Eiﬁi‘s:ﬁiii SUMMARY OF BENEFITS

Milford Regional Medical
Center and Milford
Regional Physician Group

WITH COINSURANCE

Plan-Year Deductible: $1,600/$3,200

UNLOCK THE POWER OF YOUR PLAN

MyBlue gives you an instant snapshot of your plan:

o

+V
MYBLUE

MASSACHUSETTS

COVERAGE AND CLAIMS AND DIGITAL
BENEFITS BALANCES ID CARD
Sign in

Download the app, or create an account at bluecrossma.org.

An Association of Independent Blue Cross and Blue Shield Plans


https://www.bluecrossma.org/

Your Deductible

Your deductible is the amount of money you pay out-of-pocket each plan
year before you can receive coverage for certain benefits under this plan. If
you are not sure when your plan year begins, contact Blue Cross Blue Shield
of Massachusetts. Your deductibles are $1,600 per individual membership
(or $3,200 per family membership) for Milford Regional Medical Center and
Milford Regional Physician Group providers and all other in-network services
and $3,000 per individual membership (or $6,000 per family membership) for
out-of-network services. The entire family deductible must be satisfied
before benefits are provided for any one member enrolled under a
family membership

When You Choose Preferred Providers

You receive the highest level of benefits under your health care plan when you
obtain covered services from preferred providers. These are called your
“in-network” benefits. See the charts for your cost share.

Note: If a preferred provider refers you to another provider for covered services (such as a lab

or specialist), make sure the provider is a preferred provider in order to receive benefits at the
in-network level. If the provider you use is not a preferred provider, you're still covered, but your

benefits, in most situations, will be covered at the out-of-network level, even if the preferred
provider refers you.

How to Find a Preferred Provider
To find a preferred provider:

* Look up a provider on Find a Doctor at bluecrossma.com/findadoctor. If you
need a copy of your directory or help choosing a provider, call the Member
Service number on your ID card.

« Visit the Blue Cross Blue Shield of Massachusetts website at bluecrossma.org

When You Choose Non-Preferred Providers

You can also obtain covered services from non-preferred providers, but your
out-of-pocket costs are higher. These are called your “out-of-network” benefits.
See the charts for your cost share.

Payments for out-of-network benefits are based on the Blue Cross Blue Shield
allowed charge as defined in your benefit description. You may be responsible
for any difference between the allowed charge and the provider's actual billed

charge (this is in addition to your deductible and/or your coinsurance).

Your Out-of-Pocket Maximum

Your out-of-pocket maximum is the most that you could pay during a plan year
for deductible, copayments, and coinsurance for covered services. Your
out-of-pocket maximums are $3,000 per individual membership

(or $6,000 per family membership) for Milford Regional Medical Center and
Milford Regional Physician Group providers and all other in-network services
and $6,000 per individual membership (or $12,000 per family membership)
for out-of-network services. The entire family out-of-pocket maximum must
be satisfied before any one member enrolled under a family membership
receives full benefits.

YOUR CHOICE

Emergency Room Services

In an emergency, such as a suspected heart attack, stroke, or poisoning,

you should go directly to the nearest medical facility or call 911 (or the local
emergency phone number). After meeting your in-network deductible, you pay a
coinsurance for in-network or out-of-network emergency room services. See the
chart for your cost share.

Telehealth Services

Telehealth services are covered when the same in-person service would be
covered by the health plan and the use of telehealth is appropriate. Your health
care provider will work with you to determine if a telehealth visit is medically
appropriate for your health care needs or if an in-person visit is required. For a list
of telehealth providers, visit the Blue Cross Blue Shield of Massachusetts website
at bluecrossma.org, consult Find a Doctor, or call the Member Service number
on your ID card.

Utilization Review Requirements

Certain services require pre-approval/prior authorization through Blue Cross
Blue Shield of Massachusetts for you to have benefit coverage; this includes
non-emergency and non-maternity hospitalization and may include certain
outpatient services, therapies and procedures. You should work with your
health care provider to determine if pre-approval is required for any service
your provider is suggesting. If your provider, or you, don't get pre-approval when
it's required, your benefits will be denied, and you may be fully responsible for
payment to the provider of the service. Refer to your benefit description for
requirements and the process you should follow for Utilization Review, including
Pre-Admission Review, Pre-Service Approval, Concurrent Review and Discharge
Planning, and Individual Case Management.

Dependent Benefits

This plan covers dependents until the end of the calendar month in which
they turn age 26, regardless of their financial dependency, student status, or
employment status. See your benefit description (and riders, if any) for exact
coverage details.
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Covered Services

Preventive Care

Well-child care exams, including routine tests, according to age-based schedule as follows:
+ Ten visits during the first year of life

« Three visits during the second year of life (age 1to age 2)

* Two visits for age 2

+ One visit per calendar year for age 3 through 6

+ Unlimited visits for age 7 through 18

Your Cost for
Milford Regional
Medical Center
and Milford

Regional Physician
Group Providers*

Nothing, no deductible

Your Cost for All
Other In-Network
PPO Providers

Nothing, no deductible

Your Cost for
Out-of-Network
Providers

20% coinsurance,
no deductible

Routine adult physical exams, including related tests

Nothing, no deductible

Nothing, no deductible

20% coinsurance,
no deductible

Routine GYN exams, including related lab tests (one per calendar year)

Nothing, no deductible

Nothing, no deductible

20% coinsurance,
no deductible

Routine hearing exams, including routine tests

Nothing, no deductible

Nothing, no deductible

20% coinsurance,
no deductible

Hearing aids (up to $2,000 per ear every 36 months for a member age 21 or younger)

All charges beyond
the maximum after
deductible

20% coinsurance
after deductible and all
charges beyond the
maximum

40% coinsurance
after deductible and all
charges beyond the
maximum

Routine vision exam (one per calendar year)

Nothing, no deductible

$20 per visit,

no deductible

20% coinsurance,
no deductible

Family planning services—office visits

Outpatient Care

Emergency room visits

Nothing, no deductible

20% coinsurance
after deductible

Nothing, no deductible

20% coinsurance
after deductible

20% coinsurance,
no deductible

20% coinsurance
after in-network
deductible

Office or health center visits

Nothing after
deductible

20% coinsurance
after deductible

40% coinsurance
after deductible

Mental health or substance use treatment

Nothing after
deductible

20% coinsurance
after deductible

40% coinsurance
after deductible

Outpatient telehealth services with a covered provider

Same as in-person
visit

Same as in-person
visit

Same as in-person
visit

Chiropractors’ office visits (up to $500 per member per calendar year)

All charges beyond
the maximum after
deductible

20% coinsurance
after deductible and all
charges beyond the
maximum

40% coinsurance
after deductible and all
charges beyond the
maximum

Acupuncture visits (up to 12 visits per calendar year)

Nothing after
deductible

20% coinsurance
after deductible

40% coinsurance
after deductible

Short-term rehabilitation therapy—physical, occupational, and speech
(up to 60 visits per calendar year for each type of therapy**)

Nothing after
deductible

20% coinsurance
after deductible

40% coinsurance
after deductible

Speech, hearing, and language disorder treatment—speech therapy

Nothing after
deductible

20% coinsurance
after deductible

40% coinsurance
after deductible

Diagnostic X-rays and lab tests, including CT scans, MRls, PET scans,
and nuclear cardiac imaging tests:

Nothing after
deductible

20% coinsurance
after deductible

40% coinsurance
after deductible

Home health care and hospice services

Nothing after
deductible

20% coinsurance
after deductible

40% coinsurance
after deductible

Oxygen and equipment for its administration

Nothing after
deductible

20% coinsurance
after deductible

40% coinsurance
after deductible

Durable medical equipment—such as wheelchairs, crutches, hospital beds

Nothing after
deductible***

20% coinsurance
after deductible***

40% coinsurance
after deductible

Prosthetic devices

Nothing after
deductible

20% coinsurance
after deductible

40% coinsurance
after deductible

Surgery and related anesthesia

Nothing after
deductible

20% coinsurance
after deductible

40% coinsurance
after deductible

please check with Milford Regional Physician Group and/or Milford Regional Medical Center.

Cost share waived for one breast pump per birth, including supplies.

No visit limit applies when short-term rehabilitation therapy is furnished as part of covered home health care or for the treatment of autism spectrum disorders.

Milford Regional Physician Group and/or Milford Regional Medical Center may not provide all of the covered services described above. To determine if a covered service is available from these providers,



Your Cost for
Milford Regional
Medical Center
and Milford
Regional Physician
Group Providers*

Inpatient Care (and maternity care)

Your Cost for All Your Cost for
Other In-Network | Out-of-Network
PPO Providers Providers

Covered Services

General hospital or chronic disease hospital care (as many days as medically necessary)

Nothing after
deductible

20% coinsurance
after deductible

40% coinsurance
after deductible

Mental hospital or substance use facility care (as many days as medically necessary)

Nothing after
deductible

20% coinsurance
after deductible

40% coinsurance
after deductible

Rehabilitation hospital care (up to 60 days per calendar year)

Nothing after
deductible

20% coinsurance
after deductible

40% coinsurance
after deductible

Skilled nursing facility care (up to 100 days per calendar year)

Nothing after
deductible

20% coinsurance
after deductible

40% coinsurance
after deductible

*  Milford Regional Physician Group and/or Milford Regional Medical Center may not provide all of the covered services described above. To determine if a covered service is available from these providers,
please check with Milford Regional Physician Group and/or Milford Regional Medical Center.

Get the Most from Your Plan: Visit us at bluecrossma.org or call 1-800-832-3871 to learn about discounts, savings, resources, and special programs
available to you, like those listed below.

Wellness Participation Program

Fitness Reimbursement: a program that rewards participation in qualified fitness
programs or equipment (See your benefit description for details.)

$150 per calendar year per policy

Weight Loss Reimbursement: a program that rewards participation in a qualified $150 per calendar year per policy

weight loss program (See your benefit description for details.)

y 24/7 Nurse Line: Speak to a registered nurse, day or night, to getimmediate guidance and advice. Call 1-888-247-BLUE (2583). No additional charge.

QUESTIONS?

For questions about Blue Cross Blue Shield of Massachusetts, call 1-800-832-3871,
or visit us online at bluecrossma.org.

Limitations and Exclusions. These pages summarize the benefits of your health care plan. Your benefit description and riders define the full terms and conditions in greater detail. Should any questions arise
concerning benefits, the benefit description and riders will govern. Some of the services not covered are: cosmetic surgery; custodial care; most dental care; prescription drugs for use outside of the hospital;
and any services covered by workers’ compensation. For a complete list of limitations and exclusions, refer to your benefit description and riders. Note: Blue Cross and Blue Shield of Massachusetts, Inc.
administers claims payment only and does not assume financial risk for claims.

© Registered Marks of the Blue Cross and Blue Shield Association. © 2024 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
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MASSACHUSETTS

NONDISCRIMINATION NOTICE

Blue Cross Blue Shield of Massachusetts complies with applicable federal civil rights
laws and does not discriminate on the basis of race, color, national origin, age, disability,
sex, sexual orientation, or gender identity. It does not exclude people or treat them
differently because of race, color, national origin, age, disability, sex, sexual orientation,

or gender identity.
e —

BLUE CROSS BLUE SHIELD
OF MASSACHUSETTS PROVIDES:

* Free aids and services to people with
disabilities to communicate effectively
with us, such as qualified sign language
interpreters and written information in other
formats (large print or other formats).

* Free language services to people whose
primary language is not English, such as
qualified interpreters and information written
in other languages.

If you need these services, call Member Service
at the number on your ID card.

If you believe that Blue Cross Blue Shield

of Massachusetts has failed to provide
these services or discriminated in another
way on the basis of race, color, national
origin, age, disability, sex, sexual orientation,
or gender identity, you can file a grievance
with the Civil Rights Coordinator by mail

at Civil Rights Coordinator, Blue Cross

Blue Shield of Massachusetts,

One Enterprise Drive, Quincy, MA 02171-2126;
phone at 1-800-472-2689 (TTY: 711),

fax at 1-617-246-3616; or email at
civilrightscoordinator@bcbsma.com.

If you need help filing a grievance, the Civil
Rights Coordinator is available to help you.

You can also file a civil rights complaint

with the U.S. Department of Health and

Human Services, Office for Civil Rights,

online at ocrportal.hhs.gov; by mail at U.S.
Department of Health and Human Services,
200 Independence Avenue, SW Room 509F,
HHH Building, Washington, DC 20201; by phone
at 1-800-368-1019 or 1-800-537-7697 (TDD).

Complaint forms are available at hhs.gov.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross and Blue Shield Association.
© 2024 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
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* ' TRANSLATION RESOURCES
MASSACHUSETTS

PROFICIENCY OF LANGUAGE ASSISTANCE SERVICES

Spanish/Espafiol: ATENCION: Si habla espariol, tiene a su disposicion servicios gratuitos
de asistencia con el idioma. Llame al numero de Servicio al Cliente que figura en su tarjeta de
identificacion (TTY: 711).

Portuguese/Portugués: ATENCAO: Se fala portugués, sdo-Ine disponibilizados gratuitamente
senvicos de assisténcia de idiomas. Telefone para os Servicos aos Membros, atravées do ndmero Nno
seu cartéo ID (TTY: 711).

Chinese/BfERX: /T2 MNEEHHL, HATAIEEERFIRMES RS . B%RITE D * L8
SHBERS RRSEE (TTY S5 711) o

Haitian Creole/Kreyol Ayisyen: ATANSYON: Si ou pale kreyol ayisyen, sevis asistans nan lang
disponib pou ou gratis. Rele nimewo Sevis Manm nan ki sou kat Idantititkasyon w lan (Sevis pou
Malantandan TTY: 711).

Vietnamese/Tiéng Viét: LUU Y: Néu quy vi noi Tiéng Viét, cac dich vu hd trg ngdn nglr dugc cung cdp cho
quy vi mién phi. Goi cho Dich vu Hoi vién theo so6 trén thé ID cla quy vi (TTY: 711).
Russian/Pyccknin: BHIMAHWE: ecnu Bbl roBopuTe no-pycckiu, Bbl MOXKeTe BOCNOMNb30BaTbCA OeCnnaTHbIMU

yCnyramm nepeBoaumKa. [No3BoHUTe B OTAEN OOCNYXMBAHWA KIIMEHTOB MO HOMEPY, YKazaHHOMY B Baluel
naeHTMPUKaLUMoHHOW KapTe (Tenetann: 711).

Arabic/ ,::

sl jlaz) sk Bl e ssoobl 031 e clacyl Sloasy Jasl el deutlly Blows &gl Basludl Sloas 351 oy yll dilll oy S 13) ol

(711 TTY (Sl uall gail

Mon-Khmer, Cambodian/igi: MitjS&nnis LUfU’S ISHASunwmen g
[ﬁjﬁijgtij‘“lﬁflﬁﬁﬁ‘ﬁn‘j nmmnmsmmﬁgnﬂ Y g i85 [ﬁfgﬁ[ﬁjﬁ UTIRAMEINS
[M[ﬂ?ﬁ%ﬁﬂM@WgSiﬁﬁﬁgﬁ (TTY: 711)7
French/Francais: ATTENTION : si vous parlez francais, des services d'assistance linguistique sont
disponibles gratuitement. Appelez le Service adhérents au numeéro indiqué sur votre carte d’assuré
(TTY : 711).
Italian/Italiano: ATTENZIONE: se parlate italiano, sono disponibili per voi servizi gratuiti di assistenza
linguistica. Chiamate il Servizio per i membri al numero riportato sulla vostra scheda identificativa
(TTY: 711).
Korean/é*ioi: o et=01E AtEStAlE 8%, U0 A|# MEIAZE FE2 0|35t
USUCEH #Mste] ID ZH=0 U= MStHSITY: 711)E AFESH0 2|3 A A0l M2tetd
Greek/EAANVIKA: [TPOXOXH: Eav pihdte EAANVIKG, SiatiBevTal yia oag urnpeoie YAwooIKA¢ BoriBelag,

dwpedv. Kahéote tnv Ymnpeoia E¢unnpétnong Mehwv otov aplBud tng k&ptag péhouc oag (ID Card)
(TTY:711).
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Polish/Polski: UWAGA: Osoby postugujace sie jezykiem polskim mogg bezptatnie skorzystac z pomocy
jezykowej. Nalezy zadzwoni¢ do Dziatu obstugi ubezpieczonych pod numer podany na identyfikatorze
(TTY:711).

Hindi/f&: &ara & afe 3mg R g &, aF YT §8™dr J4am, 39 & Qv e
3y | TEET QaTHT F HUF WS, FE W /U 30 A T Fred Y @Laas.: 711),

Guijarati/aevaidl: 2l Ul 671 dH ASHRUAL BlAAL G, dl dHel AMISIA ASAAL QAL (AL et Guasy 69,
A1zl w518 Uz wilel vz uz Member Service A s1d 531 (TTY: 711).

Tagalog/Tagalog: PAUNAWA: Kung nagsasalita ka ng wikang Tagalog, mayroon kang magagamit na
mga libreng serbisyo para sa tulong sa wika. Tawagan ang Mga Serbisyo sa Miyembro sa numerong
nasa iyong ID Card (TTY: 711).

Japanese/BAEE: HHISHE HAEZPELICESHITENDSEB ) VARZA VAT —ERET
MAWERITEY, DA—RNICGRHOEZESZFERAL AV /N\——EREXTEERETZEN
(TTY: 711),

German/Deutsch: ACHTUNG: Wenn Sie Deutsche sprechen, steht Ihnen kostenlos fremdsprachliche
UnterstUtzung zur Verflgung. Rufen Sie den Mitgliederdienst unter der Nummer auf Ihrer ID-Karte an

(TTY: 711).

Persian/ .\

Sbs ) 0y 0 gotie I Lt b3S o8 et s GIK0) Sse 0 (G5 SeS leds ol )b Lot (35 S oo
(TTY: 711) 5,80 (led cliac) Sleasr (23 | ags

Lao/w9979290: 2001{F19: 1)9c39cH1WIF290L0, TNIOINWgoecTiDdIVWIZI ILIoS

VIO, ?mtmcdwu:)mDazmanmm)‘)@czn?mozaueﬂvuoaagmw (TTY: 711),

Navajo/Diné Bizaad: BAA AKOHWIINDZIN DOOIGI: Diné k’ehji yanitt’i’go saad bee yat’i> éi

t’a4jiik’e bee nikd’a’doowotgo éi nd’ahoot’1i’. Dii bee anitahigi ninaaltsoos bine’déé’ nbomba bikd’igiiji’

béésh bee hodiilnih (TTY: 711).
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