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Blue Cross of California (BCC) and BC Life & Health Insurance Company (BCL&H) are Independent Licensees of the Blue Cross Association (BCA).  
The Blue Cross name and symbol are registered service marks of the BCA. SC1339

BeneFits from Blue Cross 
Plan Comparison & Overview 

Blue Cross of California (BCC) BC Life & Health (BCL&H) is  
is a health care service plan regulated by  an insurance company regulated 
the Department of Managed Health Care by the Department of Insurance 

 Hospital PPO Plans offered by BCL&H Comprehensive PPO Plan
offered by BCL&H 

Comprehensive HMO Plan
offered by BCC

Member pays all amounts unless noted. 

Amounts cover in-network services only; 
member pays more out-of-network. 

1
Hospital BeneFits

2
Hospital BeneFits

Plus

3
Hospital BeneFits

Preferred

4
PPO $35 Copay 

GenRx Plan 

5
Power Select 

HMO Plan 
Lifetime Covered Charges  
Paid by Blue Cross

$5,000,000 Unlimited 

Annual Deductible
Amount member pays first for covered services  
before plan benefits start;  waived for  some services

$1,250 per member 
(2 family member

maximum*) 

$1,000 per member
(2 family member

maximum*)

$750 per member
(2 family member

maximum*)

$500 per member
(2 family member 

maximum*)
$500 per member

Annual Out-of-Pocket Maximum 
The most a member pays in a year for 
qualified covered services before plan pays 
100% for most in-network services 

Annual Deductible plus $2,500

$4,000 per member
(includes deductible) 

(2 family member 
maximum*)

$2,250 per member
$4,500 family aggregate*

(includes deductible)

Prescription Drugs
Amounts shown are copays per 30-day supply $15 - Generic Only

Generic: $15
Brand: $25 (after $150 

brand deductible)
Doctor Visits and
Related Professional Services 

No benefits

50% coinsurance for first 
$1,000 of covered expenses

and 100% after that
(maximum Blue Cross 

payment of $500 per year)

50% coinsurance for first 
$1,500 of covered expenses

and 100% after that
(maximum Blue Cross 

payment of $750 per year)

Doctor Visits: $35 copay 
first 12 visits; then 45%

Professional Services
including lab & maternity: 

35%

Doctor Visits: $25 copay 
Primary Care Physician; 
$35 copay Specialist or 

Referral Care
Professional Services

including lab & maternity:
no charge

HealthyCheckSM Screening - Preventive 
health screenings; includes lab & immunizations Choose $25 or $75 screening option Not available 

Inpatient Hospital Coverage 
30% after deductible 35% after deductible

Facility: 10%
Professional Services:  

no charge
Emergency Care
Member is also responsible for $100 copay  
on all plans -  waived if admitted

30% after deductible 35% after deductible $100 Emergency Room 
copay -  waived if admitted

Dental Coverage 
None None

2 free cleanings & up to 
$500 benefit**

after $25 deductible
None None

Vision Coverage None None Up to $100 benefit** None None 

* 2 family member maximum means that two covered members of the family must meet this amount separately to satisfy the requirement for all covered family members; aggregate means that all
covered family members' eligible expenses can be combined to meet the family requirement. 

** Dental and Vision benefit amounts cover Blue Cross payments for eligible expenses only as outlined in the Certificate. 

IMPORTANT: This overview should be used only for high level benefit comparisons using in-network providers; refer to the Summaries of Features, Certificates and/or Combined 
Evidence of Coverage and Disclosure Forms for comprehensive descriptions of coverage, benefits, special circumstances and limitations. Please note that In-network providers accept 
Blue Cross negotiated fee rates as payment in full for covered services. PPO plans: benefits listed are based on the negotiated fee rate for In-Network providers (Out-of-Network 
providers can charge more than the Negotiated Fee Rate); benefits listed are based on Customary and Reasonable charges (in cases of medical emergencies) for Out-of-Network 
providers; when members use an Out-of-Network provider, they must pay the applicable copayment or coinsurance, plus any charges that exceed that allowable amount. 

TH
IS

 IS
 A

 H
IG

H
 L

EV
EL

 C
O

M
PA

RI
SO

N
 O

F 
A

LL
 P

LA
N

S 
IN

TR
O

D
U

C
ED

 O
N

 P
A

G
ES

 4
 &

 5
.  

Pl
ea

se
 n

o
te

 im
p

o
rt

an
t e

xc
lu

si
o

n
s 

an
d

 li
m

it
at

io
n

s 
o

n
 

p
ag

es
 1

0-
13

.  
N

o
te

 th
is

 p
ag

e 
is

 p
ri

n
te

d
 in

 E
n

g
lis

h
 o

n
 o

n
e 

si
d

e 
an

d
 S

p
an

is
h

 o
n

 th
e 

o
th

er
; C

h
in

es
e 

an
d

 K
o

re
an

 v
er

si
o

n
s 

ar
e 

av
ai

la
b

le
 a

t 
w

w
w

.b
lu

ec
ro

ss
ca

.c
o

m
- 

as
k 

yo
u

r a
g

en
t o

r c
al

l C
u

st
o

m
er

 S
er

vi
ce

 fo
r a

ss
is

ta
n

ce
 (8

00
) 6

27
-8

79
7.

 




