores in the

represent what the member would pay.

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

2 MyBlue HMO*" plans are not available in Rating Areas 1 and 2 (Comanche, Le Flore, and Sequoyah counties). 7 Six prescription drug payment level tiers: Preferred Generic / Non-Preferred Generic / Preferred Brand / Non-Preferred Brand /

3 This plan is not available on the Health Insurance Marketplace® in Oklahoma.

Preferred Specialty / Non-Preferred Specialty.

4 The standard per person deductible and out-of-pocket maximum for this plan are shown. You must pay all the costs up to the 8 OFour prescription drug payment level tiers: Generic / Preferred Brand / Non-Preferred Brand / Specialty. Costs are for outpatient

deductible amount before this plan begins to pay for covered services you use. Deductibles do not apply to services for which

only copays are charged.

prescriptions through a preferred pharmacy. Deductible may apply to certain tiers. See your Summary of Benefits and Coverage
for details.

5 Members may have lower out-of-pocket costs for some services provided by non-emergency freestanding outpatient facilities than 9 Home delivery is not available for Specialty tier drugs. Specialty tier drugs are limited to a 30-day supply in most cases. Coverage

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

limitations may apply to certain medications.


https://www.bcbsok.com/ok/documents/individual/sbc/2027/sbc-shsa41bavioko-ok-2027.pdf
https://www.bcbsok.com/ok/documents/individual/sbc/2027/sbc-shsd01bavioko-ok-2027.pdf
https://www.bcbsok.com/ok/documents/individual/sbc/2027/sbc-shsd68bavioko-ok-2027.pdf
https://www.bcbsok.com/ok/documents/individual/sbc/2027/sbc-shsa66bavioko-ok-2027.pdf

BlueCross BlueShield of Oklahoma 2027

All plans from Blue Cross and Blue Shield of Oklahoma

| 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
Pa rticipating Provider Coverage Shown1 or visit bcbsok.com for more SpeCiﬁC information.

Blue Advantage Gold PPOM

Secure Balance Standard
Deductible? Individual $1,800 / Family $3,600 Individual $2,500 / Family $5,000 Individual $2,500 / Family $5,000
Coinsurance 30% 20% 25%
Out-of-Pocket Maximum (includes deductible)? Individual $7,800 / Family $15,600 Individual $8,600 / Family $17,200 Individual $8,600 / Family $17,200
Primary Care Office Visit $15 copay $0 copay $30 copay
Virtual Visits $15 copay $0 copay $30 copay
Specialist Office Visit $50 copay $50 copay $60 copay
Substance Use Disorder Office Visit $15 copay $0 copay $30 copay
Emergency Room $1,000 copay $1,000 copay 25%
Urgent Care $35 copay $30 copay $45 copay
Inpatient Hospital Services 30% 20% 25%
Outpatient Surgery? 40% 30% 25%
Outpatient X-Rays and Diagnostic Imaging? 40% 30% 25%
Outpatient Imaging (CT/PET Scans/MRIs)? 40% 30% 25%
Network Blue Advantage PPOSM Blue Advantage PPOSM Blue Advantage PPOSM
HSA Eligible No No No
g:‘;f';?ied";ﬁ;ﬁf;i&tfm Drugs - $15/$25 / 30% / 45% / 50% / 5% $15/$25/ $50 / 45% / 50% / 55%S $15/$30/ $60 / $250°

Outpatient Prescription Drugs - 5 5 6
Non-Preferred Pharmacy* $25/$35/35% / 45% / 50% / 55% $25/$35/ $75 / 45% / 50% / 55% $15/$30/ $60 / $250

Specialty Pharmacy Program: To be eligible for maximum benefits, specialty medications must be obtained through an in-network 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 receive
authorization from BCBSOK. 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 are reduced when non-participating providers are used. This is a summary of benefit highlights only. All benefits shown 4 Prescription benefit coverage starts after annual medical deductible has been met. Retail stores in the Preferred Pharmacy
indicate member responsibility. Network offer members prescriptions with a lower possible copay amount.
2 The standard per person deductible and out-of-pocket maximum for this plan are shown. You must pay all the costs up to the 5 Six prescription drug payment level tiers: Preferred Generic / Non-Preferred Generic / Preferred Brand / Non-Preferred Brand /
deductible amount before this plan begins to pay for covered services you use. Deductibles do not apply to services for which Preferred Specialty / Non-Preferred Specialty.
only copays are charged. 6 Four prescription drug payment level tiers: Generic / Preferred Brand / Non-Preferred Brand / Specialty. Costs are for outpatient
3 Members may have lower out-of-pocket costs for some services provided by non-emergency freestanding outpatient facilities prescriptions through a preferred pharmacy. Deductible may apply to certain tiers. See your Summary of Benefits and Coverage
than the out-of-pocket costs for services provided in a hospital setting. See your Summary of Benefits and Coverage for for details.
additional details. 7 Home delivery is not available for Specialty tier drugs. Specialty tier drugs are limited to a 30-day supply in most cases. Coverage

limitations may apply to certain medications.


https://www.bcbsok.com/ok/documents/individual/sbc/2027/sbc-gpsh45bvpioko-ok-2027.pdf
https://www.bcbsok.com/ok/documents/individual/sbc/2027/sbc-gpsa30bvpioko-ok-2027.pdf
https://www.bcbsok.com/ok/documents/individual/sbc/2027/sbc-gpsb96bvpioko-ok-2027.pdf

BlueCross BlueShield of Oklahoma 2027

All plans from Blue Cross and Blue Shield of Oklahoma

| N d IVI d ua | Pla N CO m pa FISO N Cha r-t provide coverage for preventive services and maternity

care. Please see your Summary of Benefits and Coverage

Partici pating Provider coverage Shown' or visit bcbsok.com for more specific information.

MyBlue Gold HMOS“2 Blue Preferred Gold PPOS™
Secure Standard Signature?

Deductible* Individual $1,800 / Family $3,600 Individual $2,500 / Family $5,000 Individual $700 / Family $1,400

Coinsurance 30% 25% 40%

Out-of-Pocket Maximum (includes deductible)* Individual $7,800 / Family $15,600 Individual $8,600 / Family $17,200 Individual $7,500 / Family $15,000

Primary Care Office Visit $15 copay $30 copay $40 copay

Virtual Visits $15 copay $30 copay $40 copay

Specialist Office Visit $50 copay $60 copay 40%

Mental and Behavioral Health/

Substance Use Disorder Office Visit 21 Ry e ey i

Emergency Room $1,000 copay 25% $950 per occurrence deductible, then 35%

Urgent Care $35 copay $45 copay $90 copay

Inpatient Hospital Services 30% 25% $400 per occurrence deductible, then 40%

Outpatient Surgery® 40% 25% $300 per occurrence deductible, then 40%

Outpatient X-Rays and Diagnostic Imaging® 40% 25% 40%

Outpatient Imaging (CT/PET Scans/MRIs)> 40% 25% 40%

Network MyBlue HMOM MyBlue HMOSM Blue Preferred PPO™

HSA Eligible No No No

g:‘:fﬁ::fd";ﬁ;ﬁf;gt;°" Drugs - $15/$25 / 30% / 45% / 50% / 5% $15/$30/$60 / $250° $0/$10/20% / 35% / 45% / 50%”

Outpatient Prescription Drugs - $25/$35 / 35% / 45% / 50% / 5% $15/$30/$60 / $250° $10/$20 / 25% / 40% / 45% / 50%7

Non-Preferred Pharmacy®
Specialty Pharmacy Program: To be eligible for maximum benefits, specialty medications must be obtained through an in-network 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 receive
authorization from BCBSOK. 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 are reduced when non-participating providers are used. This is a summary of benefit highlights only. All benefits shown 6 Prescription benefit coverage starts after annual medical deductible has been met. Retail stores in the Preferred Pharmacy
indicate member responsibility. Network offer members prescriptions with a lower possible copay amount.

2 MyBlue HMOS" plans are not available in Rating Areas 1 and 2 (Comanche, Le Flore, and Sequoyah counties). 7 Six prescription drug payment level tiers: Preferred Generic / Non-Preferred Generic / Preferred Brand / Non-Preferred Brand /

3 This plan is not available on the Health Insurance Marketplace® in Oklahoma. Preferred Specialty / Non-Preferred Specialty.

4 The standard per person deductible and out-of-pocket maximum for this plan are shown. You must pay all the costs up to the 8 Four prescription drug payment level tiers: Generic / Preferred Brand / Non-Preferred Brand / Specialty. Costs are for outpatient
deductible amount before this plan begins to pay for covered services you use. Deductibles do not apply to services for which prescriptions through a preferred pharmacy. Deductible may apply to certain tiers. See your Summary of Benefits and Coverage
only copays are charged. for details.

5 Members may have lower out-of-pocket costs for some services provided by non-emergency freestanding outpatient facilities 9 Home delivery is not available for Specialty tier drugs. Specialty tier drugs are limited to a 30-day supply in most cases. Coverage
than the out-of-pocket costs for services provided in a hospital setting. See your Summary of Benefits and Coverage for limitations may apply to certain medications.

additional details.


https://www.bcbsok.com/ok/documents/individual/sbc/2027/sbc-ghsa40bavioko-ok-2027.pdf
https://www.bcbsok.com/ok/documents/individual/sbc/2027/sbc-ghsa65bavioko-ok-2027.pdf
https://www.bcbsok.com/ok/documents/individual/sbc/2027/sbc-gpsh31eppioko-ok-2027.pdf

BlueCross BlueShield of Okiahoma

Non-Discrimination Notice

Health Care Coverage Is Important For Everyone

We do not discriminate on the basis of race, color, national origin (including limited English knowledge
and first language), age, disability, or sex (as understood in the applicable regulation). We provide
people with disabilities with reasonable modifications and free communication aids to allow for
effective communication with us. We also provide free language assistance services to people whose
first language is not English.

To receive reasonable modifications, communication aids or language 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, you can
file a grievance with:

Office of Civil Rights Coordinator Phone: 855-664-7270 (voicemail)

Attn: Office of Civil Rights Coordinator TTY/TDD: 855-661-6965

300 E. Randolph St., 35th Floor Fax: 855-661-6960

Chicago, IL 60601 Email: civilrightscoordinator@hcsc.com

You can file a grievance by mail, fax or email. If you need help filing a grievance, please call the toll-free
phone number listed on the back of your ID card (TTY: 711).

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

US Dept of Health & Human Services Phone: 800-368-1019

200 Independence Avenue SW TTY/TDD: 800-537-7697

Room 509F, HHH Building Complaint Portal:

Washington, DC 20201 ocrportal.hhs.gov/ocr/smartscreen/main.jsf

Complaint Forms:
hhs.gov/civil-rights/filing-a-complaint/index.html

This notice is available on our website at bcbsok.com/legal-and-privacy/non-discrimination-notice

ATTENTION: If you speak ancther language, free language assistance services are available to you.
Appropriate auxiliary aids and services to provide informaticn in accessible formats are alsc available
free of charge. Call 855-710-6984 (TTY: 711) or speak to your provider.

ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia
Espafiol linglistica. También estan disponibles de forma gratuita ayuda y servicios auxiliares
Spanish apropiados para proporcionar informacion en formatos accesibles. Llame al 855-710-
6984 (TTY: 711) o hable con su proveedor.

) s Aaulie clland g aclise (Bl y 8 s LS Aol A gl sae Lol Cilanis ol B g iy jall ARDY Coaats i€ 1Y s
) Al e duatl Vo Ladl J gen i (S ity Sl sladld
Aasall atie Y caas  (TTY: 711) 855-710-6984

Arabic

bcbsok.com

Blue Cross and Blue Shield of Oklahoma, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company,
an Independent Licensee of the Blue Cross and Blue Shield Association
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BlueCross BlueShield of Okiahoma

thr AR mREES, BATERRNEREES RS . TSR REMSE S0 EL T AN
Chinese g%, PTG AE RIS . B0 855-710-6984 (A HiE: 711) sl IEHIRZIRE
] o
_ ATTENTION : Si vous parlez Frangais, des services d'assistance linguistique gratuits sont a votre
Frangais disposition. Des aides et services auxiliaires appropriés pour fournir des informations dans des formats
French accessibles sont également disponibles gratuitement. Appelez le 855-710-6984 (TTY : 711) ou parlez
a votre fournisseur.
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose Sprachassistenzdienste zur
Deutsch Verflgung. Entsprechende Hilfsmittel und Dienste zur Bereitstellung von Informationen in
German barrierefreien Formaten stehen ebenfalls kostenlos zur Verfligung. Rufen Sie 855-710-6984 (TTY:
711} an oder sprechen Sie mit Ihrem Provider.
syl €21t Ul ot ofosRucll ettt 8L cll Mgl el slal ystaldl Actal dHRLHIZ BUA B,
Cuiarat 20102 AEHAZ] usl2d A AsAR A F10Te 1l HUE Al YRl ws e 1ol AeudA uL?\L (Aot ye
. GUAGU 8. 855-710-6984 (TTY: 711) UR Sl 531 2elall ddHIRL YELAL AU allcd $L.
f W &: e o7y Tl iterdl €, Tl &b T7g e 4T WeTara T HaTy Suersl 8! & | garH uret
Hindi T TSR UEH B & 1T SUgad e wred R 9ar off F-geh Suesy 81 855-710-6984
(TTY: 711) TR BIe B AT 304 USTAT H &1 B
ltaliano ATTENZIONE: se parli Italiano, sono disponibili servizi di assistenza linguistica gratuiti. Sono inoltre
itali disponibili gratuitamente ausili e servizi ausiliari adeguati per fornire informazioni in formati accessibili.
talian Chiama I'855-710-6984 (tty: 711) o parla con il tuo fornitore.
21301 Zol; 31 20| S ALZOIAlE 29 22 010] X/ @ AH| < 0| 8514 = &L, 02 Th5¢
< Mo HES St HESHEX 7|7 A MH|AE 222 A S EL|CH 855-710-
orean 6984(TTY: 711)H © 2 HSIStALE AH| A XS YH Off 226t Al 2.
SHOOH: Diné bee yanitti'gogo, saad bee ana’awo’ bee aka’anida’awo’it’aa jiik'eh
Dine na hol¢. Bee ahit hane’go bee nida’anishi t'aa akodaat’éhigii dd bee
) aka'anida’'wo’i ako bee baa hane'i bee hadadilyaa bich’}” ahoot'iigii éi t'aa jiik’eh
Navajo hél4. Kohjj’ 855-710-6984 (TTY: 711) hodiilnih doodago nika’andlwo’i bich’j’
hanidziih.
Sl Slaiin Otz 5 S g 31 518 i pees 3 08L G Jleiin Olats S Cous (008 8 1z g
Farsi t3als) 855-710-6984 o)las b idibis 39390 0%l jabods e (LB Sl JB jo Oledsl &)t ($ls Ll
arsi A0S s 393 0B b b 8o eles (711
Polski UWAGA: Osoby mowigce po polsku mogg skorzystac z bezptatnej pomocy jezykowej. Dodatkowe
Polish pomoce i ustugi zapewniajace informacje w dostepnych formatach sg rowniez dostepne bezptatnie.
olis Zadzwon pod numer 855-710-6984 (TTY: 711) lub porozmawiaj ze swoim dostawca.

) BHUMAHMWE: Ecnun Bbl roBOpUTE Ha PYCCKUI, Bam AOCTYMHBI BECNAATHBIE YCAYTU A3bIKOBOW MOAAERHKKN.
PYCCKUK CooTBETCTBYIOLWME BCNOMOraTeNbHbl€ CPeACTBa M YCAYTM N0 NPeaocTaBAeHnio MHGOPMaLMK B
Russian AOCTyNHbBIX dopmaTax TakKe npeaocTapnatoTea becnnatHo. MoseoHnTe no TenegoHy 855-710-6984

(TTY: 711) nnu oBpaTuTech K CBOEMY NOCTABLLWKY YCAYT.
PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng serbisyong tulong sa wika.
Tagalog Magagamit din nang libre ang mga naaangkop na auxiliary na tulong at serbisyo upang magbigay ng
Tagalog impormasyon sa mga naa-access na format. Tumawag sa 855-710-6984 (TTY: 711) o makipag-usap
sa iyong provider.
52l Sleghre g Getenld Jlo L1 -y Clied leds § ot e Ol of & T 5 0w g 9l OT 5100 dags
Urd 2L S U8 5 (T11TTY) 855-710-6984 p Gliess e g2 lads jsl il (glas aselin 3 8 5 55 0plyd
rdu L)fJS\:JLJ o8 Dmm}bﬁ
N LU'U Y: Néu ban néi tiéng Viét, ching t6i cung cap mién phi cac dich vu hé tro ngén ngir.
Viet Cac ho tro dich vu phu hop dé cung cap théng tin theo cac dinh dang dé tiep can clng dwgc
Vietnamese cung cap mién phi. Vui long goi theo s6 855-710-6984 (Ngwdi khuyét tat: 711) hodc trao doi
voi ngudi cung cap dich vy clia ban.
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