Small Group Plan Summaries
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Small Group (1-50)
Preferred Provider Organization (PPQ) plan

Small Group (1-50)
Comprehensive Major Medical (CMM) plan

CLASSIC Blue Blue OPTIONS

Plan 1 Plan 2 Plan 1 Plan 2 Plan3
Services Services
In-Network -~ Out-of-Network In-Network - Out-ot-Network In-Network Out-of-Network
Primary Care Physician Deductible & Coinsurance Deductible & Coinsurance Primary Care Physician $15 Ded & Coins $20 Ded & Coins $20 Ded & Coins
Specialist Office Visit Deductible & Coinsurance Deductible & Coinsurance Specialist Office Visit $25 Ded & Coins $30 Ded & Coins $40 Ded & Coins
Urgent Care Facility Deductible & Coinsurance Deductible & Coinsurance Urgent Care Facility $30 $40
Emergency Room Deductible & Coinsurance Deductible & Coinsurance Emergency Room $100 $100
Ambulatory Surgical Center Deductible & Coinsurance Deductible & Coinsurance Ambulatory Surgical Center Ded & Coins Ded & Coins Ded & Coins Ded & Coins Ded & Coins Ded & Coins
In- & Outpatient Facility Deductible & Coinsurance Deductible & Coinsurance In- & Outpatient Facility Ded & Coins Ded & Coins Ded & Coins Ded & Coins Ded & Coins Ded & Coins
In- & Outpatient Professional Deductible & Coinsurance Deductible & Coinsurance In- & Outpatient Professional Ded & Coins Ded & Coins Ded & Coins Ded & Coins Ded & Coins Ded & Coins
Other Services Deductible & Coinsurance Deductible & Coinsurance Other Services Ded & Coins Ded & Coins Ded & Coins Ded & Coins Ded & Coins Ded & Coins
Lifetime Maximum $1,000,000 $1,000,000 Lifetime Maximum Unlimited Unlimited Unlimited
Individual Deductible (a) $250 (@) $250 Individual Deductible (a) $250 / $500 (@) $250 / $500 (a) $250 / $500
(b) $500 (b) $500 (b) $500 / $1,000 (b) $500/$1,000 (b) $500 / $1,000
() $1,000 (c) $1,000 (c) $1,000/$2,000 (c) $1,000/ $2,000 (c) $1,000/$2,000
(d) $2,500 / $5,000 (d) $2,500 / $5,000 (d) $2,500 / $5,000
Coinsurance 80% 50%
Coinsurance (e) 100% / 80%! (e) 100% / 80%! (e) 100% / 80%!
Individual Coinsurance Maximum (d) $1,000 (d) $1,000 (f) 100% / 70%! (f) 100% / 70%! (f) 100% / 70%!
(e) $2,000 (e) $2,000 (9) 90% / 70% (0) 90% / 70% (9) 90% / 70%
(f) $3,000 (f) $3,000 (h) 80% / 70% (h) 80% / 70% (h) 80% / 70%
Family Deductible/ (@) 2x Individual (@) 2x Individual Individual Coinsurance Maximum (i) $1,000/ $2,000° (i) $1,000/ $2,0001 (i) $1,000 / $2,0001
Family Coinsurance Maximum (h) 3x Individual (h) 3x Individual () $2,000 / $4,000 (i) $2,000 / $4,000 (i) $2,000 / $4,000
(k) $3,000/ $6,000 (k) $3,000/ $6,000 (k) $3,000 / $6,000
Prescription Drugs (i) $5/$15/$30 (i) $5/$15/$30
(i) $5/$20 / $35 () $5/$20 / $35 Family Deductible/ () 2xIndividual () 2xIndividual 0) 2 Individual
(k) $10/$20/$30 (k) $10/$20/$30 Family Coinsurance Maximum (m)  3xIndividual (m)  3xIndividual (m) 3x Individual
0] $10/$25/$35 (1) $10/$25/$35
(m) $10/ $25/ $40 (m) $10/$25 / $40 Prescription Drugs (n) $5/$15/$30 () $5/%$15/%30 (n) $5/$15/$30
(n) $10/ $30/ $45 (n) $10/$30/ $45 (0)  $5/%20/$35 (0) $5/%20/835 (0) $5/$20 / $35
(0) $5 Generic/ 50% Brand (0) $5 Generic/ 50% Brand () $10/$20/$30 ()  $10/$20/$30 () $10/$20/$30
(@  $10/8$25/$35 (@  $10/$25/$35 (@ $10/$25/$35
v BlueCross BlueShield (0 $10/825/ 40 () $10/825/$40 (0 $10/525/$40
US A VAV . beactve () $10/$30/$45 () $10/$30/$45 () $10/$30/845
Ca\g)@ ® ® Of North CarOllna F (t) $5 Generic/ 50% Brand (t)  $5 Generic/ 50% Brand ) $5 Generic/ 50% Brand

JJJJJ - Innovative health care designed around you."

Official Health Insurance Sponsor of the 2002-2004 U.S. Olympic Teams. Founding Sponsor Be Active North Carolina. An independent licensee of the Blue Cross and Blue Shield Association. SM, ® Service Marks of the Blue Cross and Blue Shield Association.
SML1 - Service Mark of Blue Cross and Blue Shield of North Carolina. For costs and further details of the coverage, including exclusions, any reductions or limitations and terms under which the policy may be continued in force, see your agent or write to the company. BE16, 10/01-W

1. Option (i) Individual Coinsurance Maximum only available with () 100% / 80% Coinsurance or (f) 100% / 70% Coinsurance.



Blue CHOICE

Services

Primary Care Physician
Specialist Office Visit

Urgent Care Facility
Emergency Room
Ambulatory Surgical Center
In- & Outpatient Facility

In- & Outpatient Professional
Other Services

Lifetime Maximum

Individual Deductible

Coinsurance

Individual Coinsurance Maximum

Family Deductible/

Family Coinsurance Maximum

Prescription Drugs

Plan 1
In-Network Out-of-Network
$15 Ded & Coins
$25 Ded & Coins
$25
$100
$751 Ded & Coins
Ded & Coins Ded & Coins
100% (No Ded) Ded & Coins
Ded & Coins Ded & Coins
Unlimited
(@) $0/$300
(b) $250 / $500

(© $500/$1,000

d) 100% / 80%2

(

(6) 100% / 70%2
(M 90% / 70%
(9) 80% / 70%

h) N/A /$2,0002
) $1,000/ $2,000
) $2,000 / $4,000
k) $3,000/$6,000

() 2xIndividual

(m) 3« Individual

(n)  $5/$15/830

(0)  $5/$20/835

(p)  $10/$20/$30

(@ $10/$25/$35

) $10/$25/$40

(5)  $10/$30/ $45

(t)  $5 Generic/ 50% Brand

1.For plans with 100% coinsurance, and $0 deductible, the ambulatory surgical center copay is $0.
2. Option (h) Individual Coinsurance Maximum only available with (d) 100% / 80% Coinsurance or (g) 100% / 70% Coinsurance.

Plan 2
In-Network Out-of-Network
$20 Ded & Coins
$30 Ded & Coins
$30
$100
$751 Ded & Coins
Ded & Coins Ded & Coins
100% (No Ded) Ded & Coins
Ded & Coins Ded & Coins
Unlimited
(a) $0/ $300
(b) $250 / $500
(c) $500/ $1,000
(d) 100% / 80%?
(e) 100% / 70%2
) 90% / 70%
(@) 80% / 70%
(h) N/A / $2,0002
(i) $1,000/ $2,000
(0] $2,000/ $4,000
(k) $3,000/ $6,000

() 2xIndividua

(m)  3x Individua

“

) $5 Generic/

) $5/$15/$30
) $5/$20/$35
p) $10/$20/$30
) $10/$25/$35
$10/$25/ $40
$10/$30/ $45

50% Brand

Small Group (1-50)

Point of Service (POS) plan

Plan 3
In-Network Out-of-Network
$20 Ded & Coins
$40 Ded & Coins
$40
$100
$751 Ded & Coins
Ded & Coins Ded & Coins
100% (No Ded) Ded & Coins
Ded & Coins Ded & Coins
Unlimited
(a) $0/ $300
(b) $250 / $500
(c) $500/ $1,000
(d) 100% / 80%2
(e) 100% / 70%2
(f) 90% / 70%
(9) 80% / 70%
h) N/A / $2,0002

) $1,000 / $2,000
i) $2,000 / $4,000
K) $3,000 / $6,000

()  2x Individual

(m)  3x Individual

(n) $5/$15/830

(0) $5/$20/ 835

(p) $10/8$20/$30

(@) $10/$25/$35

() $10/$25/$40

(s) $10/$30/$45

(t)  $5 Generic/ 50% Brand

Blue CARE

Services

Primary Care Physician

Specialist Office Visit

Urgent Care Facility

Emergency Room

Ambulatory Surgical Center

In- & Outpatient Facility

In- & Outpatient Professional

Other Services

Lifetime Maximum

Individual Deductible

Coinsurance

Individual Coinsurance Maximum

Family Deductible/

Family Coinsurance Maximum

Prescription Drugs

1. For plans with 100% coinsurance, and $0 deductible, the ambulatory surgical center copay is $0.

Plan 1

$15

$25

$25

$100

$751

Deductible & Coinsurance

100% (No Deductible)

Deductible & Coinsurance

Unlimited
(@) $0
(b) $250
(c) $500
(d) 100%2
() 90%
(f) 80%
) N/A2
(h) $1,000
(i) $2,000
(i) $3,000

(k) 2x Individual
(1)  3xIndividual

$5/$15/$30
$5/820/$35
$10/$20/ $30
$10/$25/$35
. $10/$25/ $40
) $10/$30/ $45
t)  $5 Generic/ 50% Brand

2. Option (g) Individual Coinsurance Maximum only available with (d) 100% Coinsurance..

Plan 2

$20

$30

$30

$100

$751

Deductible & Coinsurance

100% (No Deductible)

Deductible & Coinsurance

Unlimited
(@) $0
(b) $250
(c) $500
(d) 100%2
() 90%
(f) 80%
) N/AZ
(h) $1,000
(i) $2,000
(i) $3,000

(k) 2x Individual
() 3xIndividual

$5/$15/$30
$5/820/$35
$10/$20/ $30
$10/$25/$35
N $10/$25/ 840
) $10/$30/$45
t)  $5 Generic/ 50% Brand

Small Group (1-50)
Health Maintenance Organization (HMO) plan

Plan 3

$20

$40

$40

$100

$751

Deductible & Coinsurance

100% (No Deductible)

Deductible & Coinsurance

Unlimited
(a) $0
(b) $250
(c) $500
(d) 100%2
(e) 90%
() 80%
(9 N/A2
(h) $1,000
(i) $2,000
)] $3,000

(k) 2x Individual
() 3xIndividual

$5/$15/$30

$5/ $20/ $35
$10/$20/ $30
$10/$25/$35
$10/$25/ $40
$10/$30/ $45

) $5 Generic/ 50% Brand
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