














































Notice to Blue Cross and Blue Shield of Texas Subscriber/Policyholder 

BlueCard Program Savings 
Your Blue Cross and Blue Shield membership card - The BlueCard - gives you access to health care throughout 
the United States . Through the BlueCard Program, your membership card indicates to any participating hospital or 
physician which Blue Cross and/or Blue Shield Plan is yours. By using this BlueCard, you can help keep your 
costs down when you need health care away from home. 

When you obtain health care services outside Texas and through the BlueCard Program, the Coinsurance Amount 
or co-share amount you pay is calculated based on either the billed charge the Provider of health care charges for 
your covered services, or the "negotiated price" that the local Blue Cross and/or Blue Shield Plan passes on to 
Blue Cross and Blue Shield of Texas 1 ("BCBSTX"), whichever is less. 

Below are some frequently-asked questions that will help illustrate the claims calculation. For further 
information, you may write BCBSTX at P.O. Box 655488, Dallas, Texas, 75265-5488. 

What's a "negotiated price"? 
In many cases, the local Blue Cross and/or Blue Shield Plan obtains a discount from the Provider's billed charges 
that is passed on to BCBSTX. A number of Plans can determine only an estimated price at the time your claim is 
paid. In addition, some Plans' Provider contracts do not give a comparable discount for all claims. These Plans 
elect to smooth out the effect of their contracts by applying an average discount to BlueCard Program claims. 
Plans using these methods may prospectively adjust their estimated or average prices to correct for over- or 
underestimation of past prices . 

Give me an example ofhow you calculate my liability. 
Let's assume that you are on vacation in another state , you get sick, and you see a participating doctor for a 
particular medical service. Let's also assume your plan or policy requires you to pay 20% of the Allowable 
Amount (after a Deductible). The particular doctor you receive services from has negotiated with the local Blue 
Cross and Blue Shield Plan a price of $160, even though his standard charge for this service is $200. The doctor 
bills the local Plan the standard charge of $200, but we base your share of the claim on the negotiated price of 
$160. In this case, the amount you pay (the "coinsurance" or "co-share amount") is $32 (20% of $160) rather 
than $40 (20% of $200). 

Does BlueCard always work this way? 
A few Blue Cross and/or Blue Shield Plans are governed by state laws that do not allow your Coinsurance 
Amount or co-share amount to be calculated using the "lesser of' the billed charge or the negotiated price. In 
those instances, BCBSTX will recalculate your claim using the " lesser of' formula and issue you a supplemental 
check if there is a difference of more than $5. So, in the example above, if you were charged $40 (20% of the 
billed charge of $200) rather than $32 (20% of the negotiated price), BCBSTX would send you a supplemental 
check for $8 (the difference between $40 you had to pay and $32 you should have paid). 
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Policyholder Liability Notice 

The following section is added to and made a part of the individual policy currently in force between Blue Cross 
and Blue Shield of Texas! ("BCBSTX") and the Policyholder/Subscriber, or the Benefit Booklet describing the 
benefits for participants of employer or association-sponsored medical plans : 

Calculation of Participant Coinsurance Liability 

If you incur expenses under the Policy or Plan in a location outside of Texas and through the BlueCard Program, 
your liability for coinsurance or co-share will be calculated on the lesser of: 

•	 the billed charge of the Provider of health care, or 
• the negotiated rate BCBSTX pays the local Blue Cross and/or Blue Shield Plan. 

The negotiated rate may represent: 

I.	 the actual price paid on the claim, 

2.	 an estimated price that reflects adjusted aggregate payments expected to result from settlements or other non
claims transactions with one or more of the local Plan's health care Providers, or 

3.	 a discount from billed charges representing the local Plan's expected average savings for all of its Providers or 
for a specified group of Providers. 

Plans using either the estimated price or average savings factor methods may prospectively adjust the estimated or 
average price to correct for overestimation or underestimation of past prices. 

Some states' statutes may require local Blue Cross and/or Blue Shield Plans to use a basis of computing your 
liability for coinsurance or co-share that does not reflect the entire discount. In those instances, BCBSTX will 
recalculate the amount of the claim using the "lesser of' methodology and adjust your coinsurance or co-share 
liability accordingly. 

Understanding and acceptance of this amendment is deemed by Policyholder/Subscriber by payment of premium 
or other consideration in the month next following receipt of this amendment. 

IBlue Cross and Blue Shield ofTexas, A Division of Health Care Service Corporati on, 
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NOTICE 

ALTHOUGH HEALTH CARE SERVICES MW BE OR HAVE BEEN PROVIDED TO YOU AT A HEALTH CARE 
FACI'llTY 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.:f.'r.lYSICIANS AND OTHER HEALTH CARE PRACTITIoNERS WHO ARE NOT MEMBERS OF THAT. 
-tJE"t\iVOt=zK:"~·Yb\.J-MAY BE "RESPONSIEilEFOR"PAYi\1iEM'F'0F ALr··OR·PAR'i "OF TRE· FEES'FOR THOSE 
PROFESSIONAL SERVICES THAT ARE NOT PAl D OR COVERED BY YOUR HEALTH BEI-J EFrT PLAN. 
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An Amendment 
 
 Effective Date January 1, 2008 
To be attached to and made a part of your Blue Cross and Blue Shield of Texas* Individual 
Health Insurance Contract. 
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Article IV of this Contract, as previously amended, is amended by deleting the section entitled 
Benefits for Acquired Brain Injury in its entirety and substituting the following: 

 
Benefits for Treatment of Acquired Brain Injury 
Benefits for Eligible Expenses incurred for Medically Necessary treatment of Acquired Brain Injury 
will be determined on the same basis as treatment for any other physical condition.  Eligible Expenses 
include the following services as a result of and related to an Acquired Brain Injury: 

 
 Cognitive rehabilitation therapy — Services designed to address therapeutic cognitive activities, 

based on an assessment and understanding of the individual’s brain-behavioral deficits. 

 Cognitive communication therapy — Services designed to address modalities of comprehension 
and expression, including understanding, reading, writing, and verbal expression of information. 

 Neurocognitive therapy and rehabilitation services — (1) Therapy designed to address 
neurological deficits in informational processing and to facilitate the development of higher level 
cognitive abilities and (2) Services designed to assist cognitively impaired individuals to 
compensate for deficits in cognitive functioning by rebuilding cognitive skills and/or developing 
compensatory strategies and techniques. 

 Neurobehavioral treatment —Interventions that focus on behavior and the variables that control 
behavior. 

 Neurobehavioral testing — An evaluation of the history of neurological and psychiatric difficulty, 
current symptoms, current mental status, and pre-morbid history, including the identification of 
problematic behavior and the relationship between behavior and the variables that control 
behavior.  This may include interviews of the individual, family, or others.  

 Neuro-physiological testing — An evaluation of the functions of the nervous system. 

 Neuropsychological testing — The administering of a comprehensive battery of tests to evaluate 
neurocognitive, behavioral, and emotional strengths and weaknesses and their relationship to 
normal and abnormal central nervous system functioning. 

 Neuro-psychological treatment — Interventions designed to improve or minimize deficits in 
behavioral and cognitive processes. 

 Neuro-physiological treatment — Interventions that focus on the functions of the nervous system. 

 Psychophysiological testing — An evaluation of the interrelationships between the nervous 
system and other bodily organs and behavior. 

 Psychophysiological treatment — interventions designed to alleviate or decrease abnormal 
physiological responses of the nervous system due to behavioral or emotional factors. 

 Neurofeedback therapy — Services that utilizes operant conditioning learning procedure based on 
electroencephalographs (EEG) parameters, and which are designed to result in improved mental 
performance and behavior, and stabilized mood. 

 



 Remediation — The process(es) of restoring or improving a specific function. 

 Post-acute transition services — Services that facilitate the continuum of care beyond the initial 
neurological insult through rehabilitation and community reintegration, including outpatient day 
treatment or other post-acute care treatment.  This shall include coverage for reasonable expenses 
related to periodic reevaluation of the care of an individual covered under this plan who: 

has incurred an Acquired Brain Injury; 
has been unresponsive to treatment; and 
becomes responsive to treatment at a later date. 

 Community reintegration services — Services that facilitate the continuum of care as an affected 
individual transitions into the community, including outpatient day treatment or other post-acute 
care treatment. 

Services means the work of testing, treatment, and providing therapies to an individual with an 
Acquired Brain Injury. 

Therapy means the scheduled remedial treatment provided through direct interaction with the 
individual to improve a pathological condition resulting from an Acquired Brain Injury. 

Treatment for an Acquired Brain Injury may be provided at a Hospital, an acute or post-acute 
rehabilitation hospital, an assisted living facility or any other facility at which appropriate services or 
therapies may be provided. 
 
 
 
The Limitations and Exclusions section of Your Contract is amended by deleting the exclusion 
regarding “Preexisting Conditions” in entirety and substituting the following: 
 

Any services or supplies for Eligible Expenses incurred for a Preexisting Condition during a period of 
24 months beginning with the Participant’s Effective Date under this Contract.  This Preexisting 
Condition exclusion shall not apply to a Participant who was continuously covered for an aggregate 
of 18 months under Creditable Coverage if the previous coverage was in effect up to a date not more 
than 63 days before the Effective Date of the Participant’s coverage under this Contract, excluding 
any waiting periods. 

 
If a Participant does not have aggregate Creditable Coverage totaling 18 months, BCBSTX will credit 
the time the Participant was previously covered under Creditable Coverage if the previous coverage 
was in effect at any time during the 18 months preceding (a) the first day coverage is effective under 
this Contract, if there is not a waiting period; or (b) the day the applicant files a substantially complete 
application for coverage, if there is a waiting period. 
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An Amendment 

To be attached to and made a part of your Blue Cross and Blue Shield of Texas* Individual 
Health Insurance Contract. 

Your Contract is amended as follows: 

1.	 The Benefits Provided section of Your Contract is amended adding the following new Section, 
Use of Non-Contracting Providers: 

Use of Non-Contracting Providers 

•	 When you choose to receive services, supplies, or care from Hospitals and Facility Other 
Providers not contracting with BCBSTX in Texas or any other Blue Cross and Blue Shield 
Plan outside of Texas (non-contracting Allowable Amount) no payment will be made by us. 

•	 When you choose to receive services, supplies, or care from a Physicians, and Professional 
Other Providers Provider that does not contract with BCBSTX (a non-contracting Provider), 
you receive benefits for covered services that will be reimbursed based on the BCBSTX non
contracting Allowable Amount, which in most cases is less than the Allowable Amount 
applicable for BCBSTX contracted Physicians, and Professional Other Providers. Please see 
the definition of non-contracting Allowable Amount in the DEFINITIONS section of this 
Benefit Booklet. The non-contracted Provider is not required to accept the BCBSTX 
non-contracting Allowable Amount as payment in full and may balance bill you for the 
difference between the BCBSTX non-contracting Allowable Amount and the non
contracting Provider's billed charges. You will be responsible for this balance bill 
amount, which may be considerable. You will also be responsible for charges for services, 
supplies and procedures limited or not covered under the Plan and any applicable 
Deductibles, Coinsurance Amounts, and Copayment Amounts. 

2.	 The Definitions section of Your Contract is amended by deleting the definition of Allowable 
Amount in its entirety and replacing it with the following: 

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

•	 For Hospitals and Facility Other Providers, Physicians, and Professional Other Providers 
contracting with BCBSTX ill Texas or any other Blue Cross and Blue Shield Plan - The 
Allowable Amount is based on the terms of the Provider contract and the payment 
methodology in effect on the date of service. The payment methodology used may include 
diagnosis-related groups (DRO), fee schedule, package pricing, global pricing, per diems, 
case-rates, discounts, or other payment methodologies. 

•	 For Hospitals and Facility Other Providers not contracting with BCBSTX ill Texas or any 
other Blue Cross and Blue Shield Plan outside of Texas (non-contracting Allowable 
Amount) - no payment will be made by us. 
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•	 For Physicians, and Professional Other Providers not contracting with BCBSTX in Texas 
or any other Blue Cross and Blue Shield Plan outside of Texas (non-contracting Allowable 
Amount) - The Allowable Amount will be the lesser of the Physicians or Professional Other 
Provider's billed charges or the BCBSTX non-contracting Allowable Amount. The non
contracting Allowable Amount is developed using BCBSTX Allowable Amount data for 
similar Physicians or Professional Other Providers at a service level identified by standard 
contracting identification methods. The Allowable Amount for non-contracting Physicians or 
Professional Other Providers represents the average contract rate for Physicians or 
Professional Other Providers contracting with us adjusted by a predetermined factor 
established by BCBSTX and updated on a periodic basis. Such factor shall not be less than 
75 % and will be updated not less frequently than once every two years. The non-contracting 
Allowable Amount does not equate to the Physicians or Professional Other Provider's billed 
charges and Participants receiving services from a non-contracting Provider will be 
responsible for the difference between the non-contracting Allowable Amount and the non
contracting Provider's billed charge, and this difference may be considerable. To find out the 
BCBSTX non-contracting Allowable Amount for a particular service, Participants may call 
customer service at the number on the back your BCBSTX Identification Card. 

•	 For multiple surgeries - The Allowable Amount for all surgical procedures performed on the 
same patient on the same day will be the amount for the single procedure with the highest 
Allowable Amount plus a determined percentage of the Allowable Amountfor each of the 
other covered procedures performed. 

•	 For drugs administered by a Home Infusion Therapy Provider - The Allowable Amount 
will be the lesser of (1) the actual charge, or (2) the Average Wholesale Price (A WP) plus a 
predetermined percentage mark-Up or mark down from the AWP wholesale price established 
by BCBSTX and updated on a periodic basis. 

Except as changed by amendment, all terms, conditions, limitations and exclusions of the Contract 
to which this Amendment is attached will remain in full force and effect. This amendment shall 
become effective immediately. 

J. Darren Rodgers 
President of Blue Cross and Blue Shield of Texas 
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An Amendment 
 
 Effective Date January 1, 2010 
To be attached to and made a part of your Blue Cross and Blue Shield of Texas* Individual 
Health Insurance Contract. 
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The Definitions Section of Your Contract is amended as follows: 
 

By adding the following new definitions: 
 
Research Institution means an institution or Provider (person or entity) conducting a phase I, phase II, 
phase III, or phase IV clinical trial. 
 
Routine Patient Care Costs means the costs of any Medically Necessary health care service for which 
benefits are provided under the Plan, without regard to whether the Participant is participating in a clinical 
trial. 

Routine patient care costs do not include: 

1. The cost of an investigational new drug or device that is not approved for any indication by the 
United States Food and Drug Administration, including a drug or device that is the subject of the 
clinical trial; 

2. The cost of a service that is not a health care service, regardless of whether the service is required in 
connection with participation in a clinical trial; 

3. The cost of a service that is clearly inconsistent with widely accepted and established standards of 
care for a particular diagnosis; 

4. A cost associated with managing a clinical trial; or 
5. The cost of a health care service that is specifically excluded from coverage under the Plan. 
 
2. By adding the following subsection to the definition of Medical-Surgical Expense: 
 
Amino acid-based elemental formulas, regardless of the formula delivery method, used for the diagnosis 
and treatment of: 
 

(1) Immunoglobulin E and non-immunoglobulin E mediated allergies to multiple food proteins; 

(2) Severe food protein-induced enterocolitis syndromes; 

(3) Eosinophilic disorders, as evidenced by the results of biopsy; and  

(4) Disorders affecting the absorptive surface, functional length, and motility of the gastrointestinal 
tract.  

A Prescription Order from your Health Care Practitioner is required. 

 
The Benefits Provided Section of Your Contract is amended:  
 

1.  By adding the following new sections: 
 
Benefits for Routine Patient Costs for Participants in Certain Clinical Trials 
 
Benefits for Eligible Expenses for Routine Patient Care costs are provided in connection with a phase I, 
phase II, phase III, or phase IV clinical trial if the clinical trial is conducted in relation to the prevention, 
detection, or treatment of a life-threatening disease or condition and is approved by: 
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• the Centers for Disease Control and Prevention of the United States Department of Health and 
Human Services; 

• the National Institutes of Health; 
• the United States Food and Drug Administration; 
• the United States Department of Defense; 
• the United States Department of Veterans Affairs; or 
• an institutional review board of an institution in this state that has an agreement with the Office 

for Human Research Protections of the United States Department of Health and Human Services. 
 
Benefits are not available under this section for services that are a part of the subject matter of the clinical 
trial and that are customarily paid for by the Research Institution conducting the clinical trial. 
 
Benefits for Early Detection Tests for Cardiovascular Disease  

Benefits are available for one of the following noninvasive screening tests for atherosclerosis and 
abnormal artery structure and function every five (5) years when performed by a laboratory that is 
certified by a recognized national organization: 
 

(1) Computed tomography (CT) scanning measuring coronary artery calcifications; or 
(2) Ultrasonography measuring carotid intima-media thickness and plaque. 

 
Tests are available to each Participant who is (1) a male older than 45 years of age and younger than 
76 years of age, or (2) a female older than 55 years of age and younger than 76 years of age.  The 
individual must be a diabetic or have a risk of developing coronary heart disease, based on a score 
derived using the Framingham Heart Study coronary prediction algorithm that is intermediate or 
higher. 
 
Benefits are limited to a $200 maximum benefit amount every five (5) years. 

 
2.  By deleting the Section Precertification Requirements in its entirety and replacing it with the             
following: 

 
Precertification is required for all Hospital Admissions, Extended Care Expense, and Home Infusion 
Therapy, and organ and tissue transplants.  
 
Precertification establishes in advance the Medical Necessity or Experimental/Investigational nature of 
certain care and services covered under this Contract.  It ensures that the precertified care and services as 
described below will not be denied on the basis of Medical Necessity or Experimental/Investigational.  
Precertification does not guarantee payment of benefits.   
 
(1) Hospital Admissions   

 
You are required to have Your admission precertified at least two working days prior to actual 
admission unless it would delay Emergency Care.  In an emergency, precertification should take 
place within two working days after the admission or as soon as reasonably possible.   
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When a Hospital Admission is precertified, a length-of-stay is assigned.  This Contract is required to 
provide a minimum length of stay in a Hospital for treatment of breast cancer of:   
 
• 48 hours following a mastectomy, and   
• 24 hours following a lymph node dissection.   
 
If You require a longer stay than was first precertified, Your Provider may request an extension for 
the additional inpatient days. If an admission extension is not precertified, benefits may be reduced or 
denied.   
 
Precertification is also required if You transfer to another facility or to or from a specialty unit within 
the facility.   
 
If an admission is not precertified, benefits may be reduced or denied if We determine that the 
admission is not Medically Necessary or is Experimental/Investigational.   
 
Failure to precertify will result in a penalty in the amount of $250 that will be deducted from any 
benefits which may be finally determined to be available for the Hospital Admission.  This penalty 
amount cannot be used to satisfy Deductibles or to apply toward the Coinsurance Amount. 
Additionally, We will review the Medical Necessity or Experimental/Investigational nature of Your 
claim.   
 

(2) Extended Care Expense and Home Infusion Therapy   
 
Precertification is required for Medically Necessary Skilled Nursing Facility services, Home Health 
Care, Hospice Care or Home Infusion Therapy.   
 
Precertification for Extended Care Expense and Home Infusion Therapy must be obtained by having 
the agency or facility providing the services submit a treatment plan to Us on a Precertification 
Review Form.  The Precertification Review Form must be completed:      
 
• Before the start of Extended Care Expense or Home Infusion Therapy;     
 
• For periodic recertification of Extended Care Expense or Home Infusion Therapy, and    
 
• When the treatment plan is altered.   
 
If Extended Care Expense or Home Infusion Therapy is to take place in less than one week, the 
agency or facility should call the precertification telephone number on the back of Your Identification 
Card.   
 
We will review the information submitted prior to the start of Extended Care Expense or Home 
Infusion Therapy.  A letter will be sent to You and the agency or facility confirming precertification 
or denying benefits.  If Extended Care Expense or Home Infusion Therapy is scheduled to occur 
within 72 hours, We will notify the agency or facility by telephone.  No benefits will be available for 
charges incurred when the corresponding treatment plan has been previously denied based on the 
information submitted.   
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Failure to precertify will result in a penalty in the amount of 50% not to exceed $500 which will be 
deducted from any benefits which may be finally determined to be available for Extended Care 
Expense or Home Infusion Therapy.   
 

(3) Organ and Tissue Transplants   
 
Precertification is required for any organ or tissue transplant. Precertification of an organ or tissue 
transplant is the process by which the Medical Necessity of the transplant and the length of stay of the 
admission is approved or denied. Precertification does not guarantee payment of a claim but does 
ensure that payment for the covered room and board charges for the precertified length of stay will 
not be denied on the basis of Medical Necessity or Experimental/Investigational.   
 
At the time of precertification, We will assign a length-of-stay for the admission if We determine that 
the admission is Medically Necessary.  Upon request, the length-of-stay may be extended if We 
determine that an extension is Medically Necessary. 

 
 
The Limitations and Exclusions Section of Your Contract is amended by deleting the exclusion 
regarding “Fluids, solutions, nutrients, or medications” in its’ entirety and substituting the 
following: 
 
Fluids, solutions, nutrients, or medications (including all additives and chemotherapy) used or intended to 
be used by intravenous or gastrointestinal (enteral) infusion or by intravenous injection in the home 
setting; drugs given through routes other than subcutaneously in the home setting. This exception does 
not apply to dietary formula necessary for the treatment of phenylketonuria (PKU) or other heritable 
diseases.  This exception also does not apply to amino acid-based elemental formulas, regardless of the 
formula delivery method, used for the diagnosis and treatment of immunoglobulin E and non-
immunoglobulin E mediated allergies to multiple food proteins, severe food protein-induced enterocolitis 
syndromes, eosinophilic disorders, as evidenced by the results of biopsy and disorders affecting the 
absorptive surface, functional length, and motility of the gastrointestinal tract. A Prescription Order from 
your Health Care Practitioner is required. 
 
The General Provisions  Section of Your Contract is amended By deleting the Section Review of 
Claim Determinations in its entirety and replacing it with the following: 
 

Review of Claim Determinations: 
 
a. When a claim is submitted properly and received by Us, it will be processed to determine whether 

and in what amount benefits should be paid. Some claims take longer to process than others do 
because they require information not provided with the claim.  Examples of such matters include 
determination of Medical Necessity.   

 
After processing the claim, We will determine and notify the Participant of the exact amount, if 
any, being paid on the claim; that the claim is being denied in whole or in part and the reason for 
denial; or that We require additional information before We can determine Our liability.  If 
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additional information is requested, it must be furnished before processing of the claim can be 
completed. 

 
b. Any Participant (or a parent if he is a minor) has the right to seek and obtain a full and fair review 

by Us of any determination of a claim, or any other determination made by Us of the Participant's 
benefits under this Contract.   

 
 If a Participant believes We incorrectly denied all or part of his charges and wants to obtain a 
 review of the benefit determination, he must: 
 

(1) Submit a written request for review mailed to Us at Our Administrative Office in Richardson, 
Dallas County, Texas. The request must state the Participant's full name and Subscriber 
identification number and the charges on the claim he wants reviewed.  

(2) Include in the written request the items of concern regarding Our determination and all 
additional information (including medical information) that the Participant believes has a 
bearing on why the determination was incorrect.   

 
On the basis of the information supplied with the request for review, together with any other 
information available to Us, We will review Our prior determination for correctness and make a 
new determination.  The Participant will be notified in writing of Our decision and the reasons for 
it within 60 days of Our receipt of the request for review. This determination will be the final 
internal determination by Us unless additional information, which has not previously been 
available for review, is provided within 60 days of the Participant's receipt of the determination. 

 
  
 
 
 President of Blue Cross and Blue Shield of Texas 
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