
Santa Barbara IBEW 
Custom PPO'" 250 - 90/70 
Benefit Summary (For groups of 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 

OEDUCTIBLES ' (AlI prov;ders combined) 

. ~~~~!l.I:!~~:¥~.":~ !!l~~!C:!I~ _ ~~_~~p.~~_I!t_ -. T" . ________ .. ___ •. __ .. . __ .••... 
Calendar-year Copayment Maximum 

LIFETIME MAXIMUM 

Preferre~ 
Providers 

Non·Preferred Providers" 

. _ ....... __ .. . ~.~~ .I?~~.i~ i.'-:~_~~I.~_~~_~r. !~~i.ly .... _. __ _ .. _ ... _ 
$2,000 per individuaU $10,000 per individuall 

$4,000 per family $20,000 per family 
$6,000,000 

Covered Services Member Copayment 

PROFESSIONAL SERVICES 

PhYSician services 
• Physician and specialist office visits 

• Laboratory and X-rays 
• Allergy testing or treatment 
• Diagnostic lesting 
Preventive care 
• Annual routine physical exam, eye/ear screenings and 

immunizations 
• Laboratory, including mammogram and Pap test SCfeening or 

other FDA-approved cervical cancer screening tests (One per 
____ . _c:a_~~~ !'!~~). _. _____ . _____ _ . ___ .. _ __ __ .. ____ . ____ ____ __ . ___ ___ .... .. .. _. 
Well-baby care 
• Office visits and consultations 1I'IekJde1: eyeIallf ICreenlngs, 

immunizations. vacdnations 
• laboratory 
OUTPATIENT SERVICES 

Preferred 
Providers2 

$15lvisit 
(Deductibla waived) 

$15/visit 
10% 
10% 

$l 5/visit 
(OedUCliblll WJived) 

$15/visit 
(Deductibla waived) 

$15/visit 
(Deductibla waived) 

$151visit 

Non·Preferred Providers2 

30% 

30% 
30% 
30% 

Not covered 

Not covered 

Not covered 

Not covered 

n-. maximum alIowo!td ~llor non-em.gency surgery .... d sel'Ylr;;es potrformed In al'lOl'l-f)llrtic:lpati'lg Ambo.o18tory Surgery Center or outPl'tieot unl oIa non-prelerTed 
hospital Is 5350 pel day. MfJfTlbtn: are relponllble lor 30% oflhia $350 perday, plul an chll'gel ln eKeeSS 01 $350. 

• Outpatient surgfry performed in a Participating Ambulatory 10% 
Surgery Center (ASC) 

• Outpatient surgery in hospitaUfacility 
• Outpatient treatment and necessary supplies 

HOSPITALIZATION SERVICES 
Inpatient services - non-emergency 
• Inpatient physician services (Including pregnancy and maternity care) 

• Semi-private room and board, medically necessary services 
and supplies 

• 8ariatric surgery{pre«llhoriz.ition required: medically necessary SUl'gery for 
_ Ight loss. only lor morbid obesity)" 

Skilled nursing facility (SNF) services' 
(Combined maJC lmum 0( up 10 100 preaulhori%ed days per ealendar year; sem~prlvlte 

a~o;Onvnodationl) 

• Freestanding SNF 
I 

• ER facility services (Deductible Ind eoinsurance waived II tile member il 
admtled dlredt,.from tile ER for inpatient serv~l) 

• Inpatient facility services (,..."., lhe member II adm"tted dirliClly from the ER) 

10% 
10% 

10% 
10% 

10% 

10% 

10% 
10% 

30% 

30% 
30% 

30% 
30%· 

30%' 

10% with prior authorization!! 

10% 
10% 

A description of your outpatient prescription drug coverage is provided separately. If you do not 
have the separate drug sheet that goes with this benefit summary, please contact your benefits 
adminislralor or can Customer Services at (800) 200-3242. 

PROSTHETICS/ORTHOTICS (Equipment and devices only) 10% 30% 
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DURABLE MEDICAL EQUIPMENT 

MENTAL HEALTH SERVICES (PSYCHIATRIC)l 

• Inpatient hospital facility services 
• Outpatient visits for seve re mental health conditions 

• Outpatient vis its for non-severe me nta l hea lth cond itions 
(UJllO 20 vlsh per calendar y~ar combined wtiI oulll'ltient chemleill 
dependeoc:y visits)" 

CHEMICAL DEPENDENCY SERVICES (SUBSTANCE ABUSE)l 
Please see footnote 9 
• Inpatient services for medical acute detoxification 

• Outpatient visils 
(Up 10 20 villi per calendar year combined wI!h oUlpall~nt non-.ev~re men'-I 
heaKh vi.itJ) 

HOME HEALTH SERVICES10 
(Combined muimum of 100 prior authoriled 

vlslli per cale!ldw year) 

• Home he a lth and home infusion care 
(See -Prl so;riptioo Drug Coverage- lor home seW-administered InJectables.) 

OTHER 
Ho spJce'o 
• Routine home care a nd inpatie nt res pite care 

• 24 hour continuous home care and general inpatient care 

· AI~~~ii-~~-e;lre(' -. -. --- .. -- --- -- ---. --. -. --- .. -- -- --- -- -- ----. ---. -- --

10% 

MHSA Partlclpj1ting 
Providers 

10% 
$ 15lvisit 

(DeduClibl~ wal...ed) 
$251visit1 

'" -Hospitalization Se<vices-
$25Jvisit' 

Preferre~ 
Providers 

10% 

No cha rge 

10% 

30% 

MHSA Non-Parti~ipatlng 
Providers 

30%' 
30% 

Not covered 

'" -Holpilaliullon SeMces-
Not covered 

Non-Preferred Providers2 

10% with prior a uthoriz ation 

No charge with p rior 
a uthorization 

10% charge with prior 
a uthorization 

• Chiropractic services IUp to 12 Ylsi\$ per calendar year) $251visit 30% 

• Acupuncture services (Up to 20 visits per calendar year) $25lvisit $251visit .. Ret,abiiiiatlve' the'rap;; services-' ------. -_. -- -----. --- -- -. --- --. -- --- --. ---. ---- -- ------------- _. --.-- --- -- . --.... -. - --.. -. -.--. 
· ~ ____ .?~lP.~!i~.f'!! y!~.t~ •• _. _. __ . __ ••• __ .. . __ _ .• _. ___ ____ ___ . _ .• __ _ . ___ •• __ •. __ $_~~~ i.SJ! __ _ . __________ . ___ .. __ .. . _. ~.q~~ ___ ... _ .. 
Pregnancy a nd maternity care 
• Pre natal and postnatal professiona l (physicia n) services 10% 30% 

(For al necel13ry inplllient hospital QfVieeI. see "Hos-pitalintion Se<vio;es., -j:·amfly-Jiliinriiilg ·· ·-· --- ·------····-- -· ---··---- -. --.-.--- .. ------.-.-------.---.-------.------ --
• Family planning counsel ing $ 15/visit Not covered 

(Deductible waived) 

_ ~ _ . _ . ~~~_V:~ .~~~_~i.~ry ~ ~~~.~1_ !i~I.'!t!~!l_' _ ~~~_~~~¥ ~ ~ _____ . ____ ''- ___ . ___ ___ _ 10% Not covered 
Covered out-of-state benefits Benefrts provided through BlueCard 
Program. for out-of·state emergency and non-emergency care, are provided at the 
JnIerred level 01 !III! local SkHI Plan alklvrlablfl emount \Jroi1en you use a Blue 

See! A'pplic~ibie -Benefii l irie ----. -See' APi>iicabie 'Benefrt "liiie -

· 9~~.~_~~_~·_. ___ . . __ .. _. ____ . _. __ ____ . ___ . __ _ .. _. _ . . __ ____ . ___ ____ _______ _____ . _____ ____ _ . ____ . _ __ _ . __ .. __ __ __ _ .. __ .. .. . __ ... _ .. 
Diabetes c a re 
• Eq uipment, devices a nd non-testing supplies 

(For telling auppllel , see -Prescription Drug Cover • . ' 
• Self-management training and e d ucation (II billed by your provider. 

you wiIIliSO be responsible IOf the oIfk:e vis.lt COll'lymenl) 

10% 30% 

S15lvisit 30% 

· Optlonai Ben~fit$----. --. _. --Opiio-nai cierii.ii: vlsion'- inpatient . subst~ince' abusE; tre.itmeni'-inferiiiiiy -and- he'; ring -aid benefiis a're _ .. ---. -
a vailable . If your employer purchased any of these benefits, a descnption of the bene frt is provided 
separately. 

I Deductible.-MI OOJIII-,merrtl milked wiIh I (1) do I"IQI ac:ave \0 calendat-)'tI1lit COpaymen! mumum. topiyiiIerrt. lind dl.IIrgel 'Of" servic:el not accroIng 1011100 membefl 
<;alend~r-yelr copaymerrt mulmum continue 10 be the membef. re.ponsibllily after the calendar-year coll'lymenl maximum Is reaclll!d. Deductible doe, I'\O! Ipply loward 
!he <;aler>dar_year maximum. Please rerer Ig the Evidence of Coveralle. !h~ Disclol ure Form and th~ Plan Contract fOf exact terml and cond~lons 01 cover.ge. 

2 Member II responsible fOf copayment in add~1on tG any charges above allowable IrTIOUnts. Th~ copayment percenla\le indicated I. a pe.<:en~e oIal1owlb/e amountl. 
Pfererred ~ accept Slue ShleId"l allowable amount as lu i paymerrt IOf covered sefVk:es. Non·preferred providers can ct\a~ more than these amount •. When 
members uH non-preferred providers. !hey mu51 PIIY the applicable eopaymenl plus any "",ounl til. ~eds Blue Shield'. allowable amount. Ch8fVII1 lbove the 
allowable amount do not count toward!h~ cllendar·)'tIW deductible or o::opaym.ent muimum. 

3 Participating ambulatory lUl'gery <:enlers may no! be IVIllable in e~ areal. Regardlllu 01 their avallabilily. you can obtain outt)fltlent surgery services from a hosphal or an 
ambulatory aurge!Y center affiliated with . hospital. wI!h ll'Iyment aeeordlng to your health plan', hosphal services benefitl . 

4 The maximum .1I~d charge ror non-em..-gency ho.p~at services received from a non-plan prO\llder-hosp~at Is $600 per day. Membe~ we responsible lor 30 percent 01 
!tIls S600 perday. pl us all charges In excelS of $600. 

5 Bariatric lIK\Iery is covered when pre-authOfized by Blue Shield. Hr:JweY«. ror membefs residi'lg in imperial. Kem. los Angeles. Oraoge , Riverside. San Bernardino, San 
Diego, Santa Bartlara and Ventura COunties ("Designated Counties" barlatrk: aurgery ser-..io;elll1!l covered only when perlo.-med III desillnlled contraClng barialric 
aurgery Iacilities and by dellgnated contrac1lng surgeons; coverage Is not available lor baria\ric JeNices lrom any other prefwed provider and there is no coverage rOf 
bariatric seNlces Ifom non-prererred Providers. In addition. W prior authorized by Blue Shield of Calfornia. a member In • Deslgnlted County who is requ~ed to travel more 
!han 50 miles to I designated barlatnc surgery facility wilt be eligible for limited reimbursement lor specified travel expenses fOf the member II'Id ooe companion. Refer 10 
tile Evidence 01 Covefage ror further benef"rt details. 

6 Se<vices may require pOor authorization by Blue Shield. When lIlese ..-vio;es are pOor authorized. members ply Ihe preferred or Il'Irticipating provider amount 
7 Mental heath and chemical dependency RNices, C>lher than medical l tllte detgxlflcaUon. are acce,sed lflrough the mental he~1th selVlces administrator (MHSA) · U.S. 

Behavioral Health Pfao. Catifornla (USBHPC) - uSing MHSA participating and non-pllrticipating pl"cMders. MHSA non·partlclpatIng provider. Ire not .dminlster/>d by 
USBHPC. SaNicel lor medical acute detoxlRcation are accessed through Blue Shield using Blue Shield's preferred prolliderl or non-prererred providers. For a listing of 
Ie~ mental iUnesses.lneluding lerious emotional disturbances (II I d"liid. and other benefC Millis. please refer to the Eviclence 0( CoYerage Of plan contract 



8 AU outpatient non-I evere mental tlealth , outpaUenl sullslilllCe abusa, ecupunctunllnd ct\ii'OiIi'iCil YIsiII 8Ca\IfI to iI\i!I celOlnd •• yeer vislt maximum I'I9nlen of ...tleiller 
!he plan dedudlble has been met. 

9 OptlonallnplU.nt s ubtltencllbusa treltlnlnt beneflts Ire IVlliabla. If your Imployer purt:haHd these blneflts,. <lncl1pUon 01 the blnefit Is attached hereto 
II "A.ddltional Sub&tence A.buse Treatment Benefit.," 

10 Oul 01 network horne hellkh cere, home IrIluslon ~d hosplee service. life not covered unless J)/"O'authorized . When Ihese services a re prlll-aulhorized , the member pays 
Ihe Preferred Plovider copayment. 

11 Copaymenl IIIo\rrm 11101" phy. Ir;ian's servk:e.. If the proc:edure II peffooned In a facility Jetlng (hlMpttal or OUIpallen! $ilrvery center). an edcfdional facilty eopaymenl may 
apply. 

P lan desillns m~ be modiflld 10 ensure compliance with IIlte and lederll requirements 



Santa Barbara IBEW 
Shield Spectrum PPOSM Pla ns 
Outpatient Prescription Drug Coverage 

June 1, 2008 through December 31, 2008 

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

THIS DRUG SUMMARY IS INTENDED TO BE 
USED WITH THE SHIELD SPECTRUM PPO 
PlANS UNIFORM HEALTH PLAN BENEFITS 
AND COVERAGE MATRIX. THE EVIDENCE 
OF COVERAGE, DISCLOSURE FORM AND 
PLAN CONTRACT SHOULD BE CONSULTED 
FOR A DETAILED DESCRIPTION OF 
COVERAGE BENEFITS AND LIMITATIONS. 

$10 Generid$20 Formulary Brand-NameJ$35 Non-Formulary Brand-Name Drugs - Retail Pharmacy 
$20 Generid$40 Formulary Brand-Name/$60 Non-Formulary Brand-Name Drugs - Mail Service 

Covered Services Member Copayment 

DEDUCTIBLES (Presc;rlplion drug coverl~ benefitl Ire not subjed to the medical plan dedudible.) 

Calendar-year brand-name drug deductible None 

PRESCRIPTION DRUG COVERAGE" 
(Ineludes oral eontrac.eptives. dilphragml. and covered diabetic drug. Ind testing supptles) 

• Retail prescriptions (For up to I 3O-day supply) 

• Mail service prescriptions (For up to I 9(kIly IUPfIIy) 

• Home self-administered injectable medications 
(May require prior authoriHIlon Irom Blue Shield Pharmacy Sel"llcet: not covered 
through mail5efVice benel~J 

PartiCipating 
Phannacy 

$10/Generic 
$20/Formulary Brand 

$35/Non-Formulary Brand 
S20/Generic 

$4O!Formulary Brand 
$601N0n-Formulary Brand 

30% 
(Up to S 150 copayment muimum 

per pruaiplion)" 

Non-Participating 
Phannacy 

Member pays 25% 01 lilowable 
amount plus I coplyment 01: 

$10/Generic 
$20/Formulary Brand 

$35/Non-Formulary Brand 
Not Covered 
Not Covered 
Not Covered 
Not Covered 

If the member requests. br .... d-r.ame drug and I genetic drug equIValent is IVlil&bte. the member Is responsible lor paying the differenca be~n the cost to Blue 
Shield 01 Cililomia r;tIthe bra'ld-name drug and HI generic drug equivalent. IS well IS the Ipplicable generic drug copaymenl. Home self-administered injectable drugt 
are covered only when dispensed by .~ed participaling pharmades In the SpecI.1ty Pharmacy Network. 

• Copaymenu /WId d'l1II'gtI1 lor\hese oovered s.ervio;:el IIrfI not nduded in the calculation r;tIlhII member't medlcat calendar.yelr copayment maximum .... d eontinue to be 
the member', respontibility mter \he e.IeIIdar-year c:opIymeni maximum is ruched. Plel&ll refer \0 \he EI'ideIlCe of CO"",.. . and the Group Health SefYic:e ContrlCl 
lor e)(IICtl ..... ' and eond~ion. of ooverage. ~ 

Notl: TIli. plan', prescription drug cove<lI5Ie I, on average equivalent to or betler than the standard benefrt &lit by the Iedefal goverrvnent for Medicate Plrt 0 (ilso called 
'aed~able- cover.). Sinc:e tN, pIan's presalplion drug coverage Is creditable. you do no! h<n1 \0 enroll in MIdlcare Pan D~ you mllntaln this CO¥eI'age: however, you 
.r>ould be aware that If you hllVl I IUbsequent brea~ in this ooverage of IS3 days or more belen enrotlinQ n Medicare pan 0 you could be 1UtJ;ect 10 paymen1 of higher Plrt 0 
premiums. 

Important Prescription Drug Information 

You can lind details about your drug coverage three ways: 

1. Check your Evidence of Coverage. 
2. Go to blueshleldca.com and log onto My Health Plan from the home page. 
3. Call Member Servioas at the number listed on your Blue Shield member 10 card. 

AI Blue Shield of California, we're dedicated to providing you with valuable resources for managing your drug coverage. Go online to 
the Pharmacy section of blueshieldca.com and select the Drvg Da/abase and Formulary to access a variety 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 networX pharmacies to lill your prescnptions. 

TIPS! 
Using our convenient mail order service with Express Scripts can save 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 receive a 9O-day supply through Express 
Scripts with a reduced copaymenl. Call Express Scripts at (800) 544-6962 or nY: (800) 972-4348 

Banalfts l/'lt $ufJj«I to mo/Meation for sufJseqll&lllty enlct&d s/Me or ftdarallegi$le/ion 

,,' 

blue ill of cali fornia blue,l1ieldco.com 


