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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 01/01/2024 �² 12/31/2024 
Southern Methodist University: $3,200 Deductible HDHP Plan Coverage for: Individual + Family | Plan Type: HDHP 
 

http://www.bcbstx.com/
http://www.healthcare.gov/sbc-glossary
http://www.healthcare.gov/coverage/preventive-care-benefits/
http://www.bcbstx.com/


Page 2 of 6 

 

http://www.bcbstx.com/
http://www.bcbstx.com/


Page 3 of 6 

 

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

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-Network Provider 
(You will pay the most)  

If you need 
immediate medical 
attention 

Emergency room care $300 copay/visit $300 copay/visit 
Emergency room copay waived if 
admitted. 

Emergency medical transportation 
No Charge after 
deductible 

No Charge after 
deductible Ground and air transportation covered. 

Urgent care $30 copay/visit 40% coinsurance None 

If you have a 
hospital stay 

Facility fee (e.g., hospital room) 
No Charge after 
deductible 40% coinsurance 

Preauthorization is required; $300 penalty 
if not preauthorized Out-of-Network. 

Physician/surgeon fees 
No Charge after 
deductible 40%

f not

f not
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* For more information about limitations and exceptions, see the plan or policy document at www.bcbstx.com. 

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-Network Provider 
(You will pay the most)  

If you need help 
recovering or 
have other 
special health 
needs 

Home health care 
No Charge after 
deductible 40% coinsurance 

Limited to 60 visits per calendar year. 
Preauthorization is required. 

Rehabilitation services 
No Charge after 
deductible 40% coinsurance 

Limited to 60 days per calendar year for 
speech therapy. 

Habilitation services 
No Charge after 
deductible 40% coinsurance 

Skilled nursing care 
No Charge after 
deductible 40% coinsurance 

Limited to 60 days per calendar year, must 
follow a hospital confinement of at least 3 
consecutive days for same or related 
cause. Preauthorization is required. 

Durable medical equipment 
No Charge after 
deductible 40% coinsurance None 

Hospice services 
No Charge after 
deductible 40% coinsurance 

Limited to a lifetime max of 180 days. 
Preauthorization is required. 

If your child 
needs dental or 
eye care 

�&�K�L�O�G�U�H�Q�¶�V���H�\�H���H�[�D�P Not Covered Not Covered None 

�&�K�L�O�G�U�H�Q�¶�V���J�O�D�V�V�H�V Not Covered Not Covered None 

�&�K�L�O�G�U�H�Q�¶�V���G�H�Q�W�D�O���F�K�H�F�N-up Not Covered Not Covered None 

 
Excluded Services & Other Covered Services: 

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.) 

¶ Cosmetic surgery 
¶ Dental care (Adults) 
¶ Hearing aids 

¶ Infertility treatment 
¶ Long-term care 
¶ Private-duty nursing 

¶ Routine eye care (Adult) 
¶ Routine foot care (only covered with diagnosis of diabetes) 
¶ Weight loss programs (only covered with fifty pounds of  

 overweight) 
 

Other Covered Services (Limitations may apply to these services. �7�K�L�V���L�V�Q�·�W���D���F�R�P�S�O�H�W�H���O�L�V�W����Please see your plan document.) 

¶ Acupuncture (limited to $1,000 or 30 visits 
per calendar year) 

¶ Bariatric surgery (morbid obesity only) 

¶ Chiropractic care (35 visits per year) ¶ Non-emergency care when traveling outside the U.S. 
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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 

http://www.bcbstx.com/
http://www.dol.gov/ebsa/healthreform
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The plan would be responsible for the other costs of these EXAMPLE covered services. 

Peg is Having a Baby 
(9 months of in-network pre-natal care and a 

hospital delivery) 
 

�0�L�D�·�V���6�L�P�S�O�H���)�U�D�F�W�X�U�H 
(in-network 
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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  

-



 

bcbstx.com 

If you, or someone you are helping, have questions, you have the right to get help and information  
 in your language at no cost. To talk to an interpreter, call 855-710-6984. 

  

 


