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Welcome! 

Thank you for  making Blue Cross®  Blue Shield®  of Arizona (BCBSAZ) a part of your healthcare team.  
Making it easy  for you  to take your  next step for  health is what we’re all about.  

This is your Base Benefit Book. Together, this book, the Plan Attachment, and any applicable rider(s) 
are referred to collectively as your Benefit Book. Your Benefit Book is your complete guide to your 
health plan. It is also our contract with you. 

Inside you’ll find everything you need to know about getting care and managing your plan. 

New members 

Take some time to read through this book and any supporting documents when you receive them. If 
this benefit plan does not meet your needs for any reason, you may cancel your policy by sending 
BCBSAZ written notice of cancellation within 10 days of receiving this book or notification that it’s 
been posted to your member portal. You may also contact BCBSAZ to talk about your other 
BCBSAZ plan options. If you choose to cancel the plan, and you prepaid any premium, BCBSAZ will 
refund that premium and cancel the contract for your benefit plan as though it was never in effect. 

Renewing members 

If you are a current BCBSAZ member and want to cancel this  plan, please follow  the instructions in the 
Termination of  Coverage  section of  this book.  

Tip!  Your  Benefit Book  is available t o you online at  azblue.com/MyBlue.  
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Part I: Getting Care 

QUICK START: USING YOUR HEALTH PLAN 
In this section, we cover what you need to get started with your  health coverage. Some of  this  
information is also online at  azblue.com/MyBlue.  We  put  it  in  both places  for  your  convenience.   

Know the Lingo—Top Terms 
Sometimes reading insurance information feels like learning a new language. The top most useful 
terms to know are defined here. You’ll find an in-depth list of terms in Appendix A. 

Allowed amount 

The amount BCBSAZ has agreed to pay for a covered service. The 
allowed amount includes both the BCBSAZ payment and your cost share (see 
definition below). 
Example: Let’s say your doctor normally charges $150 for a particular service  
(that’s the  billed charge). For that service, BCBSAZ has set  the allowed amount at  
$100. That is the amount the doctor will receive as payment for the service.  
Both you and the plan pay the allowed amount to the doctor. If your coinsurance is 
20%, you pay $20 ($100 x 20%) at the time of your appointment, and your plan 
pays $80 ($100 - $20) when the claim is processed. 

Coinsurance 

The percentage of the allowed amount that you pay when you receive a covered 
healthcare service (after meeting your deductible). 
Example:  If the allowed amount for a service is $120 and your coinsurance is 20%,  
you pay $24 ($120 x 20%)  and your plan pays  the other $96 ($120 - $24)  if you’ve 
already met your annual deductible. If you haven’t met  your deductible, you pay the 
full allowed amount of $120 (except in the case of  preventive  services).   

Copay 
or 
Copayment 

The fixed or set dollar amount you pay for certain covered healthcare services. You 
pay your copay at the time you receive care. Prescriptions and network doctor visits 
are examples of covered services that often have copays. Usually, if a copay does 
not apply to a service, you can expect to pay any applicable deductible and 
coinsurance, and vice-versa. 

Cost share 
or 
Out-of-pocket costs 

What you pay for the covered healthcare services you use. Deductibles, 
coinsurance, access fees, and copays are all examples of cost share. Cost share 
does not include your monthly premiums or the cost of any non-covered services 
that you receive. 
Cost  share  may sometimes also be called  out-of-pocket costs or  out-of-pocket  
expenses.  Learn more about cost share in your Plan Attachment.   

Covered services The medically necessary healthcare services or items that are benefits of your 
health plan. 

Deductible 
or 
Calendar-year 
deductible 

The amount you pay toward your covered healthcare services each calendar year 
before BCBSAZ begins to pay its share. Your deductible amount is listed in your 
Plan Attachment and in your Summary of Benefits and Coverage (SBC). 
Example: If your health plan has a $1,000 deductible, you pay the allowed amount  
for the services you use during the  calendar  year until you have paid a total of  
$1,000. After that, BCBSAZ begins paying its share. You will still pay any other  
cost-sharing amounts after  meeting your deductible, such as copays or  
coinsurance.   
Note: Some plans allow you to get some services (such as emergency services) at 
the cost of your copay or coinsurance amount whether or not you’ve met the 
deductible. Copays or coinsurance amounts for these services do not count toward 
your deductible. 
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Network provider 
A doctor, hospital, outpatient surgery center, pharmacy, lab, or other professional or 
place that is contracted with the plan network to provide healthcare services to 
members in the plan. 

Out-of-network 
provider 

A doctor, clinic, hospital, or other provider or healthcare facility that is not in your 
plan network. This plan covers services from out-of-network providers only for 
emergencies, urgent telehealth services, eosinophilic gastrointestinal disorder 
(EGID) formula, medical foods, and precertified services from an out-of-network 
provider. 

Out-of-pocket
maximum 

The amount you pay each calendar year before the plan begins paying 100% of the 
allowed amount (on most covered services) for the remainder of the calendar year. 

Tip! Download the MyBlue AZ℠ mobile app to your smartphone. With our app, you will always have an 
electronic version of your ID card and other helpful information. 

Android™ and iPhone®  phone users  can download the MyBlue AZ mobile app from  either the Google  
Play™ or  Apple®  App Store®  online marketplaces.  
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Discover Your Care Choices 

Who to see or call … When you need … How to use … 

BCBSAZ plan network 
providers Routine and specialty care 

Log in to your MyBlue℠ account and click “Find 
a Doctor.” You can search by name, type, or 
location. 

BlueCare Anywhere℠ 

A visit with a board-certified 
doctor, counselor, or 
psychiatrist without going to an 
office. Have a video 
appointment by computer, 
tablet, or mobile device 
wherever you are. 

Set up your account at BlueCare Anywhere to 
connect any day, any time, including weekends 
and holidays. 
You can also call 1-844-606-1612. 

Urgent care center Non-life-threatening emergency 
care 

Log in to MyBlue, click “Find a Doctor,” and 
select “Doctors by name or specialty, hospitals, 
and clinics.” Choose “Places by Type” and 
enter “urgent care” in the search bar. 

Walk-in clinic 
(may be freestanding, or 
located inside a retail 
store) 

Same-day care for a cold, flu, 
rashes, and other minor 
medical needs, as well as 
vaccinations and wellness 
screenings. You don’t need an 
appointment, but calling ahead 
is a good idea. 

Use our “Find a Doctor” tool in your MyBlue 
account or on our mobile app. Click “Find a 
Doctor,” and select “Doctors by name or 
specialty, hospitals, and clinics.” Choose 
“Places by Type” and enter “Health Service 
Clinic/Center” to search for locations closest to 
you. 

Nurse On Call 
Advice from a registered nurse 
for illnesses like fevers and the 
flu, and minor injuries. 

Call 1-866-422-2729 (open 24 hours a day, 
seven days a week). 

Pediatric vision providers Pediatric vision exams and 
eyewear 

Use the “Find a Doctor” tool on azblue.com. 
Click “Find a Doctor” and then “I am a BCBSAZ 
Member who bought my own health plan.” 
Under “Search a Network,” choose the 
pediatric vision option that applies to your 
county. This will take you to the Davis Vision 
Network where you can search by area, name, 
and more. 
You can also call  1-866-999-3259.  

Call 9-1-1 or go straight to the closest emergency room if you have a medical emergency. 

Tip! Always carry your BCBSAZ ID card with you. Your card lists certain essential health plan 
details and tells you who to call for help. Show your ID card when you: 

• Visit a doctor or other healthcare professional 

• Go to a drugstore or pharmacy to get medication your doctor prescribes for you 

• Visit an urgent care clinic, hospital, or emergency room 
You’ll also need y our  ID  card when you call us, and when you sign up f or  your online  MyBlue  account.  
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See Your Primary Care Provider When You Need Care 
With your health plan, you have a primary care provider (PCP). Your PCP is the first one to call or see 
when you need healthcare services. In fact, you must get a referral from your designated primary care 
provider (PCP) for all non-emergency and non-urgent professional specialist services provided in an 
office setting. 

There a f ew exceptions as  we note in the  Your Health Plan Benefits  section.  This requirement  also  
does not  apply to:   

• Cardiac and pulmonary  rehabilitative and 
habilitative  services  

• Chiropractic services   

• Obstetrics  or gynecology providers  

• Outpatient  behavioral  health services  

• Pediatric dental  and vision services  

• Physical, occupational, speech, or    
cognitive  therapy        

• Telehealth services  provided by  BlueCare 
Anywhere  

• Urgent  care/walk-in clinic services   

If you do not get a referral from your designated PCP for services that require a referral, the services 
will not be covered under this benefit plan, and you will be responsible for paying the provider’s billed 
charges for those services. 

If you go out  of  network for a covered service (i.e., urgent  telehealth  services, EGID formula, medical  
foods,  and precertified services from an out-of-network provider),  the provider may require payment  
from you.  Because the service is covered, though, you should still file a claim with BCBSAZ. When you 
do, your payment will be applied toward your  deductible. If you’ve already  met your calendar-year  
deductible, you may receive money back  after we  process your claim. You can find claim  forms  and 
filing instructions in your  MyBlue  account  under “Member Resources.”   

You’ll find more information about choosing, changing, and getting referrals from your  PCP in the  
section  Working with  Your PCP.  

Ask for Precertification When Required 
Some covered services and prescriptions need an “okay” from BCBSAZ before you get them. Getting 
an okay is called precertification. You don’t need one for doctor visits, preventive care, urgent care, or 
emergency care. 

You’ll find more details  about precertification in  the  Precertification  section. On the BCBSAZ website,  
you’ll find  precertification lists  for:   

• Medical services at  azblue.com/individualsandfamilies/resources/forms   

• Medications at  azblue.com/Pharmacy  
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Connect with Us! 
When you have questions, we’re here with answers. 

Online Your plan comes  with a  personalized online  MyBlue  account. Set up your  account  today  so  
you can:   

• See an overview  of what your  health plan covers  and how it works  (this is   
your Summary of Benefits and Coverage,  available under  “Plan Benefits”)  

• Check  the status of  a claim (under “Claims Search”)  

• Find doctors, hospitals, or  other healthcare pr oviders  in your plan’s  network  using the 
“Find a Doctor” tool  

• Use the Drug Cost/Copay Calculator (under “Pharmacy”), and much more.   

By phone Our Customer Service team is  here for you from  8 a.m.  to 4:30 p.m. Arizona time, Monday  
through Friday. We’re closed on  holidays.   

• You’ll find the phone number for Customer  Service on the back  of your  ID card.   

• We also have special lines  for:  
– TTY  1-800-770-8973 or  711  
– Help  in Spanish (en español)  602-864-4884
– A new ID card  602-864-4400 (within Phoenix Metro area)  

1-800-232-2345  (outside Phoenix Metro)   
– Pharmacy  1-866-325-1794 (open 24/7)  
– Chiropractic  1-800-678-9133  
– Pediatric  Vison  1-866-999-3259
– Fraud &  Abuse Hotline  602-864-4875 or 1-800-232-2345,  ext. 4875  
– Telehealth Services   

(provided by BlueCare Anywhere)  
1-844-606-1612  

    
   

  
     

   
   

  
 
 

By mail Blue Cross  Blue Shield of Arizona   
P.O. Box 13466  
Phoenix, AZ 85002-3466 

Social media Like us on Facebook:  www.facebook.com/bcbsaz   
Follow us on Twitter:  www.twitter.com/bcbsaz   
Email complaints and concerns to socialcares@azblue.com  
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YOUR HEALTH PLAN BENEFITS  

This section tells you about the benefits that come with your BCBSAZ health plan. There is a general 
definition of covered services and a description of each benefit. Some covered benefits are limited to a 
certain number of visits or items, or dollar amount. These limits are stated within each individual benefit 
description. 

You’ll also  find a list of  services that are not  covered  in this section.  Be sure to review  this list  before 
you see a doctor, have a lab test, fill  a prescription, or  use any other type of  benefit. That’s how you can 
make sure you use only covered benefits.    

You’ll find an in-depth list of  terms  in  Appendix A. It’s a good place to check if you come across  a word 
that is  not familiar.  

What’s Covered 
Your BCBSAZ health plan covers a wide range of services and items to help you protect your health. 
The services and items covered include all those required by federal and state law. 

A service or item is covered when it is all of these: 

• A benefit of this plan; 

• Given by a contracted, network provider acting within the scope of their practice as determined by 
BCBSAZ or BCBSAZ’s contracted vendor(s) with one exception: A network provider is not 
required for emergencies, or when BCBSAZ has precertified (okayed in advance) use of an out 
of-network provider; 

• Has a referral from the member’s designated PCP, if a referral is required; 

• Medically or dentally necessary as determined by BCBSAZ or BCBSAZ’s contracted vendor(s); 

• Not excluded  by this plan. (That is, the service or item  is  not listed in the  What’s Not Covered       
section  of this  Base Benefit Book,  or noted i n this section as  “Not covered”);        

• Not experimental or investigational  as  determined by BCBSAZ (does  not apply to covered    
services that are part of an approved clinical trial; see  Clinical Trials  in this section for more    
information);        

• Precertified  (okayed i n advance)  when required (see  Precertification  for  more  information);  and  
• Provided while this plan is in effect, and while you are eligible for benefits. 

BCBSAZ decides if the service or item meets all factors for coverage. 

Note about changes in level of care 

Some covered benefits listed in this book will refer you to the following statement. When you see the 
statement it means that level of care changes apply to that specific benefit. 

Some inpatient facilities provide different levels of  care within the same facility. For example,  a single  
hospital  may  offer acute inpatient,  inpatient  rehabilitation,  and other inpatient care. If  you move or   
transfer between different levels of inpatient care,  even within the  same facility, your cost-share amount  
will change to match your level  of care. If  you are moving to a level  of  care that requires  precertification,  
you will need to have BCBSAZ  precertify the new level  of care.  See the Precertification  section to learn 
how this  process works.   
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A.  AMBULANCE SERVICES  

Services covered: 
• Ground ambulance transportation from the site of an emergency, accident, or sudden illness 

to the nearest facility that can give you the proper treatment. 

• Air or water ambulance transportation to the nearest facility that can give you the proper 
treatment when: 
– The emergency, accident, or sudden illness occurs in an area that a ground vehicle can’t 

get to; or 
– Transport by ground ambulance would be harmful to your medical condition. 

• Ground, water, or air ambulance transfer from one facility to another when the transferring 
facility is unable to give you the level of service you need. 

Not covered: 

• Air ambulance transfers to a facility that is not an acute care facility. For example, a skilled 
nursing facility and an extended active rehabilitation facility are not acute care facilities. 
Therefore, air ambulance transfers to one of these types of facilities would not be covered. 

• All other  expenses  for travel  and transportation are not covered, except for the benefits  
described in the  Transplant  Travel and Lodging  and Travel Reimbursement (Outside Service 
Area)  sections.  

B.  BEHAVIORAL HEALTH SERVICES   

Behavioral health services include treatment for mental health, chemical dependency, and 
substance use disorder. Behavioral health services for minors that are otherwise covered under 
this section will not be denied solely on the basis that the services are provided in a school setting 
or are ordered by a court. 
B.1 Inpatient Hospital Services  

Services covered:  
• Diagnostic testing 

• Intensive care units and other special care units 

• Medications, biologicals (medications that come from a living source, such as a vaccine 
or human insulin), and solutions 

• Room and board in a semi-private room, or a standard private room (not deluxe) if the hospital 
only has private rooms, or if a private room is medically necessary 

• Treatment and recovery rooms and equipment for covered services 

Not covered:  See  Behavioral Health Services Exclusions.  

B.2  Sub-Acute Inpatient Behavioral Health Hospitalization (including residential treatment)  
Services covered: 
• Diagnostic testing 

• Medications, biologicals, and solutions 
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• Room and board in a semi-private room, or a standard private room (not deluxe) if the facility 
only has private rooms, or if a private room is medically necessary 

• Special care units 

• Treatment and recovery rooms and equipment for covered services 

Benefits are also available for inpatient behavioral health services that meet all 
of the following criteria: 

• A doctor or registered nurse practitioner is present on the premises of the facility (in the 
building or on the campus) or on call at all times; 

• The facility has 24/7 onsite RN coverage; 

• The facility has enough behavioral health professional staff to provide the treatment you need; 

• The facility is licensed to provide behavioral health services to patients who 1) must 
have 24-hour skilled care, and 2) are able to meet treatment goals in a reasonable 
period of time; 

• The facility’s clinical director is a behavioral health professional who directs the behavioral 
health services offered at the facility; 

• The facility’s medical director is a doctor or registered nurse practitioner who directs 
the physical health services offered at the facility; and 

• The services meet BCBSAZ’s Medical Necessity Definition, Guidelines, and Criteria. 
🡆 See the Note about Changes in Level of Care for important information about this benefit. 

Not covered: See Behavioral Health Services Exclusions. 

B.3 Behavioral Health Services (outpatient facility and professional services) 
Your plan covers services for these non-emergency outpatient behavioral health services: 
psychotherapy, outpatient therapy for chemical dependency or substance use disorder, diagnostic 
office visits, certain office visits for monitoring of behavioral health conditions or medications, 
intensive outpatient services, counseling for personal and family problems, electroconvulsive 
therapy (ECT), and partial hospitalization. 
🡆 See the Note about Changes in Level of Care for important information about this benefit. 

Not covered: See Behavioral Health Services Exclusions. 

B.4 Behavioral Therapy Services for the Treatment of Autism Spectrum Disorder 
There are some terms to know for this benefit: 

• Autism spectrum disorder (ASD) means autistic disorder, Asperger’s syndrome, or pervasive 
developmental disorder (not otherwise specified), as defined by current evidence-based 
criteria and referenced in the most current version of the Diagnostic and Statistical Manual of 
Mental Disorders of the American Psychiatric Association. 

• Behavioral therapy means interactive therapies derived from evidence-based research, 
including applied behavior analysis, which includes discrete trial training, pivotal response 
training, intensive intervention programs, and early intensive behavioral intervention. 

Your plan covers services for behavioral therapy services for the treatment of ASD for members 
who have been diagnosed with ASD. Covered behavioral therapy services must be delivered by a 
provider who is licensed or certified as required by law. 
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Not covered: See Behavioral Health Services Exclusions. 

B.5 Behavioral Health  Services Exclusions  
Your plan does not cover: 

• Development of a learning plan, and treatment and education for learning disabilities (such as 
reading and arithmetic disorders) 

• IQ testing 

C. CATARACT SURGERY AND KERATOCONUS 

Services covered: 
• Removal of cataracts, including placement of a single intraocular lens at the time of the 

cataract removal 

• First pair of external contact lenses or eyeglasses after cataract surgery, and first pair of 
contact lenses for treatment of keratoconus 

Not covered: Procedures associated with cataract surgery that are not included in this benefit 
description. These include replacement, piggyback, or secondary intraocular lenses, and any 
other treatments or devices for refractive correction. 

D. CHIROPRACTIC SERVICES 

Your plan covers services for chiropractic services. Physical medicine and rehabilitative services 
provided by a chiropractor do not count toward the 60-visit limit on physical therapy, occupational 
therapy, speech therapy, cognitive therapy, and cardiac and pulmonary habilitative and 
rehabilitative services. 

Coverage limits: 20 chiropractic visits per member, per calendar year. Visits provided in the 
home count toward the 20-visit limit. This limit does not apply to claims submitted with a primary 
behavioral health diagnosis. 

Not covered: Maintenance or preventive treatment consisting of routine, long-term, or non-
medically necessary care provided to prevent reoccurrences or to maintain the patient’s status. 

E. CHRONIC DISEASE EDUCATION AND TRAINING 

Your plan covers services for chronic disease education and training (including nutritional 
counseling and training) for members diagnosed with one or more of the following conditions: 

• Asthma  

• Behavioral health  

• Cardiovascular disease  

• Coronary artery disease  

• Eating disorders  

• Food allergies  

• Gastrointestinal disorders  

• Heart failure  

• High  cholesterol/hyperlipidemia  

• Hypertension  

• Obesity  

• Pre-diabetes and diabetes  

• Renal disease/renal failure  
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Education and training must be from providers whose services are: 

• Conducted in person; 

• Prescribed as part of a comprehensive plan of care to enhance therapy compliance and 
improve self-management skills and knowledge; and 

• Provided in an outpatient setting (outpatient hospital, doctor’s office, or other healthcare 
facility, excluding home health). 

F.  CLINICAL TRIALS  

Your plan covers services related to an approved clinical trial. An approved clinical trial is defined 
by BCBSAZ as a Phase 1, 2, 3, or 4 clinical trial conducted for the prevention, detection, or 
treatment of cancer or other life-threatening disease or condition and approved or funded by at 
least one of the following: 

• A panel of qualified, recognized clinical research experts affiliated with an Arizona academic 
health institution; 

• An application for an investigational new drug that has been reviewed by the Food and Drug 
Administration (FDA); 

• The National Institutes of Health (NIH), including an NIH health cooperative group or center, 
or a qualified research entity that meets the criteria established by NIH for grant eligibility; 

• The U.S. Department of Defense; or 
• The U.S. Department of Veterans Affairs. 

Services covered: 
• Benefits are available for covered services directly associated with an approved clinical trial 

meeting all requirements specified by applicable federal and Arizona law. 

• Benefits are limited to those services covered under this plan that would be required if you 
received standard, non-investigational treatment. 

• Services may include laboratory, radiology, physician services, medical diagnostic, and/or 
surgical procedures. 

To have your plan cover services associated with an approved clinical trial, you or your provider 
must inform BCBSAZ that: 

• You are enrolled in a clinical trial; 

• The trial meets the requirements of applicable law; and 
• The services to be rendered are directly associated with the trial. 

Otherwise, BCBSAZ only covers services associated with clinical trials as required by law and will 
administer your benefits according to the other terms of your benefit plan, which may result in a 
denial of benefits. If you have any questions about whether a particular service is covered, please 
call Customer Service at the number on your ID card. 

Not covered: 
• Any item, device, or service that is the subject of the clinical trial, or which is provided solely to 

meet the need for data collection and analysis 

• Clinical trials not required by law to be covered 
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• Costs and services usually paid for by government, biotechnical, pharmaceutical, or device 
industry sources 

• Costs of managing the research of the clinical trial 

• Costs related to clinical trials that do not meet the applicable requirements 

• Investigational drugs (except as stated under Medications for the Treatment of Cancer) or 
devices 

• Non-health services that might be required in order for a person to receive treatment or 
intervention, such as travel and transportation and lodging expenses 

• Services otherwise not covered under this plan 

G.  DENTAL SERVICES—MEDICAL   

Be sure to use a dentist who is contracted with the plan network to provide medical-related dental 
services. Not all network dentists are contracted to provide this type of service. 

G.1 Dental Accident  Services  
There are some terms to know for this benefit:       
Accidental dental injury  is an accidental  injury to a sound natural tooth.       
A sound natural tooth is a tooth that is:  

• Whole or virgin; or 
• Restored with amalgam (silver filling) or composite resin (tooth-colored filling) or restored by 

cast metal, ceramic/resin-to-metal, or laboratory processed resin/porcelain restorations 
(crowns); and 

• Without current endodontal (tooth pulp or root) disease; and 
• Not in need of the treatment provided for any reason other than as the result of an accidental 

dental injury. 

Benefits are available when provided to repair or replace a sound tooth that has be<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>