DEFINITION OF INSURANCE TERMS

Authorized Service – is any Covered Service which has been authorized by the Medical Director.

Benefit Period – a calendar year during which this plan is in force during which benefits for Covered Services may be available.  Charges for Covered Services are considered incurred on the date they are provided.

Billed Charges – means the amount that a Provider charges for services rendered.  Billed Charges may be different from the amount that BCBST determines to be the Maximum Allowable Charge for services.

BlueCard Program – a program established by BlueCross and/or BlueShield organizations and the BlueCross BlueShield Association to process and pay claims for Covered Services received by a Member of a BlueCross and/or BlueShield organization from a provider outside the organizations Service Area with whom that organization does not have an agreement.

Blue Preferred Provider (Participating Provider) – a Physician, Hospital, or other  Provider that has contracted with BCBST to furnish services and accept BCBST’s payment applicable Deductibles and Copayments, as payment in full for Covered Services.

Case Management – is a process directed at linking individual Members and families with the appropriate medical services and community resources necessary to manage the Member’s total care to promote optimum quality and optimum outcomes.

Coinsurance – the amount stated as a percentage of the Maximum Allowable Charge for a Covered Service that is the responsibility of the Member during the Benefit Period after any Deductible.

The Member will be responsible for the difference between Billed Charges and the Maximum Allowable Charge for a Covered Service if a non-Participating Provider’s Billed Charges are more than the Maximum Allowable Charge for Services.  In such case, the Member’s total payment as a percentage of the non-Participating Provider’s Billed Charges may exceed the Coinsurance Payment percentage set forth in the Schedule of Benefits. 

Copayment – means the dollar amount (as specified in the Schedule of Benefits) for which a Member is responsible when a particular service or supply is received. ( 2004 - 20% after $500 deductible is met.  $10/20/35 prescription copayment.)

Copayments do no apply toward satisfying Deductibles, Out-of-Pocket, or lifetime maximums.

Covered Charge – amount of total charge that is eligible for consideration of payment.

Covered Service –is a Medically Necessary service or supply (specified in the plan) for which benefits may be available.

Deductible – the dollar amount of Covered Services specified in the Schedule of Benefits that must be incurred and paid by a Member before benefits are payable for all of part of the remaining Covered Services.  (2004 - $500 per calendar year)

The Deductible will apply to the Out-of-Pocket and Family Out-of-Pocket Maximums.

Drug Formulary – is a list of prescription medications which designates products which are approved for coverage by BCBST.  This list is subject to periodic review and modification by BCBST.

Explanation of Benefits (EOB) – the forms sent by BCBST after a claim has been filed that tells you what services were covered and which, if any, were not.

Family Deductible – is the maximum dollar amount of Covered Services stated in the Schedule of Benefits that must be incurred and paid by Subscriber before benefits are payable for all or part of the remaining Covered Services.

Family Out-of-Pocket Maximum – means the dollar amount stated in the Schedule of Benefits for which a Subscriber is responsible to pay for Covered Services during a Benefit Period.  This Maximum can be satisfied by a combination of services provided by Participating and non-Participating Providers.

Inpatient – an individual who is admitted as a registered bed patient in a Hospital or Skilled Nursing Facility and for whom a room and board charge is made.

Institution – a Hospital, Skilled Nursing Facility, or other facility licensed to provide Covered Services.

Maximum Allowable Charge – the amount that the Plan, at its sole discretion, has determined to be the maximum amount payable for a Covered Service.  

Maximum Lifetime Amount – the total dollar amount of benefits available under the plan during the Member’s lifetime, as stated in the Schedule of Benefits.  (2004 - $2,000,000)

Non-Participating Pharmacy – means a pharmacy other than a Participating Pharmacy.

Non-Participating Provider – a Physician, Hospital, or other Provider that has not contracted with BCBST to furnish services and to accept BCBST’s payment, plus applicable Deductibles and Copayments, as payment in full for Covered Services.

Out-of-Pocket Maximums – means the dollar amount stated in the Schedule of Benefits for which a member is responsible for Covered Services, during a Benefit Period.  (2004 - Individual $1,300 per calendar year)

Outpatient – an individual who receives services or supplies which are not Inpatient.

Outpatient Surgery – surgery performed in an Outpatient department of a Hospital, in a Physician’s office or other facility.

Participating Hospitals or Providers – Hospitals, Institutions, Physicians, etc. with which BCBST has entered into a Participating Agreement.

Physician – means a licensed Physician legally entitled to practice medicine and perform Surgery.

Prior Approval – A review conducted by the Plan, prior to the delivery of certain services, to determine if such services will be considered Covered Services.

Service Area – includes those geographic areas in which Covered Services from Participating Providers are available.

Skilled Nursing Facility – provides convalescent and rehabilitative care on an Inpatient basis.  

Subscriber – an Employee who is eligible and has been enrolled for coverage under the plan.
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