
Gold Blue Preferred Gold PPOSM Blue Advantage Gold PPOSM

205 705 309 604
Individual Deductible 2 $550 $2,000 $1,200 $1,150

Coinsurance 40% 25% 25% 30%

Out-of-Pocket Maximum (includes deductible) 2 $9,100 $8,700 $9,100 $9,100

Primary Care Office Visit $60 copay $30 copay $25 copay $30 copay

Specialist Office Visit 40% $60 copay 25% 30%

Mental Illness Treatment and Substance Abuse 
Rehabilitation Office Visit 40% $30 copay 25% 30%

Emergency Room $950 per occurrence deductible, 
then 40% 25% $950 per occurrence deductible, then 

25%
$950 per occurrence deductible, 

then 30%

Urgent Care 40% $45 copay 25% 30%

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

25%
$400 per occurrence deductible, 

then 30%

Outpatient Surgery 3 $300 per occurrence deductible, 
then 40% 25% 25% 30%

Outpatient X-Rays and Diagnostic Imaging 3 40% 25% 25% 30%

Outpatient Imaging (CT/PET Scans/MRIs) 3 40% 25% 25% 30%

Network Blue Preferred PPOSM Blue Preferred PPOSM Blue Advantage PPOSM Blue Advantage PPOSM

HSA Eligible No No No No

Outpatient Prescription Drugs -  
Preferred Pharmacy 4 $0 / $10 / 20% / 35% / 45% / 50% 5 $15 / $30 / $60 / $250 6 $5 / $10 / 30% / 35% / 45% / 50% 5 $5 / $10 / 30% / 35% / 45% / 50% 5

Outpatient Prescription Drugs -  
Non-Preferred Pharmacy 4 $10 / $20 / 25% / 40% / 45% / 50% 5 $15 / $30 / $60 / $250 6 $10 / $20 / 35% / 40% / 45% / 50% 5 $10 / $20 / 35% / 40% / 45% / 50% 5

Prescription Drug Benefit Utilization 
Management Programs 7

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 
represent what the member would pay.

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 
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.

3	� 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.

4	� 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.

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

6	� Four prescription drug payment level tiers: Generic / Preferred Brand / Non-Preferred Brand / Specialty
7	� Home delivery is not available for Specialty tier drugs. Drugs in these tiers are limited to a 30-day supply. Coverage limitations may 

apply to certain medications.

Individual Plan Comparison Chart 
Participating Provider Coverage Shown1

2023

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

603442.0722
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



Gold MyBlue Gold HMOSM 2

704 708
Individual Deductible 3 $1,100 $2,000

Coinsurance 30% 25%

Out-of-Pocket Maximum (includes deductible) 3 $9,100 $8,700

Primary Care Office Visit $20 copay $30 copay

Specialist Office Visit 30% $60 copay

Mental Illness Treatment and Substance Abuse 
Rehabilitation Office Visit 20% $30 copay

Emergency Room $950 per occurrence deductible; then 30% 25%

Urgent Care $45 copay $45 copay

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

Outpatient Surgery 4 $300 per occurrence deductible; then 30% 25%

Outpatient X-Rays and Diagnostic Imaging 4 30% 25%

Outpatient Imaging (CT/PET Scans/MRIs) 4 30% 25%

Network MyBlue HMOSM MyBlue HMOSM

HSA Eligible 5 No No

Outpatient Prescription Drugs -  
Preferred Pharmacy 6 $5 / $15 / 30% / 35% / 45% / 50% 7 $15 / $30 / $60 / $250 8

Outpatient Prescription Drugs -  
Non-Preferred Pharmacy 6 $10 / $25 / 35% / 40% / 45% / 50% 7 $15 / $30 / $60 / $250 8

Prescription Drug Benefit Utilization 
Management Programs 9

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 
indicate member responsibility.

2	� MyBlue HMOSM plans are available only in the Oklahoma City and Tulsa metro areas. 
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 

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.

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.

5	� Prescription benefit coverage starts after annual medical deductible has been met. Retail stores in the Preferred Pharmacy Network 
offer members prescriptions with a lower possible copay amount.

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

apply to certain medications.

Individual Plan Comparison Chart 
Participating Provider Coverage Shown1

2023

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

603442.0722
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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, Illinois 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 

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


bcbsok.com 

 

 

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. 

 
 


