
www.bcbstx.com. For generaldefinitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined 
terms, see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary or call 1-855-756-4448 to request a copy. 

Important Questions Answers 

 
Are there services 
covered before you meet 

http://www.bcbstx.com/
http://www.healthcare.gov/sbc-glossary
http://www.healthcare.gov/coverage/preventive-care-benefits/
http://www.bcbstx.com/
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  All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.  
 

Common 
Medical Event 

 
Services You May Need 

What You Will Pay 
Limitations, Exceptions, & Other 

Important Information In-Network Provider 
(You will pay the least) 

Out-of-NetworkProvider 
(You will pay the most) 

 
 

If you visit a health 
care provider’s 
office or clinic 

 
Primary care visit to treat an injury or illness 

 
$25 copay/visit 

 
40% coinsurance 

Copay applies for Occupational 
therapies. 
Virtual visits are available, please refer to 
your plan policy for more details. 

Specialist visit

http://www.bcbstx.com/


* For more information about limitations and exceptions, see the plan or policy document at www.bcbstx.com. Page 3 of 6  

Common 
Medical Event 

 
Services You May Need 

What 

t

h

e

You May

t

a

y

T

J


E

T


Q


q
3

5

.

0

4

 

1

2

.

4

8

 

4

5

8

.

8

2

 

1

5

.

7

8

 

r

e


W

 

n


.

1

2

 

5

4

2

.

0

4

 

1

97

.

5

8

 

4

1

.

94

 

r

e


3

[(

N

)

1

 

(

e

e

d

)

]T

6

 

T

m


[(

t

)

-

8

6

m


(

3

4

.

.

r


N

)

1

 

(

e

e

d

)

l

T

w

 

1

.

l

5

7

4

.

5

T

d


[(

Y

)

1

 

(

o

)

-

5

 

(

u

 

M

)

-

3

 

(

a

y

)

]T

J


0

 

4

2

 

0

 

0

 

1

2

 

2

8

8

.

6

 

1

5

.

96

 

T

m


[8

0

0

 

g


/

 

<</

M

C

I

D

 


Q


q
3

5

.

0

4

 

1

2

.

4

8

 

4

5

8

.

8

2

 

1

5

.

7

8

 

r

e


W

 

n


.

1

2

 

5

4

2

.

0

4

 

1

97

.

5

8

 

4

1

.

2

4

 

r

e


W

 

n

2

B

T


E

T


Q

T

j
E

T


Q


B

8

3

 

r

g


6

m


(

3

4

.

.

r


N

)

P

a

e


W

 

n

y

5

7

4

.

5

T

d


[(

Y

)

1

 

(

o

)

-

5

 

(

u

 

M

)

-

3

 

(

a

y

)

]T

J


0

 

4

2

 

0

 

0

 

1

2

 

2


f


E

M

C

 


B

T


/

P

 

5

0

0

 

1

 

T

/

 

<</

M

C

I

D

 


Q


q
3

5

.

0

r

t

i

f

a

c

t

 

B

M

C

 


3

7

.

0

2

 

5

6

3

.

2

n

 

http://www.bcbstx.com/


* For more information about limitations and exceptions, see the plan or policy document at www.bcbstx.com. Page 4 of 6  

Common 
Medical Event 

 
Services You May Need 

What You Will Pay 
Limitations, Exceptions, & Other 

Important Information In-Network Provider 
(You will pay the least) 
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To see examples of how this plan might cover costs for a sample medical situation, see the next section. 

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those 
agencies is: For group health coverage contact the plan, Blue Cross and Blue Shield of Texas at 1-800-521-2227 or visit www.bcbstx.com. For group health 
coverage subject to ERISA, contact the U.S. Department of Labor’s Employee Benefits Security Administration at 1 -866-444-EBSA (3272) or 
www.dol.go.001 A/ebsa/healthreform. For non-federal governmental group 


The plan would be responsible for the other costs of these EXAMPLE covered services. Page 6 of 6  

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be 
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Health care coverage is important for everyone. 
We provide free communication aids and services for anyone with a disability or who needs language assistance. We do not 
discriminate on the basis of race, color, national origin, sex, gender identity, age, sexual orientation, health status or disability. 

To receive language or communication assistance free of charge, please call us at 855-710-6984. 

If you believe we have failed to provide a service, or think we have discriminated in another way, contact us to file a grievance. 
Office of Civil Rights Coordinator Phone: 855-664-7270 (voicemail) 
300 E. Randolph St. TTY/TDD: 855-661-6965 
35th Floor Fax: 855-661-6960 
Chicago, Illinois 60601 

You may file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, at: 
U.S. Dept. of Health & Human Services Phone: 800-368-1019 
200 Independence Avenue SW TTY/TDD: 800-537-7697 
Room 509F, HHH Building 1019 Complaint Portal: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf 
Washington, DC 20201 Complaint Forms: http://www.hhs.gov/ocr/office/file/index.html 
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If you, or someone you are helping, have questions, you have the right to get help and information 

in your language at no cost. To talk to an interpreter, call 855-710-6984. 
 


