
Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period:  2/1/2025 - 12/31/2025

Administered by Capital Blue Cross
1 PPO Plan Coverage For: Individual and Family | Plan Type: PPO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would 

share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. 

What is the overall 

deductible?

$1,000 individual / $2,000 family in-network 

providers; $1,750 individual / $3,500 family 

out-of-network providers.

Generally, you must pay all the costs from providers up to the deductible amount before this plan 

begins to pay.  If you have other family members on the plan, each family member must meet their own 

individual individual 
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All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common

Medical Event
Services You May Need

What You Will Pay
Limits, Exceptions, & Other Important 

Information
In-network Provider 

(You will pay the least)

Out-of-network Provider 

(You will pay the most)

No charge 20% coinsurance after deductible

Deductible does not apply to services at in-

network providers.  You may have to pay for 

services that aren't preventive.  Ask your 

provider if the services you need are 

preventive.  Then check what your plan will 

pay for.

If you have a test

Diagnostic test (x-ray, blood 

work)

10% coinsurance for Facility 

Owned Labs, 10% coinsurance 

for Independent Clinical Labs and 

10% coinsurance









Common

Medical Event
Services You May Need

What You Will Pay
Limits, Exceptions, & Other Important 

Information
In-network Provider 

(You will pay the least)

Out-of-network Provider 

(You will pay the most)

None
*For more information about preauthorization, see the requirements document at https://www.capbluecross.com/preauthorization.

10% coinsurance after deductible 20% coinsurance after deductible None

If your child needs 

dental or eye care



Excluded Services & Other Covered Services:

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a 

grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your 





1 Healthcare benefit programs issued or administered by Capital Blue Cross and/or its subsidiaries, Capital Advantage Insurance Company®, Capital Advantage 



NONDISCRIMINATION AND FOREIGN LANGUAGE ASSISTANCE NOTICE

Capital Blue Cross and its family of companies comply with applicable federal civil rights laws and do not discriminate on the basis of race, color, national origin, age, disability, or sex. 

Capital Blue Cross does not exclude people or treat them differently because of race, color, national origin, age, disability, or sex.

Capital Blue Cross provides free aids and services to people with disabilities or whose primary language is not English, such as qualified sign language interpreters, written 

information in other formats (large print, audio, accessible electronic format, other formats), and qualified interpreters, and information written in other languages. If you need these 

services, call 800.962.2242 (TTY:  711).

If you need help filing a grievance, our Civil Rights Coordinator is available to help you. You can also file a civil rights complaint with the U.S. Department of Health and Human Services, 

Office for Civil Rights electronically through the Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:  U.S. Department 

of Health and Human Services, 200 Independence Avenue, SW., Room 509F, HHH Building, Washington, D.C. 20201, Toll-free 800.368.1019, 800.537.7697 (TDD). Complaint forms are 

available at https://www.hhs.gov/ocr/office/file/index.html.

Language assistance

To talk to an interpreter in your language at no cost, call 800.962.2242 (TTY: 711).  

Para hablar con un intérprete de forma gratuita, llame al 800.962.2242 (TTY: 711).
欲免费用本国语言洽询传译员，请拨电话 800.962.2242 (TTY: 711).

Để nói chuyện với thông dịch viên bằng ngôn ngữ của quý vị không phải mất phí, xin gọi 800.962.2242 (TTY: 711).

Для бесплатного разговора с переводчиком на своем языке, позвоните по тел.: 800.962.2242 (TTY: 711).

Fa koschdefrei schwetze mit me dolmetscher in deinre Schrooch, ruf 800.962.2242 uff (TTY: 711).
무료 전화 통역 서비스 800.962.2242 (TTY: 711).

Per parlare con un interprete nella vostra lingua gratis, chiami 800.962.2242 (TTY: 711)
(711: الهاتف النصي) 800.962.2242للتحدث مجانًا إلى مترجم للغتك، يرجى الاتصال بـ 

Pour parler à un interpréter dans votre langue sans charges, téléphoner à 800.962.2242 (TTY: 711).


