








Member Name

Identification Number

Copay INN: PCP $ 0/SPC $ 0/UC $ /ER $ 0
Deductible INN*: IND $ /FAM $ 00
Out of Pocket INN*: IND $ 00/FAM $ 000

Deductible OON*: IND $ 000/FAM $1 000
Out of Pocket OON*: IND $1 0/FAM $ 00
*Combined Medical/Prescription

Group

Group No P35936

Rx Group CBEBT01

BIN 610014

PSCPSCPSCPSC

Blue PPO







What this Plan Covers & What You Pay for Covered Services
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Benefit Summary 

Benefit period: From 01/01/2026 through 12/31/2026 (Calendar Year). 
General Cost Share & Features In Network Out of Network 

Deductible: 
- Per Calendar Year
- Medical only
- Some services do not apply to the
deductible, as indicated below.

$2,000/Individual 
$6,000/Family 

$4,000/Individual 
$12,000/Family 

Out-of-Pocket Maximum: 
- Per Calendar Year
- Medical and RX combined

$7,500/Individual 
$15,000/Family 

$18,750/Individual 
$37,500/Family 

In Network and Out of Network Deductibles / Out-of-Pockets do not reduce each other 

Benefit In Network Out of Network 
Physician Services 

Primary Care Physician Office Visit 
(includes virtual visits and spinal 

manipulations) 

100% after $30 Co-pay 50% after Deductible 

Specialist Physician Office Visit 
(includes virtual visits) 100% after $60 Co-pay 50% after Deductible 

Behavioral Health Office Visit 100% after $30 Co-pay 50% after Deductible 

Teladoc or MyCatholicDoctor 
Virtual visits 100% Not Applicable 

Diagnostic Testing 
Lab Tests/X-rays 

(Physician’s Office Only) 

Lab Tests - 100% 
X-rays – 100% 50% after Deductible 

Preventive Care 100% 50% after Deductible 

Urgent Care 100% after $75 Co-pay 50% after Deductible 

Allergy Injection 100% after $5 Co-pay 50% after Deductible 

Outpatient Visits or Surgery 80% after Deductible 50% after Deductible 
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Emergency Room Visits 100%, Deductible does not apply (Included 
with $300 facility Co-pay) 

100%, Deductible does not apply (Included 
with $300 facility Co-pay) 

Inpatient Visits or Surgery 80% after Deductible 
 

50% after Deductible 
 

Facility Services 

Outpatient Hospital                       80% after Deductible 
 

50% after Deductible 
 

Emergency Room 
100% after $300 Co-pay, Deductible does 

not apply 
100% after $300 Co-pay, Deductible does 

not apply 

Inpatient Hospital 
100% after $400 Co-pay per day, limited to 

first 5 days of each admission 

 
50% after Deductible 

 
 

Outpatient Hospital Surgery  100% after $200 co-pay, Deductible does 
not apply 50% after Deductible 

Limited Benefits 

 
Skilled Nursing Facility 

 

80% after Deductible 50% after Deductible 

60 Day Maximum for all Skilled Nursing Facility confinements per Calendar Year 

Home Health Care 
80% after Deductible 50% after Deductible 

100 Home Health Care visit maximum per Calendar Year 

Other State Licensed Practitioners 
Includes acupuncture, massage 

therapy and registered dieticians 

80% after Deductible 50% after Deductible 

12 Visit Maximum per Calendar Year (All providers combined) 

Hospice Services 
100% after Deductible 100% after Deductible 

180 Day Maximum per Calendar Year 

Orthotics 
80% after Deductible 50% after Deductible 

 $500 Maximum Lifetime Benefit for all related services 

Natural Family Planning 
100%, Deductible does not apply 100%, Deductible does not apply 

$200 Maximum Yearly Benefit for counseling services 

Other Covered Charges 

Durable Medical Equipment 80% after Deductible 
 

50% after Deductible 
 

Ambulance Transportation 80% after Deductible 80% after Deductible 
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Prescription Drugs 

Generic Drugs 

 
$10 /Prescription (retail); 

$20 /Prescription (mail or Smart90) 
 

Same as In-Network  
+20% coinsurance penalty 

Preferred Brand Drugs 

 
$50 /Prescription (retail); 

$125 /Prescription (mail or Smart90) 
 

Same as In-Network  
+20% coinsurance penalty 

Non-preferred Brand Drugs 

 
$75 /Prescription (retail); 

$225 /Prescription (mail or Smart90) 
 

Same as In-Network  
+20% coinsurance penalty 

Specialty Drugs  
 

All Drug Tiers               25% coinsurance / Prescription 
 

Specialty Drugs on SaveOnSP List 

 
30% coinsurance / Prescription 

(If patient enrolls in SaveOnSP, they will pay $0) 
 

 

This document is subject to change based on the Trust Plan effective January 1 through December 31. The 
actual amount of benefits, if any, is subject to all plan provisions at the time of service, including eligibility, 
plan limitations and exclusions. For more information about limitations and exceptions, see the plan or policy 
document at myCBS.org/health.  
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