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This is a summary of the health and drug service covered by BlueCross Blue Basic (PPO): January 1,
2024 — December 31, 2024.

This plan, BlueCross Blue Basic, is offered by BlueCross BlueShield of South Carolina. BlueCross
Blue Basic is a Medicare Advantage PPO plan with a Medicare contract. Enrollment in BlueCross
BlueShield of South Carolina depends on contract renewal.

The benefit information provided is a summary of what we cover and what you pay. It does not list
every service that we cover, or list every limitation, or exclusion. To get a complete list of services we
cover, please request the Evidence of Coverage by calling Customer Service at 1-855-204-2744 (TTY
users should call 711). The Evidence of Coverage is also available online at
www.SCBluesMedAdvantage.com.

To join BlueCross Blue Basic (PPO), you must be entitled to Medicare Part A, be enrolled in Medicare
Part B, and live in our service area. Our service area includes the following counties in South Carolina:

BlueCross Blue Basic (PPO) Aiken, Anderson, Beaufort, Berkeley, Calhoun, Charleston,
Cherokee, Chesterfield, Dillon, Dorchester, Fairfield, Florence,
Georgetown, Greenville, Horry, Kershaw, Lexington, Marion,
Marlboro, Newberry, Oconee, Orangeburg, Pickens, Richland,
Saluda, Spartanburg, Sumter, and York

BlueCross Blue Basic (PPO) has a network of doctors, hospitals, and other providers, as well as access to
out-of-network providers. As a member of our plan, you do not need a referral from a Primary Care
Provider to see a Specialist or to obtain a service. However, you are required to obtain prior
authorization from our plan for some services.

For coverage and costs of Original Medicare, look in your current “Medicare & You” handbook. View
it online at www.medicare.gov or get a copy by calling 1-800-MEDICARE (1-800-633-4227), 7 days a
week, 24 hours a day. TTY users should call 1-877-486-2048.

Customer Service has free language interpreter services available for non-English speakers. This
information is available in other formats. To get this information in other formats, please call Customer
Service.

For more information or to enroll, call us at 1-800-930-2836 (TTY users should call 711), or visit us at
www.SCBluesMedAdvantage.com. We are available for phone calls from October 1 to March 31; you
can call us 8 am to 8 pm, 7 days a week. From January 1 to September 30, we’re here 8 am to 8 pm,
Monday through Friday. Calls to this number are answered by a licensed insurance agent.
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Premiums and Benefits

BlueCross Blue Basic (PPO)

Monthly Plan Premium You pay $0.

You must continue to pay your Medicare Part B premium.
Deductible No Deductible
Maximum Out-of-Pocket In-network: You pay no more than $5,900 annually.
Responsibility In-network and Out-of-network: You pay no more than $9,550

combined.

This is the most you would pay for the year for covered Medicare Part A
and Part B services.

Inpatient Hospital Coverage*

In-network: You pay a $325 copay per day for days 1 - 6 (You pay a
$0 copay per day for days 7 - 90).

Out-of-network: You pay 20% of the total cost.
*Prior authorization is required.

This benefit will begin on day 1 each time you are admitted to a specific
facility type. You pay your cost share per admission.

Outpatient Hospital Coverage*

In-network: You pay a $0 up to $250 copay per visit. You pay a $0
copay if a polyp is found and removed during colonoscopy. You pay a
$250 copay for each Medicare covered observation service.

Out-of-network: You pay 20% of the total cost.

*Prior authorization is required.

Ambulatory Surgical Center
(ASC) Services*

In-network: You pay a $0 up to $225 copay per visit.
Out-of-network: You pay 20% of the total cost.

*Prior authorization is required.

Doctor Visits

Primary Care Providers

In-network: You pay a $0 copay per visit.
Out-of-network: You pay a $30 copay per visit.

Specialists In-network: You pay a $35 copay per visit.
Out-of-network: You pay a $45 copay per visit.
Telehealth You pay a $0 copay for each primary care physician telehealth

service.
You pay a $0 copay for each urgent care telehealth service.

You pay a $40 copay for each individual session for psychiatric
services.

You pay a $40 copay for each individual session for mental health
specialty services.




Premiums and Benefits

BlueCross Blue Basic (PPO)

Preventive Care

In-network: You pay a $0 copay.
Out-of-network: You pay a $0 copay.

Preventive care includes: Abdominal aortic aneurysm; Alcohol
misuse counseling; Bone mass measurement; Breast cancer screening
(mammogram); Cardiovascular disease screenings; Colorectal cancer
screenings (colonoscopy); Depression screenings; Diabetes
Screening and training; Medicare Diabetes Prevention Program; HIV
Screening; Obesity screening and counseling; Prostate cancer
screenings (PSA); Vaccines, including flu shots and pneumococcal
shots; Welcome to Medicare initial visit; Annual Wellness Visit;
Annual Physical; and Health Coaching via FitOn.

Emergency Care

You pay a $90 copay per visit, waived if admitted within 24 hours.

You pay a $250 service specific deductible and then 20% of the total
cost for worldwide emergency care.

Urgently Needed Services

You pay a $0 copay for each PCP visit at urgent care.
You pay a $35 copay for each Specialist visit at urgent care.
You pay a $40 copay for each urgently needed service at urgent care.

You pay 0% of the total cost for worldwide urgent care.

Diagnostic Services/Labs/
Imaging*

*Prior authorization may be required for these services.

Diagnostic tests and
procedures

In-network: You pay a $0 up to $100 copay per service. You pay a $0
copay for diagnostic EKG and diagnostic colorectal screening.

Out-of-network: You pay 20% of the total cost.

Lab services

In-network: You pay a $0 copay per lab service.
Out-of-network: You pay 20% of the total cost per lab service.

Diagnostic radiology
service(e.g., MRI and CT
scan)

In-network: You pay a $0 up to $150 copay per service. You pay a $0
copay for diagnostic mammogram and ultrasounds.

Out-of-network: You pay 20% of the total cost.

Therapeutic Radiological
Services

In-network: You pay 20% of the total cost.
Out-of-network: You pay 20% of the total cost.

Outpatient x-rays

In-network: You pay a $5 - $10 copay per x-ray.
Out-of-network: You pay 20% of the total cost per x-ray.

Hearing Services

Medicare-covered hearing
exam

In-network: You pay a $45 copay.
Out-of-network: You pay 20% of the total cost.

Routine hearing exam

In-network: You pay a $45 copay using TruHearing providers.
Out-of-network: You pay a $45 copay using TruHearing providers.




Premiums and Benefits

BlueCross Blue Basic (PPO)

Hearing aids

In-network: You pay $699 - $999. using TruHearing network for up
to 2 hearing aids per year (one per ear, each year).

Out-of-network: You pay $699 - $999. A TruHearing provider must
be used for this benefit.

The copayment range is based on different types and styles of hearing
aids. The lower range $699 is for the Advanced hearing aid type and
the higher range $999 is for the Premium hearing aid type, a
TruHearing provider must be used for in- and out-of-network hearing
aid benefit.

Dental Services

Preventive Dental (non-
Medicare covered)

In-network: You pay a $0 copay.*
Out-of-Network: You pay 0% - 50% of the total cost.*

2 preventive dental visits per year. Oral exam, cleaning, 1 dental
bitewing x-ray (fluoride treatment not covered).

In-network services receive the BCBS discount (Going to an out
of network dentist may cost you more than using a contracted in
network dentist. We pay up to 50% for reasonable and customary
charges for out of network claims.)

*Preventive dental services are included in your $2000
preventive/comprehensive limit per year. See your EOC for details.

Comprehensive Dental
(Non-Medicare Covered)

In-network: You pay 50% of the total cost.*
Out-of-network: You pay 0% - 50% of the total cost.*

Non-routine services, diagnostic services, restorative services,
endodontics, extractions, prosthodontics, other oral/maxillofacial
surgery, periodontics, and other services (i.e., dentures, root canals).
We do not cover implants.

In-network services receive the BCBS discount (Going to an out
of network dentist may cost you more than using a contracted in
network dentist. We pay up to 50% for reasonable and customary
charges for out of network claims.)

*Comprehensive dental services are included in your $2000
preventive/comprehensive limit per year. See your EOC for details.

Comprehensive Dental
(Medicare Covered)

In-network: You pay a $50 copay.
Out-of-network: You pay 20% of the total cost.
See your EOC for details.

Vision Services

Diabetic eye exam

In-network: You pay a $0 copay.
Out-of-network: You pay a $0 copay.

Glaucoma screening

In-network: You pay a $0 copay.
Out-of-network: You pay a $0 copay.




Premiums and Benefits

BlueCross Blue Basic (PPO)

Medicare-covered eye
exam

In-network: You pay a $0 - $50 copay.
Out-of-network: You pay a $50 copay.

Routine eye exam (non-
Medicare covered)

In-network: You pay a $0 copay using the VSP network, 1 exam per
year.

Out-of-network: You pay a $0 copay using the VSP network, 1 exam
per year.

Eyeglasses (frames and
lenses) and contacts

In-network: You pay a $0 copay for one pair of glasses to include
frames and lenses or one pair of contact lenses every 2 years using the
VSP network.

Out-of-network: You pay a $0 copay for one pair of glasses to
include frames and lenses or one pair of contact lenses every 2 years
using the VSP network.

Eyeglasses or contact
lenses after cataract

surgery

In-network: You pay a $0 copay for Medicare-covered eyewear
related to cataract surgery.

Out-of-network: You pay a $0 copay for Medicare-covered eyewear
related to cataract surgery.

Mental Health Services

Inpatient hospital -
psychiatric*

In-network: You pay a $645 copay per day, days 1 through 3, you
pay a $0 copay per day, days 4 through 90.

Out-of-network: You pay 20% of the total cost.
*Prior authorization is required.

Outpatient group therapy/
individual therapy

In-network: You pay a $35 copay per visit.
Out-of-network: You pay 20% of the total cost per visit.

Skilled Nursing Facility
(SNF)*

In-network: You pay a $0 copay per day for days 1 — 20, you pay a
$196 copay per day for days 21 - 100.

Out-of-network: You pay 20% of the total cost.
Our plan covers up to 100 days in a SNF.

*Prior authorization is required.

Physical Therapy*

In-network: You pay a $35 copay per visit.
Out-of-network: You pay a $45 copay per visit.

*Prior authorization is required.

Ambulance*

In-network: You pay a $275 copay per one-way trip for ground
ambulance.You pay a $275 copay per one-way trip for air ambulance.

Out-of-network: You pay a$275 copay per one-way trip for ground
ambulance.You pay a $275 copay per one-way trip for air ambulance.

*Prior authorization may be required for non-emergency
transportation.

Transportation

You pay $0 for 24 one-way trips per year to any health-related
location. See your EOC for details.




Premiums and Benefits

BlueCross Blue Basic (PPO)

Medicare Part B Drugs*

*Prior authorization may be required.

Medicare Part B Insulin
Drugs

In-network: You pay a $35 copay for a 1-month supply of Medicare
covered Part B insulins.

Out-of-network: You pay a $35 copay for a 1-month supply of
Medicare covered Part B insulins.

Medicare Part B
Chemotherapy/Radiation
Drugs

In-network: You pay 0% - 20% of the total cost.
Out-of-network: You pay 20% of the cost.
See EOC for details.

Other Medicare Part B
Drugs

In-network: You pay 0% - 20% of the total cost.
Out-of-network: You pay 20% of the cost.
See EOC for details.

Chiropractic Care (Medicare-
covered)

In-network: You pay a $20 copay per visit.
Out-of-network: You pay 20% of the total cost.

Dialysis*

In-network: You pay 20% of the total cost.
Out-of-network: You pay 20% of the total cost.
*Prior authorization is required.

Foot Care (podiatry services)

Medicare-covered foot
exams and treatment

In-network: You pay a $35 copay per visit.
Out-of-network: You pay 20% of the total cost.

Routine foot care

Not covered.

Home Health Care*

In-network: You pay 0% of the total cost.
Out-of-network: You pay 20% of the total cost.

*Prior authorization is required.

Meal Program

In-network: You pay a $0 copay for meals upon discharge from
Hospital, Skilled Nursing or Rehab facility. Two meals per day for 5
days.

Out of Network: You pay 20% of the cost.

See EOC for details.

Medical *Prior authorization may be required.
Equipment/Supplies*
Durable Medical In-network: You pay 20% of the total cost.
Equipment Out-of-network: You pay 20% of the total cost.

Home Infusion Services

In-network: You pay 15% of the total cost.
Out-of-network: You pay 20% of the total cost.

Other Part B Services

In-network: You pay 20% of the total cost.
Out-of-network: You pay 20% of the total cost.

Prosthetics/Medical
Supplies

In-network: You pay 20% of the total cost.
Out-of-network: You pay 20% of the total cost.




Premiums and Benefits BlueCross Blue Basic (PPO)

Diabetic supplies and In-network: We only cover OneTouch/LifeScan supplies, including
Services test strips, glucose monitors, solutions, lancets and lancing devices for
$0. Note: In case of an approved medical exception, other brands may
be covered, and you pay 20% of the total cost.

Out-of-network: You pay 20% of the total cost.

Occupational Therapy* In-network: You pay a $35 copay per visit.
Out-of-network: You pay a $45 copay per visit.

*Prior authorization is required.

Outpatient Substance Abuse | In-network: Individual and group therapy visits — You pay a $35
copay.

Out-of-network: Individual and group therapy visits — You pay 20%
of the total cost.

Over-the-Counter Service You receive $60 per quarter for a total of $240 per year in Over-the-
Counter items with free shipping. Order placed once per quarter via
phone, catalog, or vendor website. You can use an OTC Benefits Card
to purchase food in addition to OTC products. See EOC for details.

Physical Exam - Annual In-network: You pay a $0 copay for one physical exam per year.

Out-of-network: You pay 20% of the total cost for one physical exam
per year.

Speech and Language In-network: You pay a $35 copay per visit.

Therapy* Out-of-network: You pay a $45 copay per visit.

*Prior authorization is required.

Visitor Travel The Visitor/Travel Program will include Blue Medicare Advantage
PPO network coverage of all Part A, Part B, and Supplemental benefits
offered by your plan outside your service area in 48 states and 2
territories: Alabama, Arizona, Arkansas, California, Colorado,
Connecticut, Delaware, District of Columbia, Florida, Georgia,
Hawaii, Idaho, Illinois, Indiana, lowa, Kansas, Kentucky, Louisiana,
Maine, Maryland, Massachusetts, Michigan, Minnesota, Mississippi,
Missouri, Montana, Nebraska, Nevada, New Hampshire, New Jersey,
New Mexico, New York, North Carolina, North Dakota, Ohio,
Oklahoma, Oregon, Pennsylvania, Puerto Rico, Rhode Island, South
Carolina, South Dakota, Tennessee, Texas, Utah, Vermont, Virginia,
Washington, Wisconsin, and West Virginia. For some of the states
listed, MA PPO networks are only available in portions of the state.
These areas are subject to change, see EOC for details.

Wellness Programs (e.g., You pay $0 for basic membership to a FitOn participating fitness
fitness) center and a home fitness kit.

Limitations, copayments, and restrictions may apply. Benefits, premiums, copayments, or coinsurance may
change on January 1 of each year.



Out-of-network/non-contracted providers are under no obligation to treat BlueCross Blue Basic
members, except in emergency situations. For a decision about whether we will cover an out-of-
network service, we encourage you or your provider to ask us for a pre-service organization
determination before you receive the service. Please call our Customer Service number, 1-855-204-
2744 (TTY users should call 711), or see your Evidence of Coverage for more information, including
the cost-sharing that applies to out-of-network services.
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Multi-Language Insert
Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have
about our health or drug plan. To get an interpreter, just call us at 1-855-204-
2744. Someone who speaks English/Language can help you. This is a free
service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder
cualquier pregunta que pueda tener sobre nuestro plan de salud o medicamentos.
Para hablar con un intérprete, por favor llame al 1-844-396-0183. Alguien que
hable espanol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: JAI #2050 B fM iRk 55, B INRRME % 3R T R sl 25 Wy PR O AT ] BE 1),
WUERIR T SRR 5%, B2 1-844-396-0188, HA I S LIF A R R SR IE, K&
IR RS

Chinese Cantonese: ¥ Iy e ey IR v sEAF AT BEl], Rt S 0L e B i ee i
Bo WNTEREEIRYS, W 1-844-725-1516, Hfafrh 0y AR ER @ ELIEY), 8 ¢
— R,

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot
ang anumang mga katanungan ninyo hinggil sa aming planong pangkalusugan o
panggamot. Upang makakuha ng tagasaling-wika, tawagan lamang kami sa 1-
844-389-4839. Maaari kayong tulungan ng isang nakakapagsalita ng Tagalog. Ito
ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a
toutes vos questions relatives a notre régime de santé ou d'assurance-
médicaments. Pour accéder au service d'interprétation, il vous suffit de nous
appeler au 1-844-396-0190. Un interlocuteur parlant Francais pourra vous aider.
Ce service est gratuit.

Vietnamese: Chung tdi c6 dich vu thdng dich mién phi dé tra I8i cac ciu hoi vé
chudng suic khoe va chuadng trinh thuéc men. Néu qui vi can théng dich vién xin
goi 1-800-389-4838 sé& co nhan vién ndi ti€ng Viét giup dd qui vi. Bay la dich vu
mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu
unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie

unter 1-844-396-0191. Man wird Ihnen dort auf Deutsch weiterhelfen. Dieser
Service ist kostenlos.

Form CMS-10802
(Expires 12/31/25)
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Korean: GAM:= o5 W3 H= ofF wylo] ek Ao @3 =gz F5 9 Au| =&
AFH I YT B9 A0 T o] $3hewl 13 1-844-396-0187 WO = T3]
FHA Q. BHOIE Sz HRA wok Ze AR of Avl s PR SdH

Russian: Ecnu y Bac BO3HMKHYT BOMNPOCblI OTHOCUTENIbHO CTPaxoBOro uam
MeAMKAMEHTHOro njaHa, Bbl MOXeTe BOCMO/Ib30BaTbCA HawWmMMm 6ecnnaTtHbIMm
ycnyramm nepesoaymkoB. YTob6bl BOCMONb30BATLCA yCyraMm nepeBoavmnKka,
Nno3BoHUTE HaM no TenedoHy 1-844-389-4840. BaM oKkaxeT NOMOLb COTPYAHUK,
KOTOpbIM roBOPUT NO-pyccku. [laHHas ycnyra 6ecnnaTtHas.

Lual 4501 Jpan ol Aaally Gl i (ol e Ala DU dladdl (5 il aa jiall Cilera 385 W) : Arabic

Sony Lo Gadd o s . 1-844-396-0189 e Ly JuaiVl (s 5m chile (ol 5558 pasia e J puaall
Ailae Fadd oda _clinelusey Ay yall

Hindi: SHAR WA I &dl &1 Yo &b IR H 31U [t Ht % & Sared ¢ & ot gUR Ui g
U TaTd IUT §. T GUTTT T R & foTd, o §H 1-844-725-1519 TR B HY. Hlg
mﬁ@%ﬁaﬁw%%wqwawm% I8 U Yud 9T 3.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a
eventuali domande sul nostro piano sanitario e farmaceutico. Per un interprete,
contattare il numero 1-844-396-0184. Un nostro incaricato che parla Italianovi
fornira I'assistenza necessaria. E un servizio gratuito.

Portuguese: Dispomos de servigos de interpretagdo gratuitos para responder a
qualquer questao que tenha acerca do nosso plano de saude ou de medicacao.
Para obter um intérprete, contacte-nos através do niumero 1-844-396-0182. Ira
encontrar alguém que fale o idioma Portugués para o ajudar. Este servico é
gratuito.

French Creole: Nou genyen sevis entépret gratis pou reponn tout kesyon ou ta
genyen konsenan plan medikal oswa dwog nou an. Pou jwenn yon entépret, jis
rele nou nan 1-844-398-6232. Yon moun ki pale Kreyol kapab ede w. Sa a se
yon sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry
pomoze w uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania
lekéw. Aby skorzystac z pomocy ttumacza znajacego jezyk polski, nalezy
zadzwonic¢ pod numer 1-844-396-0186. Ta ustuga jest bezptatna.

Japanese: it D REEIRER & Hh L JEET7 7 2B 5 “”FF'»:‘?I ICBEZT 5720

[N ﬂ*#@iéiﬁ# E‘Zb“fﬂ)i?‘:‘é“wiﬁ“o WERE T Bz,
1-844-396-0185 I B H % ¢ 72 3y, Elzti%%éﬁ“}\%ﬁf‘iﬁwttiﬂ Z gkl oo
— L Z2TT,
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