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Note:  This summary is an abridged overview of the covered benefits.  It highlights general features and is not intended to be a substitute for the terms, provisions, limitations and conditions imposed by the 
controlling contract(s). Since benefits are reviewed annually and are often modified, if there is a condition that you are treated for on a regular basis, be sure to inquire about your specific coverage needs. 
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U n i v e r s i t y  o f  S c r a n t o n  
 

 B l u e C a r e  
S e n i o r  

B l u e C a r e  
T r a d i t i o n a l  

B l u e C a r e  P P O  H M O  P l u s  

B e n e f i t  
M e d i c a r e  

S u p p l e m e n t  
 P r e f e r r e d  N o n - P r e f e r r e d  P C P  

R e f e r r e d  
S e l f  

R e f e r r e d  

D e d u c t i b l e  
 

$100 
Maximum 3 per 

family          
(Major Medical) 

$100 
Maximum 3 per 

family        
(Major Medical) 

 

None 
$200 

Maximum 2 per 
family 

Does apply toward 
preferred deductible      
All services subject 
to deductible unless 

otherwise noted 

None $200 
Maximum 3 per 

family All services 
subject to 

deductible unless 
otherwise noted 

A n n u a l  C o i n s u r a n c e  
M a x i m u m  
I n c l u d e s  c o i n s u r a n c e .  
E x c l u d e s  
P r e c e r t i f i c a t i o n  
p e n a l t y ,  c o - p a y s ,  
e x c e s s  f e e s ,  n o n -
c o v e r e d  c h a r g e s ,  
d e d u c t i b l e s ,  
e x h a u s t e d  b e n e f i t s  
a n d  r i d e r s .  

$2,000 
(Major Medical) 

$2,000 
(Major Medical) Not applicable 

$2,000  
Maximum 2 per 

family 
 

None $1,000  
Maximum 3 per 

family 

L i f e t i m e  M a x i m u m  $2,000,000            
(Major Medical) 

$2,000,000          
(Major Medical) 

Unlimited $1,000,000 Unlimited $1,000,000 

P r e c e r t i f i c a t i o n  
P e n a l t y  

None None None $500 for late 
Precertification for 

facility; 20% for 
professional 

None $300 for late 
Precertification for 

facility 
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 B l u e C a r e  
S e n i o r  

B l u e C a r e  
T r a d i t i o n a l  

B l u e C a r e  P P O  H M O  P l u s  

B e n e f i t  
M e d i c a r e  

S u p p l e m e n t  
 P r e f e r r e d  N o n - P r e f e r r e d  P C P  

R e f e r r e d  
S e l f  

R e f e r r e d  

C o i n s u r a n c e  80% coverage         
(Major Medical) 

80% coverage        
(Major Medical) 

100% coverage 80% coverage 100% coverage 80% coverage 

P h y s i c i a n  O f f i c e  
V i s i t s  

80%; Subject to 
deductible   

(Major Medical)        

80%; Subject to 
deductible 

(Major Medical)       

100% coverage  
$10 copay 

 

80% coverage  
Subject to deductible 

100% coverage  
$15 copay (PCP) 

$25 copay 
(Specialist)  

80% coverage 
Subject to 
deductible 

unlimited visit maximum/calendar year

R o u t i n e  G Y N  
E x a m s / P a p  S m e a r  

Balance after 
Medicare  

Usual, Customary 
and Reasonable 
(UCR) Allowance       

(Blue Shield) 

Usual, 
Customary and 

Reasonable 
(UCR) 

Allowance           
(Blue Shield) 

100% coverage  
 

80% coverage 
Not subject to 

deductible 

100% coverage       
$15 copay (PCP)      

$25 copay 
(Specialist)          

80% coverage 
Not subject to 

deductible 

P e d i a t r i c  
I m m u n i z a t i o n s  

Balance after 
Medicare  

UCR Allowance        
(Blue Shield) 

UCR Allowance       
(Blue Shield) 

100% coverage 
 

80% coverage 
Not subject to 

deductible 

100% coverage 80% coverage 
Not subject to 

deductible 

A d u l t  I m m u n i z a t i o n s  

 

Balance after 
Medicare  

UCR Allowance        
(Blue Shield) 

UCR Allowance       
(Blue Shield) 

100% coverage 
 

80% coverage 
 

100% coverage 80% coverage 
 

S p i n a l   80%; Subject to 80%; Subject to 100% coverage  80% coverage  Not covered                            
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 B l u e C a r e  
S e n i o r  

B l u e C a r e  
T r a d i t i o n a l  

B l u e C a r e  P P O  H M O  P l u s  

B e n e f i t  
M e d i c a r e  

S u p p l e m e n t  
 P r e f e r r e d  N o n - P r e f e r r e d  P C P  

R e f e r r e d  
S e l f  

R e f e r r e d  

M a n i p u l a t i o n  
deductible             

(Major Medical) 

deductible           

(Major Medical) 

 

12 visit maximum/calendar year 

 
 

I n p a t i e n t  H o s p i t a l  
S e r v i c e s  

Balance after 
Medicare  

100% coverage        
(Blue Cross)           

365 days 
Precertification 

required 

 

100% coverage       
(Blue Cross)         

365 days 
Precertification 

required 

$5 copay per 
day for first 15 
days. $75 max. 

100% coverage 
 

365 days         
 

 

80% coverage  
 

365 days           
Subject to deductible 

$500 penalty for late 
Precertification 

100% coverage       80% coverage 
Subject to 
deductible 

Precertification required

O u t p a t i e n t  S u r g e r y  Balance after 
Medicare  

100% coverage        
(Blue Cross)           

Precertification for 
selected 

procedures 

100% coverage       
(Blue Cross)         

Precertification 
for selected 
procedures 

100% coverage  

Precertification for 
selected 

procedures 

80% coverage 
Subject to deductible 

Precertification for 
selected procedures 

100% coverage  80% coverage  
Subject to 
deductible 

Precertification required 

S k i l l e d  N u r s i n g  
F a c i l i t y  

Balance after 
Medicare  100% coverage       

(Blue Cross)  
3 skilled nursing 

100% coverage  
 

100 days 

80% coverage 100% coverage  80% coverage  
Subject to 
deductible 
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 B l u e C a r e  
S e n i o r  

B l u e C a r e  
T r a d i t i o n a l  

B l u e C a r e  P P O  H M O  P l u s  

B e n e f i t  
M e d i c a r e  

S u p p l e m e n t  
 P r e f e r r e d  N o n - P r e f e r r e d  P C P  

R e f e r r e d  
S e l f  

R e f e r r e d  

100% coverage        
(Blue Cross)  

3 skilled nursing 
facility days will 

count as one day 
in hospital             
Subject to 

maximum Blue 
Cross days 
available 

Precertification 
required 

facility days will 
count as one 

day in hospital        
Subject to 

maximum Blue 
Cross days 
available 

Precertification 
required 

calendar year

 
$500 penalty if late 

Precertification 
 

100 days calendar 
year 

Subject to deductible 

90 days per year when self-referred only 

Precertification required 

M a t e r n i t y  C a r e  Balance after 
Medicare  

UCR Allowance 

UCR Allowance 100% coverage 80% coverage 100% coverage 80% coverage  

Subject to 
deductible Subject to deductible 

L a b  T e s t s / X - r a y s  Balance after 
Medicare  

UCR Allowance 

UCR Allowance 100% coverage 80% coverage 

Subject to deductible 

100% coverage 80% coverage  

Subject to 
deductible 

M a m m o g r a p h y   

1 per year (age 40+) 

Balance after 
Medicare  

UCR Allowance 

UCR Allowance 100% coverage 80% coverage 

Subject to deductible 

100% coverage 80% coverage  

Subject to 
deductible 
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 B l u e C a r e  
S e n i o r  

B l u e C a r e  
T r a d i t i o n a l  

B l u e C a r e  P P O  H M O  P l u s  

B e n e f i t  
M e d i c a r e  

S u p p l e m e n t  
 P r e f e r r e d  N o n - P r e f e r r e d  P C P  

R e f e r r e d  
S e l f  

R e f e r r e d  

E m e r g e n c y  M e d i c a l /  
A c c i d e n t  

Balance after 
Medicare  

Emergency room 
charges 100% 
coverage when 
rendered within 

72 hours 

Emergency 
room charges 

100% coverage 
when rendered 
within 72 hours 

100% coverage 
$35 copay-waived if admitted 

Not subject to deductible 

100% coverage                         
$35 copay - waived if admitted 

Not subject to deductible 

A m b u l a n c e  
E m e r g e n c y  

80%; (Major 
Medical 

80%; (Major 
Medical 

80% 80% 100% coverage 80% coverage      

A m b u l a n c e  n o n -
e m e r g e n c y  

80%; subject to 
deductible (Major 

Medical) 

80%; subject to 
deductible 

(Major Medical) 

80% 

 

80% coverage 

Subject to deductible 

100% coverage 80% coverage      

D i a l y s i s ,   

C h e m o t h e r a p y ,  
R a d i a t i o n  T h e r a p y  

Balance after 
Medicare  

100% coverage  

100% coverage  100% coverage 80% coverage 

Subject to deductible 

100% coverage 80% coverage 
Subject to 
deductible 

Precertification required

C a r d i a c  
R e h a b i l i t a t i o n  

80%; subject to 
deductible (Major 

Medical) 

80%; subject to 
deductible 

(Major Medical) 

100% coverage 

3 times / week 
for 12 weeks / 
calendar year 

80% coverage 
 

3 times / week for 12 
weeks / calendar 

year 

Subject to deductible 

100% coverage  80% coverage 
Subject to 
deductible 

Subject to deductible 

O c c u p a t i o n a l   Balance after 
Medicare  Subject to 

deductible and  
20% 

100% coverage  
 

80% coverage 100% coverage  80% coverage  
Subject to 
deductible  
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 B l u e C a r e  
S e n i o r  

B l u e C a r e  
T r a d i t i o n a l  

B l u e C a r e  P P O  H M O  P l u s  

B e n e f i t  
M e d i c a r e  

S u p p l e m e n t  
 P r e f e r r e d  N o n - P r e f e r r e d  P C P  

R e f e r r e d  
S e l f  

R e f e r r e d  

T h e r a p y  Subject to 
deductible and  

20% coinsurance 

(when billed by a 
hospital) 

coinsurance

(when billed by 
a hospital) 

36 visit 
max/calendar 
year combined 

for physical 
therapy, 

occupational 
therapy &  

speech therapy 

36 visit max/calendar 
year combined for 
physical therapy, 

occupational therapy 
&  

speech therapy 

Subject to deductible 

45 visits per calendar year combined 
with PCP and self-referred services 

Precertification required 
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 B l u e C a r e  
S e n i o r  

B l u e C a r e  
T r a d i t i o n a l  

B l u e C a r e  P P O  H M O  P l u s  

B e n e f i t  
M e d i c a r e  

S u p p l e m e n t  
 P r e f e r r e d  N o n - P r e f e r r e d  P C P  

R e f e r r e d  
S e l f  

R e f e r r e d  

P h y s i c a l  T h e r a p y  Balance after 
Medicare  

Inpatient: 100% 
coverage  

 
Outpatient: 100% 
coverage for 90 
days following 

hospital 
admissions:  

other outpatient 
charges Subject 
to Major Medical 
deductible and 

20% coinsurance 

Inpatient: 100% 
coverage  

Outpatient: 
100% coverage 

for 90 days 
following 
hospital 

admissions: 
other outpatient 
charges Subject 

to deductible 
and 20% 

coinsurance 

100% coverage  

36 visit 
max/calendar 
year combined 

for physical 
therapy, 

occupational 
therapy &  

speech therapy 

80% coverage 

36 visit max/calendar 
year combined for 
physical therapy, 

occupational therapy & 
speech therapy 

Subject to deductible 

100% coverage       80% coverage     
Subject to 
deductible  

45 visits per calendar year combined 
with PCP and self-referred services 

Precertification required  

R e s p i r a t o r y  T h e r a p y  Balance after 
Medicare  

Inpatient: 100% 
coverage 

Outpatient: 100% 
coverage for 90 
days following 

hospital 
admission:  

other outpatient 
charges Subject 
to Major Medical 
deductible and 

20% coinsurance

Inpatient: 100% 
coverage 

Outpatient: 
100% coverage 

for 90 days 
following 
hospital 

admission: 
other outpatient 
charges Subject 

to deductible 
and 20% 

coinsurance 

100% coverage 80% coverage 

Subject to deductible 

100% coverage       80% coverage  

Subject to 
deductible          
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 B l u e C a r e  
S e n i o r  

B l u e C a r e  
T r a d i t i o n a l  

B l u e C a r e  P P O  H M O  P l u s  

B e n e f i t  
M e d i c a r e  

S u p p l e m e n t  
 P r e f e r r e d  N o n - P r e f e r r e d  P C P  

R e f e r r e d  
S e l f  

R e f e r r e d  

S p e e c h  T h e r a p y  Subject to 
deductible and  

20% coinsurance 

(when billed by a 
hospital) 

Subject to 
deductible and  

20% 
coinsurance 

(when billed by 
a hospital) 

100% coverage  80% coverage 100% coverage       80% coverage    
Subject to 
deductible          

 

36 visit max/calendar year combined for 
physical therapy, occupational therapy &  

speech therapy 

 
45 visits per calendar year combined 
with PCP and self-referred services  

Precertification required 

D u r a b l e  M e d i c a l   

E q u i p m e n t  O r t h o t i c s  
&  P r o s t h e t i c s  

Subject to 
deductible and  

20% coinsurance 

Subject to 
deductible and  

20% 
coinsurance 

100% coverage 80% coverage 100% coverage  80% coverage  
Subject to 
deductible 

 
$5,000 maximum per calendar year 

Subject to deductible 
$2,500 annual maximum  
Precertification required 

 

H o m e  H e a l t h  C a r e  Balance after 
Medicare  

100% coverage 
100 visits per 
benefit period 

following hospital 
discharge. 

Precertification 
required 

100% coverage 
100 visits per 
benefit period 

following 
hospital 

discharge. 

Precertification 
required 

100% coverage 
 

Unlimited visits 
 

80% coverage 

$500 penalty if late 
Precertification 

 
Unlimited visits 

 
Subject to deductible 

100% coverage  

 

80% coverage  
Subject to 
deductible 

Precertification required 
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 B l u e C a r e  
S e n i o r  

B l u e C a r e  
T r a d i t i o n a l  

B l u e C a r e  P P O  H M O  P l u s  

B e n e f i t  
M e d i c a r e  

S u p p l e m e n t  
 P r e f e r r e d  N o n - P r e f e r r e d  P C P  

R e f e r r e d  
S e l f  

R e f e r r e d  

H o s p i c e  Balance after 
Medicare  

100% coverage 
Covered with 

$8,000 maximum 
(Blue Cross) 

Precertification 
Required 

100% coverage 
Covered with 

$8,000 
maximum (Blue 

Cross) 

Precertification 
Required 

    100% coverage 
180 days 
maximum 

coverage (lifetime) 
 

Respite care: max 
of 5 days every 
three months 

Precertification 
Required 

80% coverage 
180 days maximum 
coverage (lifetime)  

 
Respite care: max of 5 

days every three 
months 

Precertification 
Required 

Subject to deductible 

100% coverage  80% coverage  
Subject to 
deductible 

180 day lifetime maximum for self-
referred services only 

Precertification required 
 

B o n y  I m p a c t e d  
T e e t h  

Not Covered Not Covered Not Covered Not Covered Not covered  
 

Not covered  
 

O r a l  S u r g e r y  100% coverage 100% coverage 100% coverage 80% coverage 100% coverage  80% coverage  
Subject to 
deductible 
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 B l u e C a r e  
S e n i o r  

B l u e C a r e  
T r a d i t i o n a l  

B l u e C a r e  P P O  H M O  P l u s  

B e n e f i t  
M e d i c a r e  

S u p p l e m e n t  
 P r e f e r r e d  N o n - P r e f e r r e d  P C P  

R e f e r r e d  
S e l f  

R e f e r r e d  

P r e s c r i p t i o n  D r u g s  
w i t h  m a i l  o r d e r   

 

 
 

Tier 1 - $10 
Tier 2 - $20  
Tier 3 - $35 
Mail order –  
Tier 1 - $10  
Tier 2 - $40  
Tier 3 - $70 

 
Oral 

contraceptives 
covered 

 
30 day supply in 
retail pharmacy; 
90 day supply 
through mail 

order 
 

No mandatory 
generic provision 

 
 

Tier 1 - $10 
Tier 2 - $20  
Tier 3 - $35 
Mail order –  
Tier 1 - $10  
Tier 2 - $40  
Tier 3 - $70 

 
Oral 

contraceptives 
covered 

 
30 day supply 

in retail 
pharmacy; 90 

day supply 
through mail 

order 
 

No mandatory 
generic 

provision 
 

 
 

Tier 1 - $10  
Tier 2 - $20  
Tier 3 - $35 
Mail order – 
Tier 1 - $10  
Tier 2 - $40 
Tier 3 - $70 

 
Oral contraceptives 

covered 
 

30 day supply in 
retail pharmacy; 90 
day supply through 

mail order 
 

No mandatory 
generic provision

 
 

Non network 
pharmacies not 

covered 

 
 

Tier 1 - $10  
Tier 2 - $20  
Tier 3 - $35 
Mail order –  
Tier 1 - $10  
Tier 2 - $40  
Tier 3 - $70 

 
Oral contraceptives 

covered 
 

30 day supply in 
retail pharmacy; 90 
day supply through 

mail order 
 

No mandatory 
generic provision

Non network 
pharmacies not 

covered 
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 B l u e C a r e  
S e n i o r  

B l u e C a r e  
T r a d i t i o n a l  

B l u e C a r e  P P O  H M O  P l u s  

B e n e f i t  
M e d i c a r e  

S u p p l e m e n t  
 P r e f e r r e d  N o n - P r e f e r r e d  P C P  

R e f e r r e d  
S e l f  

R e f e r r e d  

I n p a t i e n t  M e n t a l  
H e a l t h  

Balance after 
Medicare  

100% coverage 
(Blue Cross)  
30 days per 

calendar year 
Precertification 

required 

100% coverage 
(Blue Cross)  
30 days per 

calendar year 
Precertification 

required 

 

 

100% coverage 80% coverage 

$500 penalty if late 
Precertification 

100% coverage 80% coverage 
Subject to 
deductible 

30 days / calendar year 
 

30 days/calendar year 
Precertification required 

O u t p a t i e n t  M e n t a l  
H e a l t h  

Balance after 
Medicare (50%)  

20% 
(Blue Shield) 

50% 
(Major Medical) 

 
50% 

 
50% 

 
100% coverage       

$10 copay  

 
80% coverage      

Subject to 
deductible 

 

60 days / calendar year 

 
60 visits/calendar year  

Precertification required 

I n p a t i e n t  S u b s t a n c e  
A b u s e  

Balance after 
Medicare  

100% coverage 

30 days per 12 
month period 
90 day lifetime 

maximum 

Precertification 
required 

100% coverage 
30 days per 12 
month period 

 
30 days/calendar 

year 
90 day lifetime 

maximum  
Precertification 

required 
 

100% coverage 

80% coverage 

$500 penalty if late 
Precertification 

1st course 100% 
coverage                   
2nd course -50% 

1st course 80% 
coverage                 
2nd course -50% 

Subject to 
deductible 

 
30 days/calendar year               

90 day lifetime maximum   
Precertification required 

 

 
30 days/calendar year               

90 day lifetime maximum   
Precertification required 
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 B l u e C a r e  
S e n i o r  

B l u e C a r e  
T r a d i t i o n a l  

B l u e C a r e  P P O  H M O  P l u s  

B e n e f i t  
M e d i c a r e  

S u p p l e m e n t  
 P r e f e r r e d  N o n - P r e f e r r e d  P C P  

R e f e r r e d  
S e l f  

R e f e r r e d  

 

O u t p a t i e n t   

S u b s t a n c e  A b u s e  

 

  Balance after 
Medicare  

 
100% coverage 

30 
visits/calendar 
year Additional 

30 visits or 
equivalent partial 

visits  may be 
exchanged on a 
2:1 basis for up 
to 15 additional 

inpatient 
rehabilitation 

days 

100% coverage 

30 
visits/calendar 
year Additional 

30 visits or 
equivalent 

partial visits  
may be 

exchanged on a 
2:1 basis for up 
to 15 additional 

inpatient 
rehabilitation 

days 
 

100% coverage 

30 visits/calendar 
year Additional 30 
visits or equivalent 
partial visits  may 
be exchanged on 
a 2:1 basis for up 
to 15 additional 
inpatient 
rehabilitation days 

 

80% coverage 
 

30 visits/calendar 
year Additional 30 
visits or equivalent 

partial visits  may be 
exchanged on a 2:1 

basis for up to 15 
additional inpatient 
rehabilitation days 

Subject to deductible

100% coverage     80% coverage   
Subject to 
deductible          

 
30 visits maximum/year  Lifetime 

maximum 120 visits -  may exchange 
30 outpatient days on a 2:1 basis for 15 
additional inpatient rehabilitation days      

Precertification required 
 

D e t o x i f i c a t i o n  Balance after 
Medicare  

 
100% coverage 

7 days per 
admission 

4 admissions per 
lifetime 

Precertification 
required 

 
100% 

coverage 
7 days per 
admission 

4 admissions 
per lifetime 

Precertification 
required 

 
100% coverage 

 
7days/admission   
4 admissions per 

lifetime 
 

80% coverage 
$500 penalty for late 

Precertification 
 

7 days/admission      
4 admissions per 

lifetime  
Subject to deductible

 
100% coverage 

 
 

80% coverage 
Subject to 
deductible 

 
7 days/admission                     

4 admissions per lifetime  
Subject to deductible 

 


