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persons covered by other types of products or programs offered by Blue Cross or an affiliate for the same medical 
services.  In negotiating the terms of the Agreement, PORAC was aware that Blue Cross or its affiliates offer 
several types of products and programs.  The Subscribers, Family Members and PORAC are entitled to receive the 
benefits of only those discounts, payments, settlements, incentives, adjustments and/or allowances specifically set 
forth in the Agreement. 

Also, under arrangements with some Providers certain discounts, payments, rebates, settlements, incentives, 
adjustments and/or allowances, including, but not limited to, pharmacy rebates, may be based on aggregate 
payments made by Blue Cross or an affiliate in respect to all health care services rendered to all persons who have 
coverage through a program provided or administered by Blue Cross or an affiliate.  They are not attributed to 
specific claims or plans and do not inure to the benefit of any covered individual or group, but may be considered by 
Blue Cross or an affiliate in determining its fees or subscription charges or premiums. 

Confidentiality and Release of Medical Information 

Blue Cross will use reasonable efforts, and take the same care to preserve the confidentiality of the Member’s 
medical information.  Blue Cross may use data collected in the course of providing services hereunder for statistical 
evaluation and research.  If such data is ever released to a third party, it shall be released only in aggregate 
statistical form without identifying the Member.  Medical information may be released only with the written consent 
of the Member or as required by law.  It must be signed, dated and must specify the nature of the information and to 
which persons and organizations it may be disclosed.  Members may access their own medical records. 

Blue Cross may release your medical information to professional peer review organizations and to the Trust for 
purposes of reporting claims experience or conducting an audit of our operations, provided the information 
disclosed is reasonably necessary for the Trust to conduct the review or audit. 

A statement describing Blue Cross policies and procedures for preserving the confidentiality of medical records is 
available and will be furnished to you upon request. 

Medical Policy and Technology Assessment 

Blue Cross reviews and evaluates new technology according to its technology evaluation criteria developed by its 
medical directors.  Technology assessment criteria is used to determine the investigational status or medical 
necessity of new technology.  Guidance and external validation of Blue Cross’ medical policy is provided by the 
Medical Policy and Technology Assessment Committee (MPTAC) which consists of approximately 20 physicians 
from various medical specialties including Blue Cross’ medical directors, physicians in academic medicine and 
physicians in private practice.  Conclusions made are incorporated into medical policy used to establish decision 
protocols for particular diseases or treatments and applied to medical necessity criteria used to determine whether 
a procedure, service, supply or equipment is covered. 

Liability of Subscriber to Pay Providers 

In accordance with California law, a Member will not be required to pay any Prudent Buyer Plan Provider or Related 
Health Provider any amounts Blue Cross owes to that provider (not including co-payments or deductibles), even in 
the unlikely event that Blue Cross fails to pay that provider.  The Member may be liable, however, to pay Non-
Prudent Buyer Plan Providers any amounts not paid to them by Blue Cross. 

Certificate of Creditable Coverage 

Certificates of creditable coverage are issued automatically when a Member’s coverage under this plan ends.  Blue 
Cross will also provide a certificate of creditable coverage in response to a Member’s request, or to a request made 
on a Member’s behalf, at any time while the Member is covered under this plan and up to 24 months after the 
Member’s coverage under this plan ends.  The certificate of creditable coverage documents the Member’s coverage 



GENERAL PROVISIONS 
 

Page  97 

under this plan.  To request a certificate of creditable coverage, please call PORAC – Blue Cross customer service 
toll-free at 1-800-288-6928. 
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Information pertaining to eligibility, enrollment, cancellation or termination of insurance, conversion rights, etc., is 
found in the informational pamphlet entitled CalPERS Health Program Handbook. This pamphlet is prepared by 
CalPERS in Sacramento, California. To receive a copy of this pamphlet, contact your employing office, or you may 
request a copy online by visiting the CalPERS web site at www.calpers.ca.gov or by calling CalPERS Customer 
Service and Education Division (CSED) at 888 CalPERS (or 888-225-7377). 
 
Remember, it is your responsibility to stay informed about your health plan coverage. If you have any questions, 
consult your Health Benefits Officer in your agency or the retirement system from which you receive your 
allowance, or write to CalPERS Office of Employer and Member Health Services at P.O. Box 942714, Sacramento, 
CA  94229-2714, or telephone the appropriate number shown below. 
 
CalPERS Office of Employer and Member Health Services 
 
  Toll free number ---  888 CalPERS (or 888-225-7377) 
  Fax number ---   (916) 795-1277 
  TTY ---     (800) 735-2929;  (916) 795-3240 
 
Direct Payment of Dues 
 
If you arrange for direct payment of premiums, send your payment, together with Form HBD 21 to Blue Cross of 
California, Attn: CalPERS Prudent Buyer Membership & Billing, P.O. Box 629, Woodland Hills, CA 91365. Be sure 
to include your Subscriber number with your payment. For further details, see the CalPERS Health Program 
Handbook. 
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The plan provides that treatment or service must be Medically Necessary and be covered by this plan. The fact that 
your attending Physician may prescribe, order, recommend or approve a service or treatment does not, of itself, 
make it Medically Necessary or make the service or treatment an allowable expense, even if it is not specifically 
listed in the Evidence of Coverage as an exclusion. Blue Cross has the responsibility for determining whether 
claims are payable. A practicing physician-consultant retained by Blue Cross must agree if the denial is based on 
the lack of medical necessity. The practicing physician-consultant shall have the background appropriate to the 
clinical issues in questions. 

Action on your claim, including any denial, will be given in writing, including the reason for any denial.  

NOTE:  You should use the following Blue Cross grievance procedures for disputes over coverage and/or benefits, 
or if you are dissatisfied with the quality of care or your access to care. For matters of eligibility, you should contact 
CalPERS Office of Employer and Member Health Services at P.O. Box 942714, Sacramento, Ca. 94229-2714. 

The following procedures shall be used to resolve a dispute: 

1.  Objection to Claims Processing or Denial 

If you do not agree with the action Blue Cross has taken on your claim, either you or your attending Physician, 
acting as your authorized representative, may request reconsideration.  To request a reconsideration, you may 
telephone Blue Cross at 1-800-288-6928 or send a written request to Blue Cross at P.O. Box 60007, Los Angeles, 
CA  90060-0007 Attn: PORAC Unit.  Blue Cross’ customer service staff will answer your questions or assist you in 
resolving your issue. 

If you are not satisfied with the resolution based on your initial inquiry, you may request a copy of the Plan 
Grievance Form from the customer service representative.  You may complete and return the form to Blue Cross, 
or ask the customer service representative to complete the form for you over the telephone.  You may also submit a 
grievance online or print the Plan Grievance Form through the Blue Cross of California website at 
www.bluecrossca.com.  You must submit your grievance to Blue Cross no later than 180 days following the date 
you receive a denial notice from Blue Cross or any other incident or action with which you are dissatisfied.  Your 
issue will then become part of Blue Cross’ formal grievance process and will be resolved accordingly. 

All grievances received by Blue Cross will be acknowledged in writing, together with a description of how Blue 
Cross proposes to resolve the grievance.  After Blue Cross has reviewed your grievance, you will be sent a written 
statement on its resolution within 30 days.  If your case involves an imminent threat to your health, including, but not 
limited to, the potential loss of life, limb, or major bodily function, review of your grievance will be expedited and 
resolved within three days. 

If  you have questions or concerns about your outpatient Prescription Drug coverage, you may call the Pharmacy 
Customer Service phone number listed on your ID card.  If you are dissatisfied with the resolution of your inquiry 
and want to file a grievance, you may write to us at the address listed above and follow the formal grievance 
process. 

2.  Special Independent Medical Reviews 

 A. Objection to Denial of Experimental or Investigative Treatment 

If coverage for a proposed treatment is denied because Blue Cross determines that the treatment is 
Experimental or Investigative, you may ask that the denial be reviewed by an external independent medical 
review organization contracting with the Department of Managed Health Care (DMHC).  Your request for this 
review may be submitted to the DMHC.  To request an application form, please call or write to us at the location 
shown above under item 1.  To qualify for this review, all of the following conditions must be met:  
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 1. You have a life-threatening or seriously debilitating condition, described as follows: 

  —A life-threatening condition is a condition or disease where the likelihood of death is high unless the 
course of the disease is interrupted or a condition or disease with a potentially fatal outcome where the 
end point of clinical intervention is the patient’s survival. 

  —A seriously debilitating condition is a disease or condition that causes major, irreversible morbidity. 

 2. The proposed treatment must be recommended by either (a) a Prudent Buyer Plan Provider or (b) a board 
certified or board eligible Physician qualified to treat you who certifies in writing that the proposed treatment 
is more likely to be beneficial than standard treatment.  This certification must include a statement of the 
evidence relied upon. 

 3. If this review is requested either by you or by a qualified Non-Prudent Buyer Plan Provider (as described 
above), the requestor must supply two items of acceptable medical and scientific evidence.  This evidence 
consists of the following sources: 

  a) Peer-reviewed scientific studies published in medical journals with nationally recognized standards; 

  b) Medical literature meeting the criteria of the National Institute of Health's National Library of Medicine 
for indexing in Index Medicus, Excerpta Medicus, Medline, and MEDLARS database Health Services 
Technology Assessment Research; 

  c) Medical journals recognized by the Secretary of Health and Human Services, under Section 1861(t)(2) 
of the Social Security Act; 

  d) The American Hospital Formulary Service-Drug Information, the American Medical Association Drug 
Evaluation, the American Dental Association Accepted Dental Therapeutics, and the United States 
Pharmacopoeia-Drug Information; 

  e) Findings, studies or research conducted by or under the auspices of federal governmental agencies 
and nationally recognized federal research institutes; and 

  f) Peer reviewed abstracts accepted for presentation at major medical association meetings. 

 Within three business days of receiving notice from the DMHC of your request for review, we will send the 
reviewing panel all relevant medical records and documents in our possession, as well as any additional 
information submitted by you or your Physician.  Information we receive subsequently will be sent to the review 
panel within three business days. Any newly developed or discovered relevant medical records identified by us 
or by a Prudent Buyer Plan Provider after the initial documents are sent will be immediately forwarded to the 
reviewing panel. The external independent review organization will complete its review and render its opinion 
within 30 days of its receipt of request for review (or within seven days in the case of an expedited review).  
This timeframe may be extended by up to three days for any delay in receiving necessary records. 

Please note:  If you have a terminal illness (an incurable or irreversible condition that has a high probability of 
causing death within one year or less) and proposed treatment is denied because the treatment is determined 
to be Experimental, you may also meet with Blue Cross’ review committee to discuss your case as part of the 
grievance process (see Objection to Claims Processing or Denial at the beginning of this section). 
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 B. Independent Medical Review of Grievances Involving a Disputed Health Care Service 

You may request an independent medical review (IMR) of disputed health care services from the Department of 
Managed Health Care (DMHC) if you believe that Blue Cross has improperly denied, modified, or delayed 
health care services.  A "disputed health care service" is any health care service eligible for coverage and 
payment under your plan that has been denied, modified, or delayed by Blue Cross, in whole or in part because 
the service is not Medically Necessary. 

The IMR process is in addition to any other procedures or remedies that may be available to you.  You pay no 
application or processing fees of any kind for IMR.  You have the right to provide information in support of the 
request for IMR.  Blue Cross must provide you with an IMR application form with any grievance disposition 
letter that denies, modifies, or delays health care services.  A decision not to participate in the IMR process may 
cause you to forfeit any statutory right to pursue legal action against Blue Cross regarding the disputed health 
care service. 

Eligibility:  The DMHC will review your application for IMR to confirm that: 

1. (a) Your provider has recommended a health care service as Medically Necessary, or 

(b) You have received urgent care or Emergency Care that a provider determined was Medically 
Necessary, or 

(c) You have been seen by a Prudent Buyer Plan Provider for the diagnosis or treatment of the medical 
condition for which you seek independent review; 

2. The disputed health care service has been denied, modified, or delayed by us, based in whole or in part on 
a decision that the health care service is not Medically Necessary; and 

3. You have filed a grievance with Blue Cross and the disputed decision is upheld or the grievance remains 
unresolved after 30 days.  If your grievance requires expedited review, you may bring it immediately to the 
DMHC’s attention.  The DMHC may waive the requirement that you follow our grievance process in 
extraordinary and compelling cases. 

If your case is eligible for IMR, the dispute will be submitted to a medical specialist who will make an 
independent determination of whether or not the care is Medically Necessary.  You will receive a copy of the 
assessment made in your case.  If the IMR determines the service is Medically Necessary, Blue Cross will 
provide benefits for the health care service. 

For non-urgent cases, the IMR organization designated by the DMHC must provide its determination within 30 
days of receipt of your application and supporting documents.  For urgent cases involving an imminent and 
serious threat to your health, including, but not limited to, serious pain, the potential loss of life, limb, or major 
bodily function, or the immediate and serious deterioration of your health, the IMR organization must provide its 
determination within three business days. 

For more information regarding the IMR process, or to request an application form, please call Blue Cross 
customer service at 1-800-288-6928. 

3
 

. Time Limits for Filling an Objection 

The reconsideration request must be made within 60 days of the denial of your claim and must give the reasons 
you believe the claim should be paid.  
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4. Time Limit for Blue Cross Review of Objection 

Blue Cross will acknowledge receipt of a complaint by written notice to the complainant within 20 days. Blue Cross 
will then either affirm or resolve the denial within 30 days. If your case involves an imminent threat to your health, 
including, but not limited to, the potential loss of life, limb, or major bodily function, review of your grievance will be 
xpedited. e 

If Blue Cross affirms the denial or fails to respond within 30 days after receiving your request for review and you still 
disagree, you may proceed to either item 6 or item 7 below. 
 
5. Instructions for Grievances Regarding Coverage, Disputed Health Care Services, Eligibility, 

Malpractice and Bad Faith:  
 
Coverage grievances: A coverage grievance concerns the denial or approval of health care services substantially 
based on a finding that the provision of a particular service is included or excluded as a covered benefit under the 
Evidence of Coverage booklet. It does not include a plan or contracting provider decision regarding a disputed 
health care service. 
 
If you have followed the grievance procedures on the previous pages and are still dissatisfied, you may request a 
review by the Department of Managed Health Care, or you may proceed to item 6: Administrative Appeal Process 
or item 7: Binding Arbitration in the alternative. If your coverage dispute is within the jurisdictional limits of Small 
Claims Court, you may proceed through that court.  
 
Note: CalPERS has no authority to rule over issues of medical malpractice or involving allegations of bad faith. 
 
Disputed Health Care Service grievances:   A disputed health care service grievance concerns any heath care 
service eligible for coverage and payment under this Evidence of Coverage booklet that has been denied, modified, 
or delayed in whole or in part due to a finding that the service is not medically necessary. A decision regarding a 
disputed health care service relates to the practice of medicine and is not a coverage grievance, and includes 
decisions as to whether a particular service is experimental or investigational.  
 
If you are still dissatisfied after you have followed the grievance procedures on pages 99 & 100 and received a 
response regarding the grievance filed with the Department of Managed Health Care (see: Independent Medical 
Review of Grievances Involving a Disputed Health Care Service on page 101), you may proceed to item 6: 
Administrative Appeal Process or item 7: Binding Arbitration, in the alternative.  If your coverage dispute is within 
the jurisdictional limits of Small Claims Court, you may proceed through that court.  
 
Note: CalPERS has no authority to rule over issues of medical malpractice or involving allegations of bad faith. 
 
Eligibility grievances:  These issues should always be referred directly to CalPERS at the address noted on page 
99. 
 
Malpractice grievances:  Claims of malpractice should be taken up directly with the provider(s) of medical care. 
 
Bad faith grievances:  You must proceed to item 7: Binding Arbitration for claims for benefits involving charges of 
bad faith. 
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6.  CalPERS Administrative Appeal Process 

Only eligibility grievances and coverage grievances which concern the denial or approval of health care services 
substantially based on a finding that the provision of a particular service is included or excluded as a covered 
benefit under this Evidence of Coverage Booklet may be appealed directly to CalPERS. Note: Blue Cross reserves 
the right to dispute or challenge CalPERS jurisdiction in particular matters.  Disputed health care service 
grievances must be appealed through the Department of Managed Health Care’s independent medical review 
process before they can be appealed to CalPERS (See page 101). 
 
CalPERS staff will conduct an administrative review upon your appeal of Blue Cross’ denial of coverage 
grievances or the denial of a disputed health care service grievance by the Department of Managed Health 
Care.  However, your written appeal must be submitted to CalPERS within 30 days of the postmark date of Blue 
Cross’ letter of denial or the Department of Managed Health Care’s determination of findings. 

If the dispute remains unresolved during the administrative review process, the matter may then proceed to an 
Administrative Hearing. During the hearing, evidence and testimony will be presented to an Administrative Law 
Judge.  As an alternative to this hearing, you have recourse to Binding Arbitration.  However, you must choose 
between the Administrative Hearing and arbitration.  You may not take the same issue through both procedures.  
You may withdraw your appeal to the CalPERS Board of Administration at any time and proceed to item 7: Binding 
Arbitration. 

To file for an Administrative Hearing, please contact CalPERS Office of Employer and Member Health Services, 
P.O. Box 942714, Sacramento, CA, 94229-2714, or call CalPERS Customer Service and Education Division 
(CSED) at 888 CalPERS (or 888-225-7377) for information. 
 
7.  Binding Arbitration (Small Claims Court) 

If you do not use item 6, or if it does not apply, binding arbitration is the final step in resolving your grievance. Any 
dispute or claim, of whatever nature, arising out of, in connection with, or in relation to this plan or the Agreement or 
breach or rescission thereof, or in relation to care or delivery of care (including any claim based on contract, tort or 
statute) must be resolved by arbitration, except any dispute or claim within the jurisdictional limits of the small 
claims court must be resolved in such court. Note: A small claims court judgement cannot be appealed. 

The Federal Arbitration Act will govern the interpretation and enforcement of all proceedings under this Binding 
Arbitration provision.  To the extent that the Federal Arbitration Act is inapplicable, or is held not to require 
arbitration of a particular claim, state law governing agreements to arbitrate will apply. 

By enrolling in this plan, the Member is agreeing to have certain disputes (coverage grievance and bad faith 
grievance as described above) decided by neutral binding arbitration. Both Blue Cross and the plan Member waive 
their right to a jury or court trial for these disputes. 

California Health & Safety Code section 1363.1 requires that any arbitration agreement include the following notice:  
“It is understood that any dispute as to medical malpractice, that is as to whether any medical services rendered 
under this contract were unnecessary or unauthorized or were improperly, negligently or incompetently rendered, 
will be determined by submission to arbitration as provided by California law, and not by lawsuit or resort to court 
process except as California law provides for judicial review or arbitration proceedings.  Both parties to this contract, 
by entering into it, are giving up their constitutional right to have any such dispute decided in a court of law before a 
jury, and instead are accepting the use of arbitration.” 

The steps for binding arbitration are as follows: 

A. Binding arbitration is begun by the Member making written demand on Blue Cross.  
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B. The Member and Blue Cross agree to give up the right to participate in class arbitration against each other.  
Even if applicable law permits class arbitration, the Member waives any right to pursue, on a class basis, any 
such controversy or claim against Blue Cross, and Blue Cross waives any right to pursue on a class basis any 
such controversy or claim against the Member. 

C. The arbitration will be conducted by Judicial Arbitration and Mediation Services (JAMS). If, for any reason, 
JAMS is unavailable to conduct the arbitration, the arbitration will be conducted by another neutral arbitration 
entity, by mutual agreement of the Member and Blue Cross, or by order of the court, if the Member and Blue 
Cross cannot agree. Copies of such arbitration rules are available from Blue Cross. 

D. Blue Cross and the Member will each be responsible for paying their own shares of the fees and expenses of 
the arbitration; however Blue Cross may pay the Member’s share of these fees in cases of extreme hardship, 
as determined by JAMS.  An application to claim extreme hardship under this section may be obtained from 
JAMS.  

E. THE ARBITRATION FINDINGS ARE FINAL AND BINDING, except to the extent that California or Federal 
law provides for the judicial review of arbitration proceedings. 

Questions about your right of appeal, all notices required of you to initiate these rights and any demand for 
arbitration not available through the local medical society should be directed to Blue Cross of California, P.O. 
Box 60007, Los Angeles, CA  90060-0007, Attn: Claims Appeal Department. 

ADDITIONAL DEPARTMENT OF MANAGED HEALTH CARE GRIEVANCE PROCEDURES: 
If you are dissatisfied with the resolution of your grievance as described on pages 99 through 102, or if your 
grievance has not been resolved after at least 30 days, you may submit your grievance to the California Department 
of Managed Health Care for review prior to binding arbitration (see DEPARTMENT OF MANAGED HEALTH CARE 
below).  If your case involves an imminent threat to your health, including, but not limited to, the potential loss of life, 
limb, or major bodily function, you are not required to complete our grievance process or to wait at least 30 days, 
but may immediately submit your grievance to the Department of Managed Health Care for review. 

If at the conclusion of review of your grievance by the Department of Managed Health Care you continue to be 
dissatisfied with its resolution, or prior to and instead of review of your case by the Department of Managed Health 
Care, your remedy may be item 6. CalPERS Administrative Appeal Process (see page 103) or item 7. Binding 
Arbitration (see pages 103 & 104). 

DEPARTMENT OF MANAGED HEALTH CARE 

The California Department of Managed Health Care is responsible for regulating health care service plans.  If you 
have a grievance against your health plan, you should first telephone your health plan at the telephone number 
listed on your identification card and use your health plan’s grievance process before contacting the department. 
Utilizing this grievance procedure does not prohibit any potential legal rights or remedies that may be available to 
you. If you need help with a grievance involving an emergency, a grievance that has not been satisfactorily resolved 
by your health plan, or a grievance that has remained unresolved for more than 30 days, you may call the 
department for assistance. You may also be eligible for an Independent Medical Review (IMR).  If you are eligible 
for IMR, the IMR process will provide an impartial review of medical decisions made by a health plan related to the 
medical necessity of a proposed service or treatment, coverage decisions for treatments that are experimental or 
investigational in nature and payment disputes for emergency or urgent medical services.  The department also has 
a toll-free telephone number (1-888-HMO-2219) and a TDD line (1-877-688-9891) for the hearing and speech 
impaired.  The department's Internet web site (http://www.hmohelp.ca.gov) has complaint forms, IMR applications 
forms and instructions online. 
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When any of the following terms are capitalized in this Evidence of Coverage, they will have the meaning below. 
This section should be read carefully. Defined terms have the same meaning throughout this Evidence of 
Coverage. 

Accidental Injury is physical harm or disability which is the result of a specific unexpected incident caused by an 
outside force. The physical harm or disability must have occurred at an identifiable time and place. Accidental Injury 
does not include illness or infection, except infection of a cut or wound. 

Act means the Public Employees' Medical and Hospital Care Act (Part 5, Division 5, Title 2 of the Government 
Code of State of California). 

The Agreement is the Group Benefit Agreement entered into by Blue Cross and the Insurance and Benefits Trust 
of the Peace Officers Research Association of California (PORAC). The Agreement is an attachment to the 
Memorandum of Agreement between PORAC and the Board of Administration of the California Public Employees’ 
Retirement System (CalPERS). The Memorandum of Agreement is on file and available for review in the office of 
the Insurance and Benefits Trust of PORAC, 4010 Truxel Road, Sacramento, CA 95834, or you may request a copy 
by writing to PORAC. PORAC will provide a copy of the Memorandum of Agreement for a reasonable duplication 
charge. 

An Alternative Birth Center is a birth facility designed to provide a homelike atmosphere without sacrificing the 
necessary safeguards to the mother and/or infant if an unexpected complication occurs. The facility must be 
approved by Blue Cross and licensed according to state and local laws. A list of approved Alternative Birth Centers 
will be sent on request. 

An Ambulatory Surgical Center is an outpatient surgical facility which may either be freestanding or located on 
the same grounds as a Hospital.  It must be licensed separately as an outpatient clinic according to state and local 
laws and must meet all requirements of an outpatient clinic providing surgical services.  It must also meet 
accreditation standards of the Joint Commission on Accreditation of Health Care Organizations or the Accreditation 
Association of Ambulatory Health Care. 

Anniversary Date is the first day of each contract term. 

Annuitant is defined in accordance with the definition currently in effect in the Act and Regulations. 

An Authorized Referral occurs when a Member, because of his or her medical needs, is referred to a Non-Prudent 
Buyer Plan Hospital, Non-Prudent Buyer Plan Ambulatory Surgical Center or Non-Prudent Buyer Plan Physician, 
but only when: 

1. There is no Prudent Buyer Plan Physician who practices in the appropriate specialty, or there is no Prudent 
Buyer Plan Hospital or Ambulatory Surgical Center which provides the required services or has the 
necessary facilities within a 30-mile radius of, or 30 minutes normal travel time from, the Member's residence 
or place of work, and 

2. The Member is referred in writing to the Non-Prudent Buyer Plan Hospital, Non-Prudent Buyer Plan 
Ambulatory Surgical Center or Non-Prudent Buyer Plan Physician by a Prudent Buyer Plan Physician, and  

3. The referral has been authorized by Blue Cross before services are rendered. 

Such Authorized Referrals are not available to bariatric surgical services.  These services are only covered when 
performed at a Centers of Expertise.  Authorized Referrals are not required for the services of Physicians of a type 
not available within the Prudent Buyer Plan network.  However, a Physician’s written referral is required in order for 
the services of some Physicians to be covered under this plan.  Refer to the definition of Physician in this section. 
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Blue Cross of California (Blue Cross) is a health care service plan, regulated by the California Department of 
Managed Health Care. 

Board means the Board of Administration of the Public Employees' Retirement System, State of California. 

Centers of Expertise (COE) are health care providers which have a Centers of Expertise Agreement in effect with 
Blue Cross at the time services are rendered.  A provider participating in the Prudent Buyer Plan Provider network 
is not necessarily a COE.  A provider's participation in the Prudent Buyer Plan Provider network or other agreement 
with Blue Cross is not a substitute for a Centers of Expertise Agreement. 

A Contracting Hospital is a Hospital which has a contract with Blue Cross to provide care to Members. A 
Contracting Hospital is not necessarily a Prudent Buyer Plan Hospital. A list of Contracting Hospitals will be sent 
upon request. 

Cosmetic Surgery is performed solely for beautification or to alter or reshape normal structures or tissues of the 
body to improve the appearance of the individual. 

Custodial Care means care that is provided primarily for the maintenance of the patient or that is designed 
essentially to assist the patient in meeting his or her activities of daily living and which is not primarily provided for 
its therapeutic value in the treatment of sickness or accidental bodily injury. Custodial Care includes, but is not 
limited to, help in walking, bathing, dressing, feeding, preparation of special diets, and supervision over self-
administration of medication not requiring the constant attention of trained medical personnel. 

A Customary and Reasonable (C & R) Charge, as determined annually by Blue Cross, is a charge that falls within 
the common range of fees billed by a majority of Physicians for a procedure in a given geographic region.  If it 
exceeds that range, the expense must be justified based on the complexity of treatment or severity of the condition 
in a specific case.  Some providers charge much more than the C & R amount, and the Member is responsible for 
paying all of that excess expense, in addition to deductible and co-payment amounts, amounts over stated benefit 
maximums, and any other non-covered expense. 

The term Effective Date means the date of the Agreement or the date on which the Member's coverage starts, 
whichever occurs last. 

Emergency means a sudden, serious and unexpected acute illness, injury or condition (including without limitation 
sudden and unexpected severe pain) which the Member reasonably perceives, could permanently endanger health 
if medical treatment is not received immediately. Final determination as to whether services were rendered in 
connection with an Emergency will rest solely with Blue Cross. 

Emergency Care is the initial treatment of a medical or psychiatric Emergency. 

Employee is defined in accordance with the definition currently in effect in the Act and Regulations. 

Employer means the state, and any contracting agency or other entity which has elected to join the Public 
Employees' Medical and Hospital Care Act. 

An Experimental procedure is any treatment, therapy, procedure, drug or drug usage, facility or facility usage, 
equipment or equipment usage, device or device usage, or supply which is mainly limited to laboratory and/or 
animal research. 

Family Member means the spouse and children of an Employee or Annuitant who qualify under Articles 1 and 5 of 
the Act and Sections 599.500, 599.501 and 599.502 of the Regulations. In addition, a Family Member shall include 
a Domestic Partner as defined in Section 22770 of the Act. 
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Home Health Care is Physician-directed professional, technical and related medical and personal care service 
provided in the Member's home, on a visiting or part-time basis, by a Home Health Agency. 

Home Health Agencies (Home Health Agencies) are Home Health Care providers which are licensed according 
to state and local laws to provide skilled nursing and other services on a visiting basis in the Member's home. They 
must be recognized as Home Health Care providers under Medicare. 

Home Infusion Therapy Provider is a provider licensed according to state and local laws as a pharmacy, and 
must be either certified as a home health care provider by Medicare, or accredited as a home pharmacy by the 
Joint Commission on Accreditation of Health Care Organizations. 

Hospice means a public agency or private organization that provides a specialized form of interdisciplinary health 
care that provides palliative care (pain control and symptom relief) and alleviates the physical, emotional, social, 
and spiritual discomforts of a terminally ill person, as well as providing supportive care to the primary caregiver and 
the patient’s family. Care may be provided on a home-based or inpatient basis, or both. The Hospice administering 
the Hospice Care Program must be approved by Blue Cross. A list of approved Hospices will be sent on request. 

A Hospice Care Program is a program administered by a Hospice for symptom management and supportive 
services to terminally ill people and their families. 

A Hospital is a facility which provides diagnosis, treatment and care of persons who need acute inpatient Hospital 
care under the supervision of Physicians. It must be licensed as a general acute care Hospital according to state 
and local laws. It must also be registered as a general Hospital by the American Hospital Association and meet 
accreditation standards of the Joint Commission on Accreditation of Health Care Organizations. For the limited 
purpose of inpatient care for the acute phase of a Mental Disorder, the term Hospital will also include Psychiatric 
Health Facilities, which are defined under MENTAL DISORDERS AND SUBSTANCE ABUSE.  

Infertility is (1) the presence of a condition recognized by a Physician as the cause of infertility, or (2) the inability 
to conceive a pregnancy or carry a pregnancy to a live birth after a year or more of regular sexual relations without 
contraception. 

An Investigational procedure is a treatment, therapy, procedure, drug or drug usage, facility or facility usage, 
equipment or equipment usage, device or device usage or supply which may have progressed to limited use on 
humans, but which is not widely accepted as a proven and effective procedure within the organized medical 
community. 

Medically Necessary shall mean health care services that a Physician, exercising prudent clinical judgment, would 
provide to a patient for the purpose of preventing, evaluating, diagnosing or treating an illness, injury, disease or its 
symptoms, and that are: 

1. In accordance with generally accepted standards of medical practice; 

2. Clinically appropriate, in terms of type, frequency, extent, site and duration, and considered effective for the 
patient’s illness, injury or disease; and 

3. Not primarily for the convenience of the patient, Physician or other health care provider, and not more costly 
than an alternative service or sequence of services at least as likely to produce equivalent therapeutic or 
diagnostic results as to the diagnosis or treatment of that patient’s illness, injury or disease. 

For these purposes “generally accepted standards of medical practice” means standards that are based on credible 
scientific evidence published in peer-reviewed medical literature generally recognized by the relevant medical 
community, physician specialty society recommendations and the view of Physicians practicing in relevant clinical 
areas and any other relevant factors. 
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Medicare refers to the programs of medical care coverage set forth in Title XVIII of the Social Security Act as 
amended by Public Law 89-97 or as thereafter amended. 

Member means any Employee, Annuitant or Family Member enrolled under the Agreement.  

Negotiated Rate is the fee Prudent Buyer Plan Providers agree to accept as payment in full for covered services. It 
is always lower than the Customary and Reasonable Charge for that service in the same geographical area. 
Negotiated Rates are determined by the Prudent Buyer Plan Participating Agreement.  Because Prudent Buyer 
Plan Providers agree to accept this special rate, the Member is guaranteed protection against having to pay any 
covered charges in excess of that amount (other than deductible and co-payment amounts, or amounts in excess of 
stated maximum benefits).  The Negotiated Rate is one of the main advantages of choosing a Prudent Buyer Plan 
Provider. Note:  If Medicare is the primary payer, the negotiated rate may be determined by Medicare’s approved 
amount (see PRUDENT BUYER PLAN BENEFITS - DETERMINATION OF COVERED EXPENSE). 

A Non-Prudent Buyer Plan Provider is one of the following providers which is eligible to enter into a Prudent 
Buyer Plan Participating Agreement with Blue Cross but does not have a Prudent Buyer Plan Participating 
Agreement in effect with Blue Cross at the time services are rendered: 

1. A Hospital. A Hospital that is a Non-Prudent Buyer Plan Provider may also be referred to as a Non-Prudent 
Buyer Plan Hospital.  

2. A Physician. A Physician who is a Non-Prudent Buyer Plan Provider may also be referred to as a Non-
Prudent Buyer Plan Physician.  

3. A Home Health Agency (Home Health Agency). A Home Health Agency that is a Non-Prudent Buyer Plan 
Provider may also be referred to as a Non-Prudent Buyer Plan Home Health Agency.  

4. An Ambulatory Surgical Center.  An Ambulatory Surgical Center that is a Non-Prudent Buyer Plan Provider 
may also be referred to as a Non-Prudent Buyer Plan Ambulatory Surgical Center.  

5. A facility which provides diagnostic imaging services.  

6. A clinical laboratory.  

7. A Home Infusion Therapy Provider.  

Any of the above providers whose principal place of business is outside the State of California also is a Non-
Prudent Buyer Plan Provider. 

Open Enrollment Period means a period of time established by the Board during which eligible Employees and 
Annuitants may enroll in a health benefit plan, add Family Members, or change their enrollment from one health 
benefit plan to another. 
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Out-of-Pocket Expense is the difference between covered expense and Blue Cross' payment. You are responsible 
to pay Out-of-Pocket Expense until your total out-of-pocket payments in a Year equal the Out-of-Pocket Expense 
Amount shown in the PRUDENT BUYER PLAN BENEFITS section.  Out-of-Pocket Expense Amount does not include any 
expense applied to deductibles, amounts exceeding the Scheduled Amount for Non-Prudent Buyer Plan Providers, 
Customary and Reasonable Charges, or Reasonable Charges, and any other charges which are not considered 
covered expense.  In addition, any co-payments made for non-Emergency services received in a Hospital 
emergency room, Nicotine Patches, office visits to Physicians who are Prudent Buyer Plan Providers, diabetes 
education program services provided by Physicians who are Prudent Buyer Plan Providers, charges covered under 
MENTAL DISORDERS AND SUBSTANCE ABUSE BENEFITS and PRESCRIPTION DRUG BENEFITS do not accrue towards the Out-
of-Pocket Expense Amount, and you will continue to be required to pay such co-payments after the Out-of-Pocket 
Expense Amount is reached. 

A Physician means: 

1. A doctor of medicine (M.D.) or a doctor of osteopathy (D.O.) who is licensed to practice medicine or 
osteopathy where the care is provided, or 

2. One of the following providers, but only when the provider is licensed to practice where the care is provided, 
is rendering a service within the scope of that license, is providing a service for which benefits are specified 
in this Evidence of Coverage, and when benefits would be payable if the services were provided by a 
Physician as defined in 1. above:  

a. A dentist (D.D.S. or D.M.D.)  
b. An optometrist (O.D.)  
c. A dispensing optician 
d. A podiatrist or chiropodist (D.P.M., D.S.P. or D.S.C.) 
e. A licensed clinical psychologist 
f. A chiropractor (D.C.)  
g. An acupuncturist (A.C.), but only for acupuncture and for no other services 
h. A certified registered nurse anesthetist (C.R.N.A.) 
i. A clinical social worker (C.S.W. or L.C.S.W.) 
j. A marriage and family therapist (M.F.T.) 
k. A physical therapist (P.T. or R.P.T.)*  
l. A speech pathologist* 
m. An audiologist* 
n. An occupational therapist (O.T.R.)* 
o. A respiratory care practitioner (R.C.P)*  
p. A nurse midwife** 
q. A registered dietitian (R.D.)* for the provision of diabetic medical nutrition therapy only 

Notes:  
-- The providers indicated by asterisks (*) are covered only by referral of a Physician as defined in 1. 

above.  
-- Providers listed in 2. may not be represented in the Prudent Buyer Plan Provider Network.  
-- **If there is no nurse midwife who is a Prudent Buyer Plan Provider in your area, you may call the 

customer service telephone number on your ID card for a referral to an OB/GYN. 
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Prosthetic Devices are appliances which replace all or part of a function of a permanently inoperative, absent or 
malfunctioning body part.  The term Prosthetic Devices includes orthotic devices, rigid or semi-supportive devices 
which restrict or eliminate motion of a weak or diseased part of the body. 

A Prudent Buyer Plan Provider is one of the following providers in the State of California which has a Prudent 
Buyer Plan Participating Agreement in effect with Blue Cross at the time services are rendered. Prudent Buyer Plan 
Providers have agreed to participate in procedures established to review the utilization of services. All Prudent 
Buyer Plan Providers are independent contractors and are not employees or agents of Blue Cross. Those providers 
alone have undertaken and are responsible for providing medical care: 

1. A Hospital. A Hospital which is a Prudent Buyer Plan Provider may also be referred to as a Prudent Buyer 
Plan Hospital. Hospital services determined to be not Medically Necessary, according to the Prudent Buyer 
Plan utilization review procedures, are not covered by this Evidence of Coverage. A directory of Prudent 
Buyer Plan Hospitals is available upon request.  

2. A Physician. A Physician who is a Prudent Buyer Plan Provider may also be referred to as a Prudent Buyer 
Plan Physician. A directory of Prudent Buyer Plan Physicians is available upon request.  

3. A Home Health Agency (Home Health Agency). A Home Health Agency that is a Prudent Buyer Plan 
Provider may also be referred to as a Prudent Buyer Plan Home Health Agency. Home health services 
determined to be not Medically Necessary, according to the Prudent Buyer Plan utilization review 
procedures, are not covered by this Evidence of Coverage. A list of Prudent Buyer Plan Home Health 
Agencies is available upon request.  

4. An Ambulatory Surgical Center.  An Ambulatory Surgical Center that is a Prudent Buyer Plan Provider may 
also be referred to as a Prudent Buyer Plan Ambulatory Surgical Center.  Ambulatory Surgical Center 
services determined to be not Medically Necessary according to the Prudent Buyer Plan utilization review 
procedures are not covered by this Evidence of Coverage.  A list of Prudent Buyer Plan Ambulatory Surgical 
Centers is available upon request.  

5. A facility which provides diagnostic imaging services.  

6. A clinical laboratory.  

7. A Home Infusion Therapy provider.  

A Reasonable Charge is one which Blue Cross considers not to be excessive, based on the circumstances of the 
care provided. Such circumstances include: level of skill, experience involved, the prevailing or common cost of 
similar services or supplies and any other factors which determine value.  The Member is responsible for paying 
amounts over the Reasonable Charge, in addition to the deductible and co-payment amounts, amounts over stated 
benefit maximums, and any non-covered expense. 

Regulations means the Public Employees' Medical and Hospital Care Act Regulations as adopted by the Board 
and set forth in Subchapter 3, Chapter 2, Division 1, Title 2 of the California Code of Regulations. 

A Related Health Provider is one of the following, licensed according to state and local laws to provide covered 
medical services: 

1. A licensed ambulance company. 
2. A Skilled Nursing Facility. 
3. A Hospice. 
4. A registered nurse. 
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5. A durable medical equipment supply outlet. 
6. A blood bank. 

The Scheduled Amount is the amount of covered expense for Non-Prudent Buyer Plan Providers, determined 
according to the schedules stated under SCHEDULES FOR NON-PRUDENT BUYER PLAN PROVIDERS.  Any amount by 
which a Non-Prudent Buyer Plan Provider's charge exceeds the appropriate schedule will not be considered 
covered expense.  Providers charge much more than this amount, and the Member is responsible for paying all of 
this excess expense, in addition to deductible and co-payment amounts, amounts over stated benefit maximums, 
and any other non-covered expense. 

A Skilled Nursing Facility is a facility which is licensed to operate in accordance with state and local laws 
pertaining to institutions identified as such and which is listed as such by the American Hospital Association and 
accredited by the Joint Commission on Accreditation of Health Care Organizations and related facilities, or which is 
recognized as a Skilled Nursing Facility by the Secretary of Health and Human Services of the United States 
government pursuant to the Medicare Act. 

Special Care Units are special areas of a Hospital which have highly skilled personnel and special equipment for 
acute conditions that require constant treatment and observation. 

A Stay is an inpatient confinement of a Member which begins when the Member is admitted to the facility and ends 
when the Member is discharged from the facility. 

Subscriber means the person enrolled hereunder who is responsible for payment to Blue Cross, and whose 
employment or other status, except family dependency, is the basis for eligibility for enrollment under the 
Agreement. Subscribers must be members of the Peace Officers Research Association of California. 

A Totally Disabled Employee is one who, because of illness or injury, is unable to work for income in any job for 
which he or she is qualified or for which he or she becomes qualified by training or experience, and who is in fact 
unemployed. A Totally Disabled Annuitant or Family Member is one who is unable to perform all activities usual for 
a person of that age. 

A Year is a twelve month period starting each January 1 at 12:01 a.m. Pacific Standard Time. 

You (your) refers to the Subscribers and Family Members who are enrolled for benefits under this plan. 
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This section explains how we determine the Scheduled Amount (the maximum amount we will consider covered 
expense for Non-Prudent Buyer Plan Providers), which is subject to the maximums, conditions, exclusions and 
limitations of this plan. 

As used in this section, a Service Area is an area in which the Non-Prudent Buyer Plan Provider's principal place of 
business is located. The counties encompassed by each Service Area are as follows: 
 
— Service Area 1 
 Counties of Alpine, Amador, Butte, Calaveras, Colusa, Del Norte, El Dorado, Glenn, Humboldt, Inyo, Kings, 

Lake, Lassen, Madera, Mariposa, Mendocino, Merced, Modoc, Mono, Nevada, Placer, Plumas, Sacramento, 
San Benito, Shasta, Sierra, Siskiyou, Solano, Sutter, Tehama, Trinity, Tulare, Tuolumne, Yolo and Yuba.  

 
— Service Area 2 
 Counties of Alameda, Contra Costa, Monterey, Napa and Santa Cruz.  
 
— Service Area 3 
 Counties of Marin, San Francisco, San Mateo and Santa Clara.  
 
— Service Area 4 
 Counties of Los Angeles and Riverside (city of Palm Springs only).  
 
— Service Area 5 
 Orange County 

 
— Service Area 6 
 Counties of Kern, Riverside (except city of Palm Springs), San Bernardino, San Luis Obispo, Santa Barbara 

and Ventura.  
 
— Service Area 7 
 San Diego County 
 
— Service Area 8 
 Counties of Fresno, San Joaquin, Sonoma and Stanislaus.  

 
— Service Area 9 
 Imperial County 
 
— Service Area 10 
 Outside California 
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NON-PRUDENT BUYER PLAN HOSPITALS 

Covered expense does not include any charge in excess of the Scheduled Amount shown below for inpatient 
services provided by a Non-Prudent Buyer Plan Hospital, other than Emergency Care or an Authorized Referral.  

Blue Cross has the right to adjust these Scheduled Amounts in order to maintain the relationship between these 
amounts and the rates negotiated by Blue Cross with Prudent Buyer Plan Hospitals.  Benefits are determined 
based on the Scheduled Amounts in effect at the time services are rendered. 

NON-PRUDENT BUYER PLAN HOSPITAL 
TABLE OF INPATIENT ALLOWANCES 

(other than Emergency Care or Authorized Referral) 
 
 Service Area Daily Maximum 
 1 .....................................................................................................................$540.00 for each day 
 2 .......................................................................................................................540.00 for each day 
 3 .......................................................................................................................540.00 for each day 
 4 .......................................................................................................................580.00 for each day 
 5 .......................................................................................................................540.00 for each day 
 6 .......................................................................................................................540.00 for each day 
 7 .......................................................................................................................540.00 for each day 
 8 .......................................................................................................................540.00 for each day 
 9 .......................................................................................................................540.00 for each day 
 10 .....................................................................................................................580.00 for each day 
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NON-PRUDENT BUYER PLAN AMBULATORY SURGICAL CENTERS 

Covered expense does not include any charge in excess of the Scheduled Amount shown below for outpatient 
surgery provided by a Non-Prudent Buyer Plan Ambulatory Surgical Center, other than Emergency Care or an 
Authorized Referral.  

Blue Cross has the right to adjust these Scheduled Amounts in order to maintain the relationship between these 
amounts and the rates negotiated by Blue Cross with Prudent Buyer Plan Ambulatory Surgical Centers.  Benefits 
are determined based on the scheduled amounts in effect at the time services are rendered. 

NON-PRUDENT BUYER PLAN  
AMBULATORY SURGICAL CENTER 

TABLE OF ALLOWANCES (other than Emergency Care or Authorized Referral) 
 
 Service Area Each Session 
 1 .....................................................................................................$540.00 for each session 
 2 .......................................................................................................540.00 for each session 
 3 .......................................................................................................540.00 for each session 
 4 .......................................................................................................580.00 for each session 
 5 .......................................................................................................540.00 for each session 
 6 .......................................................................................................540.00 for each session 
 7 .......................................................................................................540.00 for each session 
 8 .......................................................................................................540.00 for each session 
 9 .......................................................................................................540.00 for each session 
 10 .....................................................................................................580.00 for each session 
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NON-PRUDENT BUYER PLAN PHYSICIANS 

For services provided by a Non-Prudent Buyer Plan Physician, other than Emergency Care or an Authorized 
Referral, covered expense does not include any charge in excess of the Scheduled Amount, which is the amount 
obtained by multiplying the unit value of that service (established by the unit value schedule), by the appropriate 
unit allowance shown below.  Blue Cross has the right to adjust, without notice, both the unit values and the 
schedule of unit allowances in order to maintain the relationship between this Non-Prudent Buyer Plan Physician 
Scheduled Amount and the fee schedule negotiated by Blue Cross with Prudent Buyer Plan Physicians.  Benefits 
are determined based on the schedule in effect at the time services are rendered. 

Exceptions:  Covered Expense for a Non-Prudent Buyer Plan Physician will not exceed the Customary and 
Reasonable Charge when the services are for an Emergency, Authorized Referral, Out-of-Area Member, Cancer 
Clinical Trial, or when the Non-Prudent Buyer Plan Physician's specialty is not represented in the Prudent Buyer 
Plan Network. 

TABLE OF UNIT ALLOWANCES 
 
 Service Area Surgery Anesthesia Medical Radiology Pathology 
 
 1 $110.00 $25.00 $4.80 $9.50 $1.05 
 2 110.00 25.00 4.80 9.50 1.05 
 3 120.00 26.00 5.10 10.50 1.15 
 4 120.00 26.00 5.10 10.50 1.15 
 5 120.00 26.00 5.10 10.50 1.15 
 6 110.00 25.00 4.80 9.50 1.05 
 7 110.00 25.00 4.80 9.50 1.05 
 8 110.00 25.00 4.80 9.50 1.05 
 9 110.00 25.00 4.80 9.50 1.05 
 10 120.00 26.00 5.10 10.50 1.15 
  

The sample schedule on the following pages shows the unit values of representative services and the basic 
unit value for anesthesia. For procedures not listed in the schedule, benefits are provided on the basis of 
comparable service. 

 
a. When two or more surgical procedures are performed during the same operative session, the following 

unit values apply unless otherwise stated in the Unit Value Schedule: 

— Full unit value for the major procedure 
— 50 percent of the unit value for the second procedure 
— 25 percent of the unit value for the third procedure 
— 25 percent of the unit value for the fourth procedure 
— 25 percent of the unit value for the fifth procedure. 

b. The unit value for the services of an assistant surgeon is 20 percent of the unit value for the primary 
surgeon performing that procedure. 

c. The total unit value for the services of an anesthesiologist or anesthetist is the basic anesthesia value 
for that procedure and a unit value for the actual time spent administering anesthesia. 
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UNIT VALUE SCHEDULE 
(Partial Listing) 

PROCEDURE CODE SURGICAL PROCEDURE (for each single procedure) UNIT VALUE 
Skin 
10060 Incision and drainage of abscess .................................................................. 0.58 
11100 Biopsy of skin, including closure.................................................................... 0.43 
11770 Excision of pilonidal cyst or sinus .................................................................. 1.59 

Breast 
19120 Excision of breast tumor, unilateral................................................................ 2.80 
19200 Radical mastectomy, including pectoral muscles and axillary nodes............. 7.25 

Fractures 
21315 Nasal, simple, closed reduction..................................................................... 1.16 
25565 Closed radial and ulnar shafts, manipulative reduction ................................. 3.71 
27232 Femur and neck, manipulative reduction, including traction .......................... 5.63 

Heart 
33400 Aortic valvuloplasty, with bypass ................................................................. 14.79 
33420 Valvotomy, mitral valve, closed ................................................................... 11.04 

Throat 
42650 Dilation, salivary duct..................................................................................... 0.42 
42820 Tonsillectomy and adenoidectomy, under 12 years....................................... 2.64 

Digestive 
43620 Total gastrectomy........................................................................................ 10.25 
44950 Appendectomy .............................................................................................. 3.96 
47600 Cholecystectomy ........................................................................................... 5.67 

Rectum 
46200 Fissurectomy ................................................................................................. 2.01 
46250 Hemorrhoidectomy, external, complete ......................................................... 2.48 

Male 
55801 Prostatectomy, perineal (sub-total)................................................................ 8.16 

Female 
58180 Supracervical (sub-total) hysterectomy with or without tubes or ovaries ....... 7.15 

Maternity 
59510 Cesarean section, including antepartum and postpartum care.................... 11.98 

Thyroid 
60200 Local excision of cyst of thyroid..................................................................... 4.54 
60240 Thyroidectomy, total or complete .................................................................. 7.89 

Ear 
69420 Myringotomy.................................................................................................. 0.75 
69501 Transmastoid antrotomy................................................................................ 5.17 
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PROCEDURE CODE BASIC ANESTHESIA UNIT VALUE 
01400 Knee joint ........................................................................................................ 3.0 
01462 Lower leg, ankle, or foot .................................................................................. 3.0 
00566 Direct coronary artery bypass grafting without pump oxygenator .................. 12.0 
00740 Upper gastrointestinal endoscopic................................................................... 4.0 
00940 Vaginal ............................................................................................................ 3.0 
01961 Cesarean delivery............................................................................................ 5.6 

MEDICINE UNIT VALUE 

99205 Office Visit -- initial comprehensive exam.................................................... 19.44 
99212 Office Visit -- problem-focused examination evaluation, 

and/or treatment ............................................................................................ 4.61 
99231 Hospital Visit -- problem-focused examination, evaluation, 

and/or treatment, same illness ...................................................................... 5.27 
99241 Consultation -- problem-focused examination and/or evaluation ................. 10.59 

RADIOLOGY UNIT VALUE 

Diagnostic 
70210 Sinuses and paranasal, limited...................................................................... 2.75 
70250 Skull, limited .................................................................................................. 3.03 
74241 Upper gastrointestinal tract............................................................................ 7.71 
74415 Nephrotomography........................................................................................ 8.95 

Therapeutic 
77261 Therapeutic radiology treatment planning, simple ......................................... 6.55 

Nuclear Medicine 
78000 Thyroid uptake............................................................................................... 4.00 
79000 Hyperthyroidism, initial evaluation ............................................................... 15.88 

PATHOLOGY UNIT VALUE 

81000 Urinalysis, routine, complete ......................................................................... 4.32 
87081 Microbiology - culture, bacterial screening .................................................. 10.58 

NON-PRUDENT BUYER PLAN PROVIDER EXCEPTIONS 

Subject to all other provisions of the plan, the Scheduled Amount described on pages 113 through 117 will not 
apply to the following services.  Covered expense for these services will be subject to either the Customary and 
Reasonable Charge or a Reasonable Charge as shown below: 

a. a Non-Prudent Buyer Plan Hospital for outpatient care, Emergency Care or an Authorized Referral, or a Non-
Prudent Buyer Plan Ambulatory Surgical Center for Emergency Care or an Authorized Referral,  or 

b. a Non-Prudent Buyer Plan Home Health Agency,  or 

c. a facility which provides diagnostic imaging services,  or 

d. a clinical laboratory,  or 

e. a Related Health Provider,  or 
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f. an Out-of-Area Member,  or 

g. a Home Infusion Therapy provider,  or 

h. Emergency services provided by other than a Hospital,  or 

i. Authorized Referral services from a Physician who is a non-Prudent Buyer Plan Provider (See GENERAL 
DEFINITIONS for details),  or  

j. Charges of a Physician who has a specialty which is not represented in the Prudent Buyer Plan network;  or 

k. Cancer Clinical Trials. 

Determination of Covered Expense.  For these exceptions, covered expense for the services of a non-Prudent 
Buyer Plan Provider is the lesser of the billed charge or the amount shown below. 

Type of Provider Maximum Covered Expense is... 
 Physicians ...................................................................... the Customary and Reasonable Charge 

 All Other Non-Prudent Buyer Plan Providers.............................................a Reasonable Charge 
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FOR YOUR INFORMATION 
ORGAN DONATION 

Each year, organ transplantation saves thousands of lives.  The success rate for transplantation is rising, but there 
are far more potential recipients than donors.  More donations are urgently needed. 

Organ donation is a singular opportunity to give the gift of life.  Anyone age 18 or older and of sound mind can 
become a donor when he or she dies.  Minors can become donors with parental or guardian consent. 

Organ and tissue donations may be used for transplants and medical research.  Today it is possible to transplant 
more than 25 different organs and tissues.  Your decision to become a donor could someday save or prolong the 
life of someone you know, perhaps even a close friend or family member. 

If you decide to become a donor, please discuss it with your family.  Let your Physician know your intentions as 
well.  Obtain a donor card from the Department of Motor Vehicles.  Be sure to sign the donor card and keep it with 
your driver’s license or identification card. 

While organ donation is a deeply personal decision, please consider making this profoundly meaningful and 
important gift. 

 
IMPORTANT TELEPHONE NUMBER FOR OTHER BENEFITS 

Behavioral Health Program - 1-800-399-2421 

 
BLUE CROSS WEB SITE 

Information specific to your benefits and claims history are available by calling Blue Cross at 1-800-288-6928 or by 
logging onto the Blue Cross of California web site at www.bluecrossca.com.  To access benefit information, 
claims payment status, benefit maximum status, participating providers or to order an ID card, simply log on to the 
web site, select “Member,” then “Groups of 51 or More,” and then “Member Services.” You may also submit a 
grievance online or print the Plan Grievance Form through the web site. If you do not have a Personal Identification 
Number (PIN) from Blue Cross, you can request one through the web site and it will be sent to you within seven 
business days. 
 
SPECIAL NOTICE REGARDING REPRODUCTIVE HEALTH CARE SERVICES 

Some hospitals and other providers do not provide one or more of the following services that may be covered under 
your health plan and that you or your family member might need: family planning; contraceptive services, including 
emergency contraception; sterilization, including tubal ligation at the time of labor or delivery; infertility treatments, 
or abortion. You should obtain more information before you select your coverage. Call your respective health care 
provider, or call Blue Cross at 1-800-288-6928 to ensure that you can obtain the health care services that you need. 
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