
Premera Education Program
YOU’RE THERE FOR YOUR STUDENTS. WE’RE HERE FOR YOUR HEALTH.



Making healthcare  
work better for you

Dear Premera Blue Cross customer,

We’re o ore  to ser e ou as our ealt  la  or t e e t e e t ear, 
just as we’ve served Washington school employees and their families 
for more than 50 years. 

Having Premera as your health plan means you will have access to 
outstanding ene ts, the roadest provider networ  in Washington,  
and a etter e perience, which ma es it easy for you to get the care 
you need.

We loo  forward to providing you with e ceptional support and 
customer service, as well as nding even more ways to ma e healthcare 
wor  etter for you. t’s a commitment we’ve delivered to Washington 
educators since 1962.

Sincerely,

Jeffrey Roe 
President and CEO 
Premera Blue Cross

2



Simple and easy
AT PREMERA BLUE CROSS, OUR PASSION IS  
TAKING GREAT CARE OF OUR CUSTOMERS.

With a Premera health plan, you have our commitment to make it simple and easy  

It all starts with our depth of experience. We’ve been a part of the lives of teachers,  
administrators, and support staff in Washington schools for more than 50 years, and we’ve  
served millions of customers as a local not-for-profit company for more than 80 years.

•  The same great health plans that school districts 
and their families have depended on  –plus added 
bene ts and enhancements. All our plans are 
designed to eep costs low for you

•  Access to Premera’s Heritage networ , the largest 
networ  of doctors and medical facilities in 
Washington. (When outside of Washington, you 
can ta e your healthcare bene ts with you across 
the country through the BlueCard® program and 
around the world with the Blue Cross Blue Shield 
Global Core.)

•  Specialized care programs and personal health 
support clinicians to help you navigate an often 
complex healthcare system 

•  Encouragement for healthy living through the 
Premera Wellness Program’s health survey, online 
tools, and lifestyle guidance resources

•  Exclusive discounts on tness club memberships, 
weight loss programs, and vision hardware

•  Mobile apps and web-based tools that help 
you compare the costs of healthcare services 
and prescription drugs, nd care on the go, and 
manage your bene ts online

•  Virtual care options that can save you time and 
money by providing access to a doctor via video  
or phone 

•  Free, con dential, and around-the-cloc   
advice from a registered nurse through the  
24-Hour NurseLine

•  Local, dependable customer service with extended 
hours that ma e it convenient for you to contact 
Premera when you have time

•  A simple and easy transition from the end of your 
current bene t year to the start of your next one

We’re proud to be local and in your corner. 
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Healthcare coverage 
wherever you go
AT HOME, ACROSS THE COUNTRY, AND AROUND THE WORLD— 
THE POWER OF BLUE IS WITH YOU.

YOUR PROVIDERS

Your medical bene ts allow you to get care from  
a broad array of physicians and specialists without  
the need for referrals.

All medical plans in the Premera Education Program 
provide access to the Heritage networ , the largest 
networ  of doctors, facilities, and hospitals 
in Washington.

As a Premera Blue Cross enrollee, you can see a 
networ  provider anywhere in the United States 
through the BlueCard® program. Our expansive 
national networ  is built on our strong relationships 
with providers, hospitals, and specialists. 

With the Blue Cross Blue Shield Global Core program, 
you ta e your healthcare bene ts with you when 
traveling or living abroad. You have access to 
medical assistance services, doctors, and hospitals 
in nearly 200 countries and territories around the 
world, at no extra cost to you.

Using doctors and primary care providers in the 
Premera networ —including family doctors, internal 
medicine doctors, pediatric doctors, physician 

assistants, and nurse practitioners—can help you get 
the most from your health plan. Using an in-networ  
provider offers the following bene ts

•  Your provider gets to now you and your health 
history, ma ing it easier to catch health problems 
early or manage an ongoing condition.

•  Your provider can coordinate your care with other 
specialists as needed and stay informed about all 
aspects of your care.

•  Your out-of-poc et costs are lower. You also save 
money when you use in-networ  pharmacies  
and hospitals.

24-Hour NurseLine

With your Premera plan, you can call the free and 
confidential 24-Hour NurseLine anytime, 24 hours 
a day,  days a wee , 65 days a year. You’ll get 
thoughtful, accurate health information from a 
registered nurse who can help you decide the right 
level of medical care for your health need.
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Virtual care (Teladoc®) gives you immediate and convenient 
access to care whenever and wherever you need it by phone 
or online video. It’s easier than wal ing into an of ce to get 
care face to face.

Teladoc* doctors have an average of 15 years experience and can 
diagnose, recommend treatment, and prescribe medication (when 
appropriate) for many of your urgent medical issues. 

Common conditions a Teladoc physician can help you handle include 
sinus problems, respiratory infection, allergies, urinary tract infection, 
cold and u symptoms, and many other non-emergency illnesses.

Teladoc doctors offer consultation similar to what you get in a  
face-to-face of ce visit, but without the extra travel time or potential 
high cost of visiting an urgent care or emergency room. (It’s not meant 
to replace your primary care provider, though.) 

There is no cost for an enrollee and their covered dependents to have  
a Teladoc visit. Deductible and coinsurance will apply to those with a 

uali ed High Deductible Health Plan.

TELADOC PHONE AND  
VIDEO CONSULTATIONS

24 HOURS A DAY, 7 DAYS A WEEK

*  Teladoc operates subject to state regulation and may not be available in certain states .

Teladoc is an independent company that provides virtual medical care services on behalf of Premera Blue Cross. 
Teladoc does not replace the primary care physician. Teladoc does not guarantee that a prescription will be written. 
Teladoc does not prescribe DEA controlled substances, non-therapeutic drugs, and certain other drugs which may 
be harmful because of their potential for abuse. Teladoc physicians reserve the right to deny care for potential 
misuse of services.

Visit a doctor  
without  
leaving home
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Your plan covers medical services and prescriptions, plus some services  
that might surprise you.

• Of ce visits

• Urgent and emergency care

• Lab tests

• Maternity and newborn care

• Hospitalization

• Mental health care

• Prescription medications

• Preventive care

What your plan covers

YOUR BENEFITS

When you catch health issues early, lifestyle changes 
you ma e and medical treatment you receive can 
be more effective. That’s why your plan covers 
preventive care and tests, including  

• Regular chec ups

• Vaccines, such as u and tetanus shots

•  Screenings, such as blood pressure and 
cholesterol tests
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Tests to monitor a previously diagnosed condition 
are considered diagnostic, not preventive, and will  
be covered according to your health plan bene ts. 
Your doctor may order tests that are not covered  
as preventive.

After you have been diagnosed with a medical 
condition, tests to monitor that condition are no 
longer considered preventive bene ts.

For some care to be covered by your plan, you need 
to get it approved beforehand. 

For this care, your provider needs to get pre-approval, 
an OK from Premera before you get the care. 
Otherwise, you may need to pay part or all of the 
cost, above your usual cost shares. (Your doctor has 
the most current list of services.)

For example, you need pre-approval for

• Planned hospital admissions

• Some medicines

• Non-emergency ambulance

• Advanced imaging such as MRIs and CT scans
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How your health plan works

You’ll pay for most covered care and medical 
services until what you spend totals the amount of 
your deductible.

Charges for covered procedures, prescriptions, and 
items such as crutches, may count toward your 
deductible. Amounts you pay toward services and 
prescriptions your plan does not cover won’t count 
toward your deductible. Some care might be covered 
in full—the plan pays 100 percent—regardless of 
whether you’ve met your deductible.

Coinsurance

After you meet your deductible, you pay 
coinsurance—the percentage of cost that is  
your responsibility.

For example, if your plan has a 20 percent 
coinsurance, that would mean for a $100 service you 
pay $20 and the plan pays $80. For actual numbers, 
chec  the plan highlights.

Copay is the amount you’ll pay at the front des  
when you arrive for your appointment, usually. The 
copay is set by your plan—and is paid whether  
you’ve met your deductible or not.

health plan, it’s important to 

Your plan will also have an annual out-of-poc et 
maximum. That means that if the total amount 
you spend for your care—such as deductible and 
coinsurance—totals the amount of your out-of-
poc et maximum, the plan will pay 100 percent of 
your covered care for the rest of the calendar year.

Services the plan does not cover, and amounts  
over the allowable charge, won’t apply to the  
out-of-poc et maximum. Copays apply to your out-
of-poc et maximum and once you spend that total 
amount on care, you will no longer have to pay them.

This is an example only. See your health plan bene ts for coverage details.
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How your plan works  
at renewal

limitations will be restored on January 1.

the difference for the remainder of the calendar year.

Non-specialists

When medically appropriate and to lower your  
out-of-pocket cost, we encourage you to obtain care 
from a provider type listed below. These provider 
types are not considered specialists, so you’ll pay  
the lower non-specialist copay. 

• 

• General practice physician

• Internist

• Gynecologist

• Naturopath

• 

• Obstetrician

• 

• 

• Chiropractor

• Acupuncturist

The specialist copay will apply to all other provider 

Specialists

with a specialist. This applies each time you see a 
specialist, as well as when you receive outpatient 
rehabilitation services.

 

Compare and contrast: Non-specialists versus Specialists
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Pharmacy bene ts are coordinated through  
Express Scripts,* an independent company that  
gives you access to

•  Retail pharmacies participating in the  
Express Scripts nationwide networ

•  Pharmacy home delivery services from  
the Express Scripts PharmacySM

When your plan is active, you can trac  your 
prescriptions at premera.com or by downloading  
the mobile app where you will be able to

• Chec  which prescriptions are covered

• Compare costs

• Find in-networ  pharmacies

• Order and re ll prescriptions

Generics are less expensive than brand-name  
drugs and are an excellent value. By law, active 
ingredients in generic drugs must meet the same  
level of quality, strength, effectiveness, and purity  
as their brand-name equivalents.

Many people with complex conditions li e multiple 
sclerosis, rheumatoid arthritis, and cancer require 
specialty medications. These drugs are usually self-
injected, can be very expensive, may not be readily 
available at retail pharmacies, and often require  
special handling.

*  Express Scripts is an independent company that provides pharmacy bene t 
services on behalf of Premera Blue Cross.

Get to know your  
prescription coverage

The specialty pharmacy program focuses on the 
delivery of specialty drugs and the speci c needs of 
enrollees who require them, including

• Training on self-injection

•  Educational materials, counseling, and  
product information

•  24-hour access to clinical assistance  
from pharmacists and nurses

• Re ll reminders

• Free delivery

The home delivery service offered by Express Scripts 
Pharmacy is convenient, reduces trips to the local 
pharmacy, and can save you money with discounted 
prices.

You can receive prescriptions up to the maximum 
supply allowed by your plan—typically 90 days—
usually at a lower out-of-poc et cost than what you 
would pay at a retail pharmacy.

Your prescriptions arrive by mail in sealed, insulated 
(when necessary), and tamper-evident pac aging.

$  TIER 1

$$  TIER 2

$$$  TIER 3

$$$$  TIER 4

Generics 

Most brand name drugs 

Other brand name drugs, more expensive 
than their alternatives in Tier 1 or 2

Specialty drugs for complex  
medical conditions
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The HSA belongs to you

It’s your money and you decide when and how to 
spend it. It does not belong to your employer, even if 
your employer contributes money to your account. 
Plus the HSA is yours even if you decide to change 
jobs or health plans or retire. And there’s no “use it or 
lose it” rule with the HSA, meaning your balance rolls 
over year-to-ear and can continue to grow.

You can also use your HSA funds to pay for 
expenses incurred by your spouse or dependents, 
even if they are not on your plan. 

Are you eligible for an HSA?

This is an IRS rule. You’re likely eligible if you answer 
“no” to all of these questions:

•  Are you claimed as a tax dependent on another  
person’s taxes?

• Are you enrolled in Medicare?

•  Are you covered by your own or your spouse’s  

Paying healthcare bills with your HSA

You can use the money in your HSA to pay for IRS-
approved healthcare expenses—including your 
deductible and coinsurance. And this money will not 
be taxed.

Some expenses you can pay for with your HSA:

• Coinsurance and deductible

• Dental care

• 

• Orthodontia

• Prescription drugs

Some expenses you cannot pay for with your HSA:

• Health plan premiums

• Gym fees

• Cosmetic surgery

• Teeth whitening

What’s a health savings account?
It’s an account where you can save money tax-free to pay for IRS-approved healthcare 
expenses. You can also invest your money in a variety of mutual funds once you reach a 

Go to premera.com/HSA to learn more  
about eligible healthcare expenses.
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*  This is a discount program only. Discounts cannot be used to reduce your costs 
for a product or service covered by your health plan. Discounts do not affect 
your premiums. Your costs for program services and products do not count 
toward calendar year coinsurance maximums, lifetime maximums, and/or plan 
deductibles. Discounts may vary by location.

YOUR PLAN COVERS SERVICES THAT HELP YOU GET HEALTHY AND STAY HEALTHY

Keeping you healthier

Your health plan covers

• Nicotine dependency programs 

•  Certain nicotine dependency drugs  
with a written prescription 

These are covered at no cost to you from approved 
doctors, counselors, and pharmacies in your plan’s 
networ . Plus, there’s no annual maximum.

Enrollee-only discounts

Premera Blue Cross enrollees save money  
with special discount offers *

• Diet, nutrition, and supplements

• Eye care services and hardware

• Fitness center memberships

• Hearing aids and screenings

• Newborn services and products

• No extra fees

•  Ma e purchases in person,  
over the phone, or online

YOUR HEALTH SUPPORT
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Personal health support 
when you need it
WE’RE HERE TO HELP YOU WITH THE CONCERNS THAT IMPACT  
YOUR PHYSICAL, SOCIAL, AND MENTAL HEALTH

• Manage complex symptoms and illnesses 

• Navigate the system of care 

• Get access to the care you need 

• Address personal, social, or nancial needs 

• Respond to changes in your functioning 

We collaborate with you and/or your family to help you get bac   
home after you leave an in-patient stay facility. We can help you  

•  Coordinate care between your specialists and your routine  
care providers 

• Develop a plan for follow-up care 

•  Understand how to ta e care of yourself and now  
what to expect 

• Get help with changes in your condition 

We help you manage the conditions you’re living with by helping  
you accomplish your health goals. Our program provides support  
for people living with diabetes, heart failure, chronic obstructive 
pulmonary disease, asthma, or coronary artery disease.
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You can invite a partner or friend to join you  
on BestBeginnings. It’s a great way to get  
support on your pregnancy journey.

BestBeginnings 
Maternity
HEALTHIER OUTCOMES FOR 
MOMS AND BABIES

Get a head start on ensuring the good health of you and your baby with 
BestBeginnings. This Premera Blue Cross maternity program provides  

• Pregnancy support with the free BestBeginnings mobile app

•  Newborn support for babies who need care in the neonatal intensive 
care unit (NICU)

•  Access health plan tools, including 24-Hour NurseLine and 
Find a Doctor

• Review customized maternity information

• Get alerts on pregnancy-related issues

• Create a personalized birthing plan

• Set reminders for appointments, medications, exercise, and more

• Access a direct line to Premera’s maternity specialists if issues arise

For those who qualify, if your 
baby is admitted to the Neonatal 
Intensive Care Unit (NICU), 
BestBeginnings provides you with 
a dedicated maternity clinician. 
As your advocate, BestBeginnings 
will help you understand what 
is happening and help with any 
special needs when your baby 
comes home.
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Other wellness tools at premera.com include  
a Personal Health Record and My Trac er,  
which lets you measure health data over time.

Health assessment
PREMERA WELLNESS PROGRAM 

The Premera Wellness Program’s online health assessment gives you 
a picture of your overall health. This allows you to see what you’re 
doing well and what areas may need some extra attention. With this 
information, you’re on the road to success as you wor  toward your 
health goals.

•  Once your plan year begins, you can sign into your  
account at premera.com

• Select Stay Healthy in the left navigation bar

• Select Wellness Tools and Start Wellness Tools

•  Con rm your address when prompted. You’re now ready  
to use the wellness tools.

• Select Take the Health Assessment

The health assessment is a questionnaire that will ta e 15 to 20 
minutes to complete. Answer the questions as accurately as possible 
for the best results. Your answers and results are con dential. 

 

After completing the 
assessment, you’ll get an 
interactive My Plan for Wellness 
report. The report shows 
your ris  for common health 
conditions. It also provides tips 
for how to improve your health 
and reduce your ris  for disease.
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When your plan is active, you’ll be able to sign in online for  
articles, podcasts, videos, and slideshows. Use As  the Expert 
for personal responses to your questions!

Lifestyle guidance 
resources
PREMERA WELLNESS PROGRAM 

Sometimes we all need a little extra support
Whether your wor -life balance is out of whac , nances are roc y, relationships 
have hit a snag, or you need some legal advice, we’re here for you.

Masters- and PhD-level experts and online resources offer  

• Managing stress

• Family/spousal relationships

• Child and elder care

• Surviving grief and loss

• Energizing a career

• Dealing with illness or trauma

• Legal concerns

• Financial problems or planning

This employee assistance program is offered as part of your  
Premera Blue Cross health plan, at no additional cost to you.
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Tools to help you manage  
your care and your account

• Trac  your care and your spending, including your deductible

• Find in-networ  doctors, hospitals, and pharmacies

• Re ll prescriptions and get dose reminders

• Find the forms you need

• Learn more about your bene ts

Premera Mobile app

Get it done on the go with Premera Mobile

• Find doctors and other providers

• See deductible and out-of-poc et balances at a glance

• Show proof of coverage—no ID card required

• Contact the 24-Hour NurseLine

Express Scripts app

With just a tap of a button, you can use the Express Scripts* mobile app to

• View current medications

• Set dosing time and re ll reminders

• Order and trac  medications

•  Find a pharmacy based on GPS location, address, or ZIP code

•  Receive personalized alerts of possible health ris s  
related to medications

*  Express Scripts is an independent company that provides pharmacy bene t 
services on behalf of Premera Blue Cross. 

YOUR TOOLS

Find a Doctor tool 

When your health plan is active, 
sign into premera.com or the 
Premera Mobile app to search for 
in-networ  doctors, hospitals, and 
other providers. Chec  out the  
Find a Doctor tool by visiting 
premera.com to see if your favorite 
provider is currently in our networ .
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Compare medical prices

 
 
 

BE AN INFORMED SHOPPER

Find a Doctor is your go-to research tool to help 
you ta e control of your healthcare costs. Use it to 
compare prices of medical services from doctors 
and hospitals in your plan’s networ . Since you 
share in the costs of your healthcare, this ind of 
information can help you spend your money wisely.

With your plan, you have access to an important 
online cost transparency tool that provides estimated 
treatment costs.

With the Estimate Treatment Costs tool, you can 
select from a list of common treatments or search 
for a procedure. You can see a list of in-networ  
providers in your area who perform this procedure, 
plus estimated costs for each provider. You’ll receive 
a range of prices—from lowest to highest—you can 
expect to pay based on your plan’s coverage and the 
amount remaining to meet your deductible.
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Health plan highlights
GOOD TO KNOW

If you currently have one of the Premera health plans shown on the following pages, pay attention to the  
plan enhancements at the top of each plan summary. You might be surprised at the new bene ts.

For all plans

•  Customers get access to Heritage, Premera’s 
broadest provider networ .

•  The enrollee receives up to $25,000 term life and 
accidental death and dismemberment (AD&D) 
insurance at no cost.

•  No prior approval is needed for massage, physical, 
and occupational therapy.

•  Virtual care with a Teladoc® doctor – via video or 
phone – have no cost share to the customer, except 
those on a uali ed High Deductible Health Plan.

•  In-networ  care for prenatal services is now 
covered in full.

•  Customers get access to an online health 
assessment and lifestyle guidance resources, 
including  consultation sessions.

•  The out-of-poc et maximum for pharmacy and 
medical is shared for all plans except the uali ed 
High Deductible Health Plan. That means  
you reach your out-of-poc et maximum faster.

•  Deductible expenses incurred in the last  
two months of a calendar year will be applied 
toward or “carried over” to the next calendar  
year’s deductible.

•  In the event of the enrollee’s death, the surviving 
dependent bene t covers up to 12 months of 
COBRA coverage paid in full for eligible  
enrolled dependents.
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Highlights of your  
Healthcare Coverage: EasyChoice A 
Effective Date: 11/01/2017 
 
PREMERA EDUCATION PROGRAM 
Plan enhancements: 

 First $1,000 of diagnostic services paid in full before deductible and coinsurance apply.  
 Pharmacy out-of-pocket maximum is shared with the medical out-of-pocket maximum, meaning you reach your out-of-pocket maximum faster.  
 Temporomandibular joint (TMJ) disorders are covered in medical benefits like any other service.  

Any deductibles, copays, and coinsurance percentages shown are amounts for which you’re responsible. 
Medical Benefits apply after the calendar-year deductible is met unless otherwise noted, or if the cost share is a copay. 

MEDICAL PLAN EASYCHOICE A: $1,250/20%/$4,000/$25 - HERITAGE 

 HERITAGE IN-NETWORK OUT-OF-NETWORK 

MEDICAL COST SHARE OPTIONS 

Individual Deductible Per Calendar Year (PCY) (Family embedded deductible 3X Individual) $1,250 PCY $2,000 PCY 

Coinsurance (Member’s percentage of costs after deductible based on allowable charges) 20% 50% 

Individual Out-of-Pocket Maximum (OOP) PCY, includes deductible, coinsurance, copay, and 
pharmacy if applicable (Family embedded OOP max 2X Individual) 

$4,000 PCY Not applicable 

Office Visit Cost Share 
Non-Specialist: $25 copay, applies to 

OOP max; Specialist: $35 copay, 
applies to OOP max 

Out-of-network deductible, then 50% 

PREVENTIVE CARE OPTIONS AND HEALTH EDUCATION 

Preventive Office Visit (Unlimited) Covered in full Not covered 

Vaccinations (Unlimited) Covered in full Not covered 

Health Education (HE) (Unlimited) Covered in full Not covered 

Nicotine Dependency Programs (ND) (Unlimited) Covered in full Out-of-network deductible, then 50% 

Diabetes Health Education (DE) (Unlimited)  Covered in full Not covered 

PROFESSIONAL CARE 

Professional Office Visit 
Non-Specialist: $25 copay, applies to 

OOP max; Specialist: $35 copay, 
applies to OOP max 

Out-of-network deductible, then 50% 

Maternity; Prenatal Care Covered in full Out-of-network deductible, then 50% 

Inpatient Professional Services In-network deductible, then 20% Out-of-network deductible, then 50% 

Contraceptive Management Services (Unlimited) Covered in full Out-of-network deductible, then 50% 

DIAGNOSTIC SERVICE OPTIONS 

Preventive Professional Diagnostic Imaging and Laboratory Services - Including Mammogram 
and PAP/PSA Covered in full Out-of-network deductible, then 50% 

Other Professional Diagnostic Imaging First $1,000 paid in full, then in-
network deductible, 20% 

First $1,000 paid in full, then out-of-
network deductible, 50% 

Other Professional Diagnostic Laboratory/Pathology First $1,000 paid in full, then in-
network deductible, 20% 

First $1,000 paid in full, then out-of-
network deductible, 50% 

Diagnostic Mammography Covered in full Out-of-network deductible, then 50% 

FACILITY CARE OPTIONS 

Inpatient Facility In-network deductible, then 20% Out-of-network deductible, then 50% 

Outpatient Surgery Facility In-network deductible, then 20% Out-of-network deductible, then 50% 

Hospice Inpatient Facility (10 days inpatient; within the 6 month lifetime maximum) In-network deductible, then 20% Out-of-network deductible, then 50% 

EMERGENCY CARE AND TRANSPORTATION OPTION 

Emergency Care (If applicable, waive copay if admitted to inpatient facility) $100 copay applies to the OOP max, 
then in-network deductible, 20% 

$100 copay applies to the OOP max, 
then in-network deductible, 20% 

Emergency Room Physician In-network deductible, then 20% In-network deductible, then 20% 

Urgent Care Center 
Non-Specialist: $25 copay, applies to 

OOP max; Specialist: $35 copay, 
applies to OOP max 

Out-of-network deductible, then 50% 
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 EASYCHOICE A: $1,250/20%/$4,000/$25 - HERITAGE 

 HERITAGE IN-NETWORK OUT-OF-NETWORK 

Ambulance Transportation (Unlimited) In-network deductible, then 20% In-network deductible, then 20% 

Air Ambulance (Unlimited) In-network deductible, then 20% In-network deductible, then 20% 

OTHER SERVICES 

Allergy/Therapeutic Injections In-network deductible, then 20% Out-of-network deductible, then 50% 

Mental Health Inpatient Facility Care (Unlimited) In-network deductible, then 20% Out-of-network deductible, then 50% 

Mental Health Outpatient Professional Care (Unlimited) 
Non-Specialist: $25 copay, applies to  

OOP max 
Out-of-network deductible, then 50% 

Chemical Dependency Inpatient Facility Care (Unlimited) In-network deductible, then 20% Out-of-network deductible, then 50% 

Chemical Dependency Outpatient Professional Care (Unlimited) 
Non-Specialist: $25 copay, applies to 

OOP max 
Out-of-network deductible, then 50% 

Rehab Inpatient Facility (30 days PCY) In-network deductible, then 20% Out-of-network deductible, then 50% 

Rehab Outpatient Care, Including Physical, Occupational, Speech, and Massage Therapy (30 
visits PCY) 

Specialist: $35 copay, applies to OOP 
max 

Out-of-network deductible, then 50% 

Rehab Outpatient Care Chronic Conditions, Including Cardiac, Pulmonary Rehab, Chronic Pain, 
and Cancer 

Specialist: $35 copay, applies to OOP 
max 

Out-of-network deductible, then 50% 

Medical Supplies, Equipment, Prosthetics (MS: Unlimited, ME: Unlimited, Pro: Unlimited) In-network deductible, then 20% Out-of-network deductible, then 50% 

Foot Orthotics, Orthopedic Shoes, and Accessories ($300 PCY (Unlimited Diabetes Related)) In-network deductible, then 20% Out-of-network deductible, then 50% 

Home Health Visits (130 visits PCY) In-network deductible, then 20% Out-of-network deductible, then 50% 

Hospice Care (Hospice Home Visits: Unlimited; Respite: 240 hours; within the 6 month lifetime 
maximum) 

In-network deductible, then 20% Out-of-network deductible, then 50% 

TMJ (Temporomandibular Joint Disorders) (Unlimited (Medical and Dental services - Medical and 
Dental cost shares based on type of service)) 

Covered as any other service Covered as any other service 

ALTERNATIVE CARE 

Manipulations (Spinal and other) (12 visits PCY) $25 copay (applies to OOP max) Out-of-network deductible, then 50% 

Acupuncture (12 visits PCY) $25 copay (applies to OOP max) Out-of-network deductible, then 50% 

ANNUAL PLAN MAXIMUM 

Annual Plan Maximum Unlimited Unlimited 

PRESCRIPTION DRUGS 

Drug List A2 

Retail Cost Shares $10/30% w/Specialty 30% 

Mail Cost Shares $20/30% w/Specialty 30% 

Day Supply Retail: 30 Days; Mail: 90 Days; Specialty: 30 Days 

Individual Deductible PCY $500 deductible waived for generics 

Out of Pocket Maximum Applies to the medical out of pocket maximum 

Annual Benefit Maximum Unlimited 

SYMETRA LIFE AND AD&D INSURANCE $25,000 Term Life and AD&D for employee only 

 
Copays are not subject to the deductible unless otherwise noted.  
Pre-approval is required for many services to be covered. For more information please refer to your benefit booklet. 
PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross. Members are responsible for amounts in excess of the allowable 
charge. 
This is not a complete explanation of covered services, exclusions, limitations, reductions, or the terms under which the program may be continued in force. This benefit highlights is 
not a contract. For full coverage provisions, including a description of waiting periods, limitations, and exclusions please contact Customer Service. 
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Highlights of your  
Healthcare Coverage: EasyChoice B 
Effective Date: 11/01/2017      
 
PREMERA EDUCATION PROGRAM  
Plan enhancements: 

 Pharmacy out-of-pocket maximum is shared with the medical out-of-pocket maximum, meaning you reach your out-of-pocket maximum faster.  
 Temporomandibular joint (TMJ) disorders are covered in medical benefits like any other service.  

Any deductibles, copays, and coinsurance percentages shown are amounts for which you’re responsible. 
Medical Benefits apply after the calendar-year deductible is met unless otherwise noted, or if the cost share is a copay. 

MEDICAL PLAN EASYCHOICE B: $750/25%/$3,500/$30 - HERITAGE 

 HERITAGE IN-NETWORK OUT-OF-NETWORK 

MEDICAL COST SHARE OPTIONS 

Individual Deductible Per Calendar Year (PCY) (Family embedded deductible 3X Individual) $750 PCY $1,500 PCY 

Coinsurance (Member’s percentage of costs after deductible based on allowable charges) 25% 50% 

Individual Out-of-Pocket Maximum (OOP) PCY, includes deductible, coinsurance, copay and 
pharmacy if applicable (Family embedded OOP max 2X Individual) 

$3,500 PCY Not applicable 

Office Visit Cost Share 
Non-Specialist: $30 copay, applies to 

OOP max; Specialist: $40 copay, applies 
to OOP max 

Out-of-network deductible, then 50% 

PREVENTIVE CARE OPTIONS AND HEALTH EDUCATION 

Preventive Office Visits (Unlimited) Covered in full Not covered 

Vaccinations (Unlimited) Covered in full Not covered 

Health Education (HE) (Unlimited) Covered in full Not covered 

Nicotine Dependency Program (ND) (Unlimited) Covered in full Out-of-network deductible, then 50% 

Diabetes Health Education (DE) (Unlimited)  Covered in full Not covered 

PPROFESSIONAL CARE 

Professional Office Visit 
Non-Specialist: $30 copay, applies to 

OOP max; Specialist: $40 copay, applies 
to OOP max 

Out-of-network deductible, then 50% 

Maternity; Prenatal Care Covered in full Out-of-network deductible, then 50% 

Inpatient Professional Services In-network deductible, then 25% Out-of-network deductible, then 50% 

Contraceptive Management Services (Unlimited) Covered in full Out-of-network deductible, then 50% 

DIAGNOSTIC SERVICE OPTIONS   

Preventive Professional Diagnostic Imaging and Laboratory Services - Including 
Mammogram and PAP/PSA Covered in full Out-of-network deductible, then 50% 

Other Professional Diagnostic Imaging In-network deductible, then 25% Out-of-network deductible, then 50% 

Other Professional Diagnostic Laboratory/Pathology In-network deductible, then 25% Out-of-network deductible, then 50% 

Diagnostic Mammography Covered in full Out-of-network deductible, then 50% 

FACILITY CARE OPTIONS 

Inpatient Facility In-network deductible, then 25% Out-of-network deductible, then 50% 

Outpatient Surgery Facility In-network deductible, then 25% Out-of-network deductible, then 50% 

Hospice Inpatient Facility (10 days inpatient; within the 6 month lifetime maximum) In-network deductible, then 25% Out-of-network deductible, then 50% 

EMERGENCY CARE AND TRANSPORTATION OPTION 

Emergency Care (If applicable, waive copay if admitted to inpatient facility) $150 copay applies to OOP max, then 
in-network deductible, 25% 

$150 copay applies to OOP max, then 
in-network deductible, 25% 

Emergency Room Physician In-network deductible, then 25% In-network deductible, then 25% 

Urgent Care Center 
Non-Specialist: $30 copay, applies to 

OOP max; Specialist: $40 copay, applies 
to OOP max 

Out-of-network deductible, then 50% 
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 EASYCHOICE B: $750/25%/$3,500/$30 - HERITAGE 

 HERITAGE IN-NETWORK OUT-OF-NETWORK 

Ambulance Transportation (Unlimited) In-network deductible, then 25% In-network deductible, then 25% 

Air Ambulance (Unlimited) In-network deductible, then 25% In-network deductible, then 25% 

OTHER SERVICES 

Allergy/Therapeutic Injections In-network deductible, then 25% Out-of-network deductible, then 50% 

Mental Health Inpatient Facility Care (Unlimited) In-network deductible, then 25% Out-of-network deductible, then 50% 

Mental Health Outpatient Professional Care (Unlimited) 
Non-Specialist: $30 copay, applies to 

OOP max 
Out-of-network deductible, then 50% 

Chemical Dependency Inpatient Facility Care (Unlimited) In-network deductible, then 25% Out-of-network deductible, then 50% 

Chemical Dependency Outpatient Professional Care (Unlimited) 
Non-Specialist: $30 copay, applies to 

OOP max 
Out-of-network deductible, then 50% 

Rehab Inpatient Facility (45 days PCY) In-network deductible, then 25% Out-of-network deductible, then 50% 

Rehab Outpatient Care, Including Physical, Occupational, Speech and Massage Therapy (45 
visits PCY) 

Specialist: $40 copay, applies to OOP 
max 

Out-of-network deductible, then 50% 

Rehab Outpatient Care Chronic Conditions, Including Cardiac, Pulmonary Rehab, Chronic 
Pain, and Cancer 

Specialist: $40 copay, applies to OOP 
max 

Out-of-network deductible, then 50% 

Medical Supplies, Equipment, Prosthetics (MS: Unlimited, ME: Unlimited, Pro: Unlimited) In-network deductible, then 25% Out-of-network deductible, then 50% 

Foot Orthotics, Orthopedic Shoes and Accessories ($300 PCY (Unlimited Diabetes Related)) In-network deductible, then 25% Out-of-network deductible, then 50% 

Home Health Visits (130 visits) In-network deductible, then 25% Out-of-network deductible, then 50% 

Hospice Care (Hospice Home Visits: Unlimited; Respite: 240 hours; within the 6 month 
lifetime maximum) 

In-network deductible, then 25% Out-of-network deductible, then 50% 

TMJ (Temporomandibular Joint Disorders) (Unlimited (Medical and Dental services - 
Medical and Dental cost shares based on type of service)) 

Covered as any other service Covered as any other service 

ALTERNATIVE CARE  

Manipulations (Spinal and other) (12 visits PCY) $30 copay (applies to OOP max) Out-of-network deductible, then 50% 

Acupuncture (12 visits PCY) $30 copay (applies to OOP max) Out-of-network deductible, then 50% 

ANNUAL PLAN MAXIMUM 

Annual Plan Maximum Unlimited Unlimited 

PRESCRIPTION DRUGS 

Drug List B4 

Retail Cost Shares $5/$30/$45/30% 

Mail Cost Shares $10/$75/$112/30% 

Day Supply Retail: 30 Days; Mail: 90 Days; Specialty: 30 Days 

Individual Deductible PCY $250 deductible waived for generics 

Out of Pocket Maximum Applies to the medical out of pocket maximum 

Specialty Pharmacy Out of Pocket Maximum Applies to the medical out of pocket maximum 

Annual Benefit Maximum Unlimited 

SYMETRA LIFE AND AD&D INSURANCE $25,000 Term Life and AD&D for employee only 

 
Copays are not subject to the deductible unless otherwise noted.  
Pre-approval is required for many services to be covered. For more information please refer to your benefit booklet. 
PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross. Members are responsible for amounts in excess of the allowable 
charge. 
This is not a complete explanation of covered services, exclusions, limitations, reductions, or the terms under which the program may be continued in force. This benefit highlights is 
not a contract. For full coverage provisions, including a description of waiting periods, limitations, and exclusions please contact Customer Service. 
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Highlights of your   
Healthcare Coverage: Basic 
Effective Date: 11/01/2017      
 

PREMERA EDUCATION PROGRAM  

Plan enhancements: 
 Temporomandibular joint (TMJ) disorders are covered in medical benefits like any other service.  

Any deductibles, copays, and coinsurance percentages shown are amounts for which you’re responsible. 
Medical Benefits apply after the calendar-year deductible is met unless otherwise noted, or if the cost share is a copay. 

MEDICAL PLAN BASIC: $2,100/30%/$6,600/$35 - HERITAGE 

 HERITAGE IN-NETWORK OUT-OF-NETWORK 

MEDICAL COST SHARE OPTIONS 

Individual Deductible Per Calendar Year (PCY) (Family embedded deductible 2X 
Individual) 

$2,100 PCY $2,500 PCY 

Coinsurance (Member’s percentage of costs after deductible based on allowable 
charges) 

30% 50% 

Individual Out-of-Pocket Maximum (OOP) PCY, includes deductible, coinsurance, copay 
and pharmacy if applicable (Family embedded OOP max 2X Individual) 

$6,600 PCY Not applicable 

Office Visit Cost Share 
Non-Specialist: $35 copay, applies to OOP 
max; Specialist: $50 copay, applies to OOP 

max 
Out-of-network deductible, then 50% 

PREVENTIVE CARE OPTIONS AND HEALTH EDUCATION 

Preventive Office Visit (Unlimited) Covered in full Not covered 

Vaccinations (Unlimited) Covered in full Not covered 

Health Education (HE) (Unlimited) Covered in full Not covered 

Nicotine Dependency Programs (ND) (Unlimited) Covered in full Out-of-network deductible, then 50% 

Diabetes Health Education (DE) (Unlimited)  Covered in full Out-of-network deductible, then 50% 

PROFESSIONAL CARE 

Professional Office Visit 
Non-Specialist: $35 copay, applies to OOP 
max; Specialist: $50 copay, applies to OOP 

max 
Out-of-network deductible, then 50% 

Maternity; Prenatal Care Covered in full Out-of-network deductible, then 50% 

Inpatient Professional Services In-network deductible, then 30% Out-of-network deductible, then 50% 

Contraceptive Management Services (Unlimited) Covered in full Out-of-network deductible, then 50% 

DIAGNOSTIC SERVICE OPTIONS  

Preventive Professional Diagnostic Imaging and Laboratory Services - Including 
Mammogram and PAP/PSA Covered in full Out-of-network deductible, then 50% 

Other Professional Diagnostic Imaging In-network deductible, then 30% Out-of-network deductible, then 50% 

Other Professional Diagnostic Laboratory/Pathology In-network deductible, then 30% Out-of-network deductible, then 50% 

Diagnostic Mammography In-network deductible, then 30% Out-of-network deductible, then 50% 

FACILITY CARE OPTIONS  

Inpatient Facility In-network deductible, then 30% Out-of-network deductible, then 50% 

Outpatient Surgery Facility In-network deductible, then 30% Out-of-network deductible, then 50% 

Hospice Inpatient Facility (10 days inpatient; within the 6 month lifetime maximum) In-network deductible, then 30% Out-of-network deductible, then 50% 

EMERGENCY CARE AND TRANSPORTATION OPTION 

Emergency Care (If applicable, waive copay if admitted to inpatient facility) $200 copay applies to the OOP max, then 
in-network deductible, 30% 

$200 copay applies to the OOP max, 
then in-network deductible, 30% 

Emergency Room Physician In-network deductible, then 30% In-network deductible, then 30% 

Urgent Care Center 
Non-Specialist: $35 copay, applies to OOP 
max; Specialist: $50 copay, applies to OOP 

max 
Out-of-network deductible, then 50% 
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 BASIC: $2,100/30%/$6,600/$35 - HERITAGE 

 HERITAGE IN-NETWORK OUT-OF-NETWORK 

Ambulance Transportation (Unlimited) In-network deductible, then 30% In-network deductible then 30% 

Air Ambulance (Unlimited) In-network deductible, then 30% In-network deductible then 30% 

OTHER SERVICES 

Allergy/Therapeutic Injections In-network deductible, then 30% Out-of-network deductible, then 50% 

Mental Health Inpatient Facility Care (Unlimited) In-network deductible, then 30% Out-of-network deductible, then 50% 

Mental Health Outpatient Professional Care (Unlimited) 
Non-Specialist: $35 copay, applies to OOP 

max 
Out-of-network deductible, then 50% 

Chemical Dependency Inpatient Facility Care (Unlimited) In-network deductible, then 30% Out-of-network deductible, then 50% 

Chemical Dependency Outpatient Professional Care (Unlimited) 
Non-Specialist: $35 copay, applies to OOP 

max 
Out-of-network deductible, then 50% 

Rehab Inpatient Facility (30 days PCY) In-network deductible, then 30% Out-of-network deductible, then 50% 

Rehab Outpatient Care, Including Physical, Occupational, Speech and Massage Therapy 
(30 visits PCY) 

Specialist: $50 copay, applies to OOP max Out-of-network deductible, then 50% 

Rehab Outpatient Care Chronic Conditions, Including Cardiac, Pulmonary Rehab, 
Chronic Pain, and Cancer 

Specialist: $50 copay, applies to OOP max Out-of-network deductible, then 50% 

Medical Supplies, Equipment, Prosthetics (Unlimited) In-network deductible, then 30% Out-of-network deductible, then 50% 

Foot Orthotics, Orthopedic Shoes and Accessories (One pair max PCY (no $ limit) 
(Unlimited Diabetes Related)) 

In-network deductible, then 30% Out-of-network deductible, then 50% 

Home Health Visits (130 visits PCY) In-network deductible, then 30% Out-of-network deductible, then 50% 

Hospice Care (Hospice Home Visits: Unlimited; Respite: 240 hours; within the 6 month 
lifetime maximum) 

In-network deductible, then 30% Out-of-network deductible, then 50% 

TMJ (Temporomandibular Joint Disorders) (Unlimited (Medical and Dental services - 
Medical and Dental cost shares based on type of service) 

Covered as any other service Covered as any other service 

ALTERNATIVE CARE 

Manipulations (Spinal and other) (12 visits PCY) $35 copay (applies to OOP max) Out-of-network deductible, then 50% 

Acupuncture (12 visits PCY) $35 copay (applies to OOP max) Out-of-network deductible, then 50% 

ANNUAL PLAN MAXIMUM 

Annual Plan Maximum Unlimited Unlimited 

PRESCRIPTION DRUGS 

Drug List B4 Not covered 

Retail Cost Shares $15/$30/$50/30% Not covered 

Mail Cost Shares $30/$60/$100/30% Not covered 

Day Supply 
Retail: 30 Days; Mail Order: 90 Days; 

Specialty: 30 Days 
Not covered 

Individual Deductible PCY $750 PCY Not covered 

Family Deductible PCY Family Deductible 2X Individual Not covered 

Out of Pocket Maximum 
Applies to the medical out of pocket 

maximum 
Not covered 

Specialty Pharmacy Out of Pocket Maximum 
Applies to the medical out of pocket 

maximum 
Not covered 

SYMETRA LIFE AND AD&D INSURANCE $25,000 Term Life and AD&D for employee only 

 
Copays are not subject to the deductible unless otherwise noted.  
Pre-approval is required for many services to be covered. For more information please refer to your benefit booklet. 
PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross. Members are responsible for amounts in excess of the allowable 
charge. 
This is not a complete explanation of covered services, exclusions, limitations, reductions or the terms under which the program may be continued in force. This benefit highlights is 
not a contract. For full coverage provisions, including a description of waiting periods, limitations and exclusions please contact Customer Service. 
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Highlights of your   
Healthcare Coverage: Plan 2 
Effective Date: 11/01/2017      
 
PREMERA EDUCATION PROGRAM  
Plan enhancements: 

 Pharmacy out-of-pocket maximum is shared with the medical out-of-pocket maximum, meaning you reach your out-of-pocket maximum faster.  
 Temporomandibular joint (TMJ) disorders are covered in medical benefits like any other service.  

Any deductibles, copays, and coinsurance percentages shown are amounts for which you’re responsible. 
Medical Benefits apply after the calendar-year deductible is met unless otherwise noted, or if the cost share is a copay. 

MEDICAL PLAN PLAN 2: $300/20%/$2,000/$25 - HERITAGE 

 HERITAGE IN-NETWORK OUT-OF-NETWORK 

MEDICAL COST SHARE OPTIONS 

Individual Deductible Per Calendar Year (PCY) (Family embedded deductible 3X Individual) $300 PCY Shared with in-network 

Coinsurance (Member’s percentage of costs after deductible based on allowable charges) 20% 40% 

Individual Out-of-Pocket Maximum (OOP) PCY, includes deductible, coinsurance, copay and 
pharmacy if applicable (Family embedded OOP max 3X Individual) 

$2,000 PCY $3,400 PCY 

Office Visit Cost Share 
Non-Specialist: $25 copay, applies to 

OOP max; Specialist: $35 copay, applies 
to OOP max 

Non-Specialist: $30 copay, applies to 
OOP max; Specialist: $40 copay,  

applies to OOP max 

PREVENTIVE CARE OPTIONS AND HEALTH EDUCATION 

Preventive Office Visits (Unlimited) Covered in full Waive deductible, then 20% 

Vaccinations (Unlimited) Covered in full Waive deductible, then 20% 

Health Education (HE) (Unlimited) Covered in full Waive deductible, then 20% 

Nicotine Dependency Program (ND) (Unlimited) Covered in full Out-of-network deductible, then 40% 

Diabetes Health Education (DE) (Unlimited)  Covered in full Waive deductible, then 20% 

PROFESSIONAL CARE 

Professional Office Visit 
Non-Specialist: $25 copay, applies to 

OOP max; Specialist: $35 copay, applies 
to OOP max 

Non-Specialist: $30 copay, applies to 
OOP max; Specialist: $40 copay, 

applies to OOP max 
Maternity; Prenatal Care Covered in full Out-of-network deductible, then 40% 

Inpatient Professional Services In-network deductible, then 20% Out-of-network deductible, then 40% 

Contraceptive Management Services (Unlimited) Covered in full Out-of-network deductible, then 40% 

DIAGNOSTIC SERVICE OPTIONS 

Preventive Professional Diagnostic Imaging and Laboratory Services - Including 
Mammogram and PAP/PSA Covered in full Waive deductible, then 20% 

Other Professional Diagnostic Imaging In-network deductible, then 20% Out-of-network deductible, then 40% 

Other Professional Diagnostic Laboratory/Pathology In-network deductible, then 20% Out-of-network deductible, then 40% 

Diagnostic Mammography In-network deductible, then 20% Out-of-network deductible, then 40% 

FACILITY CARE OPTIONS 

Inpatient Facility $150/day to $450 PCY (applies to OOP 
max), then in-network deductible, 20% 

$150/day to $450 PCY (applies to OOP 
max), then out-of-network deductible, 

40% 

Outpatient Surgery Facility $100 copay (applies to OOP max) then 
in-network deductible, 20% 

$100 copay (applies to OOP max) then 
out-of-network deductible, 40% 

Hospice Inpatient Facility (10 days inpatient; within the 6 month lifetime maximum) 

$50 copay once PCY (applies to OOP 
max) for all combined services, then 

covered in full after in-network 
deductible 

$50 copay once PCY (applies to OOP 
max) for all combined services, then 
covered in full after out-of-network 

deductible 
EMERGENCY CARE AND TRANSPORTATION OPTION 

Emergency Care (If applicable, waive copay if admitted to inpatient facility) $75 copay applies to the OOP max, then 
in-network deductible, 20% 

$75 copay applies to the OOP max, then 
in-network deductible, 20% 

Emergency Room Physician In-network deductible, then 20% In-network deductible, then 20% 

Urgent Care Center 
Non-Specialist: $25 copay, applies to 

OOP max; Specialist: $35 copay, applies 
to OOP max 

Non-Specialist: $30 copay,  
applies to OOP max; Specialist: $40 

copay, applies to OOP max 
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 PLAN 2: $300/20%/$2,000/$25 - HERITAGE 

 HERITAGE IN-NETWORK OUT-OF-NETWORK 

Ambulance Transportation (Unlimited) In-network deductible, then 20% In-network deductible, then 20% 

Air Ambulance (Unlimited) In-network deductible, then 20% In-network deductible, then 20% 

OTHER SERVICES 

Allergy/Therapeutic Injections In-network deductible, then 20% Out-of-network deductible, then 40% 

Mental Health Inpatient Facility Care (Unlimited) $150/day to $450 PCY (applies to OOP 
max) then in-network deductible, 20% 

$150/day to $450 PCY (applies to OOP 
max) then out-of-network deductible, 

40% 

Mental Health Outpatient Professional Care (Unlimited) 
Non-Specialist: $25 copay, applies to 

OOP max 
Non-Specialist: $30 copay,  

applies to OOP max 

Chemical Dependency Inpatient Facility Care (Unlimited) 
$150/day to $450 PCY (applies to OOP 
max) then in-network deductible, 20% 

$150/day to $450 PCY (applies to OOP 
max) then out-of-network deductible, 

40% 

Chemical Dependency Outpatient Professional Care (Unlimited) 
Non-Specialist: $25 copay, applies to 

OOP max 
Non-Specialist: $30 copay,  

applies to OOP max 

Rehab Inpatient Facility (120 days PCY) 
$150/day to $450 PCY (applies to OOP 
max) then in-network deductible, 20% 

$150/day to $450 PCY (applies to OOP 
max) then out-of-network deductible, 

40% 

Rehab Outpatient Care, Including Physical, Occupational, Speech and Massage Therapy (45 
visits PCY (PT unlimited)) 

OT/ST/MT: Specialist: $35 copay, 
applies to OOP max 

PT: In-network deductible, then 20% 

OT/ST/MT: Specialist: $40 copay, 
applies to OOP max 

PT: Out-of-network deductible, then 40% 
Rehab Outpatient Care Chronic Conditions, Including Cardiac, Pulmonary Rehab, Chronic 
Pain and Cancer 

Specialist: $35 copay, applies to OOP 
max 

Specialist: $40 copay, applies to OOP 
max 

Medical Supplies, Equipment, Prosthetics (Unlimited) In-network deductible, then 20% Out-of-network deductible, then 40% 

Foot Orthotics, Orthopedic Shoes and Accessories (One pair max PCY (no $ limit) 
(Unlimited Diabetes Related)) 

In-network deductible, then 20% Out-of-network deductible, then 40% 

Home Health Visits (Unlimited) 
$50 copay once PCY (applies to OOPM) 
for all combined services, then covered 

in full after in-network deductible 

$50 copay once PCY (applies to OOPM) 
for all combined services, then covered 
in full after out-of-network deductible 

Hospice Care (Hospice Home Visits: Unlimited; Respite: 240 hours; within the 6 month 
lifetime maximum) 

$50 copay once PCY (applies to OOPM) 
for all combined services, then covered 

in full after in-network deductible 

$50 copay once PCY (applies to OOPM) 
for all combined services, then covered 
in full after out-of-network deductible 

TMJ (Temporomandibular Joint Disorders) (Unlimited (Medical and Dental services - 
Medical and Dental cost shares based on type of service)) 

Covered as any other service Covered as any other service 

ALTERNATIVE CARE 

Manipulations (Spinal and other) (Unlimited) $25 copay (applies to OOP max) $30 copay (applies to OOP max) 

Acupuncture (12 visits PCY) $25 copay (applies to OOP max) $30 copay (applies to OOP max) 

SUPPLEMENTAL BENEFITS 

Routine Hearing Exam (Limited to $400 every 3 consecutive calendar years, for 1 hearing 
exam and hardware combined) 

In-network deductible, then 20% Out-of-network deductible, then 20% 

Hearing Hardware (Limited to $400 every 3 consecutive calendar years, for 1 hearing exam 
and hardware combined) 

In-network deductible, then 20% Out-of-network deductible, then 20% 

ANNUAL PLAN MAXIMUM 

Annual Plan Maximum Unlimited Unlimited 

PRESCRIPTION DRUGS 

Drug List B4 

Retail Cost Shares $10/$20/$35/$50 

Mail Cost Shares $20/$40/$65/$50 

Day Supply Retail: Up to 34 Days; Mail Order: Up to 100 Days; Specialty: Up to 30 Days 

Individual Deductible PCY $0 

Out of Network (Non-participating retail pharmacies) Cost Share, then 40% (to allowable) 

Out of Pocket Maximum Applies to the medical out of pocket maximum 

Specialty Pharmacy Out of Pocket Maximum Applies to the medical out of pocket maximum 

SYMETRA LIFE AND AD&D INSURANCE $25,000 Term Life and AD&D for employee only 

Copays are not subject to the deductible unless otherwise noted.  
Pre-approval is required for many services to be covered. For more information please refer to your benefit booklet. 
PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross. Members are responsible for amounts in excess of the allowable charge. 

This is not a complete explanation of covered services, exclusions, limitations, reductions or the terms under which the program may be continued in force. This benefit highlights is 
not a contract. For full coverage provisions, including a description of waiting periods, limitations, and exclusions please contact Customer Service. 
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Highlights of your   
Healthcare Coverage: Plan 3 
Effective Date: 11/01/2017      
 
PREMERA EDUCATION PROGRAM  
Plan enhancements: 

 Pharmacy out-of-pocket maximum is shared with the medical out-of-pocket maximum, meaning you reach your out-of-pocket maximum faster.  
 Temporomandibular joint (TMJ) disorders are covered in medical benefits like any other service.  

Any deductibles, copays, and coinsurance percentages shown are amounts for which you’re responsible. 
Medical Benefits apply after the calendar-year deductible is met unless otherwise noted, or if the cost share is a copay. 

MEDICAL PLAN PLAN 3: $500/20%/$3,000/$30 - HERITAGE 

 HERITAGE IN-NETWORK OUT-OF-NETWORK 

MEDICAL COST SHARE OPTIONS 

Individual Deductible Per Calendar Year (PCY) (Family embedded 
deductible 3X Individual) 

$500 PCY Shared with in-network 

Coinsurance (Member’s percentage of costs after deductible based on 
allowable charges) 

20% 40% 

Individual Out-of-Pocket Maximum (OOP) PCY, includes deductible, 
coinsurance, copay and pharmacy if applicable (Family embedded OOP 
max 3X Individual) 

$3,000 PCY $5,900 PCY 

Office Visit Cost Share 
Non-Specialist: $30 copay, applies to OOP max; 

Specialist: $40 copay, applies to OOP max 
Non-Specialist: $40 copay, applies to OOP max; 

Specialist: $50 copay, applies to OOP max 

PREVENTIVE CARE OPTIONS AND HEALTH EDUCATION 

Preventive Office Visits (Unlimited) Covered in full Waive deductible, then 20% 

Vaccinations (Unlimited) Covered in full Waive deductible, then 20% 

Health Education (HE) (Unlimited) Covered in full Waive deductible, then 20% 

Nicotine Dependency Program (ND) (Unlimited) Covered in full Out-of-network deductible, then 40% 

Diabetes Health Education (DE) (Unlimited)  Covered in full Waive deductible, then 20% 

PROFESSIONAL CARE 

Professional Office Visit Non-Specialist: $30 copay, applies to OOP max; 
Specialist: $40 copay, applies to OOP max 

Non-Specialist: $40 copay, applies to OOP max; 
Specialist: $50 copay, applies to OOP max 

Maternity; Prenatal Care Covered in full Out-of-network deductible, then 40% 

Inpatient Professional Services In-network deductible, then 20% Out-of-network deductible, then 40% 

Contraceptive Management Services (Unlimited) Covered in full Out-of-network deductible, then 40% 

DIAGNOSTIC SERVICE OPTIONS 

Preventive Professional Diagnostic Imaging and Laboratory Services - 
Including Mammogram and PAP/PSA Covered in full Waive deductible, then 20% 

Other Professional Diagnostic Imaging In-network deductible, then 20% Out-of-network deductible, then 40% 

Other Professional Diagnostic Laboratory/Pathology In-network deductible, then 20% Out-of-network deductible, then 40% 

Diagnostic Mammography In-network deductible, then 20% Out-of-network deductible, then 40% 

FACILITY CARE OPTIONS 

Inpatient Facility $300/day to $900 PCY (applies to OOP max), 
then in-network deductible, 20% 

$300/day to $900 PCY (applies to OOP max), 
then out-of-network deductible, 40% 

Outpatient Surgery Facility $150 copay (applies to OOP max) then in-
network deductible, 20% 

$150 copay (applies to OOP max) then  
out-of-network deductible, 40% 

Hospice Inpatient Facility (10 days inpatient; within the 6 month lifetime 
maximum) 

$100 copay once PCY (applies to OOP max) for 
all combined services, then covered in full after 

in-network deductible 

$100 copay once PCY (applies to OOP max) for 
all combined services, then covered in full after 

out-of-network deductible 
EMERGENCY CARE AND TRANSPORTATION OPTION 

Emergency Care (If applicable, waive copay if admitted to inpatient facility) $100 copay applies to the OOP max, then 
in-network deductible, 20% 

$100 copay applies to the OOP max, then 
in-network deductible, 20% 

Emergency Room Physician In-network deductible, then 20% In-network deductible, then 20% 

Urgent Care Center Non-Specialist: $30 copay, applies to OOP max; 
Specialist: $40 copay, applies to OOP max 

Non-Specialist: $40 copay, applies to OOP max; 
Specialist: $50 copay, applies to OOP max 
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 PLAN 3: $500/20%/$3,000/$30 - HERITAGE 

 HERITAGE IN-NETWORK OUT-OF-NETWORK 

Ambulance Transportation (Unlimited) In-network deductible, then 20% In-network deductible, then 20% 

Air Ambulance (Unlimited) In-network deductible, then 20% In-network deductible, then 20% 

OTHER SERVICES 

Allergy/Therapeutic Injections In-network deductible, then 20% Out-of-network deductible, then 40% 

Mental Health Inpatient Facility Care (Unlimited) $300/day to $900 PCY (applies to OOP max) 
then in-network deductible, 20% 

$300/day to $900 PCY (applies to OOP max) 
then out-of-network deductible, 40% 

Mental Health Outpatient Professional Care (Unlimited) Non-Specialist: $30 copay, applies to OOP max Non-specialist: $40 copay, applies to OOP max 

Chemical Dependency Inpatient Facility Care (Unlimited) $300/day to $900 PCY (applies to OOP max) 
then in-network deductible, 20% 

$300/day to $900 PCY (applies to OOP max) 
then out-of-network deductible, 40% 

Chemical Dependency Outpatient Professional Care (Unlimited) Non-Specialist: $30 copay, applies to OOP max Non-Specialist: $40 copay, applies to OOP max 

Rehab Inpatient Facility (30 days PCY) 
$300/day to $900 PCY (applies to OOP max) 

then in-network deductible, 20% 
$300/day to $900 PCY (applies to OOP max) 

then out-of-network deductible, 40% 

Rehab Outpatient Care, Including Physical, Occupational, Speech and 
Massage Therapy (45 visits PCY (PT unlimited)) 

OT/ST/MT: Specialist: $40 copay, applies to 
OOP max 

PT: In-network deductible, then 20% 

OT/ST/MT: Specialist: $50 copay, applies to 
OOP max 

PT: Out-of-network deductible, then 40% 
Rehab Outpatient Care Chronic Conditions, Including Cardiac, Pulmonary 
Rehab, Chronic Pain and Cancer 

Specialist: $40 copay, applies to OOP max Specialist: $50 copay, applies to OOP max 

Medical Supplies, Equipment, Prosthetics (Unlimited) In-network deductible, then 20% Out-of-network deductible, then 40% 

Foot Orthotics, Orthopedic Shoes and Accessories (One pair max PCY (no 
$ limit) (Unlimited Diabetes Related)) 

In-network deductible, then 20% Out-of-network deductible, then 40% 

Home Health Visits (Unlimited) 
$100 copay once PCY (applies to OOP max) for 

all combined services, then in-network 
deductible, 20% 

$100 copay once PCY (applies to OOP max) for 
all combined services, then out-of-network 

deductible, 40% 

Hospice Care (Hospice Home Visits: Unlimited; Respite: 240 hours; within 
the 6 month lifetime maximum) 

$100 copay once PCY (applies to OOP max) for 
all combined services, then covered in full after 

in-network deductible 

$100 copay once PCY (applies to OOP max) for 
all combined services, then covered in full after 

out-of-network deductible 
TMJ (Temporomandibular Joint Disorders) (Unlimited (Medical and Dental 
services - Medical and Dental cost shares based on type of service)) 

Covered as any other service Covered as any other service 

ALTERNATIVE CARE 

Manipulations (Spinal and other) (Unlimited) $30 copay (applies to OOP max) $40 copay (applies to OOP max) 

Acupuncture (12 visits PCY) $30 copay (applies to OOP max) $40 copay (applies to OOP max) 

SUPPLEMENTAL BENEFITS 

Routine Hearing Exam (Limited to $400 every 3 consecutive calendar 
years, for 1 hearing exam and hardware combined) 

In-network deductible, then 20% Out-of-network deductible, then 20% 

Hearing Hardware (Limited to $400 every 3 consecutive calendar years, for 
1 hearing exam and hardware combined) 

In-network deductible, then 20% Out-of-network deductible, then 20% 

ANNUAL PLAN MAXIMUM 

Annual Plan Maximum Unlimited Unlimited 

PRESCRIPTION DRUGS 

Drug List B4 

Retail Cost Shares $15/$25/$40/$60 

Mail Cost Shares $30/$50/$70/$60 

Day Supply Retail: Up to 34 Days; Mail Order: Up to 100 Days; Specialty: Up to 30 Days 

Individual Deductible PCY $0 

Out of Network (Non-participating retail pharmacies) Cost Share, then 40% (to allowable) 

Out of Pocket Maximum Applies to the medical out of pocket maximum 

Specialty Pharmacy Out of Pocket Maximum Applies to the medical out of pocket maximum 

SYMETRA LIFE AND AD&D INSURANCE $25,000 Term Life and AD&D for employee only 
 
Copays are not subject to the deductible unless otherwise noted.  
Pre-approval is required for many services to be covered. For more information please refer to your benefit booklet. 
PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross. Members are responsible for amounts in excess of the allowable 
charge. 
This is not a complete explanation of covered services, exclusions, limitations, reductions or the terms under which the program may be continued in force. This benefit highlights is 
not a contract. For full coverage provisions, including a description of waiting periods, limitations, and exclusions please contact Customer Service. 
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Highlights of your  
Healthcare Coverage: Plan 5 
Effective Date: 11/01/2017 
 
PREMERA EDUCATION PROGRAM  
Plan enhancements: 

 Pharmacy out-of-pocket maximum is shared with the medical out-of-pocket maximum, meaning you reach your out-of-pocket maximum faster.  
 Non-surgical services for TMJ—both in and out of network—are covered like any other service. 

Any deductibles, copays, and coinsurance percentages shown are amounts for which you’re responsible. 
Medical Benefits apply after the calendar-year deductible is met unless otherwise noted, or if the cost share is a copay. 

MEDICAL PLAN PLAN 5: $200/10%/$1,000/$20 - HERITAGE 

 HERITAGE IN-NETWORK OUT-OF-NETWORK 

MEDICAL COST SHARE OPTIONS 

Individual Deductible Per Calendar Year (PCY) (In-network—Family embedded 
deductible 3X Individual; Out-of-network—no family max) 

$200 PCY $350 PCY 

Coinsurance (Member’s percentage of costs after deductible based on allowable 
charges) 

10% 30% 

Individual Out-of-Pocket Maximum (OOP) PCY, includes deductible, coinsurance, 
copay and pharmacy if applicable (Family embedded OOP max 3X Individual) 

$1,000 PCY Not applicable 

Office Visit Cost Share 
Non-Specialist: $20 copay, applies to OOP 
max; Specialist: $30 copay, applies to OOP 

max 
Out-of-network deductible, then 30% 

PREVENTIVE CARE OPTIONS AND HEALTH EDUCATION 

Preventive Office Visit (Unlimited) Covered in full Not covered 

Vaccinations (Unlimited) Covered in full Not covered 

Health Education (HE) (Unlimited) Covered in full Not covered 

Nicotine Dependency Programs (ND) (Unlimited) Covered in full Out-of-network deductible, then 30% 

Diabetes Health Education (DE) (Unlimited)  Covered in full Not covered 

PROFESSIONAL CARE 

Professional Office Visit 
Non-Specialist: $20 copay, applies to OOP 
max; Specialist: $30 copay, applies to OOP 

max 
Out-of-network deductible, then 30% 

Maternity; Prenatal Care Covered in full Out-of-network deductible, then 30% 

Inpatient Professional Services In-network deductible, then 10% Out-of-network deductible, then 30% 

Contraceptive Management Services (Unlimited) Covered in full Out-of-network deductible, then 30% 

DIAGNOSTIC SERVICE OPTIONS 

Preventive Professional Diagnostic Imaging and Laboratory Services - Including 
Mammogram and PAP/PSA Covered in full Not covered 

Other Professional Diagnostic Imaging In-network deductible, then 10% Out-of-network deductible, then 30% 

Other Professional Diagnostic Laboratory/Pathology In-network deductible, then 10% Out-of-network deductible, then 30% 

Diagnostic Mammography In-network deductible, then 10% Out-of-network deductible, then 30% 

FACILITY CARE OPTIONS 

Inpatient Facility $150/day to $450 PCY (applies to OOP 
max), then in-network deductible, 10% Out-of-network deductible, then 30% 

Outpatient Surgery Facility In-network deductible, then 10% Out-of-network deductible, then 30% 

Hospice Inpatient Facility (10 days inpatient; within the 6 month lifetime 
maximum) In-network deductible, then 10% Out-of-network deductible, then 30% 

EMERGENCY CARE AND TRANSPORTATION OPTION 

Emergency Care (If applicable, waive copay if admitted to inpatient facility) $50 copay applies to the OOP max, then in-
network deductible, 10% 

$50 copay applies to the OOP max, then in-
network deductible, 10% 

Emergency Room Physician In-network deductible, then 10% In-network deductible, then 10% 

Urgent Care Center 
Non-Specialist: $20 copay, applies to OOP 
max; Specialist: $30 copay, applies to OOP 

max 
Out-of-network deductible, then 30% 
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 PLAN 5: $200/10%/$1,000/$20 - HERITAGE 

 HERITAGE IN-NETWORK OUT-OF-NETWORK 

Ambulance Transportation (Unlimited) 
In-network deductible and $50 copay per 
trip (applies to OOP max), then covered in 

full 

Out-of-network deductible and $50 copay per 
trip, then covered in full 

Air Ambulance (Unlimited) 
In-network deductible and $50 copay per 
trip (applies to OOP max), then covered in 

full 

Out-of-network deductible and $50 copay per 
trip, then covered in full 

OTHER SERVICES 

Allergy/Therapeutic Injections In-network deductible, then 10% Out-of-network deductible, then 30% 

Mental Health Inpatient Facility Care (Unlimited) $150/day to $450 PCY (applies to OOP 
max) then in-network deductible, 10% Out-of-network deductible, then 30% 

Mental Health Outpatient Professional Care (Unlimited) 
Non-Specialist: $20 copay, applies to OOP 

max Out-of-network deductible, then 30% 

Chemical Dependency Inpatient Facility Care (Unlimited) $150/day to $450 PCY (applies to OOP 
max) then in-network deductible, 10% Out-of-network deductible, then 30% 

Chemical Dependency Outpatient Professional Care (Unlimited) 
Non-Specialist: $20 copay, applies to OOP 

max Out-of-network deductible, then 30% 

Rehab Inpatient Facility (30 days PCY) $150/day to $450 PCY (applies to OOP 
max) then in-network deductible, 10% Out-of-network deductible, then 30% 

Rehab Outpatient Care, Including Physical, Occupational, Speech and Massage 
Therapy (45 visits PCY) 

Specialist: $30 copay, applies to OOP max Out-of-network deductible, then 30% 

Rehab Outpatient Care Chronic Conditions, Including Cardiac, Pulmonary Rehab, 
Chronic Pain and Cancer 

Specialist: $30 copay, applies to OOP max Out-of-network deductible, then 30% 

Medical Supplies, Equipment, Prosthetics (Unlimited) In-network deductible, then 10% Out-of-network deductible, then 30% 

Foot Orthotics, Orthopedic Shoes and Accessories ($600 PCY (Unlimited Diabetes 
Related)) 

In-network deductible, then 10% Out-of-network deductible, then 30% 

Home Health Visits (130 visits PCY) In-network deductible, then 10% Out-of-network deductible, then 30% 

Hospice Care (Hospice Home Visits: Unlimited; Respite: 240 hours; within the 6 
month lifetime maximum) 

In-network deductible, then 10% Out-of-network deductible, then 30% 

TMJ (Temporomandibular Joint Disorders) (Unlimited (Medical and Dental 
services - Medical and Dental cost shares based on type of service)) 

Covered as any other service Covered as any other service 

ALTERNATIVE CARE 

Manipulations (Spinal and other) (Unlimited) $20 copay (applies to OOP max) Out-of-network deductible, then 30% 

Acupuncture (Unlimited) $20 copay (applies to OOP max) Out-of-network deductible, then 30% 

SUPPLEMENTAL BENEFITS 

Routine Hearing Exam (1 PCY; Accrues to $ limit (Out-of-Pocket includes in-
network/out-of-network)) 

$30 copay (applies to OOP max) Out-of-network deductible, then 30% 

ANNUAL PLAN MAXIMUM 

Annual Plan Maximum Unlimited Unlimited 

PRESCRIPTION DRUGS 

Drug List B4 

Retail Cost Shares $10/$15/$30/$50 

Mail Cost Shares $20/$30/$60/$50 

Day Supply Retail: Up to 30 Days; Mail Order: Up to 90 Days; Specialty: Up to 30 Days 

Individual Deductible PCY $0 

Out of Network (Non-participating retail pharmacies) Cost Share, then 40% (to allowable) 

Out of Pocket Maximum Applies to the medical out of pocket maximum 

Specialty Pharmacy Out of Pocket Maximum Applies to the medical out of pocket maximum 

Annual Benefit Maximum Unlimited 

SYMETRA LIFE AND AD&D INSURANCE $25,000 Term Life and AD&D for employee only 

 
Copays are not subject to the deductible unless otherwise noted.  
Pre-approval is required for many services to be covered. For more information please refer to your benefit booklet. 
PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross. Members are responsible for amounts in excess of the allowable 
charge. 
This is not a complete explanation of covered services, exclusions, limitations, reductions or the terms under which the program may be continued in force. This benefit highlights is 
not a contract. For full coverage provisions, including a description of waiting periods, limitations and exclusions please contact Customer Service. 
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Highlights of your   
Healthcare Coverage:  
Qualified High Deductible Health Plan 
Effective Date: 11/01/2017      
 
PREMERA EDUCATION PROGRAM  
Any deductibles, copays, and coinsurance percentages shown are amounts for which you’re responsible. 
Medical Benefits apply after the calendar-year deductible is met unless otherwise noted, or if the cost share is a copay. 

MEDICAL PLAN QHDHP: $1,750/20%/$5,000/DED.COINS - HERITAGE 

 HERITAGE IN-NETWORK OUT-OF-NETWORK 

MEDICAL COST SHARE OPTIONS 

Individual Deductible Per Calendar Year (PCY) (Family deductible 2X Individual) $1,750 PCY/$3,500 PCY $3,000 PCY/$6,000 PCY 

Coinsurance (Member’s percentage of costs after deductible based on allowable charges) 20% 50% 

Individual Out-of-Pocket Maximum (OOP) PCY, includes deductible, coinsurance, copay and 
pharmacy if applicable (Family embedded OOP max 2X Individual) 

$5,000 PCY Not applicable 

Office Visit Cost Share In-network deductible, then 20% Out-of-network deductible, then 50% 

PREVENTIVE CARE OPTIONS AND HEALTH EDUCATION 

Preventive Office Visit (Unlimited) Covered in full Not covered 

Vaccinations (Unlimited) Covered in full Not covered 

Health Education (HE) (Unlimited) Covered in full Not covered 

Nicotine Dependency Programs (ND) (Unlimited) Covered in full Not covered 

Diabetes Health Education (DE) (Unlimited)  Covered in full Not covered 

PROFESSIONAL CARE 

Professional Office Visit In-network deductible, then 20% Out-of-network deductible, then 50% 

Maternity; Prenatal Care Covered in full Out-of-network deductible, then 50% 

Inpatient Professional Services In-network deductible, then 20% Out-of-network deductible, then 50% 

Contraceptive Management Services (Unlimited) Covered in full Out-of-network deductible, then 50% 

DIAGNOSTIC SERVICE OPTIONS 

Preventive Professional Diagnostic Imaging and Laboratory Services - Including 
Mammogram and PAP/PSA Covered in full Out-of-network deductible, then 50% 

Other Professional Diagnostic Imaging In-network deductible, then 20% Out-of-network deductible, then 50% 

Other Professional Diagnostic Laboratory/Pathology In-network deductible, then 20% Out-of-network deductible, then 50% 

Diagnostic Mammography In-network deductible, then 20% Out-of-network deductible, then 50% 

FACILITY CARE OPTIONS 

Inpatient Facility In-network deductible, then 20% Out-of-network deductible, then 50% 

Outpatient Surgery Facility In-network deductible, then 20% Out-of-network deductible, then 50% 

Hospice Inpatient Facility (10 days inpatient; within the 6 month lifetime maximum) In-network deductible, then 20% Out-of-network deductible, then 50% 

EMERGENCY CARE AND TRANSPORTATION OPTION 

Emergency Care (If applicable, waive copay if admitted to inpatient facility) In-network deductible, then 20% In-network deductible, then 20% 

Emergency Room Physician In-network deductible, then 20% In-network deductible, then 20% 

Urgent Care Center In-network deductible, then 20% Out-of-network deductible, then 50% 
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 QHDHP: $1,750/20%/$5,000/DED.COINS - HERITAGE 

 HERITAGE IN-NETWORK OUT-OF-NETWORK 

Ambulance Transportation (Unlimited) In-network deductible, then 20% In-network deductible then 20% 

Air Ambulance (Unlimited) In-network deductible, then 20% In-network deductible then 20% 

OTHER SERVICES 

Allergy/Therapeutic Injections In-network deductible, then 20% Out-of-network deductible, then 50% 

Mental Health Inpatient Facility Care (Unlimited) In-network deductible, then 20% Out-of-network deductible, then 50% 

Mental Health Outpatient Professional Care (Unlimited) In-network deductible, then 20% Out-of-network deductible, then 50% 

Chemical Dependency Inpatient Facility Care (Unlimited) In-network deductible, then 20% Out-of-network deductible, then 50% 

Chemical Dependency Outpatient Professional Care (Unlimited) In-network deductible, then 20% Out-of-network deductible, then 50% 

Rehab Inpatient Facility (30 days PCY) In-network deductible, then 20% Out-of-network deductible, then 50% 

Rehab Outpatient Care, Including Physical, Occupational, Speech and Massage Therapy (15 
visits PCY) In-network deductible, then 20% Out-of-network deductible, then 50% 

Rehab Outpatient Care Chronic Conditions, Including Cardiac, Pulmonary Rehab, Chronic 
Pain and Cancer In-network deductible, then 20% Out-of-network deductible, then 50% 

Medical Supplies, Equipment, Prosthetics (MS: Unlimited, ME: Unlimited, Pro: Unlimited) In-network deductible, then 20% Out-of-network deductible, then 50% 

Foot Orthotics, Orthopedic Shoes and Accessories ($300 PCY (Unlimited Diabetes Related)) In-network deductible, then 20% Out-of-network deductible, then 50% 

Home Health Visits (130 visits PCY) In-network deductible, then 20% Out-of-network deductible, then 50% 

Hospice Care (Hospice Home Visits: Unlimited; Respite: 240 hours; within the 6 month 
lifetime maximum) In-network deductible, then 20% Out-of-network deductible, then 50% 

TMJ (Temporomandibular Joint Disorders) (Unlimited (Medical and Dental services - 
Medical and Dental cost shares based on type of service)) 

Covered as any other service Covered as any other service 

ALTERNATIVE CARE 

Manipulations (Spinal and other) (12 visits PCY) In-network deductible, then 20% Out-of-network deductible, then 50% 

Acupuncture (12 visits PCY) In-network deductible, then 20% Out-of-network deductible, then 50% 

ANNUAL PLAN MAXIMUM 

Annual Plan Maximum Unlimited Unlimited 

PRESCRIPTION DRUGS 

Drug List 
Open A1 
No Tiers 

Open A1 
No Tiers 

Prescription Drugs - Retail (Specific preventive drugs and legend 
Retail: 30-day supply/Mail: 90-day supply/Specialty: 30-day supply) In-network deductible, then 20% In-network deductible, then 20% 

Prescription Drugs - Mail (Specific preventive drugs and legend  
Retail: 30-day supply/Mail: 90-day supply/Specialty: 30-day supply) In-network deductible, then 20% Not covered 

Specialty Pharmacy (Mandatory) In-network deductible, then 20% Not covered 

SYMETRA LIFE AND AD&D INSURANCE $25,000 Term Life and AD&D for employee only 

 
Copays are not subject to the deductible unless otherwise noted.  
Pre-approval is required for many services to be covered. For more information please refer to your benefit booklet. 
PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross. Members are responsible for amounts in excess of the allowable 
charge. 
This is not a complete explanation of covered services, exclusions, limitations, reductions or the terms under which the program may be continued in force. This benefit highlights is 
not a contract. For full coverage provisions, including a description of waiting periods, limitations and exclusions please contact Customer Service. 
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Understand what it is

advantages for you.

• 
you save for healthcare 

• 

• 
The money is always yours. 
It rolls over from year to year 
and you take it with you if you 
change jobs.

• 

Ask yourself these 2 questions

•  Are you able to pay 100 percent 
of your healthcare costs until 

•  If you cover any dependents, 

your family deductible is met.

•  What are your annual 

•  Review your claims 
information and spending 
activity from the previous 
calendar year.

•  Include any elective services 

year, such as surgeries or 
maternity care.

Take note

•  To enroll on this plan, you 
cannot have any other active 
coverage, or be a dependent on 
any other coverage.

•  There is no deductible 
carryover. That means 

in the last two months of a 
calendar year will not apply 

deductible.
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Four tips to  
prepare for a  
doctor visit 
 
 
YOU’RE BUSY. AND YOUR DOCTOR IS, TOO. HERE’S HOW YOU CAN 
MAKE THE MOST OUT OF YOUR TIME TOGETHER. 
 
Write it down 

 Your questions 
 Your medications 
 Your allergies 

 
Be specific 

 How long you’ve had symptoms and how severe they are 
 What you’ve done to treat your condition 

 
Prioritize 

 Time may be limited, so focus on what prompted you to make an 
appointment 

 Consider saving general health questions for a wellness checkup 
 If you need a procedure, testing, or referral, ask what’s covered and if 

pre-approvals are required 
Tip: 
Be candid with your doctor. Since you only have a few minutes together, it 
helps to be direct and forthcoming. 
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See how much you 
can save with your 
health plan 
 
 
SPENDING ACTIVITY REPORT 
 
When you are a Premera customer, the Spending Activity Report makes it easy 
for you to understand what’s happening with the healthcare dollars you spend. 
 
This online tool at ppremera.com shows dollar amounts and charts that put 
your healthcare spending into perspective. 
 
You can create a report for the time period and family member you choose. 
The results display a summary of your healthcare activity, including 

 Amount billed 
 Amount paid by your health 

plan 

 Discount information 
 Your payment responsibility 
 Amount you saved 

 
Want to view your costs by service, such as office visits, exams and 
screenings, or vaccinations? The report can quickly generate that information, 
too! And you can download the information as a spreadsheet. 
 
To use the Spending Activity Report, you need to log in to your secure member 
account on premera.com. 
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Glossary

Allowable charge  The maximum amount Premera will pay 
for a covered service or supply.

Calendar year  A 12-month period, running from January 1 
through December 1, when medical expenses are incurred 
that count toward speci c annual bene t maximums (dollar 
and/or visits), limitations, deductibles, and out-of-poc et 
maximums.

Coinsurance  The percentage of a covered service you pay 
after your deductible is met and continue to pay until your 
out-of-poc et maximum is met.

Copay  The xed dollar amount you pay each time you use 
certain services until your out-of-poc et maximum is met.

Deductible  The amount you pay each calendar year before 
your plan starts to pay bene ts toward certain services.

Deductible carryover  Deductible expenses you  
incur in the last two months of a calendar year  
will be applied toward or “carried over” to the next calendar 
year’s deductible. Note  The uali ed High Deductible 
Health Plan does not have a deductible carryover provision.

Network   The networ  determines which doctors, hospitals, 
and other healthcare providers are covered at your plan’s 
in-networ  bene t level. 

Out-of-pocket maximum  The maximum amount you pay 
out of your own poc et for medical and/or prescription drug 
copays, deductible, and coinsurance in a calendar year.

Plan year  The 12-month period in which new plan 
selections, bene ts, and rates are contracted, running from 
November 1 through October 1. 

Pre-approval  A pre-service review to determine that a 
medical, rehabilitative service, or prescription drug is 
covered by your bene t plan.

 

Plan Year (or renewal) starts on November 1 and runs 
through October 1. This is when all rate and/or renewal 
bene t changes start.

Calendar Year starts on January 1 and runs through 
December 1. All visit limitations, deductibles, and  
out-of-poc et maximums are reset on January 1,  
with the exception of any deductible carryover amount  
credited to you. 
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HOW TO GET THE MOST OUT OF YOUR PREMERA HEALTH PLAN

Your quick guide

Once your plan year begins, these resources are the lin  to many of your bene ts. 

On the premera.com homepage, clic  Log In in the 
upper-right corner and then select Create Account.
When you sign into your account, you can

• View claims

• Find a doctor

• Compare estimated treatment prices

• See discounts

• Manage and order your prescriptions

• Chec  out health and wellness resources

 

This is a dedicated line for enrollees  
and eligible dependents. 
855-756-0798

24-Hour NurseLine

800-841-8 4

®

Set up an account as soon as possible so  
you’ll be able to use virtual care when you need it. 
855- 2-4059 
teladoc.com/premera

To ta e the assessment, sign into your account  
on premera.com. Select Stay Healthy, Wellness  
Tools, and Start Wellness Tools. 

844-862-0898 
800-687-0 5  (TTY) 
guidanceresources.com (Register with  
Organization Web ID  premerawellness)
GuidanceResources® Now (mobile app)

An Independent Licensee of the Blue Cross Blue Shield Association
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