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The informataon in this Highlighl Sheet is for informational and comparison purposes only. lt is nota complete summary or description of benefits Coverage is
subject to the provisions of the conesponding Plan Documents and Summary Plan Description, which contains the detailed terms and conditions of coverage.
Certain seruices not specifically noted may be excluded. Please refer to the Plan Document and Summary Plan Description issued for a more complete
description of benefits, exclusions limitations and conditions of coverage. lfthere is a difference or conflict between this Highlight Sheet and its conesponding
Plan Documents and Summary Plan Descraption, the Plan Documents and Summary Plan Descriplion will control. This Highlight Sheet is subject lo annual
update.

Benefit Highlight Sheet: Jefferson School District 251

Effective Oate: 9/1/2021

HSA Blue"' PPO for ldaho School Benefit
Trust

ln-Network Out.of-Network

Benefit Period* Aggregate Deductible** (lndividual/Family, applies to benefits
below unless noted.) $6,800/$13,600

Cosl Sharing No charge No charge

Out-of-Pocket Limil (See Plan for seryices that do not apply to the limit.) (lncludes
applicable Deductible, Cost Sharinq and Copayments) $6,800/$13,600

COVERED SERVICES
By choosing a non-contracqng providor you may be responsible fot the difference
balween what Blue Cross allows and what the non$ontncfing provider chatges. This
is called balance-billing. Some seNices may require pior authoization.

ln-Network Out.of-Network

What you pay

Ambulance Transportation Services Deductible

Deductlble

Breastfeeding Support and Supply Services (Limited to one ('1) breast pump
purchase per benefll period, per Participant) No charge

Chiropractic Care (Limited to 18 visits combined per Parlicipant, per benefit period)

Deductible

Dental Services Related to Accidental lniury
Diabetes Self-Management Education Services (Only for accredited providers
approved by BCl.)
Diagnostic Services (lncluding diagnostic mammograms)
Durable Medical Equipment, Orthotic Devices and Prosthetic Appliances
Emergency Services - Facility Servlces (Copayment waived if admitted)
(Additional services. such as laboratory, x-ray, and other Diagnostic Services are
subject to applicable Deductible, Cost Sharing and/or Copayment.) (BCl will provide
in-network benefits for treatment of Emergency Medical Conditions. Participant may
be balance-billed for these services.)

$100 Copayment for
hospital Outpatient

emergency room visit,
then Deduclible

$100 Copayment for
hospital Outpatient
emergency room

visit, then Deductible

Emergency Services - Professional Services (BCl will provide in-network benefits
for treatment of Emergency Medical Conditions. Participant may be balance-billed for
these services.)

Deductible Deductible

Home Health Skilled Nursing
Home lnlravenous Therapy
Hospice Services
Hospital S€rvices (lnpatient and outpatient services at a licensed general hospital or
ambulatory surgical facility.)
Rehabilitation or Habilitation Services
Maternity Services and/or lnvoluntary Complications of Pregnancy
Medical Services (lnpatient and outpatient)
Mental Health- lnpatienl and Outpatient (Facility and Protessional Services)
(No charge after Deductible for Outpatient Psychotherapy Services, for Participants
under lhe aqe of eighteen (18).)

Outpatient Applied Behavioral Analysis (as part of an approved keatment plan)
(No charge after Deductible fot Paiicipants under the aoe of eiqhteen (18).)

Outpatisnt Cardiac Rehabilitation Services (Limited to 36 visits per insured, per
benefit period.)

Deductible DeductibleOutpatient Habilitation Therapy Services (lncludes physical, speech and
occupational therapies. Limited to 20 visits combined per Participant, per beneflt
period.)

'16



@ BIue_-y\^
Cross of Idaho

HSA Blue-'PPO

'The specifed period of time during which charges for cove.ed seryices must be i
amounts and out-of-pocket limits.

ncured in order to accumolate loward annual benefit limils. deductible

'rono family membor will nol accumulate more lhan tho individual deductible or out-of-pockel maximum toward lhe famity deductible or out-of-pockel maximum
After one family member has met the individual deductible, benefits begin for ihat person. Aier the family deductible ha; been met, benefits begin for allfamily
members.

The information in this Highlighl Sheet is for informational and comparison purposes only. lt is not a complete summary or description of benefits Coverage is
subject to the provisions of the conesponding Plan Documents and Summary Plan Des;ription, which co;tains the det;iled terms and conditions of cove;ge.
Certain seNices not specitically noted may be excluded. Please refer to the Plan Document and Summary plan Description issued for a more complete
description of benefits, exclusions limitations and conditions of coverage. lfthere is a difference or conllici between this Highlight Sheet and its conesponding
Plan Documents and Summary Plan Description, the Plan Documents and Summary Plan Description will control. This Hidhtig'ht Sheel is subject to a;nual
update.

Outpatient Rehabilitation Therapy Services (lncludes physical, speech and
occupational therapies. Limited to 20 visits combined per Parlicipant, per benefit
period.)
COVERED SERVICES
By choosing a non-contracting provider you may be responsible tor the
ditference between what Blue Cross allows and what the non-contracting
provider charges. This is called balance-billing. Some sevices may requhe
prior authorization

ln-Network Out-of-Network

What you pay

Deductible

Deductible

Physician Office Visit
Pediatric Physician Office Visit (For Participants under the aqe of eiahteen (18).)
Prescribed Contraceptive Services (lncludes diaphragms, intrauierine devices
(lUDs), implantables, injections and tubal ligation.) No charge

Post.Mastectomy/Lumpeclomy Reconstructive Surgery

Deductible

Skilled Nursing Facility (Limited to 30 days combined per Participant, per benefit
period.)
Surgical/Medical
Therapy Services (lncluding chemotherapy, growlh hormone therapy, radiation and
renaldialysis.)
Transplant Services

Preventive Care Benefits (See plan for specifically listed services)

No charge for services
specifically listed

For services not
specifically listed

Deductible

lmmunizations (See Plan for specifically listed immunizations) No charge for listed immunizations

Teleheallh Services provided by MDLIVE (Non-emergency services for Medical
Consultation, Psychotherapy Treatmenl, Outpatient Medication Management and
Psychiatric Evaluation/Medical Service covered services)

Deductible

To request a visit, call 1-888-920-2975 or visit the
website at www.mdlive.com/bcidaho

Telehealth Virtual Care Services
(Providers other than MDLIVE)

Telehealth Virtual Care Services are available for
any category of covered outpatient services. The
amount of payment and other condilions for in-
person services will apply to Telehealth Virtual

Care Services - see appropriate Covered
Services section.

Treatment for Autism Spectrum Disorder (Services identified as part of the
approved treatrnent plan)

Covered the same as any other allness, depending
on the services rendered, see appropriate

Covered Services section. Visit limits do not apply
to Treatments for Autism Spectrum Disorder, and

related diagnoses
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Note: Certain Prescription Drugs have generic equivalents. lf the Participant requests a Brand Name Drug, the Participant is responsible for the difference
between the price oflhe Generic Drug and the Brand Name Orug, regardless of the Prefened or Non-Preferred status.

The information in this Highlight Sheel is for informational and comparison purposes only. lt is nol a complete summary or description ot benefits Coverage
is subject to the provisions oflhe conesponding Plan Documents and Summary Plan Descriplion. which contains the delailed terms and conditions ol
coverage. Certain services not specific€lly noted may be excluded. Please refer lo the Plan Document and Summary Plan Description issued for a more
complete description of benefits, exclusions limitations and condilions ofcoverage. lf there is a difference or conflict between this Highlight Sheet and its
conesponding Plan Documents and Summary Plan Description, the Plan Documents and Summary Plan Description willcontrol. This Highlight Sheet is
subiect to annual update.

PRESCRIPTION DRUG BENEFITS
Each non Specialty Prescdption Drug shall not exceed a 90{ay supply at one (1) time

(Prescription Drug Services apply to the ln-Network Out-of-Pocket Limit.)

RETAIL OR BCI MAIL ORDER PHARMACIES
ln.Network Out-of-Network

WHAT YOU PAY
Generic Prescription Drugs

Preferred Brand Name Prescription Drugs

Non-Preferred Brand Name Prescription Drugs

No charge, after Deductible

ACA Preventive Prescription Drugs
No charge for ACA Preventive Prescriplion Drugs as specillcally listed on the
BCI Formulary on the BCI Web site, .bcidaho.com. Deductible does not
applv.

HSA Preventive Prescription Drugs
No charge for HSA Preventive
Prescription Drugs as specafically
listed on the BCI Formulary on the
BCI Web site, www.bcidaho.com.
(Deductible does not applv)

No charge, afler Deductible is met for
HSA Preventive Prescription Drugs as
specilically listed on the BCI
Formulary on the BCI Web site,
www.bcidaho.com.

Prescribed Contraceptives
No charge for Women's Preventive Prescription Drugs and devices as
specifically listed on the BCI Formulary on the BCI Web site,
www.bcidaho.com; Deductible does not apply. The day suppiy allowed shall
not exceed a 90-day supply at one (1)time, as applicable to the specific
contraceptive drug or supply.
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HSA PREVENTIVE DRUG LIST

You Make the Choices, We Make it Easy

FOR OUR HEALTHCARE PROVIDERS:
. Please prescribe preventive drugs from this list and allow

generic substitutions when medically appropriate.

NOfE: A drug! appearance on this list does not guarantee
coverage. Not all drugs listed are covered by all prescription
drug plans. Certain drug plans may cover additional drugs at a
preventive benefit that are not listed below. Check your
benefit materials {or the specific drugs covered and the cost-
share information for your prescription-drug benefit program.
This list may not include all prescription drugs intended for
preventive purposes. This list is periodically reviewed by clinical
experts. Medications may be added or removed from this list
based on clinical review of the medication! intended purpose
and its availability.

HOW TO USE THIS LIST:

Generic drugs are listed in lower case letters, example: atenolol.
Generic medications contain the same active ingredients as
their corresponding brand-name counterparts; though they may
look different in shape and color, they have been FDA-approved
under the same strict standards.

Brand-name drugs are listed in CAPITAL letters, example:
NOVOLOG. When brand-name drugs lose their patents and
become available generically, only the generic equivalent will be
eligible under this preventive benefit.

ANTIDEPRESSANTS
c talooram tablets fluoxetlne capsules sertrallne tablets
escitaloorarn tablets paroxetine immediate-release tablets venlafaxine immediate-release tablets
ASTHIVIA
ADVAIR HFA fl uticasone propionate-salmeterol i6h SERFVENT
budesonrde-rormoterol furrarate oihvd'are SPIRIVA
budesonide suso SPIR]VA RESPINIAT
COMEIVENT RESPIMAT terbutaline
cromolvn sodium soln theoohvlline
FLOVENT DISKUS PULMICORT INH theophylline ER
FLOVENT HFA OVAR REDIHALER zafirlukast

D PRESSURE-LOWERING MEDICATION
Diuretic C

benazepril fosinopril olmesartan medoxomil
benazepnl-HCTZ fos;nopril-HCTZ olmesanan medoxomil-HCiZ
captopril lsinopril quinapril
captopril-HCIZ llsinopril-HCTZ qulnapril-HCTZ
enalapr I moexipril ramlpr I
enalaprrl-HCTZ moexipril-HCTZ
Anoiotenrin Receptor & Oiwetic Combinations

esartan-HCTz
t1 te lm isa rta n -H CTZ

valsartan
losartan-HCTZ valsanan-HCTZ

B aBl ets & Diuretic Combi
labeta

atenolol metoprolol succinate ER propranolol-HCTZ
atenolol<hlorthalidone I!etoprolol tartrate sotalol

IrctoProlol-HCTZ
ol timolol
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lf your Benefit Summary indicates specific coverage for
preventive drugs, the Preventive Drug List provides the drugs
you can obtain under this benefit. Plans that have specific
preventive drug benefits are generally:
. High Deductible Health Plans (HDHPS) or Health Savings

Account (HSA) plans
. Employer plans that have purchased an HDHP/HSA plan OR
. Employer plans that have purchased a preventive drug

enhancement

Blue Cross of ldaho covers the drugs on this list at the
preventive drug cost-sharing amount found in your plan
documents, and you do not need to have met your deductible
when you get these prescriptions filled at an in-netlvork
pharmacy.

FOR OUR MEMBERS:
. Visit an in-netlvork pharmacy to receive this benefit.
. Present your Blue Cross o{ ldaho member lD card to ensure

you receive the complete benefit.
. You or your doctor may be asked to provide supporting

documentation that the drug you are taking is being used for
prevention.
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bisoprolol-HCTZ o ndolol
carvedilol
Calcium Channel Blockers

lrtab CR d tiazem SR nifedroine osmot c
felodipine SR verapamil

diltiazem verapamrlcR
diltiazem CD nicardipine verapamrlsR
diltiazem ER nifedipine
d ltiazem L,A nrfedipine ER
Diweti.s (watet pills)
amiloride

oride-HCTZ so ronolactone-HCTZ
bumetanide hydrochlorothiazide (HCTZ)

indapamide triamterene-HCTZ
chlorothiazide met6lazone
Othe r Blood PressuJ e-Lgw4tjnqM edications & Combin ations
amlodioine-atorvastatin clonidine
amlodipine-benazepril clonidine patches minoxidil

telmisanan-amlodipine
amlodiorne-valsanan-HCTZ hydralazlne trandolapril-verapamil
BLOOD THINNING AGENTS
anaqrelide clooidoqrel
cilostazol

Statin/HMG CoA Reduetase rnhibitors & Combinations
atorvastatin lovastatin rosuvastatin
lluvastat n pravastatin
Other Cho,estero/ Lo!yering Medications

cholestv.amine liqht ezetimibe-simvastatin fenofibrate, micronized
colestapol fenofibric acid qemfibrozll
D

insulin aspart pioql tazone-qlimeprride
FIASP LANTUS pioqlitazone-metforrn n
qlimeoiride LEVEI/IR repaqlinide

RYBELSUS (ST, OL)
SYN,4LINPEN

nateqlinide TRESIBA

glyburide NOVOLIN (Not inciudrng Novo/in Re/ion
Products car.ied et Walmaft Phatmacies) TOUJEO

qlvburide, micronized NOVOLOG TRULICITY (SI OL)
olvburide-met{ormin ozEr\,{Prc (5T. OL) VICTOZA {SI OU
HUMULIN-R 5OO pioglitazone

c5
8D Lancets ONETOUCH Lancets
insulin pen needles ONETOUCH test str os (OL)

alendronate (OL) ibandronate (OL) risedronate (QL)
WOMENS HEALTH
Brcast Cancer fueve
ralox fene
Bifth Contrcl
All qeneric oral contraceptives Medroxvproqesterone acetate (lM) (OL) Xulane {qeneric Ortho-Evra)
DIAPHRAG[,lS (OL) etonogestrel/ethinyl estradlol ring (QL)
Birth Control lEmerqencv Contraception)
All oeneric emeroencv contraceotives ELLA
Thyroid
levothyroxine tablets
VAC

PNEUMONIA SHINGLES (AL)
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ELU

NQVOFINE Lancets

chlorthalidone

l;l'""'d.
Loliorzicle ertendecl release
q"p"3e--enor-.

THIS LIST IS SUBJECT TO CHANGE,
Check your be.efit materials for cost-share rnlormat,on

For specitic quest,ons regarding your coverage, please callthe phone number pnnted on your member lD card.


