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Choose Your Benefits: Create your unique health insurance plan by choosing a Deductible, Coinsurance, and Out-of-Pocket Amount from the options below.

Deductible Coinsurance Out-of-Pocket Amount*
Individual Family Individual Family
A $3,000 $6,000 100/0 $3,000 $6,000
| $3,000 $6,000 50/50 $5,000 $10,000
| $3,000 $6,000 70/30 $4,000 $8,000
a $5,950 $11,900 100/0 $5,950 $11,900
Benefit Period Calendar Year (January 1 - December 31)

$3,000,000

Benefits begin for a single family member once the individual deductible for that member has been met, or once the family
deductible is met for two or more covered persons—whichever comes first.

Lifetime Maximum Benefit

Deductible

Preventive Health Benefit Pays 100% of the allowable fee up to $250 per benefit period for Preventive Health Care.

Network Healthlink PPO (Hospitals and Surgery Centers) | Traditional (Physicians and Professional Providers)

Nonparticipating Provider
Differential/Non-PP0O Network
Provider Benefit Reduction**

25% Sanction for Non-PPO Hospital or Surgery Center
10% Differential for Nonparticipating Providers

Exclusion Period
for Preexisting Conditions being issued, that coverage will be crediited toward the exclusion period.

BCBSMT Provider Networks

Healthlink Preferred Provider Organization (PP0) - An innovative health care partnership
developed by BCBSMT and our Preferred Hospital Providers to offer health care services to qualified
members at lower premiums. This network is composed of hospitals and surgery centers across the state
that accept lower payments for each hospital or surgery center service or inpatient stay. Currently,

all hospitals in Montana participate in this network.

Traditional Network Participating Providers - This is the most extensive provider network
available in Montana, composed of professional providers (e.g. physicians, physical therapists, nurse
practitioners) that have contracted with BCBSMT to provide services to our members at discounted rates.
Currently, approximately 95% of all physicians in Montana participate in this network.

Participating Providers accept the BCBSMT allowable fee as payment in full for covered services. These
providers will submit your claim for you, and BCBSMT will pay the participating provider directly. There is no
billing to you over your deductible and coinsurance.

Nonparticipating Provider - Nonparticipating Providers have not contracted with BCBSMT to provide
services at negotiated rates, and your out of pocket expenses can be significantly higher. You will receive
payment for claims received from a nonparticipating provider. However, these providers are subject to a
differential and are under no obligation to submit claims for you.

Finding Participating Providers - To locate Participating Providers and HealthLink PPO hospitals and
surgery centers in Montana check our on-line provider directory at www.bchsmt.com, or contact Customer
Service at 1-800-447-7828. Be sure to have your subscriber identification number available when you call.

World-Wide Networks at Your Fingertips - \With BlueCard, you have access to Participating
Providers across the country and around the world. No matter where you are, you'll receive the same great
benefits you get when you're at home. To find BlueCard Participating Providers, visit the BlueCross and
BlueShield Association website at www.bcbs.com/healthtravel/ or call 1-800-810-BLUE (2583).
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12 months. Ifyou had Creditable Coverage that was continuous within 63 days of your Certificate of Creditable Coverage

Lifetime Maximum Benefit: The total amount per Member
BCBSMT will pay for specific benefits or all benefits while the
Member is continuously covered by the same employer,
organization, or trust.

Deductible: The dollar amount each Member must pay for

covered medical expenses incurred during the benefit period
before BCBSMT will make payment for any covered medical
expense to which the deductible applies.

*Qut-of-Pocket Amount: The total amount you would pay in

a single benefit period. Once the total of your deductible and
coinsurance reaches this amount, the Plan pays 100% of the
allowable fee on most covered services. Any amount you pay for
balances owed to nonparticipating providers does not apply to
the Out-of-Pocket individual/family amount.

Coinsurance: The percentage of the allowable fee payable by
the Member for covered medical expenses.

Copayment: The specific dollar amount payable by the Member
for covered medical expenses.

**Non-PP0 Network Provider Benefit Reduction: If services
or supplies are obtained from a Non-HealthLink hospital or surgery
center, payment will be reduced by 25% from that which would
be paid to a HealthLink hospital or surgery center. Any payment
reduction is the Member's responsibility.

**Nonparticipating Provider Differential: The allowable fee
for Nonparticipating Providers is reduced by 10% before deduct-
ible and coinsurance are applied. The difference between the
allowable fee and the total charge is the Member's responsibility.

Preexisting Condition: A condition for which medical advice,
diagnosis, care or treatment was recommended or received within
the 36-month period ending on the member’s enroliment date.
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Benefit Highlights
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[Deductible and coinsurance apply to all services listed below, unless otherwise noted]

Prior Authorization, which is not a guarantee of payment, is recommended for some services, supplies, treatments and drugs to help the member
identify potential expenses, payment reductions, or claim denials the Member may have if these proposed services, etc. are not Medically
Necessary or not a Covered Medical Expense. Examples of such services are: Hospice, TMJ surgery and Durable Medical Equipment over $500.

Refer to your Contract.
Professional Provider Services

Inpatient Hospital

Outpatient Hospital

Chiropractic Services

Individual Therapies

Rehabilitation Therapy

Durable Medical Equipment
and Prostheses

Mental liness
Outpatient

Inpatient

Autism Spectrum Disorder

Chemical Dependency

Well-Child Care

Mammograms

Diabetic Education Benefit
Prescription Drugs

Ambulance

Preventive Health Care

*Routine - Examinations or services provided
when there is no objective indication of
impairment of normal bodily function.
Routine does not include the diagnosis or
treatment of any injury or illness.

Home and office calls, surgery, anesthesia, diagnostic lab and x-ray, and other services provided by a professional provider.
Room and board, special care units, ancillary charges, and transplant coverage.

Accidental injury, x-ray and lab, surgery, chemotherapy, respiratory therapy, radiation therapy, medical emergency,
surgicenter, oxygen and equipment for use in the home, blood transfusion services, ambulance, medical supplies for use
outside hospital, orthopedic devices.

Not Covered.

Physical, occupational, speech and cardiac rehabilitation therapies. $2,000 maximum per benefit period, combined for
outpatient professional and facility charges.

$100,000 lifetime maximum, per member combined for inpatient and outpatient rehabilitation therapy services.

$7,500 maximum per member per benefit period. Initial purchase, replacements and repair.
Prior authorization is recommended if charges are over $500.

Note: Severe Mental lliness is processed under reqular medical benefits.
$2,000 maximum per benefit period.

21 days for professional, hospital and/or freestanding inpatient facility charges, per benefit period combined with chemical
dependency. Inpatient day maximum applies. Plan notification is recommended.

Diagnosis and treatment of Autistic disorder, Asperger's disorder or pervasive developmental disorder. Habilitative or
rehabilitative care, including, but not limited to, professional, counseling and guidance services and treatment programs;
Applied Behavior Analysis (ABA), also known as Lovaas therapy; discrete trial training, pivotal response training, intensive
intervention programs and early intensive behavioral intervention; medications; psychiatric or psychological care;
therapeutic care provided by a speech-language pathologist, audiologist, occupational therapist or physical therapist.

The following maximums apply: $50,000 a year for a child 8 years of age or younger; $20,000 a year for a child 9 years of
age through 18 years of age.

$1,000 per 12 months for outpatient services, 21 days for professional and/or freestanding inpatient facility charges,
per member, per benefit period, combined with mental illness.

$4,000 maximum benefit per 24-month period.

$8,000 lifetime maximum benefit.

Well-child exams, and immunizations through seven years of age.
Lab tests as recommended for routine well-child care from birth through seven years of age. Deductible does not apply.

Paid at the actual charge or $70, whichever is less, for each covered mammogram.
Deductible and coinsurance apply after the first $70 is paid.

Up to $250 per benefit period for outpatient services.

Processed under regular medical benefits. $2,500 maximum per member per benefit period.

Processed under regular medical benefits. $10,000 maximum per benefit period.

Routine™ services, available only for Members age 8 and older, are: Pap tests, related lab charges and related office visit;
Proctoscopies, sigmoidoscopies, colonoscopies, or hemocults and related office calls; Immunoassay for tumor antigen or
prostate specific antigen (PSA) and related office call; Physical examinations and related tests as recommended for routine
physical exams; Routine diagnostic x-ray and laboratory services, including but not limited to chemistry screens, cholesterol
and other blood fat tests and thyroid (T4) test; Immunizations and vaccinations. Deductible does not apply.

[ This information is only a summary of benefits. Benefits and general provisions described herein are subject to the terms of the Contract.]

AN INDEPENDENT LICENSEE OF THE BLUE CROSS AND BLUE SHIELD ASSOCIATION, AN ASSOCIATION OF INDEPENDENT BLUE CROSS AND BLUE SHIELD PLANS.




January | February | March

HEALTHLINK
Preferred
Deductible $3,000
Coinsurance 100%
Preventive Benefit $250
Age Subscriber Spouse
Under 25 $ 11000 ¢ 110.00
2529 125.00 114.00
30-34 139.00 129.00
35-39 160.00 151.00
40-44 180.00 172.00
45-49 221.00 209.00
50-54 258.00 242.00
55-59 300.00 280.00
60 Plus 351.00 327.00
Child 53.00
Children 106.00

Deductible $3,000 Deductible $3,000
Coinsurance 100% Coinsurance 100%
Preventive Benefit $250 Preventive Benefit $250
Subscriber Spouse Age Subscriber Spouse
Age Under 25 $ 3300 $ 330.00
s 25-29 375.00 342.00
Under 25 151.00 $ 151.00 30-34 417.00 387.00
25-29 175.00 164.00 35-39 480.00 453.00
30-34 204.00 194.00 40-44 540.00 516.00
35-39 238.00 229.00 45-49 663.00 627.00
40-44 280.00 272.00 50-54 774.00 726.00
45-49 330.00 318.00 55-59 900.00 840.00
50-54 417.00 401.00 60 Plus 1053.00 981.00
55-59 501.00 481.00 Child 159.00
60 Plus 637.00 613.00 Children 318.00
Child 53.00



January | February | March
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FIRST QUARTER 2010

Deductible/OOP $3,000/4,000

Coinsurance 70%

PreventiveBenefit $250

Age Subscriber Spouse

Under 25 $ 9300 § 93.00
25-29 100.00 89.00
30-34 107.00 97.00
35-39 121.00 112.00
40-44 134.00 126.00
45-49 162.00 150.00
50-54 186.00 170.00
55-59 214.00 194.00
60 Plus 248.00 224.00
Child 40.00
Children 80.00

Siandard

Deductible/OOP $3,000/4,000 Deductible/OOP $3,000/4,000
Coinsurance 70% Coinsurance 70%
Preventive Benefit $250 Preventive Benefit $250
Subscriber Spouse Age Subscriber Spouse
Age Under 25 $ 279.00 $ 279.00
s 25-29 300.00 267.00
Under 25 127.00 $ 127.00 30-34 321.00 291.00
25-29 146.00 135.00 35.39 363.00 336.00
30-34 169.00 159.00 40-44 402.00 378.00
35-39 196.00 187.00 45-49 486.00 450.00
40-44 229.00 221.00 50-54 558.00 510.00
45-49 269.00 257.00 55-59 642.00 582.00
50-54 338.00 322.00 60 Plus 744.00 672.00
55-59 405.00 385.00 Child 120.00
60 Plus 480.00 434.00 Children 240.00
Child 40.00
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Standard

FIRST QUARTER 2010

Deductible/OOP $3,000/5,000

Coinsurance 50%

Preventive Benefit $250

Age Subscriber Spouse

Under 25 $ 800 § 8800
25-29 95.00 84.00
30-34 101.00 91.00
35-39 114.00 105.00
40-44 126.00 118.00
45-49 152.00 140.00
50-54 174.00 158.00
55-59 200.00 180.00
60 Plus 232.00 208.00
Child 37.00
Children 74.00

Deductible/OOP

Coinsurance

Preventive Benefit

Age

Under 25
25-29
30-34
35-39
40-44
45-49
50-54
55-59
60 Plus
Child
Children

Subscriber

113.00
129.00
149.00
172.00
200.00
234.00
292.00
349.00
441.00

$3,000/5,000 Deductible/OOP $3,000/5,000
50% Coinsurance 50%
$250 Preventive Benefit $250
Spouse Age Subscriber Spouse
Under 25 $ 26400 $ 264.00
25-29 285.00 252.00
$ 113.00 30-34 303.00 273.00
118.00 35-39 342.00 315.00
139.00 40-44 378.00 354.00
163.00 45-49 456.00 420.00
192.00 50-54 522.00 474.00
222.00 55-59 600.00 540.00
276.00 60 Plus 696.00 624.00
329.00 Child 111.00
403.00 Children 122.00
37.00
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FIRST QUARTER 2010

Deductible $5,950

Coinsurance 100%

Preventive Benefit $250

Age Subscriber Spouse

Under 25 $ 8300 § 8300
25-29 89.00 78.00
30-34 95.00 85.00
35-39 106.00 97.00
40-44 117.00 109.00
45-49 140.00 128.00
50-54 160.00 144.00
55-59 184.00 164.00
60 Plus 212.00 188.00
Child 35.00
Children 70.00

Deductible $5,950 Deductible $5,950
Coinsurance 100% Coinsurance 100%
Preventive Benefit $250 Preventive Benefit $250
Subscriber Spouse Age Subscriber Spouse
Age Under 25 $ 24900 $ 249.00
; 25-29 267.00 234.00
Under 25 109.00 $ 109.00 30-34 285.00 255.00
25-29 125.00 114.00 35-39 318.00 291.00
30-34 143.00 133.00 40-44 351.00 327.00
35-39 165.00 156.00 45-49 420.00 384.00
40-44 192.00 184.00 50-54 480.00 432.00
45-49 224.00 212.00 55-59 552.00 492.00
50-54 280.00 264.00 60 Plus 636.00 564.00
55-59 334.00 314.00 Child 105.00
60 Plus 421.00 364.00 Children 210.00
Child 35.00



