A comprehensive and versatile
P Po P I u n plan to meet the health care needs
of you and your family.

This State of New Mexico plan administered by Blue Cross and
Blue Shield of New Mexico gives you the most choice in providers
and the security of a health plan that is recognized around the world.

The Flexibility
of the
PPO Plan

* Choose any physician
without a referral

Coverage for services
from both preferred
and non-preferred
providers

In-network access to
leading medical
groups, treatment
centers, and hospitals
around the country

No lifetime maximum
benefit limit

Blue Care Connection®
for members who have
chronic health

conditions

Special Beginnings®
for members who are
expecting

Experience. Wellness. Everywhere.™

For more information
call 1-877-994-2583

Or go to bchsnm.com, click on the drop-down box below Are you a
member of one of our largest groups? and select State of New Mexico.



@@ Summary of Benefits: July 1, 2008

The following are the highlights of the State of New Mexico PPO Plan administered by Blue Cross and
Blue Shield of New Mexico. Any services received must be medically necessary to be covered. The
specific terms of coverage, limitations, and exclusions are detailed in a separate document.

Benefit Highlights Preferred Provider'*  Nonpreferred Provider'* I

Highlights of Annual Plan Year Deductible’ (Famiy

Cost-Sharin deduciible is an aggregata amount thal may be e : _

Features 9 med by Fwee or more famidy members combined ) sgégqr‘ml ‘Udmdpemuauln 315383 ‘lrn::g::on

NOTE: ARl services am subject %o deduciible $300 Famﬂy -51 500 Fa"ﬂy

Ex0apt BMBAYENCy 1OOM Visils, preveriive care, 1

certan diagnossic lests, and PPP office services.

Annual Plan Year Out-of-Pocket Limit*

(Inchades medical plan deduciitie, coinsurance, 32 000 Indivadual 24 000 Individual

and copayments only, NOT drug plan payments, 55,000 Family $10,000 Family
amounts, of noncovered charges |

Lfebme Maxmum Uinlimited {Certain senaces ane subyect 1o Plan year and'or [fetme

maximums o ane limied per condition. )

Type of Service Description of Service and Your Share After Plan Year Deductible 12

Limitations Preferred Provider Nonpreferred Provider

Physician PPO Priemary Provider (PPP) Office VistExam

Services, Office Copaymsm {nonpeaventive) $15 per nauunamm Not Applicable

~ Ohoe Surgery (mcluding casts, splints, i) §15 per vist (decuctdie warved) '
- Lab Tests, X-Rays, EKGs. Other Diagnostics No copay (deductible waved)
 Other Non-Routing Ofce Services: Includes
seracits of ron-PPP prifesned providers (PPO
WWW'“"""”” provisen. $25 per visit' 0%
‘TST:W Injections, Allergy Injections, Tests,
um
Preventive Adult Sarvices, inciuding immunizafions,
lab, x-tiry, COONCSOODIES, Pap bests, mammograns, No copay (deductibie warved) 30% (deductie waved)
| Immunizatons, and other wellness serices
Preventive Wel-Chiid Care (through age 17),
m{?gl‘ug&:‘:-m_muum,rmnm No copay (deductibie 1 30% (deductbie waived
Hearing screenings {up io age 25)
Diagnostic « PET scans’, CT scans', MRIs, {unless covered as ‘
Testing part of a fixed-dollar copayment dusing ER visit, | 10 ° 4“"0""5;0“(;“'"&;"“““
admission, exc) P ey %
- QOther lab, x-ray, home sloep studies’, genesic
testing & counsaling’; EKGs NG copay (Geducktis waived)

Inpatient Hospital | Hospitakzation (includes seme-privaie room, board o

Services, Acule | drugs medications, and ancillares; inpatient physs- 33009“.39"““’““ , 30% **

Care cian vists, surpeon, assistant, and anesthesiologist) | Ne copay for ”MW’:‘M
Surwy - gparatng and recovary room; 10%° 2 ¢

Outpatient | Obsernvation (noremennency) $150 per vist ,

Hospital Services mr‘mmm‘” radason $150 per visit* 0%
Related physician senices 10% surgery-elaled, 20°% 3l other ' K
 Emergancy room visit (deductble waived) $150 per vist $150 per visit”

Emergency | Ungent care center $35 per vist §35 per visit

Services and Ambulance (nonemergency air iranster) 20% " 30% *

Urgent Care
Ambutance (ground and emargency air ransport) 20% 20%°







