
Santa Barbara IBEW 
Custom Access+ HMO® 15 - 500 
Benefit Summary (For groups o f 300 and above) 
!Uniform Health Plan Benefits and Coverage Matrix) 

Blue Shield of California 

THIS MATRIX IS INTENDED TO BE USED TO 
HELP YOU COMPARE COVERAGE BENEFITS 
AND IS A SUMMARY ONLY. THE EVIDENCE 
OF COVERAGE, DISCLOSURE FORM AND 
PLAN CONTRACT SHOULD BE CONSULTED 
FOR A DETAILED DESCRIPTION OF 
COVERAGE BENEFITS AND LIMITATIONS. 

Highlights: A description of the prescription drug coverage is provided separately. 

Effective June 1. 2008 through December 31 , 2008 

DEDUCTlBLES 

Calendar-year medical deductible 
Calendar-year copayment maximum' (For......,y co~ered services) 

LIFETIME MAXIMUM 

Covered ServIces 

PROFESSIONAL SERVICES 

Physician services - outpatient 
• Physician and authorized specialist office ViSitS 

Noll: '" WOOlafl!MY MI!·reflr 10 an OBlGVN or family prac;tice phY'iciln 

None 
$2,000 per individuaV 

$4 ,000 per family 

None 

Member Copayment 

$15/visit 

...... !'I. !'~~!!'?':!'!I. ~~~~!':I!<!~.9~.P..~!F:'{I..I.!l!g~!~y!'4.!~.~ ..................•....•..•....•.................. .. ........ ... _ 

.. ~ ... !'!~~!'9Y. !~~!i.~ .~~~~!".~~!'.t ............ .............. _ .. .. , "7 .. •••••.•.•..•...•..•....•........ . ....... ~~~!~~ ____ __ .... .... . 

. . ~.c.~!~.~'!". ~~:!!'!!~ .... (~.f:~~. ~.~~~~. ~':~~'.s. ~~L ............. .. ............................ ~~~Jy!~~ .. ___ . _ .. .. .... . 

. . ~.~'?~.t~ry '. ~~:t .~!'.c! .~~9.~~~.~~ .~~~_ . ___ .. ____ .... ............................................... ... ~?_ ~_~~~~ _ .... ....... .. . 
Preventive care 
• Routine physical exam 
• Eye/ear screenings and immunizations aa:ording to age schedule 

Note: A .....omIn may self-rlller to an OBlGVN or family pradi<::e physician 
In '* person81 physldan's medical rzroup or IPA 101 OB/GVN o.erYIteS 

OUTPATIENT SERVICES 
Non-emergency 

Outpatient SUrgefy perfOfmed in a Participating AmbutatOlY Surgery Cente(l(ASC) 
Outpatient surgery in hospitallfacility 

• Outpatient IElIcept al deacnbe<l under "Re/1abilitaliYe 1I\erIIcly seoriel!s" and 

• Inpatient physician services, including pregnancy and maternity care 
• Semi-private room and board , medically necessary services and supplies 
• Skilled nursing facility (SN F) services' 

EMERGENCY HEALTH COVERAGE 
• Emergency room facility services (Waived if Ihe member Is directly a dmitled 10 Ihl nospotlilor 

Il1pll'enl servio;81j 

• Emergency room physician visits 

AMBULANCE SERVICES 

No charge 
No charge 

S1 SO/ surgery 
$150i surgery 

No charge 

No charge 
S500Jadmission 

$100fday 

S100lvisit 

No charge 
$501trip 

PRESCRIPTION DRUG COVERAGE' A dE~scription of your outpatient prescription drug covera~e is provided separately, 
If you do nol have the separate drug sheet that goes With this benefit summary, 

please contact your benefits administrator or call Member Services at 

PROSTHETICS/ORTHOTlCS (Equipment aM Qevic"" only) 

DURABLE MEDICAL EQUIPMENT' 

MENTAL HEALTH SERVICES (PSYCHIATRIC)s 

Inpatient hospital facility services 
• Outpatient visits for severe mental health conditions 
• Outpatient visits for non-severe mental health conditionsl 

IUp 10 20 \'ilil, pw &lliend..- raa, eom~ed with outpatient dlemil:al CIefIenoency vil~S) 

CHEMICAL DEPENDENCY SERVICES (SUBS,TANCE ABUSE)' 
Please see footnote 6 
• Inpatient services for medical acute detoxification 
• Outpatient visits t 

(Up 10 20 vish ~c:a~r.alli year combined with outp81ienl non-sev~ merrt.J he.1ItI vllilS) 

A 16201 PC (J/08) 

blue fQ of california 

(800) 424-6521 . 

No charge 

20% of allowed charges (ptan 
payment up to $2000 maximum per 

calendar year) 

$5OOJadmission 
$l5/visit 
S2SJvisit 

See "Hospitalization Services· 
$25lvisit 

o!ueshieidca.COfl'-1 



HOME HEALTH SERVICES 

- Agency visits (Up to lDO wits perc.lendar year) 
• Medical supplies/IV solutions 

(For heme 5e1-aoomIstered 1n)ec:l.bIe me<1iea\lOl'lS, SIIII "Presatpllon 0Ng Co<I .... .IIII: ) 

OTHER 
Hospice 

$15fvisit 
No charge 

• Routine home care and inpatient respite care No charge 
__ ~ _ . _ ~_~ _~?~!_ ~f1.t!I)~_~~~ _~~!!l_~ _~~~ _~~~_ ~I.~I)~!~~ .!~J?~P~_I!~ ~.r_~ . __ . ___________ .. ___ ~ __ _ . ___ . ______ .. _ .. ~_I.~~ -'?3:'! . 

Pregnancy and maternity care 
_ Prenatal and postnatal professional (physician) services No charge 

IFor.1I "KftUty I"p~tI.nt hoI;pll.I ...... !c.n, I .. ~"osptt.allutlon SarvlcH.") 
--Famiiy -piaj,-nin~iiin(iinfertjliti -se;vic"--- ·-- - ·-- ------- .--- ------.--------- . ----- ------ .. --.. -.- .. -.... -- ........ -- -- -- -- ... . 

• Family planning counseling $ISlvisit 
_ Diagnosis and treatment of causes of infertility 50% of allowed charges 

(Elccludes In vero Iltflilil:ation. i-ljectaDin fori-llertolity. ¥liI'ici~1 fnsem in.tlon..," GIFT) 

• TuballigalionT
•
lI and elective abonion'·lI 

• Vasectomyll 
--Reha·tii,iiatlve -therapy ·services ----. -. -. -+-

$100 
$75 

• Outpatient Visits $1 5/visit 
(Cop'Y"1ent applia to;aU ~ of servicel. including P!'Jl essiollai Uld IdHy setIlngs) ......................... ....................... if' ................ .................................. .......... ..... ..... ....... . 

__ 1:l_ral!~~5!1.~ ~':J~!~~ ~.'::~~~!!_ ~~.~ J.~ I_u_,::~_~~ . _ X'?Q~~>" _____ ... _ .... ______________ _ ._ ... .. ...... _. _ .. ~~9~~~i~!! _ . ____ .. _ .. ... _ 
Diabetes care 
• Equipment, de'Jices and non·testing supplies 20% of allowed charges 

(For testing supplies. see 'PI"esgfptlon Drug Coverage: ) 

__ ~ _._ ~~f~~!l.~9~t:~!.~~I)~~_!~_~~~~tj~!l: __ ________ _ .. __ .. _ ... ..... __ ... ____ _ . _____ . __ . _ .. _ .. ........ _~~~j~~ ___ _____ ... ... _ 
Optional benefits Optional dental, vision, chiropractic. chiropractic and acupuncture or Infertility benefits are available. 

If your employer purChased any of these benefits. a description of the benefrt Is provided separately. 
1 Copaymentl maftea .... 1th I (1) do not lI«:f\/e to c.tendllf-year- copayment """Imum. Cop;ayments and charges for s ..... oces not ICCNIIIg 10 !he membe!'1 

o;alend3r-year cop~yment mliXimt.om continue to be the melllbe(s respon.jb~ity after lne ca~ar-yeBr copeyment m.~imum ill rUched. ~ea.e ",fer 10 \he 
E~ldIInce Gf CCI'Ierage. IMe OIlClolure Foon and the PW1 OOIlIract lor e~;act tllflT1S alld <:ond~ions of co_age, 

2. To use this option, membeno ml.ut select a personal physician .... ho il alllilaled willi a medic.t group or IPA tnat il an Aoc:u.· provid .... group. which offers tMe 
A~cel" Specia~t feature. "'embers should then 5elect ~ specialisl within \hilt medlo;:al !!loup or IPA, Access" Specialist vilil"or melltal health or substllllce 
abuse seMen must De proVided by a MHSA nlltwork parti<;ipaling provider. AQc:IIS . Spedallst mits for mental health slltVices lor non·sev«e mental UlneSi. 
or llOfI-seriooJs emot~al dLstUftlame. of. child or substance aoose will lcente Io\oIwd the 2Ovis~ perc.lendar·year muimum. 

3 Pa-ticlpating ambulatory surgery c:e<"lterl may not De lNaiiable in l1li_1. Re-gardle .. of thllir availability. YOJ c.1 obtaIlI DUtpt l1ienl SU/;ery service. from a 
noaphl or an ambuliltory surgery canter -"'lIIIted .... lth;a ho:Ipdai. Mh ~ent accoo:llng to yourhellitn pial's hospital S«VIc<!I benefits. 

• Skilled nursing 5eI'Iica .. lmited to tOO preaultloriled cl;ays dumg ~ c.lend ... -y .. r exapt """-111 receilled thfOullh' ho$Oll:.t Pfogr.am ptovllllld by a 
poIrliti!l;ll1ing lIOapice agency. Thill00 prnulhOrtled day mllltimUm on ""'ilea I'IIII'IInII"Mce. Is. c:omDinea maximum _ SNf' ~ ~ hospjtIII ooilllnd 
l~iIIed nursing lacilitles . 

5 M..,tar h .... 1\11 and diem"'" deperlden<:y ..... tce • • DItter Ih." medU.,.;i/\e <kII~. Ire _$eO through !he mental health servk:eslldmnSlrll\ot" 
(MHSA) · U.S. Behil\lior"lll He.1In ~ ... , C.titomi. (USSHPC)· uslng MHSA participating providers. SefVic.M lor medic.alllClll. doItollkallon are accessed 
IIYDUg/"I Slue Shjejcl using Blue SIIiIlkl HMO proyiders. For !l lis~ng of ...... m ... tallllnes .. s. induding ,..,riaus ernoIiDnal dlllUftlllltel of a Chill:!. and OII"Ier 
benefit MtaHs, please refer to tile Evidenc;e of Ctwer'llll fit plan contr.,;!. 

6 Optlon.1 Inpatlent suMtlllC. sbu .. tr,.tm_,,1 b.n.ftts . ... IVllllbl • • II your . mployer pIIrt:hued th ... ben.flts,' d,lcrlpUon of tn. benetlt Is 
IltIeh.cl ha .. to;as ~Addl tlon'l Sub, linea "bule T .. ,lr.nlnt Blnentl.~ 

7 CO~" n1 wai""d when procedUfe II pelformed In c.or\jJnction with dellv..-y or lbcIomll"lal wrgery. 
6 Phy.ldan serviC1l'!s copaym""t In the of'lk:e oroulp.H"", hospital 1 .. c1I~y OI1ly, II procedure Is performed in a ho>.I~~al facility setting, add~ional hoSpital servICe. 

C(li!'Iyment m;ay apply. 



Santa Barbara IBEW 
Access+ HMO 
Outpatient Prescription Drug Coverage 
(For groups of 300 and above) 

June 1, 2008 through December 31, 2008 

Highlight 3-Tier/Incentive Formulary 
No Calendar-Year Brand-Name Drug Deductible 

THIS DRUG SUMMARY IS INTENDED TO BE 

USED WITH THE ACCES$+ HMO OR ADDED 

ADVANTAGE POS PLANS UNIFORM HEALTH 

PLAN BENEFITS AND COVERAGE MATRIX. 
THE EVIDENCE OF COVERAGE, 

DISCL OSURE FORM AND PLAN CONTRACT 

SHOULD BE CONSULTED FOR A DETAILED 
DESCRIPTION OF COVERAGE BENEFITS 

AND LIMITATIONS. 

$10 Genericl$20 Formulary Brand-Namel$35 Non-Formulary Brand-Name Drugs - Retail Pharmacy 
$20 GenericlS40 Formulary Brand-NamelS6O Non-Formulary Brand-Name Drugs - Mail Service 

Covered Services 

DEDUCTIBLES (P"ncriptjon drug covowage benerrts are '101 sut~ecI to 1M medical t)lan d.dlJetib ... . ) 

Calendar-year brand-name drug deductible 

PRESCRIPTION DRUG COVERAGE~· 
(In~\lde' or;o,ll;OOtraceptr.es, diaphfagml. al'\d covered diabetic druos III1d \esijng .upjll~sl 

• Generic drugs 
• Formulary brand-name drugs 
• Non-formulary brand-name drugs 
• Home self-administered injectable medications 

(MIY fl!llqUi'e prior ~ulion from Blue snield PIIam\acy S«vicel) 

Member Copayment 

None 

PiHticlpating 
Pharmacy 

(For up to I 3O-<!ay supply) 
$10/prescription 
$2OJprescription 
$35lprescription 

20% 
IUp to S t 00 copIIy~ 

maximllm per prHCriplion)" 

Mail Service 
Prescriptions 

(For up to. 9().<u.y IIIpply) 
$20/prescription 
S4OJprescription 
$6Olprescriptioo 

Not Covered 

0<11y drug. 00 the Blue Silieid Drug Fomtularyare covered WIles. ~ ItJlhoriuo ~ 9k>e SlIiekl Pharmacy Se!vigu. 111M memto.. requests I tnflo-n.-ne dlUg end .. 
gen..,; <!rug equivalent IIlvailabie. the merJlbet I. nlSj>OfIlible for ~~ the dltrereoce ".tween the coS! to Blue Shiekl III CeWomle 01 the bfend-n;,ml! IINQ aod~. 
generic cIrug equi~alent . as __ as the applicaDjellenDlic orug copaymenl. Home Hlf-I!!mnlst .. ed injeel abll! dllJlIll,e cover.d OOly v.tIen dispensed by seled 
p.r1iCipl1iog pill1TTlaciH .., the Specialty Pnarmaey NMWOt1\_ Drugs from non·panJclpaling piI.rmacies are not covereo except kl eme.-geney and ul"gl!nl situaiion • • 

.. Cop.yments and chill"gl!' for the.e coveted nrvlc.es B.e not induded 1n the UlCIJlallon of lIIe m!l!T1bef's medlul caNlndef·yaar coplym."t maximum WId continue to be 
Ihe m8l'nbe(s ,upOOsibility alt", the Clilmd.r-ye.r copayment maximum is reached . Plene refer to the E~lde{lf;a ofCo_.ge. and tile Group HeaJlh Servica Contrac1 
for Ua<;1 'IImlS and conditions of cover.ge. 

Note· Ttus p:a.u prescription dfug <;overege I, an ..... ,.. equivalent to or belter lhlln II\e stlr\dan:I bene(rt set by tile 'edellli ~ernment for Medicare Pan 0 (.'so cahd 
-cntd~.bIe- COIIefage). Since 1IIi~ plan'~ prHalplion drug co...erage is aed;teble, \'011 ao IlOl Mava to enfOllln Medicare p,,, D wn;1O!I ';'011 mlinl.lin \ius <;ovomoge; ~-. )'O\I 

should De aw.e Itlill if you halle. IUbseqUlfflt bfeek n this (:OV<!f1Igeol f53 Oey,or """'I tIeIore enroIliog iI Medicanl plIf1 0)'011 could De 1U0jed 10 payment of hlghe , Pin 0 
premiums. 

Important Prescription Drug Informatton , 

You can lind details about your drug coverage three ways: 

1. CheCk your Evidence of Coverage. 
2. Go to blueshieldca.com and log onto My Health Plan from the home page. 
3. Call Member Services at the number listed on your Btue Shield member to carel. 

At Blue Shield of California. we're dedicated to providing you wi th valuable resources for managing your drug coverage. Go online to 
the Pharmacy section of blueshieldca.com and seled the Drug Database and FormuJart to access a lIariety of useful drug information 
that can affect your out-of-pocket expenses, such as: 

look up drugs with generic equivalents; 
• look up drugs that require prior authorization: 
• Find specifics about your prescription copayments; 
• Find local networi< pharmacies to fin your prescriptions. 

TIPSI 
Using the convenient mail service pharmacy can salle you time and money , If you take a consistent dose of a covered maintenance 
drug for a chronic condition, such as diabetes or high blood pressure , you can receiv9 up to a 90-day supply through the mail service 
pharmacy with a reduced copayment. Call the mail sE~rvlce pharmacy at (866) 346-7200. Members using TTY equipment can call 
TTYrroo 866-346-7197. 

blue III of california oluesr' )e ldca.conl 


