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Compare Your Choices and
Choose Two Plans For Your Company Benefits

Examine each plan carefully to see which are best for your company. If you have any
guestions, please call us. These benefit summaries present the important features of our
plans. Please refer to a benefit booklet (available upon request) for complete benefit
plan information.

Prescription Drug Benefits—You now have the choice of selecting which prescription
drug benefit you would like to offer with certain benefit plan(s).

Blue Advantage®—Our high deductible health plans that are compatible with Health
Savings Accounts (HSAs) and Health Reimbursement Arrangements (HRAS).

BlueClassic®™—Our Traditional Indemnity Plan. This plan requires no referrals. Find a
participating doctor for your needs.

BlueChoice®—Our Preferred Provider Organization (PPO) Plan. A plan with self-managed
care. In-Network and Out-of-Network benefits helps you balance your needs. No referrals
are needed.

SimplyBlue®—Our Exclusive Provider Organization (EPO) Plan. You do not need to
designate a PCP for care. Choose from a wide network of providers. SimplyBlue travels
with you wherever you go.

BlueSelect*—Our Point of Service Plan (POS). Allows an employee to select a plan that is
really two plans in one. The plan lets you enroll members and they choose between in-
network and out-of-network care each time they receive covered medical services. The
choice is theirs to stay in or out-of-network.

BlueCare®™—Our HMO/Independent Practice Association (IPA) Plan. A plan that meets
your needs—primary care physician (PCP) managed care. Pick a PCP to manage your
care through our network of physicians.

Add more value to your benefits plan...
To enrich your employee benefits program, you can add other benefits and services:

= Traditional Dental = Section 125 Administration
= Blue Dental HMO or PPO e Premium Only Plans (POP)
= Medicare Supplement plans

And, to help your company, we also offer:

= Automatic COBRA administration in all our programs to help you meet the demands
of complying with COBRA regulations (for those with 20 or more employees), and

= Help complying with HIPAA requirements. If you choose us as your account admin-
istrator, we will produce Certificates of Coverage for employees and dependents who
lose coverage under your plan at no extra charge to your company.

Blue Cross Blue Shield of Delaware is an independent licensee of the Blue Cross and Blue Shield Association.
® Registered trademarks of the Blue Cross and Blue Shield Association.

11150-16 DSGIT (rev. 4/4/07) PC
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of Delaware Select Your Prescription Drug Benefits

An Independent Licensee of the Blue
Cross and Blue Shield Association

Please note: If an individual chooses a Preferred or Non-Preferred Brand drug when a Generic drug is
available, he/she will have to pay the difference between the charge for the Preferred or Non-Preferred

Brand drug and the Generic drug, plus the copay for the Generic drug.

$ 0/$20/$60 34-Day Supply (Retail) 90-Day Supply (Mail Order)

Generic $ 0 Copay $ 0 Copay
Preferred Brand $20 Copay $ 40 Copay
Non-Preferred Brand $60 Copay $120 Copay
Generic $ 7 Copay* $ 14 Copay
Preferred Brand $15 Copay* $ 30 Copay
Non-Preferred Brand $30 Copay* $ 60 Copay
Generic $10 Copay $ 20 Copay
Preferred Brand $20 Copay $ 40 Copay
Non-Preferred Brand $35 Copay $ 70 Copay
Generic $10 Copay $ 20 Copay
Preferred Brand $20 Copay $ 40 Copay
Non-Preferred Brand $45 Copay $ 90 Copay
Generic $10 Copay $ 20 Copay
Preferred Brand $25 Copay $ 50 Copay
Non-Preferred Brand $50 Copay $100 Copay
Generic $10 Copay $ 20 Copay
Preferred Brand $25 Copay $ 50 Copay
Non-Preferred Brand $50 Copay $100 Copay
Generic $10 Copay $ 20 Copay
Preferred Brand $25 Copay $ 50 Copay
Non-Preferred Brand $50 Copay $100 Copay
Generic $15 Copay $ 30 Copay
Preferred Brand $30 Copay $ 60 Copay
Non-Preferred Brand $60 Copay $120 Copay
Generic $15 Copay $ 30 Copay
Preferred Brand $30 Copay $ 60 Copay
Non-Preferred Brand $60 Copay $120 Copay

*Grandfathered ONLY. Discontinued for new sales effective 01/01/06.

(rev. 4/4/07) PC
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of Delaware BlueAdvantage® EPO 100 HRA Plans

bcbsde.com with 'a Health Reimbursement Arrangement (HRA) Option*

Option 1 Deductibles

Option 2 Deductibles Option 3 Deductibles Option 4 Deductibles

Individual $1,200 Individual $2,000 Individual $3,000 Individual $ 5,000
Family $3,600 Family $6,000 Family $9,000 Family $10,000

Some Covered Services

ROUTINE PREVENTIVE MEDICAL SERVICES
Physical Exams

Covered at 100%

Gynecological Exams

Covered at 100%

Mammogram

Covered at 100%

Sigmoidoscopy and Colonoscopy

Covered at 100%

Pap Smear (lab charges)

Covered at 100%

Well-Child Care

Covered at 100%

Immunizations

Covered at 100%

Vision Exams

Covered at 100%

Hearing Exams

Covered at 100%

Prostate Screening Antigen Test (lab charges)

Covered at 100%

Lead Poisoning Screening Test (lab charges)

Covered at 100%

TREATMENT OF ILLNESS OR INJURY
Doctor’s Office Visit for Diagnosis and Treatment

All benefits below have a deductible.

Covered at 100%*

Specialist/Referral Care

Covered at 100%*

Allergy Testing and Treatment

Covered at 100%*

Laboratory Services

Covered at 100%*

Imaging and Machine Testing Services

Covered at 100%*

Physical and Occupational Therapy (up to 30 visits
combined per Plan Year)

Covered at 100%*

Speech Therapy (up to 30 visits per Plan Year)

Covered at 100%*

Radiation Therapy and Chemotherapy

Covered at 100%*

Home/Nursing Home Visits

Covered at 100%*

Chiropractic Care (up to 30 visits per Plan Year)

Covered at 100%*

IN THE HOSPITAL
Semiprivate Room and Board (including intensive care,
if medically necessary)

Covered at 100%*

Physician and Surgeon Services

Covered at 100%*

Other Medical Professional Services

Covered at 100%*

OUTPATIENT SURGERY
Facility and Professional Services

Covered at 100%*

MATERNITY
Prenatal and Postnatal Care, Hospital, Birthing Center

Covered at 100%*

Physician Charges

Covered at 100%*

EMERGENCY SERVICES
Physician’s Office

Covered at 100%*

Hospital or Outpatient Emergency Facility

Covered at 100%*

AMBULANCE

Covered at 100%*

(continued on the reverse side)



Some Covered Services

OTHER SERVICES
Inpatient Private Duty Nursing (up to 240 hours per
12-month period)

Covered at 100%*

Prosthetic Devices and Durable Medical EqQuipment

Covered at 100%*

Skilled Nursing Facility (up to 120 days per confinement)

Covered at 100%*

Home Health Care (up to 100 visits per Plan Year)

Covered at 100%*

ALCOHOL AND SUBSTANCE ABUSE TREATMENT**

Authorized care is covered at the same level as

as other medical care. Non-authorized care is
not covered.

SERIOUS MENTAL HEALTH CARE**

Inpatient and Partial Hospitalization Covered at 100%*

Covered at 100%*

Outpatient

OTHER MENTAL HEALTH CARE

Inpatient and Partial Hospitalization (up to 31 inpatient
days or 62 partial hospitalization days per Plan Year.

Two partial hospitalization days reduce inpatient days by
1 day. One inpatient day reduces partial hospitalization
days by 2 days.)

Covered at 100%*

Covered at 100%*

Individual Deductible
Family Deductible

Outpatient (up to 20 visits per Plan Year)

Plan Year Out-of-Pocket Maximum
(drug not included)

3-TIER PRESCRIPTION DRUG PROGRAM
See “Select Your Prescription Drug Benefits.”

* You should obtain professional legal or tax advice regading a Health Reimbursement Arrangement (HRA).
*Benefits are subject to your Plan Year deductible.

**Delaware law defines serious mental illness as nine diagnostic classes. Benefits for serious mental illness and substance abuse
treatment are covered at the same levels as other medical care.

If individual coverage is elected, the individual deductible will apply. Benefits are then covered at the indicated percentage for
each service until the coinsurance totals the individual coinsurance limit. Benefits will then be paid at 100% of the allowable charge
for the individual for the remainder of the Plan Year.

If family coverage is elected, the family deductible will apply. The entire family deductible must be satisfied before benefits will be
paid for any family member. Benefits are then covered at the indicated percentage for each service until the coinsurance totals
the family coinsurance limit. Benefits will then be paid at 100% of the allowable charge for all family members for the remainder of
the Plan Year.

When calculating deductible or coinsurance expenses, only the allowable charges are considered. All percentages listed above
apply to Blue Cross Blue Shield of Delaware’s allowable charge.

There are no out-of-network benefits. EPO members can access in-network providers in the national BlueCard® Network across the
country. You can access the network by searching online at bluecares.com or by calling a BlueCard customer service
representative at 1.800.810.BLUE.

This is not a contract. This benefits summary is intended to provide you with a general overview of this Blue Cross Blue Shield of Delaware
health benefits program.

Blue Cross Blue Shield of Delaware is an independent licensee of the Blue Cross and Blue Shield Association.
® Registered trademarks of the Blue Cross and Blue Shield Association.

BA EPO 100 HRA 3TRx PY (rev. 5/1/07) PC




of Detamare o eq
of Delaware BlueAdvantage® EPO 100 HSA Plans

bcbsde.com with a Health Savings Account (HSA) Option and integrated Prescription Drug Benefit

Option 1 Deductibles

Option 2 Deductibles* Option 3 Deductibles* Option 4 Deductibles*

Individual $1,200 Individual $2,000 Individual $3,000 Individual $ 5,000
Family $3,600 Family $6,000 Family $9,000 Family $10,000

Some Covered Services

ROUTINE PREVENTIVE MEDICAL SERVICES
Physical Exams

Covered at 100%

Gynecological Exams

Covered at 100%

Mammogram

Covered at 100%

Sigmoidoscopy and Colonoscopy

Covered at 100%

Pap Smear (lab charges)

Covered at 100%

Well-Child Care

Covered at 100%

Immunizations

Covered at 100%

Vision Exams

Covered at 100%

Hearing Exams

Covered at 100%

Prostate Screening Antigen Test (lab charges)

Covered at 100%

Lead Poisoning Screening Test (lab charges)

Covered at 100%

TREATMENT OF ILLNESS OR INJURY
Doctor’s Office Visit for Diagnosis and Treatment

All benefits below have a deductible.

Covered at 100%*

Specialist/Referral Care

Covered at 100%*

Allergy Testing and Treatment

Covered at 100%*

Laboratory Services

Covered at 100%*

Imaging and Machine Testing Services

Covered at 100%*

Physical and Occupational Therapy (up to 30 visits
combined per Plan Year)

Covered at 100%*

Speech Therapy (up to 30 visits per Plan Year)

Covered at 100%*

Radiation Therapy and Chemotherapy

Covered at 100%*

Home/Nursing Home Visits

Covered at 100%*

Chiropractic Care (up to 30 visits per Plan Year)

Covered at 100%*

IN THE HOSPITAL
Semiprivate Room and Board (including intensive care,
if medically necessary)

Covered at 100%*

Physician and Surgeon Services

Covered at 100%*

Other Medical Professional Services

Covered at 100%*

OUTPATIENT SURGERY
Facility and Professional Services

Covered at 100%*

MATERNITY
Prenatal and Postnatal Care, Hospital, Birthing Center

Covered at 100%*

Physician Charges

Covered at 100%*

EMERGENCY SERVICES
Physician’s Office

Covered at 100%*

Hospital or Outpatient Emergency Facility

Covered at 100%*

AMBULANCE

Covered at 100%*

(continued on the reverse side)



Some Covered Services

OTHER SERVICES
Inpatient Private Duty Nursing (up to 240 hours per
12-month period)

Covered at 100%*

Prosthetic Devices and Durable Medical EqQuipment

Covered at 100%*

Skilled Nursing Facility (up to 120 days per confinement)

Covered at 100%*

Home Health Care (up to 100 visits per Plan Year)

Covered at 100%*

ALCOHOL AND SUBSTANCE ABUSE TREATMENT**

Authorized care is covered at the same level as
other medical care. Non-authorized care is
not covered.

SERIOUS MENTAL HEALTH CARE**
Inpatient and Partial Hospitalization

Covered at 100%*

Outpatient

Covered at 100%*

OTHER MENTAL HEALTH CARE

Inpatient and Partial Hospitalization (up to 31 inpatient
days or 62 partial hospitalization days per Plan Year.

Two partial hospitalization days reduce inpatient days by
1 day. One inpatient day reduces partial hospitalization
days by 2 days.)

Covered at 100%*

Outpatient (up to 20 visits per Plan Year)

Covered at 100%*

PRESCRIPTION DRUGS

Covered at 100%* after the deductible

PLAN YEAR OUT-OF-POCKET MAXIMUM#***

Individual Deductible
Family Deductible

* See Note below. You should obtain professional legal or tax advice concerning allowable HSA contribution amounts for these options.

* Benefits are subject to your Plan Year deductible.

** Delaware law defines serious mental illness as nine diagnostic classes. Benefits for serious mental illness and substance abuse treatment

are covered at the same levels as other medical care.

*** The Plan Year out-of-pocket maximum does not include any penalities incurred by the member for failure to obtain any pre-certification

required under the terms of the plan.

If individual coverage is elected, the individual deductible will apply. Benefits are then covered at the indicated percentage for each
service until the coinsurance totals the individual coinsurance limit. Benefits will then be paid at 100% of the allowable charge for the

individual for the remainder of the Plan Year.

If family coverage is elected, the family deductible will apply. The entire family deductible must be satisfied before benefits will be paid for
any family member. Benefits are then covered at the indicated percentage for each service until the coinsurance totals the family
coinsurance limit. Benefits will then be paid at 100% of the allowable charge for all family members for the remainder of the Plan Year.

When calculating deductible or coinsurance expenses, only the allowable charges are considered. All percentages listed above apply to

Blue Cross Blue Shield of Delaware’s allowable charge.

There are no out-of-network benefits. EPO members can access in-network providers in the national BlueCard® Network across the country.
You can access the network by searching online at bluecares.com or by calling a BlueCard customer service representative at

1.800.810.BLUE.

Note: To establish and contribute to a Health Savings Account (HSA) you must be covered under a qualifying high deductible health plan
(HDHP) and meet other eligibility requirements. These HDHPs are intended to be HSA-qualifying HDHPs. One of the other eligibility
requirements is that you may not also be covered under another health plan that coordinates benefits with your HDHP, even if the other
health plan also meets the requirements for an HDHP. You should obtain professional legal or tax advice before you establish or contribute to

an HSA.

This is not a contract. This benefits summary is intended to provide you with a general overview of this Blue Cross Blue Shield of Delaware

health benefits program.

Blue Cross Blue Shield of Delaware is an independent licensee of the Blue Cross and Blue Shield Association.
® Registered trademarks of the Blue Cross and Blue Shield Association.

BA EPO 100 HSA IPRx CY/PY

(rev. 4/30/07)




ot Delnare el
of Delaware BlueAdvantage® PPO 100/80 HRA Plans

bcbsde.com with a Health Reimbursement Arrangement (HRA) Option*

Option 1 Deductibles

Option 2 Deductibles* Option 3 Deductibles Option 4 Deductibles*

Individual $1,200 Individual $2,000 Individual $3,000 Individual $ 5,000
Family $3,600 Family $6,000 Family $9,000 Family $10,000

Some Covered Services In-Network Benefits Out-of-Network Benefits

ROUTINE PREVENTIVE MEDICAL SERVICES
Physical Exams

Covered at 100%

Not Covered

Gynecological Exams

Covered at 100%

Not Covered

Mammogram

Covered at 100%

Covered at 80%

Sigmoidoscopy and Colonoscopy

Covered at 100%

Covered at 80%

Pap Smear (lab charges)

Covered at 100%

Covered at 80%

Well-Child Care

Covered at 100%

Not Covered

Immunizations

Covered at 100%

Covered at 80%

Vision Exams

Covered at 100%

Not Covered

Hearing Exams

Covered at 100%

Not Covered

Prostate Screening Antigen Test (lab charges)

Covered at 100%

Covered at 80%

Lead Poisoning Screening Test (lab charges)

Covered at 100%

Covered at 80%

TREATMENT OF ILLNESS OR INJURY
Doctor’s Office Visit for Diagnosis and Treatment

All benefits below have a deductible.
Covered at 100%* Covered at 80%*

Covered at 100%* Covered at 80%*
Covered at 100%* Covered at 80%*
Covered at 100%* Covered at 80%*
Covered at 100%* Covered at 80%*
Covered at 100%* Covered at 80%*

Specialist/Referral Care

Allergy Testing and Treatment

Laboratory Services

Imaging and Machine Testing Services

Physical and Occupational Therapy (up to 30 visits
combined per Plan Year)

Covered at 80%*
Covered at 80%*
Covered at 80%*
Covered at 80%*

Covered at 100%*
Covered at 100%*
Covered at 100%*
Covered at 100%*

Speech Therapy (up to 30 visits per Plan Year)

Radiation Therapy and Chemotherapy

Home/Nursing Home Visits

Chiropractic Care (up to 30 visits per Plan Year)

IN THE HOSPITAL
Semiprivate Room and Board (including intensive care,
if medically necessary)

Covered at 100%* Covered at 80%*

Covered at 100%*
Covered at 100%*

Covered at 80%*
Covered at 80%*

Physician and Surgeon Services

Other Medical Professional Services

OUTPATIENT SURGERY
Facility and Professional Services

MATERNITY
Prenatal and Postnatal Care, Hospital, Birthing Center

Covered at 100%* Covered at 80%*

Covered at 80%*
Covered at 80%*

Covered at 100%*
Covered at 100%*

Physician Charges

EMERGENCY SERVICES
Physician’s Office

Covered at 80%*
Covered at 80%*
Covered at 80%*

Covered at 100%*
Covered at 100%*
Covered at 100%*

Hospital or Outpatient Emergency Facility
AMBULANCE

(continued on the reverse side)



Some Covered Services In-Network Benefits Out-of-Network Benefits

OTHER SERVICES
Inpatient Private Duty Nursing (up to 240 hours per Covered at 100%* Covered at 80%*
12-month period)

Prosthetic Devices and Durable Medical EqQuipment Covered at 100%* Not Covered

Skilled Nursing Facility (up to 120 days per confinement) Covered at 100%* Not Covered

Home Health Care (up to 100 visits per Plan Year) Covered at 100%* Covered at 80%*

ALCOHOL AND SUBSTANCE ABUSE TREATMENT** Authorized care is Non-authorized care is
covered at 100%* covered at 80%*

(Up to 31 inpatient days or
62 outpatient days per
treatment period. Maxi-
mum of 1 treatment
period per lifetime. Two
outpatient days reduce
inpatient days by 1 day.
One inpatient day redu-
ces outpatient days by

2 days.)

SERIOUS MENTAL HEALTH CARE**
Inpatient and Partial Hospitalization Covered at 100%* Covered at 80%*
Outpatient Covered at 100%* Covered at 80%*
OTHER MENTAL HEALTH CARE
Inpatient and Partial Hospitalization (up to 31 inpatient Covered at 100%* Covered at 80%*
days or 62 partial hospitalization days per Plan Year.
Two partial hospitalization days reduce inpatient days by
one day. One inpatient day reduces partial hospitalization
days by two days.)
Outpatient (up to 20 visits per Plan Year) Covered at 100%* Covered at 80%*
PRESCRIPTION DRUGS See “Select Your Prescription Drug Program.”
Plan Year Out-of-Pocket Maximum Individual Deductible Individual Deductible and
(drug not included) Coinsurance

Family Deductible Individual Deductible and

Coinsurance

* You should obtain professional legal or tax advice regarding a Health Reimbursement Arrangement.
*Benefits are subject to your Plan Year deductible.

**Delaware law defines serious mental illness as nine diagnostic classes. Benefits for serious mental illness and substance abuse
treatment are covered at the same levels as other medical care.

If individual coverage is elected, the individual deductible will apply. Benefits are then covered at the indicated percentage for
each service until the coinsurance totals the individual coinsurance limit. Benefits will then be paid at 100% of the allowable charge
for the individual for the remainder of the Plan Year.

If family coverage is elected, the family deductible will apply. The entire family deductible must be satisfied before benefits will be
paid for any family member. Benefits are then covered at the indicated percentage for each service until the coinsurance totals
the family coinsurance limit. Benefits will then be paid at 100% of the allowable charge for all family members for the remainder of
the Plan Year.

When calculating deductible or coinsurance expenses, only the allowable charges are considered. All percentages listed above
apply to Blue Cross Blue Shield of Delaware’s allowable charge.

PPO members can access in-network PPO providers in the national BlueCard® Network across the country. You can access the
network by searching online at bluecares.com or by calling a BlueCard customer service representative at 1.800.810.BLUE.

This is not a contract. This benefits summary is intended to provide you with a general overview of this Blue Cross Blue Shield of Delaware
health benefits program.

Blue Cross Blue Shield of Delaware is an independent licensee of the Blue Cross and Blue Shield Association.

® Registered trademarks of the Blue Cross and Blue Shield Association.
BA PPO 100/80 HRA CY/PY (rev. 5/3/07) PC




of Detamare o eq
of Delaware BlueAdvantage® PPO 100/80 HSA Plans

bcbsde.com with a Health Savings Account (HSA) Option and integrated Prescription Drug Benefit

Option 1 Deductibles

Option 2 Deductibles* Option 3 Deductibles Option 4 Deductibles*

Individual $1,200 Individual $2,000 Individual $3,000 Individual $ 5,000
Family $3,600 Family $6,000 Family $9,000 Family $10,000

Some Covered Services In-Network Benefits Out-of-Network Benefits

ROUTINE PREVENTIVE MEDICAL SERVICES
Physical Exams

Covered at 100%

Not Covered

Gynecological Exams

Covered at 100%

Not Covered

Mammogram

Covered at 100%

Covered at 80%

Sigmoidoscopy and Colonoscopy

Covered at 100%

Covered at 80%

Pap Smear (lab charges)

Covered at 100%

Covered at 80%

Well-Child Care

Covered at 100%

Not Covered

Immunizations

Covered at 100%

Covered at 80%

Vision Exams

Covered at 100%

Not Covered

Hearing Exams

Covered at 100%

Not Covered

Prostate Screening Antigen Test (lab charges)

Covered at 100%

Covered at 80%

Lead Poisoning Screening Test (lab charges)

Covered at 100%

Covered at 80%

TREATMENT OF ILLNESS OR INJURY
Doctor’s Office Visit for Diagnosis and Treatment

All benefits below have a deductible.

Covered at 100%*

Covered at 80%*

Specialist/Referral Care

Covered at 100%*

Covered at 80%*

Allergy Testing and Treatment

Covered at 100%*

Covered at 80%*

Laboratory Services

Covered at 100%*

Covered at 80%*

Imaging and Machine Testing Services

Covered at 100%*

Covered at 80%*

Physical and Occupational Therapy (up to 30 visits
combined per Plan Year)

Covered at 100%*

Covered at 80%*

Speech Therapy (up to 30 visits per Plan Year)

Covered at 100%*

Covered at 80%*

Radiation Therapy and Chemotherapy

Covered at 100%*

Covered at 80%*

Home/Nursing Home Visits

Covered at 100%*

Covered at 80%*

Chiropractic Care (up to 30 visits per Plan Year)

Covered at 100%*

Covered at 80%*

IN THE HOSPITAL
Semiprivate Room and Board (including intensive care,
if medically necessary)

Covered at 100%*

Covered at 80%*

Physician and Surgeon Services

Covered at 100%*

Covered at 80%*

Other Medical Professional Services

Covered at 100%*

Covered at 80%*

OUTPATIENT SURGERY
Facility and Professional Services

Covered at 100%*

Covered at 80%*

MATERNITY
Prenatal and Postnatal Care, Hospital, Birthing Center

Covered at 100%*

Not Covered

Physician Charges

Covered at 100%*

Not Covered

EMERGENCY SERVICES
Physician’s Office

Covered at 100%*

Covered at 80%*

Hospital or Outpatient Emergency Facility

Covered at 100%*

Covered at 80%*

AMBULANCE

Covered at 100%*

Covered at 80%*

(continued on the reverse side)



Some Covered Services In-Network Benefits Out-of-Network Benefits

OTHER SERVICES
Inpatient Private Duty Nursing (up to 240 hours per Covered at 100%* Covered at 80%*
12-month period)

Prosthetic Devices and Durable Medical EqQuipment Covered at 100%* Not Covered

Skilled Nursing Facility (up to 120 days per confinement) Covered at 100%* Not Covered

Home Health Care (up to 100 visits per Plan Year) Covered at 100%* Covered at 80%*

ALCOHOL AND SUBSTANCE ABUSE TREATMENT** Authorized care is Non-authorized care is
covered at 100%* covered at 80%*

(Up to 31 inpatient days or
62 outpatient days per
treatment period. Maxi-
mum of one treatment
period per lifetime.)

SERIOUS MENTAL HEALTH CARE**

Inpatient and Partial Hospitalization Covered at 100%* Covered at 80%*
Outpatient Covered at 100%* Covered at 80%*
OTHER MENTAL HEALTH CARE

Inpatient and Partial Hospitalization (up to 31 inpatient Covered at 100%* Covered at 80%*

days or 62 partial hospitalization days per Plan Year.

Two partial hospitalization days reduce inpatient days by
one day. One inpatient day reduces partial hospitalization
days by two days.)

Outpatient (up to 20 visits per Plan Year) Covered at 100%* Covered at 80%*
PRESCRIPTION DRUGS Covered at 100%* Covered at 80%*
PLAN YEAR OUT-OF-POCKET MAXIMUM*** Individual Deductible Individual Deductible and

Coinsurance

Family Deductible Family Deductible and
Coinsurance

* See Note below. You should obtain professional legal or tax advice concerning allowable HSA contribution amounts for these options.
* Benefits are subject to your Plan Year deductible.

** Delaware law defines serious mental illness as nine diagnostic classes. Benefits for serious mental illness and substance abuse treatment
are covered at the same levels as other medical care.

*** The Plan Year out-of-pocket maximum does not include any penalties incurred by the member for failure to obtain any pre-certification
required under the terms of the plan.

If individual coverage is elected, the individual deductible will apply. Benefits are then covered at the indicated percentage for each
service until the coinsurance totals the individual coinsurance limit. Benefits will then be paid at 100% of the allowable charge for the
individual for the remainder of the Plan Year.

If family coverage is elected, the family deductible will apply. The entire family deductible must be satisfied before benefits will be paid for
any family member. Benefits are then covered at the indicated percentage for each service until the coinsurance totals the family
coinsurance limit. Benefits will then be paid at 100% of the allowable charge for all family members for the remainder of the Plan Year.

When calculating deductible or coinsurance expenses, only the allowable charges are considered. All percentages listed above apply to
Blue Cross Blue Shield of Delaware’s allowable charge.

Note: To establish and contribute to a Health Savings Account (HSA) you must be covered under a qualifying high deductible health plan
(HDHP) and meet other eligibility requirements. These HDHPs are intended to be HSA-qualifying HDHPs. One of the other eligibility
requirements is that you may not also be covered under another health plan that coordinates benefits with your HDHP, even if the other
health plan also meets the requirements for an HDHP. You should obtain professional legal or tax advice before you establish or contribute to
an HSA.

PPO members can access in-network PPO providers in the national BlueCard® Network across the country. You can access the network by
searching online at bluecares.com or by calling a BlueCard customer service representative at 1.800.810.BLUE.

This is not a contract. This benefits summary is intended to provide you with a general overview of this Blue Cross Blue Shield of Delaware
health benefits program.

Blue Cross Blue Shield of Delaware is an independent licensee of the Blue Cross and Blue Shield Association.

® Registered trademarks of the Blue Cross and Blue Shield Association
BA PPO 100/80 HSA PY w/IPRx (rev. 5/01/07) PC




BlueAdvantage® IPA 100 HSA Plans

with a Health Savings Account (HSA) Option and integrated Prescription Drug Benefit

o BlueCross BlueShield
VAV, of Delaware

bcbsde.com

Option 1 Deductibles* Option 2 Deductibles*

Individual $1,200 Individual $2,000
Family $3,600 Family $6,000

Some Covered Services

ROUTINE PREVENTIVE MEDICAL SERVICES
Physical Exams

Covered at 100%

Gynecological Exams

Covered at 100%

Mammogram

Covered at 100%

Sigmoidoscopy and Colonoscopy

Covered at 100%

Pap Smear (lab charges)

Covered at 100%

Well-Child Care

Covered at 100%

Immunizations

Covered at 100%

Vision Exams

Covered at 100%

Hearing Exams

Covered at 100%

Prostate Screening Antigen Test (lab charges)

Covered at 100%

Lead Poisoning Screening Test (lab charges)

Covered at 100%

TREATMENT OF ILLNESS OR INJURY
Doctor’s Office Visit for Diagnosis and Treatment

All benefits below have a deductible.

Covered at 100%*

Specialist/Referral Care

Covered at 100%*

Allergy Testing and Treatment

Covered at 100%*

Laboratory Services

Covered at 100%*

Imaging and Machine Testing Services

Covered at 100%*

Physical and Occupational Therapy (up to 30 combined
Visits per Plan Year)

Covered at 100%*

Speech Therapy (up to 30 visits per Plan Year)

Covered at 100%*

Radiation Therapy and Chemotherapy

Covered at 100%*

Home/Nursing Home Visits

Covered at 100%*

Chiropractic Care (up to 30 visits per Plan Year)

Covered at 100%*

IN THE HOSPITAL
Semiprivate Room and Board (including intensive care,
if medically necessary)

Covered at 100%*

Physician and Surgeon Services

Covered at 100%*

Other Medical Professional Services

Covered at 100%*

OUTPATIENT SURGERY
Facility and Professional Services

Covered at 100%*

MATERNITY
Prenatal and Postnatal Care, Hospital, Birthing Center

Covered at 100%*

Physician Charges

Covered at 100%*

EMERGENCY SERVICES
Physician’s Office

Covered at 100%*

Hospital or Outpatient Emergency Facility

Covered at 100%*

AMBULANCE

Covered at 100%*

(continued on the reverse side)



Some Covered Services

OTHER SERVICES
Inpatient Private Duty Nursing (up to 240 hours per
12-month period)

Covered at 100%*

Prosthetic Devices and Durable Medical EqQuipment

Covered at 100%*

Skilled Nursing Facility (up to 120 days per confinement)

Covered at 100%*

Home Health Care (up to 100 visits per Plan Year)

Covered at 100%*

ALCOHOL AND SUBSTANCE ABUSE TREATMENT**

Authorized care is covered at the same level as
other medical care. Non-authorized care is
not covered.

SERIOUS MENTAL HEALTH CARE**
Inpatient and Partial Hospitalization

Covered at 100%*

Outpatient

Covered at 100%*

OTHER MENTAL HEALTH CARE

Inpatient and Partial Hospitalization (up to 31 inpatient
days or 62 partial hospitalization days per Plan Year.

Two partial hospitalization days reduce inpatient days by
1 day. One inpatient day reduces partial hospitalization
days by 2 days.)

Covered at 100%*

Outpatient (up to 20 visits per Plan Year)

Covered at 100%*

PRESCRIPTION DRUGS

Covered at 100%* after the deductible

PLAN YEAR OUT-OF-POCKET MAXIMUM

Individual Deductible
Family Deductible

* See Note below. You should obtain professional legal or tax advice concerning allowable HSA contribution amounts for these options.

* Benefits are subject to your Plan Year deductible.

** Delaware law defines serious mental illness as nine diagnostic classes. Benefits for serious mental illness and substance abuse treatment

are covered at the same levels as other medical care.

*** The Plan Year out-of-pocket maximum does not include any penalties incurred by the member for failure to obtain any pre-certification

required under the terms of the plan.

If individual coverage is elected, the individual deductible will apply. Benefits are then covered at the indicated percentage for each
service until the coinsurance totals the individual coinsurance limit. Benefits will then be paid at 100% of the allowable charge for the

individual for the remainder of the Plan Year.

If family coverage is elected, the family deductible will apply. The entire family deductible must be satisfied before benefits will be paid for
any family member. Benefits are then covered at the indicated percentage for each service until the coinsurance totals the family
coinsurance limit. Benefits will then be paid at 100% of the allowable charge for all family members for the remainder of the Plan Year.

When calculating deductible or coinsurance expenses, only the allowable charges are considered. All percentages listed above apply to

Blue Cross Blue Shield of Delaware’s allowable charge.

There are no out-of-network benefits.

Note: To establish and contribute to a Health Savings Account (HSA) you must be covered under a qualifying high deductible health plan
(HDHP) and meet other eligibility requirements. These HDHPs are intended to be HSA-qualifying HDHPs. One of the other eligibility
requirements is that you may not also be covered under another health plan that coordinates benefits with your HDHP, even if the other
health plan also meets the requirements for an HDHP. You should obtain professional legal or tax advice before you establish or contribute to

an HSA.

This is not a contract. This benefits summary is intended to provide you with a general overview of this Blue Cross Blue Shield of Delaware

health benefits program.

Blue Cross Blue Shield of Delaware is an independent licensee of the Blue Cross and Blue Shield Association.

® Registered trademarks of the Blue Cross and Blue Shield Association.

BA IPA 100 HSA IPRx PY
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of Detamare o eq
of Delaware BlueAdvantage® IPA 100 HRA Plans

with a Health Reimbursement Arrangement (HRA) Option*

Option 1 Deductibles Option 2 Deductibles

Individual $1,200 Individual $2,000
Family $3,600 Family $6,000

Some Covered Services

ROUTINE PREVENTIVE MEDICAL SERVICES
Physical Exams

Covered at 100%

Gynecological Exams

Covered at 100%

Mammogram

Covered at 100%

Sigmoidoscopy and Colonoscopy

Covered at 100%

Pap Smear (lab charges)

Covered at 100%

Well-Child Care

Covered at 100%

Immunizations

Covered at 100%

Vision Exams

Covered at 100%

Hearing Exams

Covered at 100%

Prostate Screening Antigen Test (lab charges)

Covered at 100%

Lead Poisoning Screening Test (lab charges)

Covered at 100%

TREATMENT OF ILLNESS OR INJURY
Doctor’s Office Visit for Diagnosis and Treatment

All benefits below have a deductible.

Covered at 100%*

Specialist/Referral Care

Covered at 100%*

Allergy Testing and Treatment

Covered at 100%*

Laboratory Services

Covered at 100%*

Imaging and Machine Testing Services

Covered at 100%*

Physical Therapy (up to 30 consecutive days per
acute condition)

Covered at 100%*

Occupational and Speech Therapies (up to 30
consecutive days per acute condition)

Covered at 100%*

Radiation Therapy and Chemotherapy

Covered at 100%*

Home/Nursing Home Visits

Covered at 100%*

Chiropractic Care (up to 30 visits per Plan Year)

Covered at 100%*

IN THE HOSPITAL

Semiprivate Room and Board (including intensive care,

if medically necessary)

Covered at 100%*

Physican and Surgeon Services

Covered at 100%*

Other Medical Professional Services

Covered at 100%*

OUTPATIENT SURGERY
Facility and Professional Services

Covered at 100%*

MATERNITY

Prenatal and Postnatal Care, Hospital, Birthing Center

Covered at 100%*

Physician Charges

Covered at 100%*

EMERGENCY SERVICES
Physician’s Office

Covered at 100%*

Hospital or Outpatient Emergency Facility

Covered at 100%*

AMBULANCE

Covered at 100%*

(continued on the reverse side)















































































































































