
BluePreferred PPO
Plan Comparison

Deductible
Deductible must be met

for all covered services

unless otherwise stated.

Coinsurance** PPO
NonPPO

OOP PPO
Coinsurance
Maximum** NonPPO

PCP Office PPO
Services NonPPO

Specialist Office PPO
Services NonPPO

Laboratory PPO
Services NonPPO

Inpatient Hospital †/ PPO
Outpatient NonPPO
Services

Emergency Room

Urgent Care PPO
NonPPO

Prescription PPO
Medications NonPPO
at Retail Pharmacy††

Preventive PPO
Care

NonPPO

Mammography PPO

NonPPO

Physical, PPO
Occupational NonPPO
& Speech Therapy

Vision Exams PPO
(Routine) and 
Eyewear Discounts

NonPPO

$100 per person,
$200 family

(cumulative PPO 

and NonPPO)

90%/10%
70%/30%

$1,000 per person,
$2,000 family

$2,000 per person,
$4,000 family

$15 copay
70%/30%

$25 copay
70%/30%

100%*
70%/30%

90%/10%
70%/30%

$150 access fee,
then 90%

$25 copay
70%/30%

$10/$25/$50/$80

$15 PCP/
$25 Specialist
Not covered

90%/10%,
deductible waived

70%/30%, 
deductible waived

90%/10% 
70%/30% 

$15 copay
One exam per 

person, per calen-
dar year; eyewear 
discounts available

Reimbursement 
for one exam up to
$25 per person, per

calendar year; no
eyewear discount

$250 per person, 
$500 family

(cumulative PPO 

and NonPPO)

90%/10%
70%/30%

$2,000 per person,
$4,000 family

$4,000 per person,
$8,000 family

$15 copay
70%/30%

$25 copay
70%/30%

100%*
70%/30%

90%/10%
70%/30%

$150 access fee, 
then 90%

$25 copay
70%/30%

$10/$25/$50/$80

$15 PCP/
$25 Specialist
Not covered

90%/10%, 
deductible waived

70%/30%,
deductible waived

90%/10%
70%/30% 

$15 copay
One exam per 

person, per calen-
dar year; eyewear 
discounts available

Reimbursement 
for one exam up to
$25 per person, per

calendar year; no
eyewear discount

$500 per person, 
$1,000 family
(cumulative PPO 

and NonPPO)

90%/10%
70%/30%

$2,500 per person,
$5,000 family

$5,000 per person,
$10,000 family

$15 copay
70%/30%

$25 copay
70%/30%

100%*
70%/30%

90%/10%
70%/30%

$150 access fee, 
then 90%

$25 copay
70%/30%

$10/$25/$50/$80

$15 PCP/
$25 Specialist
Not covered

90%/10%, 
deductible waived

70%/30%, 
deductible waived

90%/10% 
70%/30% 

$15 copay
One exam per 

person, per calen-
dar year; eyewear 
discounts available

Reimbursement 
for one exam up to
$25 per person, per

calendar year; no
eyewear discount

$250 per person, 
$500 family

(cumulative PPO 

and NonPPO)

80%/20%
60%/40%

$2,000 per person,
$4,000 family

$4,000 per person,
$8,000 family

$15 copay
60%/40%

$25 copay
60%/40%

100%*
60%/40%

80%/20%
60%/40%

$150 access fee, 
then 80%

$25 copay
60%/40%

$10/$25/$50/$80

$15 PCP/
$25 Specialist
Not covered

80%/20%, 
deductible waived

60%/40%, 
deductible waived

80%/20%
60%/40% 

$15 copay
One exam per 

person, per calen-
dar year; eyewear 
discounts available

Reimbursement 
for one exam up to
$25 per person, per

calendar year; no
eyewear discount

$500 per person, 
$1,000 family
(cumulative PPO 

and NonPPO)

80%/20%
60%/40%

$2,500 per person,
$5,000 family

$5,000 per person,
$10,000 family

$15 copay
60%/40%

$25 copay
60%/40%

100%*
60%/40%

80%/20%
60%/40%

$150 access fee, 
then 80%

$25 copay
60%/40%

$10/$25/$50/$80

$15 PCP/
$25 Specialist
Not covered

80%/20%,
deductible waived

60%/40%, 
deductible waived

80%/20% 
60%/40%

$15 copay
One exam per 

person, per calen-
dar year; eyewear 
discounts available

Reimbursement 
for one exam up to
$25 per person, per

calendar year; no
eyewear discount

$2,000 per person, 
$4,000 family
(cumulative PPO 

and NonPPO)

80%/20%
50%/50%

$4,000 per person,
$8,000 family

$8,000 per person,
$16,000 family

$25 copay
50%/50%

$35 copay
50%/50%

100%*
50%/50%

80%/20%
50%/50%

$150 access fee, 
then 80%

$50 copay
50%/50%

$15/$35/$65/$120

$25 PCP/
$35 Specialist
Not covered

80%/20%, 
deductible waived

50%/50%, 
deductible waived

80%/20% 
50%/50% 

$25 copay
One exam per 

person, per calen-
dar year; eyewear 
discounts available

Reimbursement 
for one exam up to
$25 per person, per

calendar year; no
eyewear discount

$5,000 per person, 
$10,000 family
(cumulative PPO 

and NonPPO)

100%/0%
50%/50%

$0 per person, 
$0 family

$20,000 per person,
$40,000 family

$25 copay
50%/50%

$40 copay
50%/50%

100%*
50%/50%

100%/0%
50%/50%

$200 access fee, 
then 100%

$75 copay
50%/50%

$15/$35/$65/$120

$25 PCP/
$40 Specialist
Not covered

100%/0%, 
deductible waived

50%/50%, 
deductible waived

100%/0% 
50%/50% 

$25 copay
One exam per 

person, per calendar
year; eyewear 

discounts available

Reimbursement 
for one exam up to
$25 per person, per

calendar year; no
eyewear discount

Benefits BluePreferred BluePreferred BluePreferred BluePreferred BluePreferred  BluePreferred BluePreferred BluePreferred 
Copay 100  Copay 250 Copay 250 Copay 500 Copay 500 Copay 1000 Copay 2000 Copay 5000 

90/70 90/70 80/60 90/70 80/60 80/50 80/50 100/50

$1,000 per person, 
$2,000 family
(cumulative PPO 

and NonPPO)

80%/20%
50%/50%

$3,000 per person,
$6,000 family

$6,000 per person,
$12,000 family

$25 copay
50%/50%

$35 copay
50%/50%

100%*
50%/50%

80%/20%
50%/50%

$150 access fee, 
then 80%

$50 copay
50%/50%

$15/$35/$65/$120

$25 PCP/
$35 Specialist
Not covered

80%/20%, 
deductible waived

50%/50%, 
deductible waived

80%/20% 
50%/50%

$25 copay
One exam per 

person, per calen-
dar year; eyewear 
discounts available

Reimbursement 
for one exam up to
$25 per person, per

calendar year; no
eyewear discount

Prescription medication copay plus difference between billed and allowed amount.

† Precertification is required. If precertification is not obtained, services will be subject to an additional $300 deductible or denial of benefits.
†† Precertification is required for certain medications.
* At contracted, freestanding, independent clinical labs. In physician’s office, copay applies as specified. At all other facilities, coinsurance and deductible apply.
** In addition to any applicable deductible and coinsurance, noncontracted providers may charge members their full billed charges. After insurance reimbursement based on the BCBSAZ allowed amount, members are responsible to pay the difference 

between the noncontracted provider’s billed charges and the BCBSAZ allowed amount (the “balance bill”). The obligation to pay this difference continues even after the member’s out-of-pocket coinsurance maximum is met. Coinsurance and the 
out-of-pocket coinsurance maximum are based only on the allowed amount. Deductibles, copays, access fees and amounts the member pays for noncovered services and noncontracted providers’ balance bills do not count toward the out-of-pocket 
coinsurance maximum.
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BluePreferred (No Copay)
Plan Comparison

† 	 Precertification is required. If precertification is not obtained, services will be subject to an additional $300 deductible or denial of benefits.

††	 Precertification is required for certain medications.
*	 At contracted, freestanding, independent clinical labs. In physician’s office, coinsurance applies as specified. At all other facilities, coinsurance and deductible apply.
**	 In addition to any applicable deductible and coinsurance, noncontracted providers may charge members their full billed charges. After insurance reimbursement based on the BCBSAZ allowed amount, members are responsible  
	 to pay the difference between the noncontracted provider’s billed charges and the BCBSAZ allowed amount (the “balance bill”). The obligation to pay this difference continues even after the member’s out-of-pocket coinsurance  
	 maximum is met. Coinsurance and the out-of-pocket coinsurance maximum are based only on the allowed amount. Deductibles, copays, access fees and amounts the member pays for noncovered services and noncontracted  
	 providers’ balance bills do not count toward the out-of-pocket coinsurance maximum.

Benefits BluePreferred
Plan 100 90/70

BluePreferred
Plan 2,000 100/50

BluePreferred
Plan 5,000 100/50

Deductible 
Deductible must be met for all covered  
services unless otherwise stated.

$100 per person, $200 family 
(cumulative PPO and NonPPO)

$2,000 per person, $4,000 family 
(cumulative PPO and NonPPO)

$5,000 per person, $10,000 family 
(cumulative PPO and NonPPO)

Coinsurance ** PPO 90%/10% 100%/0% 100%/0%

NonPPO 70%/30% 50%/50% 50%/50%

OOP Coinsurance 
Maximum **

PPO $1,000 per person, $2,000 family $0 per person, $0 family $0 per person, $0 family

NonPPO $2,000 per person, $4,000 family $20,000 per person, $40,000 family $20,000 per person, $40,000 family

PCP Office 
Services

PPO 90%/10% 100%/0% 100%/0%

NonPPO 70%/30% 50%/50% 50%/50%

Specialist Office 
Services

PPO 90%/10% 100%/0% 100%/0%

NonPPO 70%/30% 50%/50% 50%/50%

Laboratory Services PPO 100%* 100%* 100%*

NonPPO 70%/30% 50%/50% 50%/50%

Inpatient Hospital †/  
Outpatient Services

PPO 90%/10% 100%/0% 100%/0%

NonPPO 70%/30% 50%/50% 50%/50%

Emergency Room $150 access fee, then 90% $200 access fee, then 100% $200 access fee, then 100%

Urgent Care PPO 90%/10% 100%/0% 100%/0%

NonPPO 70%/30% 50%/50% 50%/50%

Prescription Medications  
at Retail and Mail Order 
Pharmacy ††

PPO $10/$25/$50/$80 $15/$35/$65/$120 $15/$35/$65/$120

NonPPO Prescription medication copay plus difference between billed and allowed amount.

Preventive Care PPO 90%/10% PCP/Specialist,
deductible waived

100%/0%,
deductible waived

100%/0%,
deductible waived

NonPPO Not covered Not covered Not covered

Mammography PPO 90%/10%,
deductible waived

100%/0%,
deductible waived

100%/0%,
deductible waived

NonPPO 70%/30%,
deductible waived

50%/50%,
deductible waived

50%/50%,
deductible waived

Physical, Occupational  
& Speech Therapy

PPO 90%/10% 100%/0% 100%/0%

NonPPO 70%/30% 50%/50% 50%/50%

Vision Exams (Routine) 
and Eyewear Discounts

PPO $15 copay
One exam per person, per calendar year;

eyewear discounts available

$25 copay
One exam per person, per calendar year;

eyewear discounts available

$25 copay
One exam per person, per calendar year;

eyewear discounts available

NonPPO Reimbursement for one exam up to  
$25 per person, per calendar year;  

no eyewear discount

Reimbursement for one exam up to  
$25 per person, per calendar year;  

no eyewear discount

Reimbursement for one exam up to  
$25 per person, per calendar year;  

no eyewear discount
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BluePreferred Basic
Plan Comparison

† 	 Precertification is required. If precertification is not obtained, services will be subject to an additional $300 deductible or denial of benefits.

††	 Precertification is required for certain medications.
*	 At contracted, freestanding, independent clinical labs. In physician’s office, copay/coinsurance applies as specified. At all other facilities, coinsurance and deductible apply.
**	 In addition to any applicable deductible and coinsurance, noncontracted providers may charge members their full billed charges. After insurance reimbursement based on the BCBSAZ allowed amount, members are responsible to pay the  
	 difference between the noncontracted provider’s billed charges and the BCBSAZ allowed amount (the “balance bill”). The obligation to pay this difference continues even after the member’s out-of-pocket coinsurance maximum is met.  
	 The out-of-pocket coinsurance maximum is a maximum liability for coinsurance only and is based on the BCBSAZ allowed amount. Deductibles, copays, access fees and amounts the member pays for noncovered services and noncontracted  
	 providers’ balance bills do not count toward the out-of-pocket coinsurance maximum.

Benefits BluePreferred Basic
Plan 1,500 80/50

BluePreferred Basic
Plan 2,500 80/50

BluePreferred Basic
Plan 5,000 80/50

BluePreferred Basic
Plan 10,000 80/50

Deductible 
Deductible must be met for all covered  
services unless otherwise stated.

$1,500 per person, $3,000 family 
(cumulative PPO and NonPPO)

$2,500 per person, $5,000 family 
(cumulative PPO and NonPPO)

$5,000 per person, $10,000 family 
(cumulative PPO and NonPPO)

$10,000 per person, $20,000 family 
(cumulative PPO and NonPPO)

Coinsurance **	 PPO

		  NonPPO

80%/20% 80%/20% 80%/20% 80%/20%

50%/50% 50%/50% 50%/50% 50%/50%

OOP Coinsurance 
Maximum **

PPO $4,000 per person $4,000 per person $4,000 per person $4,000 per person

NonPPO $8,000 per person $8,000 per person $8,000 per person $8,000 per person

PCP Office  
Services

PPO $25 $30 $35 $40

NonPPO 50%/50% 50%/50% 50%/50% 50%/50%

Specialist Office  
Services

PPO 80%/20% 80%/20% 80%/20% 80%/20%

NonPPO 50%/50% 50%/50% 50%/50% 50%/50%

Laboratory Services	 PPO

		  NonPPO

100%* 100%* 100%* 100%*

50%/50% 50%/50% 50%/50% 50%/50%

Inpatient Hospital †/ 	 PPO
Outpatient Services             NonPPO

80%/20% 80%/20% 80%/20% 80%/20%

50%/50% 50%/50% 50%/50% 50%/50%

Emergency Room $150 access fee, then 80% $150 access fee, then 80% $150 access fee, then 80% $150 access fee, then 80%

Urgent Care	 PPO

		  NonPPO

$45 $50 $55 $60

50%/50% 50%/50% 50%/50% 50%/50%

Prescription Medications 	 PPO 
at Retail Pharmacy††	

		  NonPPO 

30 day retail supply
Generic medications: Member pays the lesser of the BCBSAZ allowed amount or a $30 copay.
Brand medications: Member pays the lesser of the BCBSAZ allowed amount or a $125 copay.

Members must pay for prescriptions in full and submit a claim to BCBSAZ. Members will be reimbursed for amounts above $125, up to the 
BCBSAZ allowed amount per prescription. Members are also responsible for the difference between a noncontracted pharmacy’s price and the 

BCBSAZ allowed amount.

Preventive Care	 PPO

		  NonPPO

$25 PCP
80%/20% specialist,  

deductible waived

$30 PCP
80%/20% specialist,  

deductible waived

$35 PCP
80%/20% specialist,  

deductible waived

$40 PCP
80%/20% specialist,  

deductible waived

Not covered Not covered Not covered Not covered

Mammography	  PPO

		  NonPPO

80%/20%,
deductible waived

80%/20%,
deductible waived

80%/20%,
deductible waived

80%/20%,
deductible waived

50%/50%,
deductible waived

50%/50%,
deductible waived

50%/50%,
deductible waived

50%/50%,
deductible waived

Physical, Occupational	 PPO 
& Speech Therapy	 NonPPO

80%/20% 80%/20% 80%/20% 80%/20%

50%/50% 50%/50% 50%/50% 50%/50%

Vision Exams (Routine)	 PPO 
and Eyewear Discounts 
	

		  NonPPO

$15 copay
One exam per person,  

per calendar year; eyewear 
discounts available

$15 copay
One exam per person,  

per calendar year; eyewear 
discounts available

$15 copay
One exam per person,  

per calendar year; eyewear 
discounts available

$15 copay
One exam per person,  

per calendar year; eyewear 
discounts available

Reimbursement for one exam up 
to $25 per person, per calendar 

year; no eyewear discount

Reimbursement for one exam up 
to $25 per person, per calendar 

year; no eyewear discount

Reimbursement for one exam up 
to $25 per person, per calendar 

year; no eyewear discount

Reimbursement for one exam up 
to $25 per person, per calendar 

year; no eyewear discount

15614 0108D15614 01/08 07-1899


