
            
 

Carnegie Mellon University - PPO Blue Option 1 
On the chart below, you'll see what your plan pays for specific services. You may be responsible for a facility fee, clinic charge or similar fee or 
charge (in addition to any professional fees) if your office visit or service is provided at a location that qualifies as a hospital department or a 
satellite building of a hospital.                                              Group #s: 013058-01, 11, 71, 81 
Benefit In Network Out of Network 

General Provisions 
Effective Date January 1, 2027 
Benefit Period (1) Calendar Year 
Deductible (per benefit period)    

Individual $375 $750 
Family $750 $1,500 

Plan Pays – payment based on the plan allowance 80% after deductible 60% after deductible 
Out-of-Pocket Limit (Includes coinsurance, copays and 
deductible) Once met, the plan pays 100% coinsurance for 
the rest of the benefit period.    

Individual $2,100 $4,200 
Family $4,200 $8,400 

Total Maximum Out-of-Pocket (Includes any medical and 
prescription drug deductibles, coinsurance, and copays, 
Network only) (2) Once met, the plan pays 100% of covered 
services for the rest of the benefit period.   

Individual $2,100 Not Applicable 
Family $4,200 Not Applicable 

Office/Clinic/Urgent Care Visits 
Retail Clinic Visits & Virtual Visits 100% after $50 copay 60% after deductible 
Primary Care Provider (PCP) Office Visits & Virtual Visits 100% after $30 copay 60% after deductible 

Specialist Office Visits & Virtual Visits 100% after $50 copay; $30 copay for 
ob/gyn 60% after deductible 

Virtual Visit Provider Originating Site Fee 80% after deductible 60% after deductible 
Urgent Care Center Visits 100% after $50 copay 60% after deductible 
On-Demand Telemedicine Services (3) 100% after $5 copay not covered 

Preventive Care (4) 
Routine Adult   

Physical Exams 100% (deductible does not apply) 60% (deductible does not apply) 
Adult Immunizations 100% (deductible does not apply) 60% after deductible 
Routine Gynecological Exams, including a Pap Test 100% (deductible does not apply) 60% (deductible does not apply) 
Breast Cancer Screenings 100% (deductible does not apply) 60% (deductible does not apply) 
BRCA-Related Genetic Counseling and Genetic Testing 100% (deductible does not apply) 60% after deductible 
Colorectal Cancer Screening 100% (deductible does not apply) 60% after deductible 
Diagnostic Services and Procedures 100% (deductible does not apply) 60% after deductible 

Routine Pediatric   
Physical Exams 100% (deductible does not apply) 60% (deductible does not apply) 
Pediatric Immunizations 100% (deductible does not apply) 60% (deductible does not apply) 
Diagnostic Services and Procedures 100% (deductible does not apply) 60% after deductible 

Emergency Services 
Emergency Room Services (5) 100% after $150 copay (waived if admitted) 
Ambulance - Emergency and Non-Emergency (6) 80% after deductible 80% after in-network deductible 

Hospital and Medical  / Surgical Expenses (5) 
Hospital Inpatient (including maternity) 80% after deductible 60% after deductible 
Hospital Outpatient 80% after deductible 60% after deductible 
Outpatient Surgery (facility) 80% after deductible 60% after deductible 
Surgical Services (professional) 80% after deductible 60% after deductible 
Maternity (non-preventive professional services) including 
dependent daughter 80% after deductible 60% after deductible 



Benefit In Network Out of Network 
Medical Care (including inpatient visits and consultations) 80% after deductible 60% after deductible 

Therapy Services 
Physical Medicine 100% after $50 copay 60% after deductible 

 

limit: 60 visits/benefit period aggregate with occupational & speech therapy 
including rehabilitative services and habilitative services - limit does not 
apply when therapy services are prescribed for the treatment of mental 

health or substance abuse 
Speech Therapy 100% after $50 copay 60% after deductible 

 

limit: 60 visits/benefit period aggregate with occupational therapy & physical 
medicine including rehabilitative services and habilitative services - limit 
does not apply when therapy services are prescribed for the treatment of 

mental health or substance abuse 
Occupational Therapy 100% after $50 copay 60% after deductible 

 

limit: 60 visits/benefit period aggregate with speech therapy and physical 
medicine including rehabilitative services and habilitative services - limit 
does not apply when therapy services are prescribed for the treatment of 

mental health or substance abuse 
Respiratory Therapy 80% after deductible 80% after in-network deductible 
Spinal Manipulations 100% after $50 copay 60% after deductible 
 limit: 40 visits/benefit period 
Other Therapy Services (Cardiac Rehab, Infusion Therapy, 
Chemotherapy, Radiation Therapy and Dialysis) 

80% after deductible 60% after deductible 
Limit: 36 visits/benefit  period for cardiac rehab 

Mental Health / Substance Abuse 
Inpatient Mental Health Services 80% after deductible 60% after deductible 
Inpatient Detoxification / Rehabilitation 80% after deductible 60% after deductible 
Outpatient Mental Health Services (includes virtual 
behavioral health visits) 100% after $30 copay 60% after deductible 

Outpatient Substance Abuse Services $30 copay after deductible, 100% 
thereafter 60% after deductible 

Other Services 
Allergy Extracts and Injections 80% after deductible 60% after deductible 
Autism Spectrum Disorder Applied Behavior Analysis (7) 80% after deductible 60% after deductible 
Assisted Fertilization Procedures not covered not covered 
Dental Services Related to Accidental Injury (10) see service category (i.e. lab, surgery, imaging) 
Diabetes Treatment   

Equipment and Supplies 80% after deductible 60% after deductible 
Diabetes Education Program 80% after deductible 60% after deductible 

Diagnostic Services   
Advanced Imaging (MRI, CAT, PET scan, etc.) 80% after deductible 60% after deductible 
Basic Diagnostic Services (standard imaging, diagnostic 
medical, lab/pathology, allergy testing) 80% after deductible 60% after deductible 

Mammograms, Medically Necessary 100% (deductible does not apply) 60% (deductible does not apply) 
Durable Medical Equipment, Orthotics and Prosthetics 80% after deductible 60% after deductible 
Enteral Foods 80% (deductible does not apply) 60% (deductible does not apply) 
Home Health Care 80% after deductible 60% after deductible 
Home Infusion and Suite Infusion Therapy 80% after deductible 80% after in-network deductible 
Hospice 80% after deductible 60% after deductible 
Infertility Counseling, Testing and Treatment (8) (10) 80% after deductible 60% after deductible 
Private Duty Nursing 80% after deductible 60% after deductible 
 limit: $20,000/benefit period 
Skilled Nursing Facility Care 80% after deductible 60% after deductible 
Therapeutic Injections 80% after deductible 60% after deductible 
Transplant Services (10) 80% after deductible 60% after deductible 
Precertification/Authorization Requirements (9) Yes Yes 

This is not a contract. This benefits summary presents plan highlights only. Please refer to the policy/ plan documents, as limitations 
and exclusions apply.  The policy/ plan documents control in the event of a conflict with this benefits summary. 
(1) Your group's benefit period is based on a Calendar Year which runs from January 1 to December 31. 
(2) The Network Total Maximum Out-of-Pocket (TMOOP) is mandated by the federal government. If you are enrolled in a "Family plan", 
with your aggregate deductible, once an individual's deductible is satisfied, claim reimbursement for covered services will begin for that 
member. Once the family deductible is satisfied collectively by covered family members, claim reimbursement will begin for all covered 
family members. With your aggregate out-of-pocket limit, once an individual's out-of-pocket is satisfied, claim reimbursement for 
covered services will increase to 100% that member. Once the family out-of-pocket is satisfied collectively by covered family members, 



then 100% claim reimbursement for covered services will begin for all covered family members. With your aggregate TMOOP, once an 
individual's TMOOP is satisfied, claims will pay at 100% of the plan allowance for covered expenses for the rest of the benefit period. 
Claims for the remaining family members will pay at 100% once the family TMOOP amount is satisfied collectively. 
(3) On-Demand Telemedicine Services (acute care for minor illnesses available on-demand 24/7) must be performed by a Highmark 
Designated Telemedicine Provider. Additional services provided by a Designated Telemedicine Provider are paid according to the 
benefit category that they fall under (e.g. PCP is eligible under the PCP Office Visit benefit, Behavioral Health is eligible under the 
Outpatient Mental Health Services benefit). 
(4) Services are limited to those listed on the Highmark Preventive Schedule with Enhancements (Women's Health Preventive 
Schedule may apply). 
(5) Benefits for Emergency Care Services rendered by an Out-of-Network Provider will be paid at the Network services level. Benefits 
for Hospital Services or Medical Care Services rendered by an Out-of-Network Provider to a member requiring an inpatient admission 
or observation immediately following receipt of Emergency Care Services will be paid at the Network services level. The member will 
not be responsible for any amounts billed by the Out-of-Network Provider that are in excess of the plan allowance for such services. 
(6) Air Ambulance services rendered by out-of-network providers will be covered at the highest network level of benefits. 
(7) Diagnostic assessment to diagnose Autism Spectrum Disorders may be performed by a licensed physician, licensed physician 
assistant, licensed psychologist, or certified registered nurse practitioner. Diagnostic assessments performed by a licensed physician, 
licensed physician assistant, or certified registered nurse practitioner will be covered as specified in the Office Visit benefit category. 
Diagnostic assessments performed by a licensed psychologist will be covered as specified in the Mental Health Care Services-
Outpatient benefit category. Applied Behavioral Analysis for the treatment of Autism Spectrum Disorders will be covered as specified 
above. All other Covered Services for the treatment of Autism Spectrum Disorders will be covered according to the benefit category 
(e.g., speech therapy, diagnostic services). Services for the treatment of Autism Spectrum Disorders do not reduce visit/day limits. 
(8) Treatment includes coverage for the correction of a physical or medical problem associated with infertility. Infertility drug therapy 
may or may not be covered depending on your group's prescription drug program. 
(9) If you receive services from an out-of-area provider or an out-of-network provider, you must contact Highmark Utilization 
Management prior to a planned inpatient admission, prior to receiving certain outpatient services or within 48 hours of an emergency or 
unplanned inpatient admission to obtain any required precertification. If precertification is not obtained and it is later determined that all 
or part of the services received were not medically necessary or appropriate, you will be responsible for the payment of any costs not 
covered by your health plan. 
(10) Covered Services will be covered according to the benefit category to which they apply (e.g. outpatient surgery, hospital inpatient, 
diagnostic services). 
 

Highmark Inc. d/b/a Highmark Blue Cross Blue Shield is an independent licensee of the Blue Cross Blue Shield Association. 



  

HIGHMARK@ 
An Independent Licensee of the Blue Cross and Blue Shield Association 

Discrimination is Against the Law 

The Claims Administrator/Insurer complies with applicable Federal civil rights laws and does not discriminate on 
the basis of race, color, national origin, age, disability, or sex, including sex stereotypes and gender identity. The 
Claims Administrator/Insurer does not exclude people or treat them differently because of race, color, national 
origin, age, disability, or sex assigned at birth, gender identity or recorded gender. Furthermore, the Claims 
Administrator/Insurer will not deny or limit coverage to any health service based on the fact that an individual's sex 
assigned at birth, gender identity, or recorded gender is different from the one to which such health service is 
ordinarily available. The Claims Administrator/Insurer will not deny or limit coverage for a specific health service 
related to gender transition if such denial or limitation results in discriminating against a transgender individual. 
The Claims Administrator/Insurer: 

• Provides free aids and services to people with disabilities to communicate effectively with us, such as: 
- Qualified sign language interpreters 
- Written information in other formats (large print, audio, accessible electronic formats, other formats) 

• Provides free language services to people whose primary language is not English, such as: 
- Qualified interpreters 
- Information written in other languages 

If you need these services, contact the Civil Rights Coordinator. 

If you believe that the Claims Administrator/Insurer 
has failed to provide these services or discriminated in 
another way on the basis of race, color, national origin, 
age, disability, or sex, including sex stereotypes and 
gender identity, you can file a grievance with: 

Civil Rights Coordinator 
P.O. Box 22492 
Pittsburgh, PA 15222 
Phone: 1-866-286-8295 (TTY: 711), Fax: 412-544-2475 
Email: CivilRightsCoordinator@ highmarkhealth.org 

You can file a grievance in person or by mail, fax, 
or email. If you need help filing a grievance, the 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 of Civil Rights Complaint Portal, available 
at 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 
Phone: 1-800-368-1019, 800-537-7697 (TDD) 

Complaint forms are available at 
hhs.gov/ocr/office/file/index.html 

ATTENTION: If you speak English, free language translation and interpretation services are available to you. 
Appropriate auxiliary aids and services (such as large print, audio, and Braille) to provide information in accessible 
formats are also available free of charge. Call the number on the back of your ID card (TTY: 711) for help. 

ATENCION: Si habla espanol, tiene a su disposicion servicios gratuitos de traduccion e interpretacion de idiomas. 
Tambien hay disponibles ayudas y servicios auxiliares adecuados (como letra grande, audio y Braille) para 
proporcionar informacion en formatos accesibles sin cargo. Llame al numero que figura al dorso de su tarjeta de 
identificacion (TTY: 711) si necesita ayuda. 

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose Ubersetzungs- und Dolmetscherdienste zur 
Verfugung. Auerdem sind kostenlos entsprechende Hilfsmittel und Dienstleistungen (wie Grodruck, Audio und 
Blindenschrift) zur Bereitstellung von lnformationen in barrierefreien Formaten erhaltlich. Wahlen Sie hierfur bitte 
die Nummer auf der Ruckseite Ihrer Ausweiskarte (TTY: 711) . 

ATANSYON: Si w pale Kreyol Ayisyen, gen sevis tradiksyon ak entepretasyon aladispozisyon w gratis nan lang ou 
pale a. Ed ak sevis siplemante apwopriye (telke gwo let, odyo, Braille) pou bay enfomasyon nan foma aksesib yo 
disponib gratis tou. Rele nimewo ki sou do Kat ID w lan (TTY: 711) pou jwenn ed. 
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BHMMAHME: Ecn B6i roBopµre Ha pycckoM 36IKe, BaM AocTynH6I 6ecnnarHbIe ycnyri nepeBoqa Ha Apyror 936IK. 
TaKKe npeqocTaBiAeTCA AONOnHMTeI6HG GeC1IGTHGA NOMOLI6 I yCyrM OTOGpaKeHHA IHOpMGLUHI B AOCTyNH6IX 
copMarax (HapµMep, KpynHIM wpµTOM, WpiToM bpawna n B BM_e ayqio3anµCH). ln9 NOny4eHHA NOMOMH 
NO3BOHMTe NO HOMepy, yKG3GHHOMy Ha O6paTHOR CTOpOHe BaWen qeHTMMKaUHOHHÔ KapT6I (TTY: 711). 

ATTENZIONE: se parla italiano, sono disponibili servizi gratuiti di traduzione e interpretariato. Sono inoltre 
disponibili gratuitamente adeguati supporti e servizi ausiliari (ad esempio caratteri grandi, audio e Braille) per 
fornire informazioni in formati accessibili. Per assistenza, chiami il numero riportato sui retro della Sua tessera di 
identificazione (TTY: 711). 

ATTENTION  : si vous parlez français, des services de traduction et d'interprétation gratuits sont à votre disposition. 
Vous pouvez aussi bénéficier gratuitement de l'accès à des outils et services auxiliaires appropriés (affichage en 
gros caractères, audio et le braille) dans des formats accessibles. Veuillez appeler le numéro qui se trouve au verso 
de votre carte d'identification (TTY  : 711) pour obtenir de l'aide. 

ÀKÎYÈSÎ: Tî o bà nso èdè Yorùbà, àwon ise itumo ati ôgbufo èdè wà nî àrowotô léfèé fùn 9. Awon ise itéjù ati 
irànlôwô tô ye (bîi titewé nla, gbigbo ohùn, ati iwé afôjù) lati pèsè iwifùnni ni awon ona irààyè si wà pelu lôfèé. Pe 
nomba tô wà lehin kaàdî idànimo re (TTY: 711) fùn irànlowo. 

UA'MUNUA .'YRY9N JI9 "□9 OJO'INJO AJIWOJ)'YXT JIN AJINJMJD'N TR19W [JNI7Rl N'X OJJ? ,W'T'X OTUN 'X D'IX AJIDDR 
IN NT T'IN [JJJT [JORNNR9 JD'71JJAIN J'N J'YNNNN9J'N J'YUOWIY IN ('UN1 JIR R'TIR ,j?NT JO'NA 'I'ITR) OJO'INJO JIN [J'7D'009'7' 

.''n 1x9 (TTY: 711) '70nR7 OO'OT'& NU"N JI9 O"7 JNUT□R 'T 9'IX NJNI) DUT D9N . '7RY9R JI9 "19 [µNI7X 
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ÀE : tOt@WiPY • � iNJNEIE!SM896SFIO□ AAR& - ty· Hi16651ZPtAu89M8)T!T0ARS ( 60X53 

A sfO@x ) Dl@@aAA@8et9a@ - yosE8b • i@SITE89 ID FI@983 ( KIA±eASB: 711). 

lot lu@: � al jsll @lat 8la, «l oui là le!c& olui vlojqlE a osez@ait @ail Gut B. 4col 

Slleui il ul uisu xi lot 1&leµs iuoluol a aal (u & lél Qoe, @al a sa) ugi @:ejcs 

Guo B. EE 4lc oui l8sl slSo{l ul9n l@l oil? (TTY: 711) u? 8il 82l. 

CHÙ Y: Néu quy vi nôi tiéng Viêt, chùng tôi cô dich vu biên dich và phiên dich ngôn ngù mien phî dành cho quy vi. Chùng 
tôi cùng cung câp mien phî càc dich vu và ho tro bô sung thîch ho'p (nhu' chü in lôn, têp âm thanh và chü nôi) dé cung 
càp thông tin o càc dinh dang dé tiép cân. Vui lông goi sô diên thoai trên mât sau cùa thê nhân dang cùa quy vi (TTY: 711 ) 
dé duoc tro' giùp. 

4a f2agit: 4fe ais a4rît ale*ls-o ma,aqisais fa:tes 391 31!Ig land daiee 39oer oil qgumi#q 
2Tlg*AT Mai{] y2lm 1À 3949 Hgi4a, yfafu da@w (a+à coi f@re, agui aa) 4fa fa:eIe 39eu oil 
Ha2da) of aisa) IDsa) 4osa) ara4r 4o asiu (TTY: 711)1 

t941 t4in à: qfe 319 fdj an9T a1ad , al 319à, fv H4a 3191 3149I2 3il« cuis4r idtfi dart 39ou 1 vada à 
Mar yrÀe À q4Hai 34au qua à, fv 3949ad 46i4a, 4nui 3il* dari (ad as fge,anfeai ail* a) afi f:?Ier 
34oer l 46I4dl à, fdu 3144 q6uim mis à, 4le fdd iat (TTY: 711) q ana 4cl 

+° : z!01s AI86IL 49 ?6 2101 191 9! 9 du1As 018614 + 3l64c. S2 71a9134°2 9es 4I822 
+ ± � Se! 2 +E 9! JuJ(q: 2 � I. °cJ°, IDE P62 0182 + 38Jc}. ES0J Y8oJAJ!ID >JE 
210l 3l± Ize «IsJolJAI2(mTY: 711). 

U65_BCBS_M_1Col_10pt_blk_1c_2025 


