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 BLUE CROSS AND BLUE SHIELD OF TEXAS
A DIVISION OF HEALTH CARE SERVICE CORPORATION

(herein called “BCBSTX” or “HMO”)

1001 East Lookout Drive

1-877-299-2377

CERTIFICATE OF COVERAGE

NOTICE TO CONSUMER

This Consumer Choice of Benefits Health Maintenance Organization health care plan, either in whole or 
in part, does not provide state-mandated health benefits normally required in evidences of coverage in 
Texas. This standard health benefit plan may provide a more affordable health plan for you, although, at 
the same time, it may provide you with fewer health plan benefits than those normally included as state-
mandated health benefits in Texas. Please consult with your insurance agent to discover which state-
mandated health benefits are excluded in this evidence of coverage.

SCHEDULE 
OF COPAYMENTS AND BENEFIT LIMITS

GENERAL PROVISIONS
COBRA Continuation Coverage State Continuation Coverage  

DEFINITIONS

The Group Agreement relating to this Certificate is not a workers’ compensation insurance policy.  Ask Your 
employer if they subscribe to the workers’ compensation system.

 HOW THE PLAN WORKS.



 IMPORTANT NOTICE AVISO IMPORTANTE

1-877-299-2377
1-877-299-2377

1-800-252-3439 1-800-252-3439

ATTACH THIS NOTICE TO YOUR 
POLICY:

ADJUNTE ESTE AVISO A SUPÓLIZA:



NOTICE OF SPECIAL TOLL-FREE 
COMPLAINT NUMBER

AVISO DE NUMERO 
TELFONICOGRATIS ESPECIAL PARA 
QUEJAS

TO MAKE A COMPLAINT ABOUT A 
PRIVATE PSYCHIATRIC HOSPITAL, 
CHEMICAL DEPENDENCY TREATMENT 
CENTER, OR PSYCHIATRIC OR 
CHEMICAL DEPENDENCY SERVICES AT A 
GENERAL HOSPITAL, CALL:

PARA SOMETER UNA QUEJA ACERCA 
DE UN HOSPITAL PSIQUIATRICO 
PRIVADO, DE CENTRO TRATAMIENTO 
PARA LA DEPENDENCIA QUIMICA, DE 
SERVICIOS PSIQUIATRICOS O DE 
DEPENDENCIA QUIMICA EN UN 
HOSPITAL GENERAL, LLAME A:

1-800-832-9623 1-800-832-9623





SCHEDULE OF COPAYMENTS AND BENEFIT 
LIMITS

 Blue Advantage Gold HMO SM 817 
Blue Advantage SM Network

 
COVERED SERVICES AND BENEFITS

IMPORTANT NOTE

O u t - o f - P o c k e t  M a x i m u m s  P e r  C a l e n d a r  Y e a r
i n c l u d i n g  P h a r m a c y  B e n e f i t s

Per Individual Member
Per Family

D e d u c t i b l e s  P e r  C a l e n d a r  Y e a r
Per Individual Member
Per Family

P r o f e s s i o n a l  S e r v i c e s
Primary Care Physician/Practitioner (“PCP”) Office or 
Home Visit
Participating Specialist Physician (“Specialist”) Office or 
Home Visit

I n p a t i e n t  H o s p i t a l  S e r v i c e s
Inpatient Hospital Services

O u t p a t i e n t  F a c i l i t y  S e r v i c e s
Outpatient Surgery

-Radiation Therapy
-Dialysis
-Urgent Care Facility Services



SCHEDULE OF COPAYMENTS AND BENEFIT 
LIMITS

O u t p a t i e n t  I n f u s i o n  T h e r a p y  S e r v i c e s
Routine Maintenance Drug – Hospital Setting

Routine Maintenance Drug – Home, Office, Infusion Suite 
Setting

Non-Maintenance Drug

Chemotherapy 

O u t p a t i e n t  L a b o r a t o r y  a n d  X - R a y  S e r v i c e s

R e h a b i l i t a t i o n  S e r v i c e s  a n d  H a b i l i t a t i o n  S e r v i c e s
Rehabilitation Services, Habilitation Services, and 
Therapies, Inpatient Hospital 

Services

M a t e r n i t y  C a r e  a n d  F a m i l y  P l a n n i n g  S e r v i c e s
Maternity Care

Family Planning Services:

•

•

•

•

•

Health 
Maintenance and Preventive Services



SCHEDULE OF COPAYMENTS AND BENEFIT 
LIMITS

•

Infertility Services 

B e h a v i o r a l  H e a l t h  S e r v i c e s
Outpatient Mental Health Care

Inpatient Mental Health Care Inpatient Hospital 
Services

Serious Mental Illness

Chemical Dependency Services

E m e r g e n c y  S e r v i c e s
Emergency Care

Inpatient Hospital Services

U r g e n t  C a r e
Urgent Care Services

Outpatient Laboratory and X-Ray Services

R e t a i l  H e a l t h  C l i n i c s
Retail Health Clinics Professional Services

V i r t u a l  V i s i t s
Virtual Visits

A m b u l a n c e  S e r v i c e s
Ambulance Services



SCHEDULE OF COPAYMENTS AND BENEFIT 
LIMITS

E x t e n d e d  C a r e  S e r v i c e s
Skilled Nursing Facility Services

Hospice Care
Inpatient Hospital 

Services
Home Health Care, 

H e a l t h  M a i n t e n a n c e  a n d  P r e v e n t i v e  S e r v i c e s

•

•

•

•

•

•

•

•

•

•



SCHEDULE OF COPAYMENTS AND BENEFIT 
LIMITS

PEDIATRIC VISION CARE BENEFITS

•

•

Outpatient Laboratory and X-Ray Services

Outpatient Laboratory and X-Ray Services

D e n t a l  S u r g i c a l  P r o c e d u r e s
Dental Surgical Procedures

C o s m e t i c ,  R e c o n s t r u c t i v e  o r  P l a s t i c  S u r g e r y
Cosmetic, Reconstructive or Plastic Surgery

A l l e r g y  C a r e
Testing and Evaluation
Injections
Serum

D i a b e t e s  C a r e
Diabetes Self-Management Training

Diabetes Equipment
Diabetes Supplies 

PHARMACY BENEFITS
SCHEDULE OF COPAYMENTS AND BENEFIT LIMITS

 



SCHEDULE OF COPAYMENTS AND BENEFIT 
LIMITS

P r o s t h e t i c  A p p l i a n c e s  a n d  O r t h o t i c  D e v i c e s
Prosthetic Appliances and Orthotic Devices

Cochlear Implants

Outpatient Facility Services

D u r a b l e  M e d i c a l  E q u i p m e n t
Durable Medical Equipment

H e a r i n g  A i d s
Hearing Aids

S p e e c h  a n d  H e a r i n g  S e r v i c e s
Speech and Hearing Services

T e l e h e a l t h  a n d  T e l e m e d i c i n e  M e d i c a l  S e r v i c e s
Telehealth and Telemedicine Medical Services



SCHEDULE OF COPAYMENTS AND BENEFIT 
LIMITS

P h a r m a c y  B e n e f i t s
Copayment/Coinsurance
(Prescription or Refill)

Preferred Participating Pharmacy 
Retail Pharmacy 

Participating Pharmacy
Retail Pharmacy

Mail-Order Program

Specialty Pharmacy Program

Select Vaccinations obtained through 
the Pharmacy Vaccine Network



DEFINITIONS

Acquired Brain Injury 

Advanced Practice Nurse (APN)

Allowable Amount

Autism Spectrum Disorder

Calendar Year

Chemical Dependency

Chemical Dependency Treatment Center

•
•
•

•

Clinical Ecology

•
•
•
•
•

Coinsurance
 COVERED 

SERVICES AND BENEFITS

Complications of Pregnancy

Contract Month



DEFINITIONS
Controlled Substance

Copayment  Copay
 COVERED SERVICES AND 

BENEFITS

Cosmetic, Reconstructive or Plastic Surgery

Covered Services COVERED 
SERVICES AND BENEFITS.

Crisis Stabilization Unit

Custodial Care

Deductible
 COVERED SERVICES AND 

BENEFITS PHARMACY BENEFITS

Dependent(s)

Dietary and Nutritional Services

Domestic Partner

Durable Medical Equipment (DME)

Effective Date of Coverage

Emergency Care

•
•
•
•
•

Environmental Sensitivity



DEFINITIONS

Experimental/Investigational

•

•
•

Grace Period

Group

Group Open Enrollment Period

Habilitation Services 

Health Benefit Plan

Health Care Professional(s)

HMO

Hospice



DEFINITIONS
Hospital
•

•

•
•
•

Hospital Services

In Home Health Assessment

Infertility 

Infusion Suite

Infusion Therapy

Life-Threatening Disease or Condition

Marriage and Family Therapy

Medical Director

Medical Social Services

•

•

Medically Necessary
•

•

•
•



DEFINITIONS

Medicare

Member

Mental Health Care
Diagnostic and Statistical

Manual of Mental Disorders of the American Psychiatric Association

•
•
•
•
•
• item 5

items 1-4

Mental Health Treatment Facility
•
•
•

•

•
•

Minimum Essential Coverage

Obstetrician/Gynecologist

•
•
•
•

Out-of-Area 

Participating

Physician 



DEFINITIONS

Physician Assistant (PA)

Post-Delivery Care

Preauthorization

Premium

Primary Care Physician/Practitioner or PCP

Professional Services

Prosthetic Appliances

Provider

Psychiatric Day Treatment Facility

Reconstructive Surgery for Craniofacial Abnormalities

Referral

Rehabilitation Services 

Research Institution

Residential Treatment Center 



DEFINITIONS

Residential Treatment Center for Children and Adolescents

Retail Health Clinic

Rider(s)

Routine Patient Care Costs

•
•

•

Serious Mental Illness

•
•
•
•
•
•
•

Service Area
 SERVICE AREA

Skilled Nursing Facility

Specialist

Subscriber

Telehealth Services

Telemedicine Medical Services

Tobacco User 



DEFINITIONS

Urgent Care

Urgent Care Provider 

Virtual Network Provider

Virtual Visits 
COVERED SERVICES AND BENEFITS.

You  Your 



WHO GETS BENEFITS

Eligibility

Subscriber Eligibility

.  

Dependent Eligibility.

item 6

item 4



WHO GETS BENEFITS

Loss of Eligibility.

Enrollment and Effective Date of Coverage

GENERAL PROVISIONS, Termination of Coverage.

Initial Enrollment.

Group Open Enrollment Period.  

Other Enrollment Events.  
items 1-6

Newly Eligible Employee

Newly Eligible Dependents.  

Newborn Children Coverage

Newly Adopted Children

Court-Ordered Dependents.  



WHO GETS BENEFITS

Late Enrollees; Special Enrollment Events

Family Additions.  

Marriage or Domestic Partnership
 

Birth or Adoption.  

Court-Ordered Dependents.

Court-ordered child(ren)

Court-ordered spouse

Loss of Other Coverage.



WHO GETS BENEFITS

 

Dependent Loss of Governmental Coverage.

Health Insurance Premium Payment (HIPP) Reimbursement Program.  



HOW THE PLAN WORKS

Provider Information

COVERED SERVICES AND BENEFITS.  

COVERED SERVICES AND BENEFITS.  

Preauthorization

Selecting a PCP

Specialist as PCP.

Your PCP

Changing Your PCP

Continuity of Care



HOW THE PLAN WORKS

Continuity of Care

•

•

•

•

•

•

•

COMPLAINT AND APPEAL PROCEDURES 

Specialist as PCP

COMPLAINT AND APPEAL PROCEDURES.
“ ,”

Availability of Providers



HOW THE PLAN WORKS

Out-of-Network Services

•
•
•

•

•

Inpatient Care by Non-PCP

Provider Communication

Your Responsibilities

•

•
•

•

•  

Refusal to Accept Treatment



HOW THE PLAN WORKS

Premium Payment

Failure to Render Payments

Change in Premium Rates

Member Complaint Procedure

COMPLAINT AND APPEAL PROCEDURES

Identification Card

• Your Member identification number

•
•

WHO GETS BENEFITS 

Unauthorized, Fraudulent, Improper, or Abusive Use of Identification Cards



HOW THE PLAN WORKS

Member Claims Refund

Claim or Benefit Reconsideration

COMPLAINT AND APPEAL PROCEDURES

Service Area



SERVICE AREA
Service Area



SERVICE AREA



COMPLAINT AND APPEAL PROCEDURES
Customer Inquiries

How to File a Complaint with the HMO

•
•
•
•

DEFINITIONS
•
•

 How to Appeal an Adverse Determination.

How to Appeal an HMO Complaint Decision

How to Appeal an HMO Complaint Decision



COMPLAINT AND APPEAL PROCEDURES

•
•
•
•

•
•
•

•

DEFINITIONS

•
•

•
•
•

•



COMPLAINT AND APPEAL PROCEDURES

How to Appeal to the Texas Department of Insurance

How to Request a Drug List Exception

PHARMACY BENEFITS

How to Appeal an Adverse Determination



COMPLAINT AND APPEAL PROCEDURES

Expedited Appeal of Adverse Determination
(Emergencies or Continued Hospitalization Situations)

How to Appeal to an Independent Review Organization (IRO)

DEFINITIONS

•

•

•
•

•
•

•
•
•



COMPLAINT AND APPEAL PROCEDURES
•



COVERED SERVICES AND BENEFITS
Copayments/Coinsurance

  SCHEDULE OF COPAYMENTS AND 
BENEFIT LIMITS

Deductibles  

SCHEDULE OF COPAYMENTS AND BENEFIT LIMITS.

SCHEDULE OF COPAYMENTS AND BENEFIT LIMITS.  

Out-of-Pocket Maximums

SCHEDULE OF COPAYMENTS 
AND BENEFIT LIMITS.  

Requirements

•
•
•
• SCHEDULE OF

COPAYMENTS AND BENEFIT LIMITS
• LIMITATIONS AND EXCLUSIONS;
•

Professional Services

LIMITATIONS AND EXCLUSIONS.

• PCP or Specialist Office Visits.

• PCP or Specialist Home Visits.

• Virtual Visits Virtual Visits



COVERED SERVICES AND BENEFITS

Inpatient Hospital Services



COVERED SERVICES AND BENEFITS

Outpatient Facility Services

Outpatient Infusion Therapy Services

SCHEDULE OF COPAYMENTS AND BENEFITS LIMITS

Outpatient Laboratory and X-Ray Services

Rehabilitation Services and Habilitation Services

Durable Medical Equipment Prosthetic Appliances and Orthotic 
Devices



COVERED SERVICES AND BENEFITS

SCHEDULE OF COPAYMENTS AND BENEFIT LIMITS

Maternity Care and Family Planning Services 

Maternity Care. 

Complications of Pregnancy.  

Family Planning.  

 

Health Maintenance and Preventive Services.

Infertility Services.  

LIMITATIONS AND EXCLUSIONS  



COVERED SERVICES AND BENEFITS
Abortion Services.  

Behavioral Health Services 

Outpatient Mental Health Care.

Inpatient Mental Health Care.  

Serious Mental Illness. 

Chemical Dependency Services.  
, LIMITATIONS AND EXCLUSIONS.  

.  

Emergency Services

Emergency Care.

SCHEDULE OF COPAYMENTS AND BENEFIT LIMITS



COVERED SERVICES AND BENEFITS

Out-of-Area Services.

SCHEDULE OF 
COPAYMENTS AND BENEFIT LIMITS

Urgent Care Services

Outpatient Laboratory and X-ray Services Outpatient Facility 
Services



COVERED SERVICES AND BENEFITS
Retail Health Clinics

Virtual Visits

Ambulance Services  

Extended Care Services

SCHEDULE OF COPAYMENTS AND BENEFIT LIMITS
LIMITATIONS AND EXCLUSIONS

Skilled Nursing Facility Services.  

Hospice Care.  

Inpatient 
Hospital Services 

Home Health Care.

Health Maintenance and Preventive Services



COVERED SERVICES AND BENEFITS

Contraceptive Services and Supplies

PHARMACY BENEFITS



COVERED SERVICES AND BENEFITS

Breastfeeding Support, Counseling and Supplies. 

 SCHEDULE OF COPAYMENTS AND BENEFIT LIMITS.

PHARMACY BENEFITS 

PEDIATRIC VISION CARE BENEFITS.



COVERED SERVICES AND BENEFITS

SCHEDULE OF COPAYMENTS AND BENEFIT LIMITS

Dental Surgical Procedures

Cosmetic, Reconstructive or Plastic Surgery

Allergy Care



COVERED SERVICES AND BENEFITS

Diabetes Care

Diabetes Self-Management Training

Diabetes Equipment and Supplies

PHARMACY BENEFITS SCHEDULE OF 
COPAYMENTS AND BENEFIT LIMITS

•
•
•
•
•
•

PHARMACY BENEFITS
SCHEDULE OF COPAYMENTS AND BENEFIT LIMITS

•
•
•
•
•
•
•
•
•

Prosthetic Appliances and Orthotic Devices



COVERED SERVICES AND BENEFITS

 SCHEDULE OF COPAYMENTS AND
BENEFIT LIMITS  LIMITATIONS AND EXCLUSIONS.

Diabetes Care

Durable Medical Equipment

LIMITATIONS AND EXCLUSIONS

Hearing Aids

LIMITATIONS AND EXCLUSIONS

Speech and Hearing Services 

Autism Spectrum Disorder

•
•

•

•
•
•



COVERED SERVICES AND BENEFITS
•
•
•
•
•

Routine Patient Costs for Participants in Certain Clinical Trials

DEFINITIONS 

Telehealth and Telemedicine Medical Services

DEFINITIONS 

Diagnostic Mammograms

Covered 
Services and Benefits; Health Maintenance and Preventive Services.

DEFINITIONS 

Diagnostic Mammogram

SCHEDULE OF COPAYMENTS AND BENEFIT LIMITS; Health 
Maintenance and Preventive Services  



LIMITATIONS AND EXCLUSIONS
COVERED SERVICES AND BENEFITS,

PHARMACY BENEFITS  RIDER

COMPLAINT AND
APPEALS

Ambulance Services



LIMITATIONS AND EXCLUSIONS

Inpatient Hospital
Services

Diabetes Care
Autism Spectrum Disorder.

Cosmetic,
Reconstructive or Plastic Surgery

Maternity Care and Family Planning Services

Preventive Services



LIMITATIONS AND EXCLUSIONS

Dental Surgical Procedures

Dental Surgical Procedures

Diabetes Care Prosthetic Appliances and
Orthotic Devices

Behavioral Health Services
Autism Spectrum Disorder.



LIMITATIONS AND EXCLUSIONS

Autism Spectrum Disorder
Diabetes Care

PHARMACY BENEFITS



PHARMACY BENEFITS
Definitions

DEFINITIONS
PHARMACY BENEFITS 

Allowable Amount

Prescription Drugs Purchased Outside of the Service Area

Brand Name Drug

Copayment Copay

Coinsurance

Covered Drug(s)

Limitations and Exclusions

Drug List

Generic Drug

Health Care Practitioner 

Legend Drug

Non-Preferred Brand Name Drug



PHARMACY BENEFITS
 

Non-Preferred Generic Drug

Non-Preferred Specialty Drug

Participating Pharmacy

Pharmacy

Pharmacy Vaccine Network

Preferred Brand Name Drug

Preferred Generic Drug

Preferred Specialty Drug

Preferred Participating Pharmacy 

Prescription Order

Specialty Drugs 

Specialty Pharmacy Provider



PHARMACY BENEFITS
Covered Drugs

•
•

SCHEDULE OF COPAYMENTS AND BENEFIT LIMITS

Injectable Drugs
PHARMACY BENEFITS

Diabetes Supplies for Diabetes Care.  

Preventive Care.  

Select Vaccinations obtained through certain Participating Pharmacies.  
SCHEDULE OF COPAYMENTS AND BENEFIT LIMITS.   

 

Formulas for the Treatment of Phenylketonuria or Other Heritable Diseases.  

Amino Acid-Based Elemental Formulas.  

•
•
•
•



PHARMACY BENEFITS

Orally Administered Anticancer Medication.  

Specialty Drugs.  Specialty Pharmacy Program

Selecting a Pharmacy

    SCHEDULE OF COPAYMENTS AND 
BENEFIT LIMITS

Mail-Order Program.  

  
SCHEDULE OF COPAYMENTS AND BENEFIT LIMITS  

Specialty Pharmacy Program.

•
•

•

•

 SCHEDULE OF COPAYMENTS AND BENEFIT LIMITS 

Prescription Drugs Purchased Outside of the Service Area.  
SCHEDULE OF 

COPAYMENTS AND BENEFIT LIMITS,



PHARMACY BENEFITS

PHARMACY BENEFITS.

SCHEDULE OF COPAYMENTS AND BENEFIT LIMITS  

Your Cost

How Copayment/Coinsurance Amounts Apply.  

Deductible.   SCHEDULE OF COPAYMENTS AND BENEFIT LIMITS

How Member Payment is Determined.  

• Tier 1 
• Tier 2 -  
• Tier 3 - 
• Tier 4 - 
• Tier 5 - 
• Tier 6-   

SCHEDULE OF 
COPAYMENTS AND BENEFIT LIMITS.

About Your Benefits

Covered Drug List.



PHARMACY BENEFITS

Drug List Exception Requests.  

 

Day Supply
SCHEDULE OF COPAYMENTS AND BENEFIT LIMITS

Extended Prescription Drug Supply Program.

    
SCHEDULE OF COPAYMENTS AND BENEFIT LIMITS

Prescription Refills.

SCHEDULE 
OF COPAYMENTS AND BENEFIT LIMITS.



PHARMACY BENEFITS

•
•
•

Dispensing/Limits.  

Controlled Substance Limits.

Step Therapy



PHARMACY BENEFITS

DEFINITIONS

Step Therapy Exception Requests

COMPLAINTS AND APPEAL 
PROCEDURE SECTION

Prior Authorization

Right of Appeal COMPLAINT AND APPEAL PROCEDURES 



PHARMACY BENEFITS

Limitations and Exclusions  

:

PHARMACY BENEFITS,

SCHEDULE OF COPAYMENTS AND BENEFIT LIMITS

Durable Medical Equipment
 COVERED SERVICES AND BENEFITS.

Health
Maintenance and Preventives Services COVERED SERVICES AND BENEFITS.

SCHEDULE OF COPAYMENTS AND BENEFIT LIMITS

SCHEDULE OF
COPAYMENTS AND BENEFIT LIMITS



PHARMACY BENEFITS

Preventive Care PHARMACY BENEFITS

Allergy
Care  COVERED SERVICES AND BENEFITS



PHARMACY BENEFITS



GENERAL PROVISIONS
Termination of Coverage

WHO GETS 
BENEFITS; Eligibility,

 COBRA 
Continuation Coverage, State Continuation Coverage or Transfer of Residence

Group Termination.  

Cause Effective Date of Termination

Renewal of Group Coverage.  
Termination of Coverage; Group Termination.



GENERAL PROVISIONS

Non-Renewal of All Group Coverage

•

•

Member Termination.  

Cause Effective Date of Termination

 
Incontestability 

COBRA Continuation 
Coverage, State Continuation Coverage  
Transfer of Residence

Renewal of Member Coverage.  
Termination of Coverage; Member Termination.



GENERAL PROVISIONS

COBRA Continuation Coverage

State Continuation Coverage 

Minimum Size of Group.  

Loss of Coverage.  

•
•
•
• WHO GETS BENEFITS; Eligibility

•
•

•
•

•

Extensions of Coverage Periods.  

COBRA Continuation 
Coverage

Responsibility to Provide Member With Notice of Continuation Rights.  

Responsibility to Pay Premiums to HMO.  



GENERAL PROVISIONS

State Continuation Coverage 

Continuation Privilege for Certain Dependents.  

•
•
•

•
•
•

•

Continuation of Group Coverage Privilege.  

•

•
•
•

Transfer of Residence

• Within the HMO Service Area



GENERAL PROVISIONS
• Outside the HMO Service Area



GENERAL PROVISIONS

Coordination of Benefits

Allowable Expense

Health Care Plan

Health Care Plan



GENERAL PROVISIONS

paragraphs 1 and 2

2.a

2.a

•
•
•
•

2.a or 2.b

paragraph 5



GENERAL PROVISIONS
2.a

paragraph 1. 

paragraph 1.



GENERAL PROVISIONS

Reimbursement - Acts of Third Parties



GENERAL PROVISIONS

Actuarial Value

Assignment

Cancellation

Clerical Error

Entire Certificate

Force Majeure

Form or Content of Certificate

Gender

Identity Theft Protection



GENERAL PROVISIONS

Incontestability

Interpretation of Certificate

Limitation of Liability

Member Data Sharing

Modifications

Notice



GENERAL PROVISIONS

•
•

Patient/Provider Relationship

Refund of Benefit Payments

 

Relationship of Parties

Reports and Records

•



GENERAL PROVISIONS
•

•

Rescission

Subtitles

Entire Certificate. 



PEDIATRIC VISION 
CARE BENEFITS



PEDIATRIC VISION CARE BENEFITS
Pediatric Vision Care 

Pediatric Vision Care Benefit Pediatric Vision Care Benefits 

Definitions 

Medically Necessary Contact Lenses:  

Provider – Pediatric Vision Care Benefit,

Vision Materials – 

Eligibility

Pediatric Vision 
Care Benefit. Pediatric Vision 
Care Benefit.

Limitations and Exclusions

•
•
•
•
•
•
•
•
•

•
•

•
•
•
•
•
•
•
•
•
•
•
•



PEDIATRIC VISION CARE BENEFITS
•

How the Vision Benefits Work

Pediatric Vision Care Benefit,
Pediatric Vision Care Benefits 



PEDIATRIC VISION CARE BENEFITS

Schedule of Pediatric Vision Copayments and Benefit Limits

Vision Care Services 

Member Cost or Discount Out-of-Network 
Allowance

Exam
Frames:

Frequency:

Standard Plastic, Glass, or Poly 
Spectacle Lenses:

Lens Options

Contact Lenses:  

Elective

Medically Necessary Contact Lenses – 



PEDIATRIC VISION CARE BENEFITS

Additional Benefits
Medically Necessary Contact Lenses

Low Vision:  

Warranty:   



RIDERS
and

AMENDMENTS



TX-G-H-DEN-EMB-20R2 1 

This is an indemnity dental Rider to your Blue Cross and Blue Shield of Texas, A 
Division of Health Care Service Corporation, HMO Certificate of Coverage. It is to be 
attached to and becomes part of the Certificate of Coverage.

In the event that there is a conflict between PEDIATRIC DENTAL CARE BENEFITS and 
the HMO Certificate of Coverage, the provision that is most favorable to the Participant 
will apply. 

PEDIATRIC DENTAL CARE BENEFITS (herein called the Plan) are made part of, and are in 
addition to any information you may have in your Blue Cross and Blue Shield of Texas (BCBSTX or 
Carrier) HMO Certificate of Coverage (Certificate). Coverage for dental care services is outlined below 
and is specifically excluded under your medical/surgical health care plan. (Services that are covered under 
your medical/surgical plan are not covered under the PEDIATRIC DENTAL CARE BENEFITS). 
All provisions in your Certificate apply to the PEDIATRIC DENTAL CARE BENEFITS unless 
indicated otherwise below. 

Eligibility

Participants who are covered under the Certificate, up to age 19, are eligible for coverage under the 
PEDIATRIC DENTAL CARE BENEFITS. NOTE: Once coverage is lost under the Certificate, all 
benefits cease under this PEDIATRIC DENTAL CARE BENEFITS. 

Important Contact Information

Resource Contact Information Accessible Hours
Dental Customer Service

Helpline
1-800-521-2227 Monday – Friday 

8:00 a.m. – 6:00 p.m.

Website
Visit the BCBSTX website for 
information and to access forms 
referenced in this Rider, and much 
more.

www.bcbstx.com 24 hours a day 
7 days a week 

How The Plan Works
Allowable Amount

The Allowable Amount is the maximum amount of benefits BCBSTX will pay for Eligible Dental Expenses 
you incur under the Plan. The portion of the charges by your Dentist that exceeds the Allowable Amount 
of BCBSTX will be your responsibility to pay to your Dentist, except when you have used a Contracting 
Dentist. You will also be responsible for charges for services, supplies, and procedures limited or not 
covered under the Plan and any applicable Deductibles.

PEDIATRIC DENTAL CARE BENEFITS 



PEDIATRIC DENTAL CARE BENEFITS 

TX-G-H-DEN-EMB-20R2 2 

Review the definition of Allowable Amount in the Dental Definitions section of this Rider to understand 
the guidelines used by BCBSTX.

Course of Treatment

Your Dentist may decide on a planned series of dental procedures or treatment. In cases where there is more 
than one professionally acceptable Course of Treatment or service to treat the dental condition, benefits 
will be covered for the least costly Course of Treatment or service.

Current Dental Terminology (CDT)

The most recent edition of the manual published by the American Dental Association (ADA) entitled 
“Current Dental Terminology and Procedure Codes (CDT)” is used when classifying dental services.

The Allowable Amount for an Eligible Dental Expense will be based on the most inclusive procedure codes.

Freedom of Choice

Each time you need dental care, you can choose to:

See a Contracting Dentist See a Non-Contracting Dentist

• Your out-of-pocket maximum will generally be the least
amount because Contracting Dentists have contracted to
accept a lower Allowable Amount as payment in full for
Eligible Dental Expenses

• Your out-of-pocket maximum may be greater
because Non-Contracting Dentists have not entered
into a contract with BCBSTX to accept any
Allowable Amount determination as payment in
full for Eligible Dental Expenses

• You are not required to file claim forms
• You are required to file claimforms

• You are not balance billed for costs exceeding the
BCBSTX Allowable Amount for Contracting Dentists

• No Referral required

• You may be balance billed by Non-Contracting
Dentists for costs exceeding the BCBSTX Allowable
Amount

• No Referral required

In each event as described above, you will be responsible for the following:
• any applicable Deductibles;
• Coinsurance Amounts;
• Services that are limited or not covered under the Plan.

If your Dentist is not a Contracting Dentist, you may be responsible for filing your claim. You  may  
also be responsible for payment in full at the time services are rendered. 

To find a Contracting Dentist, you may look up a dental provider in the Dental Directory, log on to the 
Blue Cross and Blue Shield of Texas website at www.bcbstx.com and search for a Dentist using Provider 
Finder, or call the Dental Customer Service Helpline number located in this booklet or on your 
Identification Card.
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How Benefits are Calculated

Your benefits are based on a percentage of the Dentist’s Allowable Amount. To determine your benefits, 
subtract the Deductible (if not previously satisfied) from your Eligible Dental Expenses, then, multiply 
the difference by the Coinsurance Amount percentage applicable to the benefit category of services shown 
on your DENTAL SCHEDULE OF COVERAGE. The resulting total is the amount of benefits available.

The remaining unpaid amounts, including any excess portion above the Allowable Amount, except  
when you have used a Contracting Dentist, any Deductible, and your Coinsurance Amount will be your 
responsibility to pay to your Dentist.

When using a Non-Contracting Dentist, your out–of-pocket cost will be greater because Non-Contracting 
Dentists have not entered into a contract with BCBSTX to accept any Allowable Amount determination 
as payment in full for Eligible Dental Expenses. You may be balance billed by Non-Contracting Dentists 
for costs exceeding the BCBSTX Allowable Amount.

Identification Card

The Identification Card tells Providers that you are entitled to benefits under your employer’s dental  
care plan with BCBSTX. The card offers a convenient way of providing important information specific 
to your coverage including, but not limited to, thefollowing:

• Your Subscriber identification number. This unique identification number is preceded by a three 
character alpha prefix that identifies Blue Cross and Blue Shield of Texas as your Carrier.

• Your group number. This is the number assigned to identify your employer’s dental care plan with 
BCBSTX.

• Important telephone numbers.

Always remember to carry your Identification Card with you and present it to your Dentist when receiving 
dental care services orsupplies.

Please remember that any time a change in your family takes place it may be necessary for a new 
Identification Card to be issued to you. Upon receipt of the change in information, the Carrier will provide 
a new Identification Card.

Predetermination of Benefits

Predetermination is an estimate by BCBSTX of your eligibility under the Plan for Dental benefits or 
covered Dental services, the amount of your Deductible, Copayment or Coinsurance Amount related to 
Dental benefits or covered Dental services and the maximum benefit limits for Dental benefits or 
covered Dental services.

If a Course of Treatment for non-emergency services can reasonably be expected to involve Eligible 
Dental Expenses in excess of $300, a description of the procedures to be performed and an estimate     of 
the Dentist’s charge should be filed with BCBSTX prior to the commencement of treatment.

BCBSTX may request copies of existing x-rays, photographs, models, and any other records used by the 
Dentist in developing the Course of Treatment. BCBSTX will review the reports and materials, taking 
into consideration alternative Courses of Treatment. 

BCBSTX will notify you and the Dentist of:
Your eligibility under the Plan; 
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your Deductible, Copayment and Coinsurance Amount related to Dental benefits or covered 
Dental services; and
the maximum benefit limits for Dental benefits or covered Dental services. 

Benefit payments may be  reduced  based  on  any  claims paid after a predetermination estimate is
provided.
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Eligible Dental Expenses

The Plan provides coverage for services and supplies that are considered Dentally Necessary. The benefit 
percentage to be applied to each category of service is shown on the DENTAL SCHEDULE OF 
COVERAGE.

For benefits available for Eligible Dental Expenses, please refer to the DENTAL SCHEDULE OF 
COVERAGE in this Rider. Your benefits are calculated on a Calendar Year benefit period basis unless 
otherwise stated. At the end of a Calendar Year, a new benefit period starts for each Participant.

Deductibles

The benefits of the Plan will be available after satisfaction of the applicable Deductibles as shown on your 
SCHEDULE OF COPAYMENTS AND BENEFIT LIMITS. Eligible Dental Expenses will apply to the In-
Network Deductible amount for an individual and family shown on the SCHEDULE OF COPAYMENTS 
AND BENEFIT LIMITS.

Out-of-Pocket Maximum

Your Eligible Dental Expenses payment obligation is applied to the out-of-pocket maximum as shown on 
your SCHEDULE OF COPAYMENTS AND BENEFIT LIMITS. Eligible Dental Expenses will apply to 
the In-Network out-of-pocket maximum amount for an individual and family shown on the SCHEDULE 
OF COPAYMENTS AND BENEFIT LIMITS. Eligible Dental Expenses applied toward satisfying the In-
Network out-of-pocket maximum will only apply to the In-Network out-of-pocket maximum.

Changes in Benefits

Benefits for Eligible Dental Expenses incurred during a Course of Treatment that begins before the change 
will be those benefits in effect on the day the Course of Treatment was started.

Claim Filing and Appeals Procedures

Filing of Claims Required

Notice of Claim
You must give written notice to BCBSTX within 20 days, or as soon as reasonably possible, after any 
Participant receives services for which benefits are provided under the Plan. Failure to give notice within 
this time will not invalidate or reduce any claim if you show that it was not reasonably possible to give 
notice and that notice was given as soon as it was reasonably possible.

Claim Forms
When BCBSTX receives notice of claim, it will furnish to you, or to your employer for delivery to you, or 
to the Dentist, the dental claim forms that are usually furnished by it for filing Proof of Loss. If the forms 
are not furnished within 15 days after receipt of notice by BCBSTX, you have complied with the 
requirements of the Plan for Proof of Loss by submitting, within the time fixed under the Plan for filing 
Proof of Loss, written proof covering the occurrence, the character, and the extent of the loss for which 
claim is made.
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BCBSTX must receive claims prepared and submitted in the proper manner and form, in the time required, 
and with the information requested before it can consider any claim for payment of benefits.

Who Files Claims

Provider-filed claims
Contracting Dentists will usually submit your claims directly to BCBSTX for services provided to you or 
any of your covered Dependents. At the time services are provided, inquire if they will file claim forms for 
you. To assist Dentists in filing your claims, you should carry your Identification Card with you.

Participant-filed claims
If your Dentist does not submit your claims, you will need to submit them to BCBSTX using a Subscriber-
filed claim form provided by BCBSTX. You can obtain a Dental Claim Form from the BCBSTX website. 
Follow the instructions on the reverse side of the form to complete the claim. Remember to file each 
Participant’s expenses separately because any Deductibles, maximum benefits, and other provisions are 
applied to each Participant separately. Include itemized bills from the Dentist printed on their letterhead 
and showing the services performed, dates of service, charges, and name of the Participant involved.

VISIT THE BCBSTX WEBSITE FOR SUBSCRIBER CLAIM FORMS AND 
OTHER USEFUL INFORMATION

www.bcbstx.com

Where to Mail Completed Claim Forms

Blue Cross and Blue Shield of Texas 
Dental Claims Division
P. O. Box 660247
Dallas, Texas 75266-0247

Who Receives Payment

Benefit payments will be made directly to the Dentists when they submit your claim to BCBSTX. Written 
agreements between BCBSTX and some Dentists may require payment directly to them. Any benefits 
payable to you, if unpaid at your death, will be paid to your beneficiary or to your estate, if no beneficiary 
is named.

Except as provided in the section Assignment and Payment of Benefits, rights and benefits under the 
Plan are not be assignable, either before or after services and supplies are provided.

Benefit Payments to a Managing Conservator
Benefits for services provided to your minor Dependent child may be paid to a third party if:

the third party is named in a court order or administrative order as managing or possessory conservator 
of the child; and
BCBSTX has not already paid any portion of the claim.

In order for benefits to be payable to a managing or possessory conservator of a child, the managing or 
possessory conservator must submit to BCBSTX, with the claim form, proof of payment of the expenses 
and a certified copy of the court order or administrative order naming that person the managing or 
possessory conservator.
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BCBSTX may deduct from its benefit payment any amounts it is owed by the recipient of the payment. 
Payment to you or your Dentist, or deduction by BCBSTX from benefit payments of amounts owed to 
BCBSTX, will be considered in satisfaction of its obligations to you under the Plan.

An Explanation of Benefits (EOB) for Dental Care summary is sent to you so you will know what has been 
paid.

When to Submit Claims

All claims for benefits under the Plan must be properly submitted within 90 days of the date you receive 
the services or supplies. Claims not submitted and received by BCBSTX within twelve (12) months after 
that date will not be considered for payment of benefits except in the absence of legal capacity.

Receipt of Claims by BCBSTX

A claim will be considered received by BCBSTX for processing upon actual delivery to the BCBSTX 
Administrative Office in the proper manner and form and with all of the information required. If the claim 
is not complete, it may be denied or BCBSTX may contact either you or the Dentist for the additional 
information.

Interpretation of Employer’s Plan Provisions

The operation and administration of the Plan require uniformity regarding the intent of the Plan and the 
interpretation of the Plan provisions. Your employer has given BCBSTX full and complete authority to 
make decisions regarding the Plan provisions and determining questions of eligibility and benefits.

Actions Against BCBSTX

No lawsuit or action in law or equity may be brought by you or on your behalf prior to the expiration of 60 
days after Proof of Loss has been filed in accordance with the requirement of the Plan and no such action 
will be brought at all unless brought within three years from the expiration of the time within which Proof 
of Loss is required by the Plan.

Covered Dental Services

The Plan will provide benefits for the following Eligible Dental Expenses, subject to the limitations and 
exclusions described in this booklet, only if the category of service is shown on your DENTAL 
SCHEDULE OF COVERAGE. The benefit percentage applicable to each category of service is also 
shown on your DENTAL SCHEDULE OF COVERAGE.

You are covered only for those categories of services shown on the DENTAL SCHEDULE OF 
COVERAGE issued with this Rider.

Diagnostic Evaluations

Diagnostic evaluations aid the Dentist in determining the nature or cause of a dental disease and include:

Periodic oral evaluations for established patients.
Problem focused oral evaluations, whether limited, detailed or extensive.
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Comprehensive oral evaluations for new or established patients.
Comprehensive periodontal evaluations for new or established patients.
Oral evaluations of children under the age of three, including counseling with primary caregiver.
Oral Examinations – Oral exams are limited to two every benefit period.

Benefits for periodic and comprehensive oral evaluations are limited to a combined maximum of two every 
12 months.

Benefits will not be provided for comprehensive periodontal evaluations or problem-focused evaluations if 
Eligible Dental Expenses are rendered on the same date as any other oral evaluation and by the same 
Dentist.

Benefits will not be provided for tests and oral pathology procedures, or for re-evaluations.

Preventive Services

Preventive services are performed to prevent dental disease. Eligible Dental Expenses include:

Prophylaxis – Professional cleaning and polishing of the teeth. Benefits are limited to two cleanings 
every 12 months.
Topical fluoride application – Benefits for fluoride application are only available for Participants under 
age 19 and are limited to two applications every 12 months.

Special Provisions Regarding Preventive Services
Cleanings include associated scaling and polishing procedures.

Following active periodontal treatment, benefits are available for a combination of two prophylaxes, scaling in the presence of inflammation and two periodontal maintenance treatments (see “Non-
Surgical Periodontic Services”) every 12 months.

Diagnostic Radiographs

Diagnostic radiographs are x-rays taken to diagnose a dental disease, including their interpretations, and 
include:

Full-mouth (intraoral complete series) and panoramic films – Benefits are limited to a combined 
maximum of one every 60 months.
Bitewing films – Benefits are limited to two sets per Calendar Year.
Intraoral periapical films, as necessary for diagnosis.

Benefits will not be provided for any radiographs taken related to the diagnosis of Temporomandibular 
Joint (TMJ) Dysfunction.

Miscellaneous Preventive Services

Miscellaneous preventive services are other services performed to prevent dental disease and include:
Sealants – Benefits for sealants are limited to one per tooth every 36 months.
Space Maintainers.

Benefits are not available for nutritional, tobacco and oral hygiene counseling.
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Basic Restorative Services

Basic restorative services are restorations necessary to repair basic dental decay, including tooth 
preparation, all adhesives, bases, liners and polishing. Eligible Dental Expenses include:

Amalgam restorations.
Resin-based composite restorations.

Non-Surgical Extractions

Non-surgical extractions are non-surgical removal of tooth and tooth structures and include:

Removal of retained coronal remnants – deciduous tooth.
Removal of erupted tooth or exposed root.

Non-Surgical Periodontal Services

Non-surgical periodontal service is the non-surgical treatment of a dental disease in the supporting and 
surrounding tissues of the teeth (gums) and includes:

Periodontal scaling and root planing – Benefits are limited to one per quadrant every 24 months.
Scaling in the presence of generalized moderate to severe gingival inflammation is limited to once 
every 6 months combined with prophylaxes and periodontal maintenance.
Full mouth debridement to enable comprehensive periodontal evaluation and diagnosis limited to once 
per lifetime.
Periodontal maintenance procedures –Benefits are limited to four every 12 months combined with 
prophylaxis and must be performed following active periodontal treatment.

Adjunctive Services

Adjunctive general services include:

Palliative treatment (emergency) of dental pain, and when not performed in conjunction with a 
definitive treatment.
Deep sedation/general anesthesia and intravenous/non-intravenous conscious sedation – By report only 
and when determined to be Dentally Necessary for documented Participants with a disability or for a 
justifiable medical or dental condition. A person’s apprehension does not constitute Dental Necessity.
Therapeutic parenteral drugs – Therapeutic parenteral drugs will be covered for a Participant under age 
19.

Benefits will not be provided for local anesthesia, nitrous oxide analgesia, or other drugs or medicaments 
and/or their application.
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Endodontic Services

Endodontics is the treatment of dental disease of the tooth pulp and includes:

Therapeutic pulpotomy and pulpal debridement, when performed as a final endodontic procedure. 
These services are considered part of the root canal procedure if root canal therapy is performed within 
45 days of services.
Root canal therapy, including treatment plan, clinical procedures, working and post-operative 
radiographs and follow-up care.
Apexification/recalcification procedures and apicoectomy/periradicular services including surgery, 
retrograde filling, root amputation and hemisection.

Benefits will not be provided for the following “Endodontic Services”:

Endodontic retreatments provided within 12 months of the initial endodontic therapy by the same 
Dentist on the same tooth.
Pulp vitality tests, endodontic endosseous implants, intentional reimplantations, canal preparation, 
fitting of preformed dowel and post, or post removal.
Endodontic therapy if you discontinue endodontic treatment.

Oral Surgery Services

Oral surgery means the procedures for surgical extractions and other dental surgery under local anesthetics 
and includes:

Surgical tooth extractions.
Alveoloplasty and vestibuloplasty.
Excision of benign odontogenic tumor/cysts.
Excision of bone tissue.
Incision and drainage of an intraoral abscess.
Other Dentally Necessary surgical and repair procedures not specifically excluded in this contract.

Intraoral soft tissue incision and drainage is only covered when it is provided as the definitive treatment of 
an abscess. Routine follow-up care is considered part of the procedure.

Benefits will not be provided for the following Oral Surgery procedures:

Surgical services related to a congenital malformation.
Prophylactic removal of third molars or impacted teeth (asymptomatic, nonpathological), or for 
complete bony impactions covered by another benefit plan.
Excision of tumors or cysts of the jaws, cheeks, lips, tongue, roof and floor of the mouth.
Excision of exostoses of the jaws and hard palate (provided that this procedure is not done in preparation 
for dentures or other prostheses); treatment of fractures of facial bones; external incision and drainage 
of cellulitis; incision of accessory sinuses, salivary glands or ducts; reduction of dislocation, or excision 
of the temporomandibular joints.
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Surgical Periodontal Services

Surgical periodontal service is the surgical treatment of a dental disease in the supporting and surrounding 
tissues of the teeth (gums) and includes:

Gingivectomy or gingivoplasty and gingival flap procedures (including root planing) – Benefits are 
limited to one quadrant every 24 months.
Clinical crown lengthening.
Osseous surgery, including flap entry and closure – Benefits are limited to one per quadrant every 24 
months.
In addition, osseous surgery performed in a limited area and in conjunction with crown lengthening on 
the same date of service, by the same Dentist, and in the same area of the mouth, will be processed as 
crown lengthening in the absence of periodontal disease.
Osseous grafts – Benefits are limited to one per site every 24 months. Benefits are not available for 
bone grafts in conjunction with extractions, apicoectomy or any non-covered service or non-covered 
implants.
Soft tissue grafts/allografts (including donor site).
Distal or proximal wedge procedure.

Surgical periodontal services performed in conjunction with the placement of crowns, inlays, onlays, crown 
buildups, posts and cores, or basic restorations are considered part of the restoration.

Benefits will not be provided for guided tissue regeneration, or for biologic materials to aid in tissue 
regeneration.

Major Restorative Services

Restorative services restore tooth structures lost as a result of dental decay or fracture and include:

Single crown restorations.
Inlay/onlay restorations.
Labial veneer restorations.

Benefits will not be provided for the replacement of a lost, missing or stolen appliance and those for 
replacement of appliances that have been damaged due to abuse, misuse, or neglect.

Benefits will not be provided to alter, restore, or correct vertical dimension of occlusion. Such procedures 
may include, but are not limited to equilibration dentures, crowns, inlays, onlays, bridgework, or dimension 
or to restore occlusion or to correct attrition, abrasion, erosion, or abfractions.

Benefits will not be provided for the restoration of occlusion or incisal edges due to bruxism or harmful 
habits.

Benefits for major restorations are limited to one per tooth every 60 months whether placement was 
provided under this contract or under any prior dental coverage, even if the original crown was stainless 
steel.
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Prosthodontic Services

Prosthodontics involve procedures necessary for providing artificial replacements for missing natural teeth 
and includes:

Complete and removable partial dentures – Benefits will be provided for the initial installation of 
removable complete, immediate or partial dentures, including any adjustments, relines or rebases 
during the six-month period following installation. Benefits for replacements are limited to once in any 
60-month period, whether placement was provided under this contract or under any prior dental 
coverage. Benefits will not be provided for replacement of complete or partial dentures due to theft, 
misplacement or loss.
Denture reline/rebase procedures – Benefits will be limited to one in a 36 month period after the initial 
6 month period following initial placement.
Fixed bridgework – Benefits will be provided for the initial installation of a bridgework, including 
inlays/onlays and crowns. Benefits will be limited to once every 60 months whether placement was 
under this contract or under any prior dental coverage.

NOTE: Tissue conditioning is part of a denture or a reline/rebase, when performed on the same day as the 
delivery.

NOTE:
An implant is a covered procedure of the Plan only if determined to be a dental necessity. Claim review 
for implant services are conducted by licensed dentists who review the clinical documentation submitted 
by your treating dentist. If the dental consultants determine an arch can be restored with a standard 
prosthesis or restoration, no benefit will be allowed for the individual implant or implant procedure. Only 
the second phase of treatment (the prosthodontic phase-placement of the implant crown, bridge, or partial 
denture) may be subject to the alternate benefit provision of the Plan.

Implant retained crowns, bridges, and dentures are subject to the alternate benefit provision of the Plan.
Endosteal, eposteal, and transosteal implants – one every 60 months only if determined to be a dental 
necessity.

Benefits will not be provided for the following Prosthodontic Services:

Treatment to replace teeth which were missing prior to the Effective Date.
Congenitally missing teeth.
Splinting of teeth, including double retainers for removable partial dentures and fixed bridgework.

Miscellaneous Restorative and Prosthodontic Services

Other restorative and prosthodontics services include:

Prefabricated crowns – Benefits for stainless steel and resin-based crowns are limited to one per tooth 
every 60 months. These crowns are not intended to be used as temporary crowns.
Recementation of inlays/onlays, crowns, bridges, and post and core –Any recementation provided 
within six months of an initial placement by the same Dentist is considered part of the initial placement.
Core build up, post and core, and prefabricated post and core are limited to 1 per tooth every 60 months.
Crown and bridge repair services.
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Pulp cap – direct and indirect.
Prosthodontic service adjustments.
Repairs of inlays, onlays, veneers, crowns, fixed or removable dentures, including replacement or 
addition of missing or broken teeth or clasp.

Medically Necessary Orthodontic Services

Benefits for Medically Necessary orthodontic services are limited to Participants who meet the Plans 
criteria related to a medical condition such as:

Cleft palate or other congenital craniofacial or dentofacial malformations requiring reconstructive 
surgical correction in addition to orthodontic services.
Trauma involving the oral cavity and requiring surgical treatment in addition to orthodontic services.
Skeletal anomaly involving maxillary and/or mandibular structures.
Orthodontic treatment for dental conditions that are primarily cosmetic in nature or when self-esteem 
is the primary reason for treatment that is not Medically Necessary.

Benefits for Medically Necessary orthodontic procedures and treatment include examination records, tooth 
guidance and repositioning (straightening) of the teeth for Participants covered for orthodontics.

Covered orthodontic services include:

Diagnostic orthodontic records and radiographs.
Limited, interceptive and comprehensive orthodontic treatment.
Orthodontic retention.

Special Provisions Regarding Orthodontic Services:

Orthodontic services are paid over the Course of Treatment. Benefits cease when the Participant is no longer 
covered, whether or not the entire benefit has been paid out.

Orthodontic treatment is started on the date the bands or appliances are inserted.
Payment for diagnostic services performed in conjunction with orthodontics is applied to the 
orthodontic benefit.
If orthodontic treatment is terminated for any reason before completion, benefits will cease on the date 
of termination.
If the Participant’s coverage is terminated prior to the completion of the orthodontic treatment plan, the 
Participant is responsible for the remaining balance of treatment costs.
Recementation of an orthodontic appliance by the same Dentist who placed the appliance and/or who 
is responsible for the ongoing care of the Participant is not covered.
Benefits are not available for replacement or repair of an orthodontic appliance.
For services in progress on the Effective Date, benefits will be reduced based on the benefits paid prior 
to this coverage beginning.

Implant Services

Benefits are available for Dentally Necessary Covered Services incurred for an artificial device specifically 
designed to be placed surgically in the mouth as a means of replacing missing teeth.
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Dental Limitations and Exclusions
These general limitations and exclusions apply to all services described in this dental contract. Dental 
coverage is limited to services provided by a Dentist, a dental auxiliary, (as defined in the Dental 
Definitions section) licensed to perform services covered under this dental contract.

Important Information About Your Dental Benefits
Dental Procedures Which Are Not Dentally Necessary

Please note that in order to provide you with dental care benefits at a reasonable cost, this 
contract provides benefits only for those Eligible Dental Expenses that are determined to be 
Dentally Necessary.

No benefits will be provided for procedures which are not Dentally Necessary.

The fact that a Dentist may prescribe, order, recommend or approve a procedure does not of itself 
make such a procedure or supply Dentally Necessary.

Care By More Than One Dentist

If you change Dentists in the middle of a particular Course of Treatment, benefits will be provided as 
if you had stayed with the same Dentist until your treatment was completed. There will be no 
duplication of benefits.

Alternate Benefits

In all cases in which there is more than one Course of Treatment or service to treat a 
Participant’s dental condition, the benefit will be based on the least costly Course of Treatment 
or covered service, as determined by the Plan.

When two or more services are submitted and the services are considered part of the same service, the 
Plan will pay the most comprehensive service as determined by the Plan.

When two or more services are submitted on the same day and the services are considered mutually 
exclusive (one service contradicts the need for the other service), the Plan will pay for the service that 
represents the final treatment as determined by the Plan.

If you and your Dentist decide on personalized restorations, or personalized complete or partial 
dentures and overdentures, or to employ specialized techniques for dental services rather than standard 
procedures, the benefits provided will be limited to the benefit for the least costly Course of Treatment 
procedures for dental services, as determined by the Plan.

Non-Compliance with Prescribed Care

Any additional treatment and resulting liability which is caused by the lack of a Participant’s 
cooperation with the Dentist or from non-compliance with prescribed dental care will be the 
responsibility of the Participant.

Exclusions — What Is Not Covered
No benefits will be provided under this contract for:

1. Services or supplies not specifically listed as an Eligible Dental Expense, or when they are related to a
non-covered service.
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2. Amounts which are in excess of the Allowable Amount, as determined by the Plan.

3. Dental services for treatment of congenital or developmental malformation, or services performed for 
cosmetic purposes, including but not limited to bleaching teeth, lack of tooth enamel and grafts to 
improve aesthetics, except as described in the Pediatric Medically Necessary Orthodontic Services 
section of PEDIATRIC DENTAL CARE BENEFITS.

4. Dental services or appliances for the diagnosis and/or treatment of temporomandibular joint 
dysfunction and related disorders, unless specifically mentioned in this Rider or if resulting from 
accidental injury. Dental services or appliances to increase vertical dimension, unless specifically 
mentioned in this Rider.

5. Services and supplies for any illness or injury suffered after the Participant’s Effective Date:

as a result of war or any act of war, declared or undeclared; or
while on active or reserve duty in the armed forces of any country or international authority.

6. Services or supplies that do not meet accepted standards of dental practice.

7. Services or supplies which are Experimental/Investigational in nature or not fully approved by a 
Council of the American Dental Association.

8. Hospital and ancillary charges.

9. Services or supplies for which you are not required to make payment or would have no legal obligation 
to pay if you did not have this or similar coverage.

10. Services or supplies for which “discounts” or waiver of Deductible or Coinsurance Amounts are 
offered.

11. Services or supplies received from someone other than a Dentist, except for those services received 
from a licensed dental hygienist under the supervision and guidance of a Dentist, where applicable.

12. Claims for a service, which is for the same services performed on the same date for the same 
Participant.

13. Services or supplies received for behavior management or consultation purposes.

14. Any services or supplies provided in connection with an occupational sickness or an injury sustained 
in the scope of and in the course of any employment whether or not benefits are, or could upon proper 
claim be, provided under the Workers’ Compensation law.

15. Any services or supplies for which benefits are, or could upon proper claim be, provided under any 
laws enacted by the Legislature of any state, or by the Congress of the United States, or any laws, 
regulations or established procedures of any county or municipality, except any program which is a 
state plan for medical/dental assistance (Medicaid); provided, however, that this exclusion shall not 
be applicable to any coverage held by the Participant for dental expenses which is written as a part of 
or in conjunction with any automobile casualty insurance policy.

16. Charges for nutritional, tobacco or oral hygiene counseling.

17. Charges for local, state or territorial taxes on dental services or procedures.

18. Charges for the administration of infection control procedures as required by OSHA, local, state or 
federal mandates.

19. Charges for duplicate, temporary or provisional prosthetic device or other duplicate, temporary or 
provisional appliances.

20. Charges for telephone consultations, email or other electronic consultations, missed appointments, 
completion of a claim form or forwarding requested records or x-rays.
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21. Charges for prescription or non-prescription mouthwashes, irrigation, mouth rinses, topical solutions, 
preparations or medicament carriers.

22. Charges for personalized complete or partial dentures and overdentures, related services and supplies, 
or other specialized techniques.

23. Charges for athletic mouth guards, isolation of tooth with rubber dam, metal copings, mobilizationof 
erupted/malpositioned tooth, precision attachments for partials and/or dentures and stress breakers.

24. Any services, treatments or supplies included as Eligible Dental Expenses under other hospital, 
medical and/or surgical coverage.

25. Case presentations or detailed and extensive treatment planning when billed for separately.

26. Charges for occlusion analysis, diagnostic casts, or occlusal adjustments.

27. Orthodontic treatment that is not Medically Necessary.

28. Gold foil restorations.

29. Cone beam imaging and cone beam MRI procedures.

30. Sealants for teeth other than permanent molars.

31. Localized delivery of antimicrobial agents or chemotherapeutic agents.

32. Comprehensive periodontal evaluations or problem-focused evaluations if Eligible Dental Expenses 
are rendered on the same date as any other oral evaluation and by the same Dentist.

33. Tests and oral pathology procedures, or for re-evaluations.

34. Any radiographs taken related to the diagnosis of Temporomandibular Joint (TMJ) Dysfunction.

35. Local anesthesia, nitrous oxide analgesia, or other drugs or medicaments and/or their application.

36. Endodontic retreatments provided within 12 months of the initial endodontic therapy by the same 
Dentist on the same tooth.

37. Pulp vitality tests, endodontic endosseous implants, intentional reimplantations, canal preparation, 
fitting of preformed dowel and post, or post removal.

38. Endodontic therapy if you discontinue endodontic treatment.

39. Surgical services related to a congenital malformation.

40. Prophylactic removal of third molars or impacted teeth (asymptomatic, nonpathological), or for 
complete bony impactions covered by another benefit plan.

41. Excision of tumors or cysts of the jaws, cheeks, lips, tongue, roof and floor of the mouth.

42. Excision of exostoses of the jaws and hard palate (provided that this procedure is not done in 
preparation for dentures or other prostheses); treatment of fractures of facial bones; external incision 
and drainage of cellulitis; incision of accessory sinuses, salivary glands or ducts; reduction of 
dislocation, or excision of the temporomandibular joints.

43. Bone grafts in conjunction with extractions, apicoectomy or any non-covered service or non-covered 
implants.

44. Guided tissue regeneration, or for biologic materials to aid in tissue regeneration.

45. The replacement of a lost, missing or stolen appliance and those for replacement of appliances that 
have been damaged due to abuse, misuse, or neglect.
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46. To alter, restore, or correct vertical dimension of occlusion. Such procedures may include, but are not 
limited to equilibration dentures, crowns, inlays, onlays, bridgework, or dimension or to restore 
occlusion or to correct attrition, abrasion, erosion, or abfractions.

47. The restoration of occlusion or incisal edges due to bruxism or harmful habits.

48. Congenitally missing teeth.

49. Splinting of teeth, including double retainers for removable partial dentures and fixed bridgework.

50. Recementation of an orthodontic appliance by the same Dentist who placed the appliance and/or who 
is responsible for the ongoing care of the Participant is not covered.

51. Benefits are not available for replacement or repair of an orthodontic appliance.
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Dental Definitions

Allowable Amount means the maximum amount determined by BCBSTX to be eligible for consideration 
of payment for a particular service, supply, or procedure.

For certain Dentists contracting with BCBSTX – The Allowable Amount is based on the terms of the 
Dentist’s contract and BCBSTX’s methodology in effect on the date of service.

For Dentists not contracting with BCBSTX – The Allowable Amount is described on the DENTAL 
SCHEDULE OF COVERAGE.

Coinsurance Amount means the dollar amount (expressed as a percentage) of Eligible Dental Expenses 
incurred by a Participant during a Calendar Year that exceeds benefits provided under the Plan.

Contracting Dentist means a Dentist who has entered into a written agreement with BCBSTX, who has 
contracted directly with any division or subsidiary of Health Care Service Corporation (HCSC) and/or who 
has entered into an agreement with another entity with which HCSC or any of its subsidiaries has contracted.

Course of Treatment means any number of dental procedures or treatments performed by a Dentist in a 
planned series resulting from a dental examination concurrently revealing the need for such procedures or 
treatments.

Dentally Necessary or Dental Necessity means those services, supplies, or appliances covered under the 
Plan which are:

1. Essential to, consistent with, and provided for the diagnosis or the direct care and treatment of the dental 
condition or injury; and

2. Provided in accordance with and are consistent with generally accepted standards of dental practice in 
the United States; and

3. Not primarily for the convenience of the Participant or his Dentist; and
4. The most economical supplies, appliances, or levels of dental service that are appropriate for the safe 

and effective treatment of the Participant.

Dentist means a person, when acting within the scope of his license, who is a Doctor of Dentistry (D.D.S. 
or D.M.D. degree) and shall also include a person who is a Doctor of Medicine or a Doctor of Osteopathy.

Effective Date means the date when your coverage begins.
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Eligible Dental Expenses means the professionally recognized dental services, supplies, or appliances for 
which a benefit is available to a Participant when provided by a Dentist on or after the Effective Date of 
coverage and for which the Participant has an obligation to pay.

Identification Card means the card issued to the employee by the Carrier indicating pertinent information 
applicable to his coverage.

Medically Necessary (or Medical Necessity) means a specific procedure or supply provided to you that is 
reasonably required, in the judgment of the Plan, for the treatment or management of your specific dental 
symptom, injury, or condition and is the most efficient and economical procedure that can safely be 
provided to you. The fact that a Dentist or Physician may prescribe, order, recommend or approve a
procedure does not make such a procedure Medically Necessary. To be Medically Necessary, the procedure 
or supply must also conform to approved and generally accepted standards of accepted dental practice 
prevailing in the state when and where the procedure or supply is ordered. Such procedures or supplies are 
also subject to review and analysis by dental consultants, retained by the Plan. These consultants review 
the claim and diagnostic materials submitted in support of the claim, and based upon their professional 
opinions, determine the necessity and propriety of treatment.

Non-Contracting Dentist means a Dentist who is not a Contracting Dentist as defined herein.

Participant means an employee or a Qualified Employee, as appropriate or Dependent whose coverage 
has become effective under this contract.

Pediatric Orthodontic Services means coverage limited to children under age 19 with an orthodontic 
condition meeting Dental Necessity criteria (e.g., severe, dysfunctional malocclusion).

Proof of Loss means written evidence of a claim including:
1. The form on which the claim is made;
2. Bills and statements reflecting services and items furnished to a Participant and amounts charged for 

those services and items that are covered by the claim; and
3. Correct diagnosis code(s) and procedure code(s) for the services and items.
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General Provisions

Agent

The employer is not the agent of the Carrier. 

Amendments

The Plan may be amended or changed at any time by agreement between the employer and BCBSTX.
No notice to or consent by any Participant is necessary to amend or change the Plan.

Assignment and Payment of Benefits

If a written assignment of benefits is made by a Participant to a Dentist and the written assignment is
delivered to the BCBSTX with the claim for benefits, the BCBSTX will make any payment directly to the
Dentist. Payment to the Dentist discharges BCBSTX’s responsibility to Participant for any benefits 
available under the Plan.

Disclosure Authorization

If you file a claim for benefits, it will be necessary that you authorize any Dentist, insurance carrier, 
or other entity to furnish BCBSTX all information and records or copies of records relating to the
diagnosis, treatment, or care of any individual included under your coverage. If you file claims for 
benefits, you and your Dependents will be considered to have waived all requirements forbidding the 
disclosure of this information and records. 

Participant/Dentist Benefit Website

Information concerning covered Dental services is available to you and your Dentist on our website
www.bcbstx.com.

Participant/Dentist Relationship

The choice of a Dentist should be made solely by you or your Dependents. BCBSTX does not furnish 
services or supplies but only makes payment for Eligible Dental Expenses incurred by Participants. 
BCBSTX is not liable for any act or omission by any Dentist. BCBSTX does not have any 
responsibility for a Dentist’s failure or refusal to provide services or supplies to you or your Dependents. 
Care and treatment received are subject to the rules and regulations of the Dentist selected and are 
available only for treatment acceptable to theDentist.

Payment or Reimbursement of Dentist

The payment or reimbursement process for a Non-Contracting Dentist will be the same as the payment or
reimbursement for a Contracting Dentist. 

The Plan provides one or more methods of payment or reimbursement that provide the Dentist the full 
contracted amount of the payment or reimbursement without the Dentist incurring a fee to access 
payment or reimbursement.
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Refund Of Benefit Payments

If BCBSTX pays benefits for Eligible Dental Expenses incurred by you or your Dependents and it is 
found that the payment was more than it should have been, or was made in error, BCBSTX has the right 
to a refund from the Participant for whom such benefits were paid, any other insurance company, any 
other organization, or from the Dentist who received the overpayment. If no refund is received, 
BCBSTX may deduct any refund due it from any future benefit payment.

State Government Programs

• If a Participant under the Plan is also a Medicaid recipient, any benefits for services, supplies, or 
appliances under the Plan will not be excluded solely because benefits are paid or payable for such 
services, supplies, or appliances under Medicaid. Any benefits available under the Plan will be 
payable to the Texas Department of Human Services to the extent required by the Texas Insurance 
Code; and

• All benefits paid on behalf of a child or children under the Plan must be paid to the Texas 
Department of Human Services where;

a. The Texas Department of Human Services is paying benefits pursuant to provisions in the
Human Resources Code; and

b. The parent who is covered under the Plan has possession or access to the child pursuant to a 
court order or administrative order, or is not entitled to access or possession of the child and is 
required by the court to pay child support; and

c. The Carrier receives written notice at its Administrative Office affixed to the benefit claim 
when the claim is first submitted, that the benefits claimed must be paid directly to the Texas 
Department of Human Services.

Reimbursement

When BCBSTX pays benefits under the contract and it is determined that a negligent third party is liable 
for the same expenses, BCBSTX has the right to receive reimbursement from the monies payable from the 
negligent third party equal to the amount BCBSTX has paid for such expenses. The Participant hereby 
agrees to reimburse BCBSTX from any monies recovered from a negligent third party as a result of a 
judgment against, settlement with, or otherwise paid by the third party. The Participant agrees to take 
action against the third party, furnish all information, and provide assistance to BCBSTX regarding the 
action taken, and execute and deliver all documents and information necessary for BCBSTX to enforce our 
rights of reimbursement.

BCBSTX’s process to recover by subrogation or reimbursement will be conducted in accordance with 
Texas Civil Practice and Remedies Code Title 6, Chapter 140.
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DENTAL SCHEDULE OF COVERAGE

The Coinsurance and Annual Maximum below are subject to change as permitted by applicable law.

Covered Dental Services Member Coinsurance Amount

Diagnostic Evaluations 30% of Allowable Amount after Deductible

Preventive Services
Periodic Oral Evaluation and Fluoride treatment 
covered at 100% - deductible waived

30% of Allowable Amount after Deductible

Diagnostic Radiographs 30% of Allowable Amount after Deductible

Miscellaneous Preventive Services 30% of Allowable Amount after Deductible

Basic Restorative Services 30% of Allowable Amount after Deductible

Non-Surgical Extractions 30% of Allowable Amount after Deductible

Non-Surgical Periodontal Services 30% of Allowable Amount after Deductible

Adjunctive Services 30% of Allowable Amount after Deductible

Endodontic Services 30% of Allowable Amount after Deductible

Oral Surgery Services 30% of Allowable Amount after Deductible

Surgical Periodontal Services 30% of Allowable Amount after Deductible

Major Restorative Services 30% of Allowable Amount after Deductible

Prosthodontic Services 30% of Allowable Amount after Deductible

Miscellaneous Restorative and Prosthodontic 
Services

30% of Allowable Amount after Deductible

Implants 30% of Allowable Amount after Deductible

Orthodontia
Pediatric Orthodontic Services 30% of Allowable Amount after Deductible

Annual Maximum Unlimited

All benefits are based upon the Allowable Amount, which is the amount determined by BCBSTX as the maximum 
amount eligible for payment of benefits. A Contracting Dentist cannot balance bill for charges in excess of the 
Allowable Amount. Benefits for services provided by a Non-Contracting Dentist will be based upon the same 
Allowable Amount, and it is likely that  the Non-Contracting Dentist will balance bill for amounts above this, resulting 
in higher out-of-pocket expenses.

The health plan Deductible shown on the SCHEDULE OF COPAYMENTS AND BENEFIT LIMITS must be met 
first, and then the cost sharing Coinsurance is applied to the remainder of the Allowable Amount. Eligible Dental 
Expenses will apply to the In-Network Deductible amount for an individual and family shown on the SCHEDULE OF 
COPAYMENTS AND BENEFIT LIMITS.

Eligible Dental Expenses will apply to the In-Network Out-of-Pocket Maximum amount for an individual and family 
shown on the SCHEDULE OF COPAYMENTS AND BENEFIT LIMITS. Eligible Dental Expenses applied 
toward satisfying the In-Network Out-of-Pocket Maximum will only apply to the In-Network Out-of-Pocket Maximum.
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Except as changed by this Rider, all terms, conditions, limitations and exclusions of the Certificate to 
which this Rider is attached will remain in full force and effect.

Blue Cross and Blue Shield of Texas 
(BCBSTX)

By:
Dan McCoy
President, Blue Cross and Blue Shield of Texas



IN VITRO FERTILIZATION

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company,
an Independent Licensee of the Blue Cross and Blue Shield Association

TX-G-H-COC-BH-INV-18

 Schedule of Copayments and Benefit Limits  Maternity Care and Family Planning Services  

In Vitro Fertilization

 Covered Services and Benefits  Maternity Care and Family Planning Services  

In Vitro Fertilization.   

•

•

•

•

 Limitations and Exclusions; 

Maternity Care and Family Planning Services
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Except as changed by this amendment, all terms, conditions, limitations and exclusions of the Certificate of 
Coverage to which this amendment is attached will remain in full force and effect.  

Blue Cross and Blue Shield of Texas (BCBSTX)
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BLUE CROSS AND BLUE SHIELD OF TEXAS 
A DIVISION OF HEALTH CARE SERVICE CORPORATION 

(herein called “BCBSTX” or “HMO”) 

This is an amendment to Your Certificate of Coverage.  It is to be attached to and becomes part of the 
Certificate of Coverage. The following changes are/were effective on the Group Agreement date 
occurring on or after January 1, 2020. 

The Your Cost provision in the PHARMACY BENEFITS section is amended by adding the following 
language:

If a Covered Drug was paid for using a drug manufacturer's coupon or copay card, the coupon or copay card 
amount will not apply to Your Deductible or out-of-pocket maximum. 

Changes in state or federal law or regulations, or interpretations thereof, may change the terms and 
conditions of coverage. Except as changed by this Amendment, all terms, conditions, limitations and 
exclusions of the Certificate of Coverage to which this Amendment is attached will remain in full force 
and effect.

Blue Cross and Blue Shield of Texas (BCBSTX) 

an McCoy 
President, Blue Cross and Blue Shield of Texas 
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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 Email: CivilRightsCoordinator@hcsc.net

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



NOTICE
CONTINUATION COVERAGE RIGHTS UNDER COBRA

NOTE:  Certain employers may not be affected by 
CONTINUATION OF COVERAGE AFTER 
TERMINATION (COBRA). See your employer or 
Group Administrator should you have any questions 
about COBRA.

INTRODUCTION

This notice 
generally explains COBRA continuation coverage, when 
it may become available to you and your family, and what 
you need to do to protect the right to receive it.

WHAT IS COBRA CONTINUATION 
COVERAGE?

If you are an employee,

•
•

If you are the spouse of an employee,

•
•
•

•

•

Your dependent children

•
•
•

•

•
•

If the Plan provides health care coverage to retired 
employees, the following applies:

WHEN IS COBRA COVERAGE 
AVAILABLE?
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CONTINUATION COVERAGE RIGHTS UNDER COBRA

YOU MUST GIVE NOTICE OF SOME 
QUALIFYING EVENTS

HOW IS COBRA COVERAGE PROVIDED?

DISABILITY EXTENSION OF 18-MONTH 
PERIOD OF CONTINUATION COVERAGE

SECOND QUALIFYING EVENT EXTENSION 
OF 18-MONTH PERIOD OF CONTINUATION 

COVERAGE

IF YOU HAVE QUESTIONS

KEEP YOUR PLAN INFORMED OF ADDRESS 
CHANGES

PLAN CONTACT INFORMATION



NOTICE
Adverse Benefit Determinations

COMPLAINT AND APPEAL PROCEDURES 
Certificate Plan Description and Member Handbook, 

Review of Claim Determinations

Claim Determinations.

If a Claim is Denied or Not Paid in Full.

•
•

•

•

•

•

•

•

•

•

•

•

Timing of Required Notices and Extensions.  
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Adverse Benefit Determinations

• Urgent Care Clinical Claim

• Pre-Service Claim

• Post-Service Claim

Urgent Care Clinical Claims

Type of Notice or Extension Timing

24 hours

48 hours 

HMO must notify You of the claim determination (whether adverse or not):

72 hours

48 hours

Pre-Service Claims

Type of Notice or Extension Timing

5 days

15 days

45 days 

HMO must notify You of the claim determination (whether adverse or not):

15 days*
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Adverse Benefit Determinations

30 days

the time appropriate to the 
circumstance not to exceed one hour 

after the time of request

Post-Service Claims

Type of Notice or Extension Timing

30 days

45 days 

HMO must notify You of any adverse claim determination:

30 days*

45 days

Concurrent Care.  

Note: 

Claim Appeal Procedures 

Claim Appeal Procedures – Definitions.  

” 
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Adverse Benefit Determinations

Expedited Clinical Appeals.  
 

How to Appeal to an Adverse Benefit Determination.  

•

•

•

•

•
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Adverse Benefit Determinations

Timing of Appeal Determinations

If You Need Assistance

Notice of Appeal Determination

•
•

•

•

•

•

•

•

•

•
•

Note: 
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Adverse Benefit Determinations

How to Appeal a Final Adverse Determination to an Independent Review Organization 
(IRO)
External Review Criteria

Standard External Review

Request for external review. 

Preliminary review. 

Exhaustion 

Referral to Independent Review Organization (IRO). 
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Adverse Benefit Determinations

Reversal of plan’s decision. 

Expedited External Review

Request for expedited external review. 

Preliminary review
Standard External

Review 
Standard External Review 

Referral to Independent Review Organization (IRO). 

Standard External Review 



NOTICE
Adverse Benefit Determinations

Notice of final external review decision. 
Standard External Review 

Exhaustion

de minimis 



NOTICE OF CERTAIN MANDATORY BENEFITS

Mastectomy or Lymph Node Dissection

Prohibitions:  

Coverage and/or Benefits for Reconstructive Surgery After Mastectomy - 
Enrollment

Prohibitions: 



NOTICE OF CERTAIN MANDATORY BENEFITS
Examinations for Detection of Prostate Cancer

(1)
(2)

Inpatient Stay following Birth of a Child

Prohibitions.  

Coverage for Tests for Detection of Colorectal Cancer



NOTICE OF CERTAIN MANDATORY BENEFITS
Coverage of Tests for Detection of Human Papillomavirus, Ovarian Cancer, and 
Cervical Cancer

Treatment of Acquired Brain Injury



NOTICE
INTER-PLAN ARRANGEMENTS NOTICE 

BLUE CROSS AND BLUE SHIELD OF TEXAS, 
A DIVISION OF HEALTH CARE SERVICE CORPORATION

Inter-Plan Arrangements
Out-of Area Services

 

A. BlueCard® Program

Emergency Care Services: 

•
•



NOTICE
B. Non-Participating Healthcare Providers outside our Service Area

  Liability Calculation

C. Blue Cross Blue Shield Global Core®

• Inpatient Services

You must contact Blue Cross and Blue Shield of Texas to obtain preauthorization for non-
emergency inpatient services.

• Outpatient Services

• Submitting a Blue Cross Blue Shield Global Core Claim



 

PLAN DESCRIPTION
AND

MEMBER HANDBOOK
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Blue Cross and Blue Shield of Texas 
(herein called “BCBSTX” or “HMO”) 

This plan is offered by the following organization, 
which operates under Chapter 843 

of the Texas Insurance Code: 

BLUE CROSS AND BLUE SHIELD OF TEXAS, 
A DIVISION OF HEALTH CARE SERVICE CORPORATION 

1001 E. Lookout Drive 
Richardson, TX 75082 

Plan Description and Member Handbook 

The following is a brief summary of your 
benefits and describes your rights and 
responsibilities under this plan. This document 
may be delivered to You electronically. Any 
notices included with this document may be sent 
to you electronically by HMO, or Group by 
agreement between HMO and Group. Paper 
copies are available upon request. You can 
find more complete information about this plan 
in the Certificate of Coverage documents (COC) 
which you will receive after you enroll.

We want you to be satisfied with your new health 
care program. If you would like more 
information about the plan, a Customer Service 
representative will be happy to help you. Call 
Customer Service Monday through Friday from 
7:30 a.m. to 6:00 p.m. CST at 1-877-299-2377.
You may also write HMO at:

HMO Customer Service
P.O. Box 660044

Dallas, Texas 75266-0044

Again, thank you for considering us for your 
health care coverage.

If this plan is purchased through the Exchange (also known as health insurance marketplace), 
BCBSTX is not the agent for the Exchange and is not responsible for the Exchange. All 

information that you provide to the Exchange will be relied upon as accurate and complete.
You must promptly notify the Exchange and BCBSTX of any changes to such information.

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company, 
an Independent Licensee of the Blue Cross and Blue Shield Association 
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MEDICALLY NECESSARY COVERED SERVICES AND BENEFITS

The COC contains specific information regarding your health care benefits, copayments, any 
other amounts due, limitations and exclusions. You will receive this document after you enroll. 
To obtain the most from your health care coverage, please take time to review your COC, 
Benefit Highlights and attachments carefully and keep them for reference. During enrollment, 
you will select a primary care physician (PCP) for yourself and one for each of your covered 
dependents. Your PCP can provide most of your health care needs. A PCP may be a family or 
general practitioner, Advanced Practice Nurse, Physician Assistant, internist, pediatrician or 
obstetrician-gynecologist (OB-GYN). Please see the “Receiving Care” section below for more 
information about PCPs. 

Hospitalization
If you need to be hospitalized, your PCP or participating OB/GYN can arrange for your care at a 
local participating hospital. Your PCP or participating OB/GYN will make the necessary 
arrangements (including referrals) and keep you informed. HMO shall review the referral request 
and issue a determination indicating whether proposed services are preauthorized within 24 
hours of the request by the PCP or participating OB/GYN. You may have to pay a copayment 
and any other applicable coinsurance or deductibles for some of these services, depending 
on your plan. 

When you think you need hospital care, in non-emergency situations, first call your PCP. 
Special rules apply in emergency situations or in cases where you are out of the area (see the 
“Emergency Care” section below.) 

Other Medical Services
In addition to PCPs, specialists, and hospitals, the network includes other health care 
professionals to meet your needs. If you need diagnostic testing, laboratory services or other 
health care services, your PCP or participating OB/GYN will coordinate your care or refer you to 
an appropriate setting. You may have to pay a copayment and any other applicable coinsurance 
or deductibles for some of these services, depending on your plan. 

Preventive Care
Preventive care is a key part of your plan, which emphasizes staying healthy by covering: 
• Well-child care, including immunizations
• Prenatal and postnatal care
• Hearing loss screenings through 24 months
• Periodic health assessments
• Eye and ear screenings
• Annual well-woman exams, including, but not limited to, a conventional Pap smear
• Annual screening mammograms for females age 35 and older or females with other risk

factors
• Annual in home health assessment
• Bone mass measurement for osteoporosis
• Prostate cancer screening for males at least age 50, or at least age 40 with a family history

of prostate cancer
• Colorectal cancer screening for persons 50 years of age and older
• Any other evidence-based items or services that have in effect a rating of “A” or “B” in the

current recommendations of the United States Preventive Task Force (“USPSTF”) or as
required by state law.

Behavioral Health Care
Your mental health benefits include outpatient and depending on your plan inpatient visits for 
crisis intervention and evaluation. Please refer to your COC for additional information. To 
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access mental health services, call the designated behavioral health vendor listed on the back 
of your ID card. 

Prescription Drugs

EMERGENCY CARE, AFTER HOURS CARE AND URGENT CARE

Medical Emergencies
Emergency care is defined as health care services provided in a participating or non- 
participating hospital emergency facility, freestanding emergency medical care facility, or 
comparable facility to evaluate and stabilize medical conditions of a recent onset and severity, 
including but not limited to severe pain, that would lead a prudent layperson, possessing 
an average knowledge of medicine and health, to believe that his or her condition, sickness, 
or injury is of such a nature that failure to get immediate medical care could result in placing 
the patient’s health in serious jeopardy, cause serious impairment to bodily function, cause 
serious dysfunction of any organ or part of the body, cause serious disfigurement or, in the 
case of a pregnant woman, cause serious jeopardy to the health of the fetus. 

In a medical emergency, seek care immediately. Present your ID card to the hospital 
emergency room or comparable facility. You or a family member should call your PCP within 48 
hours or as soon as possible after receiving emergency care. This call is important so that your 
PCP can coordinate or provide any follow-up care required as a result of a medical emergency. 

If post stabilization care is required after an emergency care condition has been treated and 
stabilized, the treating physician or provider will contact HMO or its designee, who must approve 
or deny such treatment within the time appropriate to the circumstances relating to the delivery 
of the services and the condition of the patient, but in no case shall approval or denial exceed 
one hour from the time of the request. 

REMEMBER:
• Your PCP or participating OB/GYN will arrange for specialty care or hospitalization.
• Preventive care is an important part of your program to help you stay healthy. These

services can be provided or arranged by your PCP.
• Usually a copayment and any applicable coinsurance or deductible is all you will be

responsible for when you obtain services provided or arranged by your PCP.
• You won’t have to file claims for services received from participating providers.

REMEMBER:
• In an emergency, seek care immediately.
• You or a family member should call your PCP within 48 hours or as soon as possible after

receiving emergency care.
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After Hours Care
HMO participating providers have systems in place to respond to your needs when their business 
offices are closed. These systems may include the use of an answering service or a recorded 
telephone message informing patients how to access further care. 

Urgent Care Services
Urgent care services are covered when rendered by a participating urgent care center provider 
for the immediate treatment of a medical condition that requires prompt medical attention but 
where a brief time lapse before receiving services will not endanger life or permanent health and 
does not require emergency care services.  A PCP referral is not required. 

Retail Health Clinics
Retail health clinics provide diagnosis and treatment of uncomplicated minor conditions in 
situations that can be handled without a traditional PCP office visit, urgent care visit or emergency 
care visit. A PCP referral is not required to obtain covered services. 

Virtual Visits
Virtual visits provide you with access to virtual network providers that can provide diagnosis and 
treatment of non-emergency medical and behavioral health conditions in situations that can be 
handled without a traditional PCP office visit, behavioral health office visit, urgent care visit or 
emergency care visit. Covered services may be provided via a consultation with a licensed 
medical professional through interactive audio via telephone or interactive audio-video via online 
portal or mobile application. For information on accessing this service, you may access the 
website at www.bcbstx.com or contact customer service at the toll-free number on the back of 
your identification card. A PCP referral is not required to obtain covered services. 

Note: not all medical or behavioral health conditions can be appropriately treated through virtual 
visits. The virtual network provider will identify any condition for which treatment by an in-person 
Provider is necessary. 

Out-of-Area Services and Benefits

Emergency Services Outside the Service Area
In an emergency, go directly to the nearest hospital. If you are outside the service area and 
require medical care, you are covered for emergency services only. 

Urgent Care Outside the Service Area
When you are traveling outside of Texas and you need urgent care that cannot be postponed 
until you return home, the BlueCard® Program gives you the ability to obtain health care 
services through a Blue Cross and Blue Shield-affiliated physician or hospital outside of Texas. 

Follow these easy steps: 
1. Locate a participating provider by calling BlueCard Access at 1-800-810-BLUE (2583) or

visit the BlueCard Doctor and Hospital Finder website (www.bcbs.com).
2. Call your PCP for referrals and for care requiring preauthorization.
3. Schedule an appointment directly with the provider.
4. Present your ID card.
5. Pay any applicable copayments, coinsurance or deductible.
6. Discuss follow-up care with your PCP.
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FACILITY BASED PHYSICIANS 

Although health care services may be or have been provided to you at a health care facility that is a 
member of the provider network used by your health benefit plan, other professional services may be or 
have been provided at or through the facility by physicians and other health care practitioners who are 
not members of that network.  You may be responsible for payment of all or part of the fees for those 
professional services that are not paid or covered by your health benefit plan.  If you receive such a bill, 
please contact HMO. 

YOUR FINANCIAL RESPONSIBILITIES

BCBSTX requires a premium from you (or your employer) as a condition of coverage. A 
copayment and any applicable coinsurance or deductible may be due at the time a participating 
provider renders service.  Certain copayment amounts and any applicable coinsurance or 
deductible and the corresponding types of services are listed on your ID card. For a complete 
list, refer to the Schedule of Copayments and Benefit Limits in your COC. The copayment and 
any other coinsurance or deductible amount is determined by your plan. Consumer Choice 
plans do not include all state mandated health insurance benefits which means these plans may 
include deductibles and benefit limits that are not included on other plans. Also, you will have to 
pay for services not covered by HMO. 

HMO network physicians and providers have agreed to look only to HMO and not to its members 
for payment of covered services.  Usually, you are expected to pay nothing more than a 
copayment and any applicable coinsurance or deductible to participating providers. You 
should not receive a bill for services received from participating providers. If this occurs, call 
Customer Service to help determine if the service is a covered benefit and/or to correct the 
problem. 

LIMITATIONS AND EXCLUSIONS

Your COC contains specific information including limitations and exclusions. The Benefit 
Highlights also include a summary of limitation and exclusions. 

PREAUTHORIZATION REQUIREMENTS, REFERRAL PROCEDURES AND OTHER 
REVIEW REQUIREMENTS

Except for emergency care, your PCP or OB/GYN must authorize all referrals in advance. When 
your PCP refers you for care, this helps ensure that you receive care that is medically necessary 
and appropriate. If your PCP or OB/GYN cannot render the services you require, then the 
PCP or OB/GYN will refer you to the provider(s) you need. Any referral services will be subject 
to all of the terms, conditions, limitations and exclusions of the HMO plan. Please see the 
“Receiving Care” section below for more information about PCPs. 

Emergency care services for screening and stabilization do not require preauthorization. Routine 
requests for inpatient admissions are preauthorized by registered nurses who utilize a system 
of clinical protocols and criteria to determine the following: 

• Medical necessity of the requested care;
• Appropriateness of the location and level of care;
• Appropriateness of the length of stay; and/or
• Assignment of the next anticipated review point.

Concurrent Review
HMO supports the review of requests for continued services including inpatient hospital 
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admissions. Concurrent review is conducted both telephonically and via onsite review at 
selected facilities.  Reviews are conducted by registered nurses and include the following: 

• Evaluation for appropriateness (medical necessity/level of care/length of stay);
• Evaluation and coordination of discharge planning requirements;
• Referral to Case Management or Disease Management Programs; and/or
• Identification of potential quality of care issues.

Retrospective Review
HMO may conduct reviews after services have been provided to the patient. Retrospective 
review includes a medical necessity evaluation of the care/service provided to the member, and 
of physician compliance to the Utilization/Case Management Program Requirements. 

Case Management Review
The Case Management Department facilitates a collaborative process to access, plan, 
implement, coordinate, monitor, and evaluate options and/or service to meet a member’s health 
care needs through communication and available resources to promote appropriate, cost- 
effective outcomes. 

CONTINUITY OF TREATMENT IN THE EVENT OF TERMINATION OF A NETWORK 
PROVIDER

If you receive notice that your provider is no longer participating with HMO, it is important to 
understand that there are special circumstances that allow the provider to continue treatment for 
a limited time. Except for reasons of medical competence or professional behavior, termination 
does not release HMO from the obligation to reimburse a provider who is treating you if you 
have a disability, acute condition, life-threatening illness, or a pregnancy which has passed the 
13th week. 

If your provider reasonably believes that discontinuing the care that he or she is providing may 
cause harm to you, he or she must identify the special circumstances to HMO and request that 
you be allowed to continue treatment. Continuity of treatment may last (i) for up to 90 days from 
the provider’s termination date, (ii) for up to nine months in the case of a member who at the 
time of provider termination has been diagnosed with a terminal illness, or (iii) for a member 
who at the time of the termination is past the 13th week of pregnancy, through the delivery of 
the child, immediate postpartum care, and the follow-up checkup within the first six weeks of 
delivery. 

COMPLAINT PROCEDURE: APPEAL OF ADVERSE DETERMINATION; 
INDEPENDENT REVIEW ORGANIZATION PROCESS; AND NON-RETALIATION

Claim or Benefit Reconsideration
If a claim or request for benefits is partially or completely denied, you will receive a written 
explanation of the reason for the denial and be entitled to a full review. If you wish to request a 
review or have a question regarding the explanation of benefits, call or write Customer Service 
at the telephone number or address on the back of your ID card. If you are still not satisfied, 
you may request an appeal of the decision or file a complaint. You may obtain a review of the 
denial by following the procedures set forth below and more fully in the Complaint and Appeal 
Procedures in the COC. 

Complaints
There may be times when you find that you don't agree with a particular  HMO policy or 
procedure or benefit decision, or you are not satisfied with some aspect of the treatment by a 
participating provider. We encourage you to communicate your dissatisfaction promptly and 
directly to the source of the problem. 
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The goal of Customer Service is to prevent small problems from becoming large issues. To 
express a complaint regarding any aspect of the HMO program, call or write Customer Service. 

If an inquiry is not resolved promptly to your satisfaction, it will be handled according to the 
complaint procedure described below. 

Complaint Procedure
A complaint is any dissatisfaction expressed orally or in writing to HMO regarding any aspect of 
our operation, such as plan administration; procedures related to review or appeal of an adverse 
determination; the denial, reduction, or termination of  a service for reasons not related to 
medical necessity; the way a service is provided; or disenrollment decisions.  A complaint is not 
a misunderstanding or problem of misinformation that is resolved promptly by clearing up the 
misunderstanding or supplying the appropriate information to your satisfaction. 

Also, a complaint does not include your oral or written dissatisfaction or disagreement with an adverse 
determination (a denial of care or service based on a lack of medical necessity or appropriateness of 
care). 

Within five days of receiving your oral or written complaint, HMO will send you a letter 
acknowledging the complaint, together with a description of our complaint process and 
timeframes. If the complaint was received orally, we send a complaint form that you must fill out 
and return for prompt resolution. 

After receiving your written complaint or the written complaint form, HMO will investigate your 
concerns and send you a letter outlining and explaining the resolution. The letter includes a 
statement of the specific medical and contractual reasons for the resolution including any benefit 
exclusion, limitation or medical circumstance; additional information required to adjudicate a claim, if 
applicable, and the specialization of any provider consulted. The total time for acknowledging, 
investigating and resolving your written complaint will not exceed thirty calendar days from the 
date HMO receives your written complaint or complaint form. 

If the complaint is not resolved to your satisfaction, you have the right to dispute the resolution 
by following the complaint appeals process. A full description of the complaint appeals process 
will accompany the complaint resolution. 

Investigation and resolution of complaints concerning emergencies or denials of the continued 
hospitalization are concluded in accordance with the medical or dental immediacy of the case, 
not to exceed one business day from receipt of the complaint. 

HMO is prohibited from retaliating against an individual because the individual has filed a 
complaint against or appealed a decision of HMO. Also, we are prohibited from retaliating 
against a physician or provider because the physician or provider has, on your behalf, 
reasonably filed a complaint against or appealed a decision of HMO. 

Complaint Appeals to HMO
The complaint appeals process allows you to dispute the complaint resolution before a complaint 
appeal panel. Following receipt of your written request for a complaint appeal, you have the 
opportunity to dispute the complaint resolution in person, in writing, by telephone, or by other 
technological methods. HMO will send you an acknowledgement letter no later than five business 
days after the date of receipt of your written request for appeal. 

The complaint appeal panel is an advisory committee composed of an equal number of HMO 
staff, physicians or other providers, and others covered by HMO. Participants of the complaint 
appeal panel will not have been involved in the previously disputed decisions related to the 
complaint. Experienced physicians or other providers review the case; the resolution 
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recommended by the panel is independent of any prior physician or provider determinations. If 
you are disputing specialty care, the appeal panel must include a person who is a specialist in 
the field of care being disputed. Persons selected to participate on the complaint appeal panel 
are not HMO staff. The appeals process will not exceed thirty calendar days from the date 
HMO receives the written request for appeal. 

No later than the fifth business day before the scheduled meeting of the panel, HMO will supply 
you or your designated representative with: 
• Any documents to be presented to the panel by HMO staff;
• The specialization of any physicians or providers consulted during the investigation;
• The name and affiliation of each HMO representative on the panel; and
• The date and location of the hearing.

You are entitled to: 
• Appear in person by conference call or other appropriate technology or through a

representative, if the complainant is a minor or disabled, before the complaint appeal panel;
• Present written or oral information to the appeal panel;
• Present alternative expert testimony; and
• Request the presence of and question any person responsible for making the prior

determination that resulted in the appeal.

You will receive a written decision of the complaint appeal. When appropriate, it includes 
specific medical determination, clinical basis, contractual criteria used to reach the final decision 
and the toll-free telephone number and address of the Texas Department of Insurance. 

Upon request and free of charge, you are provided reasonable access to, and copies of all 
documents, records and other information relevant to the claim or appeal, including: 
• Information relied upon in making the benefit determination;
• Information submitted, considered or generated in the course of making the benefit

determination, whether or not it was relied upon in making the benefit determination;
• Descriptions of the administrative process and safeguards used in making the benefit

determination;
• Records of any independent reviews conducted by HMO;
• Medical judgments, including  determinations about whether  a  particular  service  is

experimental, investigational or not medically necessary or appropriate; and
• Expert advice and consultation obtained by HMO in connection with the denied claim,

whether or not the advice was relied upon in making the benefit determination.

Filing Complaints with the Texas Department of Insurance
Any person, including those who have attempted to resolve complaints through HMO’s 
complaint process, who is dissatisfied with the resolution, may report their dissatisfaction to the 
Texas Department of Insurance, Consumer Protection (111-1A), P.O. Box 149091, Austin, 
Texas 78714-9091 or fax to (512) 490-1007. 

There are three methods of filing a TDI complaint: 
• via mail
• via fax
• via online at 

The Texas Department of Insurance will investigate complaints against HMO within sixty (60) 
days of receiving the complaint. The time necessary to complete an investigation may be 
extended if: 
• additional information is needed;
• an on-site review is necessary;
• complainant,  HMO,  or  the  physician  or  provider  does  not  provide  all  documentation
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necessary to complete the investigation; or 
• other circumstances beyond the control of the Texas Department of Insurance occur.

Appeal of Adverse Determinations
An adverse determination is a determination made by HMO or a utilization review agent physician 
that health care services provided or proposed to be provided are experimental, 
investigational or not medically necessary. An adverse determination is not a denial of health 
care services due to the failure to request prospective or concurrent utilization review.  In life-
threatening or urgent care circumstances, if HMO has discontinued coverage of prescription 
drugs or intravenous infusions for which you were receiving health benefits under the 
Certificate, or if you do not receive a timely decision, you are entitled to an immediate appeal to 
an independent review Organization (“IRO”) and are not required to comply with HMO’s appeal 
of an adverse determination process. An IRO is an organization independent of the HMO which 
may perform a final administrative review of an Adverse Determination made by HMO. 

HMO maintains an internal appeal system that provides reasonable procedures for the 
resolution of an oral or written appeal  concerning dissatisfaction or disagreement with an adverse 
determination. The appeal of an adverse determination process is not part of the complaint 
process. You, your designated representative or your physician or provider may initiate an 
appeal of an adverse determination. 

When services provided or proposed to be provided are deemed experimental, investigational 
or not medically necessary, HMO or a utilization review agent will regard the expression of 
dissatisfaction or disagreement as an appeal of an adverse determination. 

Within five working days of your appeal request, HMO will send you a letter acknowledging the 
date of receipt of the appeal and a list of documents you must submit. For oral appeals, we will 
also send you a one-page appeal form for completion that must be returned to HMO. HMO will 
provide a review by a board certified physician or provider who has not already reviewed your 
case and who is of the same or similar specialty as typically manages the medical condition, 
procedure or treatment under review. We have thirty days from your appeal request to provide 
you written notice of the appeal determination. 

Note: If HMO is seeking to discontinue coverage of prescription drugs or intravenous infusions 
for which you are receiving health benefits under the COC, you will be notified no later than the 
30th day before the date on which coverage will be discontinued. 

You will receive a written decision of the appeal that will include dental, medical and contractual 
reasons for the resolution; clinical basis for the decision; specialization of provider consulted; 
notice of your right to have an independent review organization review the denial; and TDI’s toll 
free telephone number and address. 

Expedited Appeal of Adverse Determination Procedures
Investigation and resolution of appeals relating to ongoing emergencies or denials of continued 
hospital stays or the discontinuance by HMO of prescription drugs or intravenous infusions for 
which you were receiving health benefits under  the Certificate, are referred directly to an 
expedited appeal process and will be concluded in accordance with the medical or dental 
immediacy of the case. In no event will the request for an expedited appeal exceed one 
business day from the date all information necessary to complete the appeal request is received 
or three calendar days of the appeal request, whichever is sooner. HMO will provide a review by 
a board certified physician or provider who has not already reviewed your case and who is of 
the same or similar specialty as typically manages the medical condition, procedure or treatment 
under review. That physician or provider may interview you and will render a decision on the 
appeal. The initial notice of the decision may be made orally with written notice of the 
determination following within three days. 
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Appeals Process to Independent Review Organization
An independent review organization is an organization independent of HMO that may perform a 
final administrative review of an adverse determination made by us. 

In a circumstance involving a life-threatening or urgent care circumstances, if HMO has 
discontinued  coverage  of  prescription  drugs  or  intravenous  infusions  for  which  you  were 
receiving health benefits under the Certificate, or if you do not receive a timely decision, you are 
entitled to an immediate appeal to an independent review organization rather  than  going through 
HMO’s appeal of an adverse determination process. 

The independent review organization process is not  part  of  the complaint process,  but  is 
available only for appeals of adverse determination. 
You may request a review of an appeal of an adverse determination by the independent review 
organization. HMO will adhere to the following guidelines/criteria: 

• Provide you, your designated representative, or your provider of record, information on how
to appeal the denial of an adverse determination to an independent review organization;

• Provide this information at the initial adverse determination and the denial of the appeal;
• Provide the appropriate form to complete;
• You, a designated representative, or your provider of record must complete the form and

return it to HMO to begin the independent review process;
• In life-threatening or urgent care situations, or if HMO has discontinued coverage of

prescription drugs or intravenous infusions for which you were receiving health benefits
under the Certificate, you, your designated representative, or provider of record,  may contact
HMO by telephone to request the review;

• Submit  medical  records,  names  of  providers  and  any  documentation  pertinent  to  the
adverse determination to the independent review organization;

• Comply with the determination by the independent review organization; and
• Pay for the independent review.

Upon request and free of charge you are provided reasonable access to, and copies of all 
documents, records and other information relevant to the claim or appeal, including: 

• Information relied upon in making the benefit determination;
• Information  submitted,  considered  or  generated  in  the  course  of  making  the  benefit

determination, whether or not it was relied upon in making the benefit determination;
• Descriptions  of  the  administrative  process  and  safeguards  used  in  making  the  benefit

determination;
• Records of any independent reviews conducted by HMO;
• Medical  judgments,  including   determinations  about  whether  a  particular  service  is

experimental, investigational or not medically necessary or appropriate; and
• Expert advice and consultation obtained by HMO in connection with the denied claim,

whether or not the advice was relied upon in making the benefit determination.

The appeal process does not prohibit you from pursuing other appropriate remedies, including 
injunctive relief, a declaratory judgment, or relief available under law, if exhausting the 
procedures of HMO’s process for appeal and review places your health in serious jeopardy. 

NETWORK PROVIDERS

To find out more about HMO contracting providers, refer  to the website at 
https://www.bcbstx.com/find-a-doctor-or-hospital for Provider Finder®, an Internet-based 
provider directory. It has important information about the locations and availability of providers, 
restrictions on accessibility and referrals to specialists, and information about limited provider 
networks. You may also request a hard copy or electronic copy of the provider directory, which 
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is updated quarterly, by calling or writing Customer Service. The directories can also be found 
at https://www.bcbstx.com/find-a-doctor-or-hospital. Upon admission to an inpatient facility, (e.g. 
hospital or skilled nursing facility), a participating physician other than your primary care physician 
may direct and oversee your care. 

Your (PCP) will be the one you call when you need medical advice, when you are sick and 
when you need preventive care such as immunizations. Your PCP will play a key role in the 
delivery of your health care. The network to which your PCP belongs will provide or arrange 
for all of your care, so make sure that your PCP's network includes the specialists and hospitals 
that you prefer. 

If your PCP changes networks, you will be notified and will receive an updated ID card. You 
and your covered dependents may select the same or a different provider network, and the 
same or a different PCP within the network. 

SERVICE AREA

For a map of the HMO service area, refer to the website at www.bcbstx.com for Provider Finder, 
an Internet-based provider directory, or request a hard copy or electronic copy of the provider 
directory by calling Customer Service. 

GENERAL INFORMATION

Identification (ID) Card
Once enrolled, you and each of your covered dependents will receive an ID card. Please take 
a moment to check the following information on the card for accuracy, and call Customer 
Service if changes are needed. 

• Identification number 
• Coverage effective date 
• Your and/or your covered dependents’ names 
• Group number 
• Primary care physician (or “PCP”) name 
• PCP telephone number 

Your ID card also shows certain copayments and any other amounts due for services that 
are part of the plan selected. 

DIRECT ACCESS FOR OBSTETRICIAN/GYNECOLOGIST (OB/GYN) CARE
ATTENTION FEMALE MEMBERS: Your HMO plan provides direct access to participating 
OB/GYNs for gynecologic and obstetric conditions, including annual well-woman exams 
and maternity care, without first obtaining a referral from a PCP or calling HMO. Your
PCP or participating OB/GYN will establish a referral for you for any required
obstetric/gynecologic specialty care. 

HMO has opted not to limit your selection of OB/BYN to your PCP’s provider network. It is not
required that you select an OB/GYN; you may choose to receive your OB/GYN services from 
your PCP. 

If you need help in locating a participating OB/GYN in your area, refer to the online provider
directory (an Internet-based  provider directory available on our website at
https://www.bcbstx.com/find-a-doctor-or-hospital), or to your provider directory, or call Customer
Service at the telephone number on the back of your ID card for assistance. 
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The back of your ID card includes the toll-free Customer Service telephone number. 

Be sure to take your ID card with you when you seek health care. It has important information 
on it that your PCP or other health care professional will need to know. Always present your 
ID card to the medical office staff, so they can verify eligibility and collect the appropriate 
copayment and any other amounts due. 

If your ID card is lost or stolen, call Customer Service immediately and a new ID card will 
be sent to you. Or you may go to the website at www.bcbstx.com, and print a temporary ID 
card or order a replacement under the Blue Access for Members section. You will also 
receive an updated ID card if you change your PCP, or if your PCP changes to another network 

RECEIVING CARE

Your Primary Care Physician (PCP)
We encourage you to make an appointment with your PCP before you need health care so 
that you can establish yourself as a patient. One of the advantages of establishing a 
physician/patient relationship with your PCP is that your PCP becomes familiar with you and 
your medical history, which helps make sure you receive the care that is right for you. 

It is very important to visit or contact your PCP first when seeking medical care. Your PCP will 
either treat you or refer you for specialty care. Your PCP will also coordinate any required 
hospital admissions. 

Changing PCPs
Changing your PCP is easy. Simply use the online provider directory at 
https://www.bcbstx.com/find-a-doctor-or-hospital, refer to your provider directory, or call 
Customer Service for assistance in selecting a new PCP in your area. 

Sometimes a PCP may not be accepting new patients. When selecting a new PCP, you may 
call Customer Service or the PCP’s office and ask about availability. If the PCP is unavailable, 
Provider Finder or Customer Service can help you find another physician in your area. 

Once you’ve made your decision, either call Customer Service or complete a change form and 
submit it to the Membership Department, P.O. Box 655730, Dallas, Texas 75265-5730. You 
may also request the transfer of your medical records from your previous PCP to the newly 
selected physician. 
PCP changes become effective the first day of the month following HMO’s receipt and approval 
of your request. You will receive an updated ID card that shows your new PCP’s name and 
phone number. If you need health care but have not received your new ID card with your new 
PCP’s name, call Customer Service to verify that your request has been processed.  You may 

REMEMBER:
• Your COC contains important details about your health care benefits.  Please review them carefully.

Contact Customer Service if you have questions about your plan.
• Your provider directory gives you a complete listing of participating providers in your area.  Contact

Customer Service if you need assistance in locating a PCP in your area.
• Take your ID card with you when you seek care. It has important information your provider needs to

know.

REMEMBER:
Always see your PCP first when you need health care. Services received from any provider
without a referral from your PCP will not be covered, except in emergency situations or for 
OB/GYN services provided by a participating OB/GYN in your network, as described below. 
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also go to the website at www.bcbstx.com, and print a temporary ID card under the Blue Access 
for Members section. 

Making Appointments
You may make appointments for periodic health assessments at a time convenient for you. 

If the nature of an illness warrants an urgent appointment, your PCP can generally fit you into 
his or her schedule within a reasonable period of time. If your PCP cannot fit you in, he or she 
may direct you to a designated back-up physician. If you need assistance, you may call 
Customer Service at the telephone number on the back of your ID card. 

If you need to change or cancel an appointment, be sure to call your PCP as soon as you can. 
When you visit your PCP’s office for covered services, you will pay only a copayment and any 
other applicable coinsurance or deductibles for the office visit. There are no claims to file. If 
you need the care of a specialist, your PCP will refer you and will handle any preauthorization 
requirements for you. 

Telehealth and Telemedicine Medical Services 
Telehealth and Telemedicine Medical Services are covered as defined below and may 
require Preauthorization. 

Telehealth Service means a health service, other than a Telemedicine Medical Service, 
delivered by a health professional licensed, certified, or otherwise entitled to practice in 
Texas and acting within the scope of the health professional’s license, certification, or 
entitlement to a patient at a different physical location than the health professional using 
telecommunications or information technology. 

Telemedicine Medical Services means a health care service delivered by a Physician 
licensed in Texas, or a health professional acting under the delegation and supervision of 
Physician licensed in Texas, and acting within the scope of the Physician’s or health 
professional’s license to a patient at a different physical location than the Physician or health 
professional using telecommunication or information technology. 

ADDITIONAL INFORMATION

Status Changes
Your records are very important to us. Incorrect records can delay membership verification or 
medical care, create problems in continuing coverage for a dependent, and possibly cost you 
money. To keep your coverage up to date, see your employer for specific instructions about 
submitting forms to notify us of any changes. If this plan is purchased through the Exchange 
you must notify the Exchange within 30 days of any changes that will affect eligibility. Completed 
forms must be received by HMO within 31 days from the date of any change listed below: 

REMEMBER:
• Have your health care provided or arranged by your PCP.
• For obstetric or gynecologic conditions, you may directly access a participating OB/GYN

(in the same provider network as your PCP).
• Contact Customer Service for assistance in changing your PCP.
• It is important to schedule an appointment with your PCP as soon as you can.  Contact

Customer Service if your PCP cannot fit you in.



TX-G-H-PD-HB-19-B 15

• Birth of a child;
• Adoption or becoming a party in a suit for adoption, or legal guardianship;
• Change of dependency status of a child;
• Court-ordered dependents;
• Loss of other health coverage;
• Marriage;
• Divorce;
• Death;
• Change of address; and
• Change of telephone number.

Coverage will be automatic for subscriber or subscriber’s spouse’s newborn child for the first 
thirty-one (31) days following the date of birth.  Coverage will continue beyond the thirty-one 
(31) days only if the child is an eligible dependent and You notify HMO (verbally or in writing) or
submit an enrollment application/change form to HMO timely and make or agree to make any
additional premium payments. Note: If this plan is purchased through the Exchange, application
must be made to the Exchange within 30 days and you must make or agree to make any 
additional Premium payments in accordance with this Certificate. 

Duplication of Coverage and Coordination of Benefits
If you or your dependents are covered by more than one health benefit plan, you may have 
duplicate coverage. Each covered dependent will then have “primary” and “secondary” 
coverage. At the time of enrollment, you were asked to provide information about your other 
health benefit plan. Please notify Customer Service of any change in your duplicate coverage. 

Injuries and sometimes illnesses may be covered by other types of insurance such as auto, 
homeowners or workers’ compensation. Please call Customer Service in cases such as these 
for information on what steps to take. 

It is important that you provide this information to us to allow coordination of payment of your 
claims to ensure that claims are not paid twice. This helps keep your health care costs down. 

Continuation of Benefits
Under the Consolidated Omnibus Budget Reconciliation Act (federal legislation called COBRA), 
many employers offer a continuation of group coverage if you become ineligible for group 
membership. Ask your employer if this coverage is available to you. You also may be able to 
continue your coverage under State Continuation guidelines, as explained in your COC. 

New Medical Technology
HMO keeps abreast of medical breakthroughs, experimental treatments and newly approved 
medication. The medical policy department evaluates new technologies, medical procedures, 
drugs and devices for potential inclusion in the benefit packages we offer. Clinical literature and 
accepted medical practice standards are assessed thoroughly with ongoing reviews and 
determinations made by our Medical Policy Group 

REMEMBER:
• Notify us within 31 days of a change to your eligibility.  If this plan is purchased through the

Exchange, notify the Exchange within 30 days of any changes that will affect eligibility.
• Be sure to indicate any other health coverage you have, or contact Customer Service with

this information.
• You may be eligible to continue your membership. Please review the guidelines above to

see if you are eligible.
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YOUR RIGHTS AND RESPONSIBILITIES

You have certain rights and responsibilities when receiving health care services and should 
expect the best possible care available. We have provided the following information, so you 
can be an informed customer and active participant in your plan. 

Your Rights
You have the right to:

• Select or change your PCP and know the qualifications, titles and responsibilities of
the professionals responsible for your health care;

• Receive  prompt  and  appropriate  treatment  for  physical  or  emotional  disorders
and participate with your providers in decisions regarding your care;

• Be treated with dignity, compassion and respect for your privacy;
• Have a candid discussion of appropriate or medically necessary treatment options for

your condition, regardless of cost or benefit coverage;
• Have all medical and other information held confidential unless disclosure is required by law

or authorized in writing by you;
• Be provided with information about:

- HMO;
- Health care benefits;
- Copayments, copayment limitations, and/or other charges;
- Service access;
- Changes and/or termination in benefits and participating providers;
- Exclusions and limitations;

• Express opinions, concerns, and complaints in a constructive manner or appeal regarding
any aspect of the HMO;

• Receive  timely resolution  of  complaints  or  appeals  through  Customer  Service  and  the
complaint procedure;

• Have access to review by an Independent Review Organization;
• Refuse treatment and be informed of the medical consequences that may be a result of your

decision; and
• Make recommendations regarding your HMO rights and responsibilities policies.

Your Responsibilities
You have the responsibility to:

• Meet all eligibility requirements;
• Identify yourself by presenting your ID card and pay the copayment and any other applicable

amount due at the time of service for network benefits;
• Establish a physician/patient relationship with your  PCP and seek your  PCP’s medical

advice/referral for network services prior to receiving medical care, unless it is an
emergency situation or services are performed by your HMO participating OB/GYN;

• Understand the medications you are taking and receive proper instructions on how to take
them;

• Communicate complete and accurate medical information to health care providers;
• Call in advance to schedule appointments with network providers and notify them prior to

canceling or rescheduling appointments;
• Ask questions and follow instructions and guidelines given by providers to achieve and

maintain good health;
• Discuss disagreements and/or misunderstandings regarding treatment from providers;
• Notify your PCP or HMO within 48 hours or as soon as reasonably possible after receiving

emergency care services;
• Provide, to the extent possible, information that HMO needs in order to administer your

benefit plan, including changes in your family status, address and phone numbers ;
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• Read your COC for information about HMO benefits, limitations, and exclusions; and
• Understand  your  health  conditions,  and  participate  to  the  degree  possible  in  the

development of treatment goals mutually agreed upon between you and your provider.

CONFIDENTIALITY AND ACCESS TO RECORDS

We are required by federal and state law to maintain the privacy of your protected health 
information. “Protected health information” (PHI) is information about you that may identify you 
and that relates to your past, present or future physical or mental health or condition and related 
health care services. With limited exceptions, your medical records may not be disclosed to 
others, including your employer, without your written consent. You, or an individual acting on 
your behalf, may request medical records for the purpose of providing care or resolving disputes 
related to coverage, reimbursement, or complaints. 

Routine consent signed at the time of enrollment permits us to release information for purposes 
of quality assessment and measurement, treatment, coordination of care, accreditation, billing 
and other uses. Identifiable information is minimized and protected from inappropriate 
disclosure. Information provided to employer groups is aggregated to protect the identification 
of any individual. 

You have a right to specifically approve the release of information beyond the uses identified in 
the routine consent that you sign upon enrollment and, at other times, as needed for worker’s 
compensation claims, auto insurance claims, marketing or data used for research studies. 

You may give us written authorization to use your PHI or to disclose it to another person only for 
the purpose you designate. PHI may not be disclosed to your spouse or family without written 
authorization from you or an authorized representative. Information regarding children under 18 
years of age may be released to a parent or legal guardian. If an adult is incapacitated, a 
legally appointed guardian may act on their behalf. Unless you give us written authorization, we 
cannot use or disclose your PHI for any reason except those described in the HIPAA Notice. 

Participating providers must comply with applicable HIPAA laws, professional standards and 
policies regarding the confidential treatment of medical information, including security measures 
to control access to confidential information maintained in computer systems. Access to electronic 
files containing information is to be protected and restricted to employees who have a business-
related need to know. Oral, written and electronic personal health information across the 
organization will be kept confidential in accordance with applicable law. 

Blue Cross Blue Shield of Texas understands the importance of confidentiality and respects 
your right to privacy. A summary of our privacy practices is available on the BCBSTX website at 
www.bcbstx.com/privacy.htm or you may call Customer Service at the telephone number on the 
back of your ID card to obtain a paper copy. 

CUSTOMER SERVICE

Questions
If you have questions about your benefits, Customer Service representatives are available to 
help you at the telephone number on the back of your ID card.  Customer Service can also help 
if you want to change your PCP. They will have an up-to-date list of participating providers in 
your area. 

Customer Service can also assist you with special communications needs. If your first language 
is not English, you can ask to speak to a bilingual staff member (English or Spanish). Some 
written materials (including this Plan Description and Member Handbook) are available in Spanish. 
Members may also ask for access to a telephone-based translation service to assist with other 
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languages. 

BCBSTX provides TDD/TYY services and language assistance for incoming callers for deaf, 
hard-of-hearing and speech-disabled members. Members can utilize their TeleTypewriter (TTY) 
or Telecommunication Device (TDD) to access a teletype operator. 

If you are not satisfied with service you have received, HMO has a formal complaint process 
you can follow to advise us of issues related to quality of care or service. We monitor the care 
you receive and follow through on all complaints and inquiries, because your satisfaction is 
important to us. 
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 BLUE CROSS AND BLUE SHIELD OF TEXAS
A DIVISION OF HEALTH CARE SERVICE CORPORATION

(herein called “BCBSTX” or “HMO”)

 Plan Description and Member Handbook, Network Providers section 

Network Enrollees Specialty
Participating
Providers Access

Changes in state or federal law or regulations, or interpretations thereof, may change the terms and 
conditions of coverage.  Except as changed by this Amendment, all terms, conditions, limitations and 
exclusions of the Member Handbook and Plan Description to which this Amendment is attached will 
remain in full force and effect.  




