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PLAN COMPARISON CHARTS

Effective September 1, 2023

HEALTH PLANS COMPARISON CHART 
EMPLOYEES AND RETIREES NOT ELIGIBLE FOR MEDICARE

EFFECTIVE SEPTEMBER 1, 2023

This chart shows your share of costs for commonly used medical, mental health, prescription drug and diabetes supply benefi ts in 
the HealthSelect of Texas® and Consumer Directed HealthSelectSM plans. For in-depth information about eligibility, services that are 
covered and not covered, and how benefi ts are paid, view the Master Benefi ts Plan Document (MBPD) on your plan’s website. If 
there is a confl ict between the MBPD, MBPD Amendments and this chart, the MBPD and its Amendments will control.
Blue Cross and Blue Shield of Texas (BCBSTX) administers medical and mental health benefi ts in both plans. OptumRx, an affi liate 
of UnitedHealthcare®, manages prescription drug benefi ts for the plans. As administrators, they process claims and oversee the 
provider networks and drug formularies. ERS designs the benefi ts and pays the claims.

HealthSelect of Texas® 
and HealthSelectSM 

Out-of-State
In-Network

HealthSelect of Texas 
and HealthSelect 

Out-of-State 
Out-of-Network

Consumer Directed 
HealthSelectSM 

High-deductible 
Health Plan
In-Network

Consumer Directed 
HealthSelect 

High-deductible 
Health Plan 

 Out-of-Network
Administrator Blue Cross and Blue Shield of Texas (BCBSTX)

Annual deductible None $500 per individual
$1,500 per family

$2,100 per individual, 
$4,200 per family
To help cover part of the 
deductible, the State contributes 
to an eligible participant’s health 
savings account: 
$540/year for an individual, 
$1,080/year for a family

$4,200 per individual, 
$8,400 per family
To help cover part of the 
deductible, the State contributes 
to an eligible participant’s health 
savings account: 
$540/year for an individual, 
$1,080/year for a family

Out-of-network 
benefi ts? Yes. See next page for details. Yes. See next page for details.

Balance billing? 
(Balance billing is when 
an out-of-network 
provider charges you 
the difference between 
their billed charges 
and the plan’s allowed 
amount.)

Yes. Balance billing may apply to 
certain out-of-network services. 
For more information, see the 
plan’s Master Benefi t Plan 
Document.

Yes. Balance billing may apply to 
certain out-of-network services. 
For more information, see the 
plan’s Master Benefi t Plan 
Document.

Total in-network out-
of-pocket maximum
(including deductibles, 
coinsurance and 
copays)1

Jan. 1 – Dec. 31, 2023: 
$7,050 per person; 
$14,100 per family
Jan. 1 – Dec. 31, 2024:
$7,500 per person;
$15,000 per family

Jan. 1 – Dec. 31, 2023: 
$7,050 per person; 
$14,100 per family
Jan. 1 – Dec. 31, 2024:
$7,500 per person;
$15,000 per family

Out-of-pocket 
coinsurance 
maximum

$2,000 per person $7,000 per person None None

Inpatient copay 
maximum

$750 copay max, up to 5 days per hospital stay
$2,250 copay max per calendar year per person None None

Primary care provider 
(PCP) required?

Participants who live and work in 
Texas: Yes
Out-of-state participants: No

No No No

Referrals required?
Participants who live and work in 
Texas: Yes
Out-of-state participants: No

No No No

1Includes medical and prescription drug copays, coinsurance and deductibles. Excludes non-network and bariatric services.

All Texas Employees Group Benefi ts Program (GBP) benefi ts could change without notice. The Texas Legislature decides the level of funding for such benefi ts and has 
no continuing obligation to provide those benefi ts beyond each fi scal year.

Medical Benefi ts

Service

HealthSelect of Texas® 
and HealthSelectSM 

Out-of-State
In-Network

HealthSelect of Texas 
and HealthSelect 

Out-of-State 
Out-of-Network

Consumer Directed 
HealthSelectSM 

High-deductible 
Health Plan
In-Network

Consumer Directed 
HealthSelect 

High-deductible 
Health Plan 

 Out-of-Network

Allergy treatment
Covered at 100% if 
administered in a physician’s 
offi ce; 20% coinsurance in any 
other outpatient location

40% coinsurance after annual 
deductible is met

20% coinsurance after annual 
deductible is met

40% coinsurance after annual 
deductible is met

Ambulance services 
(for emergencies) 20% coinsurance 20% coinsurance; annual 

deductible does not apply
20% coinsurance after annual 
deductible is met

20% coinsurance after annual 
in-network deductible is met

Bariatric surgery2
• Deductible: $5,000
• Coinsurance: 20%
• Lifetime max: $13,000

Not covered Not covered Not covered

Chiropractic care

• Without offi ce visit: 20% 
coinsurance

• With offi ce visit: $40 copay 
plus 20% coinsurance 

• Maximum benefi ts of $75 per 
visit and maximum of 30 visits 
per calendar year

40% coinsurance after annual 
deductible is met. 
Maximum benefi ts of $75 per 
visit and maximum of 30 visits 
per calendar year.

20% coinsurance after annual 
deductible is met. 
Maximum benefi ts of $75 per 
visit and maximum of 30 visits 
per calendar year.

40% coinsurance after annual 
deductible is met.
Maximum benefi ts of $75 per 
visit and maximum of 30 visits 
per calendar year.

Diagnostic 
A1c testing (for 
participants diagnosed 
with diabetes)

20% coinsurance; 
see page 6 for details.

40% coinsurance after annual 
deductible is met; see page 6 
for details.

20% coinsurance after annual 
deductible is met; see page 6 
for details.

40% coinsurance after annual 
deductible is met; see page 6 
for details.

Diabetes 
equipment2

20% coinsurance; 
see page 6 for details.

40% coinsurance after annual 
deductible is met; see page 6 for 
details.

20% coinsurance after annual 
deductible is met; see page 6 for 
details.

40% coinsurance after annual 
deductible is met; see page 6 for 
details.

Diabetes supplies See page 6 for details.
Diagnostic X-rays 
and lab tests 20% coinsurance 40% coinsurance after annual 

deductible is met
20% coinsurance after annual 
deductible is met

40% coinsurance after annual 
deductible is met

Diagnostic 
mammography Covered at 100% 40% coinsurance after annual 

deductible is met Covered at 100% 40% coinsurance after annual 
deductible is met

Durable medical 
equipment2 20% coinsurance 40% coinsurance after annual 

deductible is met
20% coinsurance after annual 
deductible is met

40% coinsurance after annual 
deductible is met

Facility-based 
providers (radiologists, 
pathologists and labs, 
anesthesiologists, 
emergency room 
physicians etc.)

20% coinsurance

Emergencies: 20% 
coinsurance; annual deductible 
does not apply.
Non-emergencies: 40% 
coinsurance after annual 
deductible is met.

20% coinsurance after annual 
deductible is met

Emergencies: 20% coinsurance 
after annual in-network 
deductible is met.
Non-emergencies: 40% 
coinsurance after annual out-
of-network deductible is met.

Facility emergency 
care (non-FSER) 
and hospital-affi liated 
freestanding 
emergency 
departments2

$150 copay plus 20% 
coinsurance
(If admitted, copay will apply to 
hospital copay.)

Emergencies: $150 copay plus 
20% coinsurance (If admitted, 
copay will apply to hospital 
copay.) Annual deductible does 
not apply.
Non-emergencies: $150 copay 
plus 40% coinsurance after annual 
out-of-network deductible is met.

20% coinsurance after annual 
deductible is met

Emergencies: 20% coinsurance 
after annual in-network 
deductible is met.
Non-emergencies: 40% 
coinsurance after annual out-
of-network deductible is met.

Freestanding 
emergency room 
facility (FSER)

$150 copay plus 
20% coinsurance

Emergencies: $300 copay 
plus 20% coinsurance; annual 
deductible does not apply.
Non-emergencies: $300 copay 
plus 40% coinsurance after annual 
out-of-network deductible is met.

20% coinsurance after annual 
deductible is met

Emergencies: 20% coinsurance 
after annual in-network 
deductible is met.
Non-emergencies: 40% 
coinsurance after annual out-
of-network deductible is met.

Habilitation and 
rehabilitation services 
- outpatient therapy 
(including physical 
therapy, occupational 
therapy and speech 
therapy)2

20% coinsurance 40% coinsurance after annual 
deductible is met

20% coinsurance after annual 
deductible is met

40% coinsurance after annual 
deductible is met

2Prior authorization may be required. 
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Medical Benefi ts

Service

HealthSelect of Texas® 
and HealthSelectSM 

Out-of-State
In-Network

HealthSelect of Texas 
and HealthSelect 

Out-of-State 
Out-of-Network

Consumer Directed 
HealthSelectSM 

High-deductible 
Health Plan
In-Network

Consumer Directed 
HealthSelect 

High-deductible 
Health Plan 

 Out-of-Network

Allergy treatment
Covered at 100% if 
administered in a physician’s 
offi ce; 20% coinsurance in any 
other outpatient location

40% coinsurance after annual 
deductible is met

20% coinsurance after annual 
deductible is met

40% coinsurance after annual 
deductible is met

Ambulance services 
(for emergencies) 20% coinsurance 20% coinsurance; annual 

deductible does not apply
20% coinsurance after annual 
deductible is met

20% coinsurance after annual 
in-network deductible is met

Bariatric surgery2
• Deductible: $5,000
• Coinsurance: 20%
• Lifetime max: $13,000

Not covered Not covered Not covered

Chiropractic care

• Without offi ce visit: 20% 
coinsurance

• With offi ce visit: $40 copay 
plus 20% coinsurance 

• Maximum benefi ts of $75 per 
visit and maximum of 30 visits 
per calendar year

40% coinsurance after annual 
deductible is met. 
Maximum benefi ts of $75 per 
visit and maximum of 30 visits 
per calendar year.

20% coinsurance after annual 
deductible is met. 
Maximum benefi ts of $75 per 
visit and maximum of 30 visits 
per calendar year.

40% coinsurance after annual 
deductible is met.
Maximum benefi ts of $75 per 
visit and maximum of 30 visits 
per calendar year.

Diagnostic 
A1c testing (for 
participants diagnosed 
with diabetes)

20% coinsurance; 
see page 6 for details.

40% coinsurance after annual 
deductible is met; see page 6 
for details.

20% coinsurance after annual 
deductible is met; see page 6 
for details.

40% coinsurance after annual 
deductible is met; see page 6 
for details.

Diabetes 
equipment2

20% coinsurance; 
see page 6 for details.

40% coinsurance after annual 
deductible is met; see page 6 for 
details.

20% coinsurance after annual 
deductible is met; see page 6 for 
details.

40% coinsurance after annual 
deductible is met; see page 6 for 
details.

Diabetes supplies See page 6 for details.
Diagnostic X-rays 
and lab tests 20% coinsurance 40% coinsurance after annual 

deductible is met
20% coinsurance after annual 
deductible is met

40% coinsurance after annual 
deductible is met

Diagnostic 
mammography Covered at 100% 40% coinsurance after annual 

deductible is met Covered at 100% 40% coinsurance after annual 
deductible is met

Durable medical 
equipment2 20% coinsurance 40% coinsurance after annual 

deductible is met
20% coinsurance after annual 
deductible is met

40% coinsurance after annual 
deductible is met

Facility-based 
providers (radiologists, 
pathologists and labs, 
anesthesiologists, 
emergency room 
physicians etc.)

20% coinsurance

Emergencies: 20% 
coinsurance; annual deductible 
does not apply.
Non-emergencies: 40% 
coinsurance after annual 
deductible is met.

20% coinsurance after annual 
deductible is met

Emergencies: 20% coinsurance 
after annual in-network 
deductible is met.
Non-emergencies: 40% 
coinsurance after annual out-
of-network deductible is met.

Facility emergency 
care (non-FSER) 
and hospital-affi liated 
freestanding 
emergency 
departments2

$150 copay plus 20% 
coinsurance
(If admitted, copay will apply to 
hospital copay.)

Emergencies: $150 copay plus 
20% coinsurance (If admitted, 
copay will apply to hospital 
copay.) Annual deductible does 
not apply.
Non-emergencies: $150 copay 
plus 40% coinsurance after annual 
out-of-network deductible is met.

20% coinsurance after annual 
deductible is met

Emergencies: 20% coinsurance 
after annual in-network 
deductible is met.
Non-emergencies: 40% 
coinsurance after annual out-
of-network deductible is met.

Freestanding 
emergency room 
facility (FSER)

$150 copay plus 
20% coinsurance

Emergencies: $300 copay 
plus 20% coinsurance; annual 
deductible does not apply.
Non-emergencies: $300 copay 
plus 40% coinsurance after annual 
out-of-network deductible is met.

20% coinsurance after annual 
deductible is met

Emergencies: 20% coinsurance 
after annual in-network 
deductible is met.
Non-emergencies: 40% 
coinsurance after annual out-
of-network deductible is met.

Habilitation and 
rehabilitation services 
- outpatient therapy 
(including physical 
therapy, occupational 
therapy and speech 
therapy)2

20% coinsurance 40% coinsurance after annual 
deductible is met

20% coinsurance after annual 
deductible is met

40% coinsurance after annual 
deductible is met

2Prior authorization may be required. 
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Service

HealthSelect of Texas® 
and HealthSelectSM 

Out-of-State
In-Network

HealthSelect of Texas 
and HealthSelect 

Out-of-State 
Out-of-Network

Consumer Directed 
HealthSelectSM 

High-deductible 
Health Plan
In-Network

Consumer Directed 
HealthSelect 

High-deductible 
Health Plan 

 Out-of-Network
Hearing aids 
requiring a 
prescription (for 
covered participants 
over age 18)

Plan pays up to $1,000 per ear for any consecutive 36-month 
period and $1 per battery. In-network and out-of-network hearing 
aids are covered at the same benefi t level.

Plan pays up to $1,000 per ear every three years after deductible 
is met.

Hearing aids 
requiring a 
prescription (for 
participants 18 years 
of age and younger)

Plan pays 100%; limit of one hearing aid per ear for any 
consecutive 36-month period and $1 per battery (In-network and 
out-of-network hearing aids are covered at the same benefi t level.) 

20% coinsurance after annual in-network deductible is met (In-
network and out-of-network hearing aids are covered at the same 
benefi t level.)

High-tech radiology 
(CT scan, MRI and 
nuclear medicine)2

$100 copay plus 20% 
coinsurance

$100 copay plus 40% 
coinsurance after annual 
deductible is met

20% coinsurance after annual 
deductible is met

40% coinsurance after annual 
deductible is met

Home health care2 20% coinsurance 40% coinsurance after annual 
deductible is met

20% coinsurance after annual 
deductible is met

40% coinsurance after annual 
deductible is met

Hospice care2 20% coinsurance 40% coinsurance after annual 
deductible is met

20% coinsurance after annual 
deductible is met

40% coinsurance after annual 
deductible is met

Inpatient hospital 
facility 
(semi-private room 
and day’s board, and 
intensive care unit)2

• $150/day copay plus 20% 
coinsurance

• $750 copay max, up to 5 days 
per hospital stay

• $2,250 copay max per 
calendar year per person

• $150/day copay plus 40% 
coinsurance after annual 
deductible is met.

• $750 copay max, up to 5 days 
per hospital stay

• $2,250 copay max per 
calendar year per person

20% coinsurance after annual 
deductible is met

40% coinsurance after annual 
deductible is met

Maternity care 
doctor charges only; 
inpatient hospital 
copays will apply

$25 or $40 for fi rst prenatal 
visit; no charge for routine 
postnatal appointments

40% coinsurance after annual 
deductible is met

No charge for routine prenatal 
and postnatal appointments after 
annual deductible is met and 
20% coinsurance for initial visit

40% coinsurance after annual 
deductible is met

Medications 
and injections 
administered by a 
provider2

• Physician's offi ce: Covered at 
100% after copay (or 100% 
if no charge is assessed for 
offi ce visit)

• Any other outpatient location: 
20% coinsurance.

• Preventive vaccines covered 
at 100%

40% coinsurance after annual 
deductible is met

20% coinsurance after annual 
deductible is met
Preventive vaccines covered 
at 100%

40% coinsurance after annual 
deductible is met

Offi ce surgery 
and diagnostic 
procedures

20% coinsurance 40% coinsurance after annual 
deductible is met

20% coinsurance after annual 
deductible is met

40% coinsurance after annual 
deductible is met

PCP offi ce visit $25 copay 40% coinsurance after annual 
deductible is met

20% coinsurance after annual 
deductible is met

40% coinsurance after annual 
deductible is met

Private duty 
nursing2 20% coinsurance

40% coinsurance after annual 
deductible is met; Maximum of 
96 hours per calendar year

20% coinsurance after annual 
deductible is met

40% coinsurance after annual 
deductible is met; Maximum of 
96 hours per calendar year

Retail health/
convenience care 
clinic 

$25 copay 40% coinsurance after annual 
deductible is met

20% coinsurance after annual 
deductible is met

40% coinsurance after annual 
deductible is met

Routine eye exam, 
one per year per 
participant

$40 copay 40% coinsurance after annual 
deductible is met

20% coinsurance after annual 
deductible is met

40% coinsurance after annual 
deductible is met

Routine preventive 
care No cost to participant(s) 40% coinsurance after annual 

deductible is met No cost to participant(s) 40% coinsurance after annual 
deductible is met

Skilled nursing 
facility/inpatient 
rehabilitation facility 
services2

20% coinsurance 40% coinsurance after annual 
deductible is met

20% coinsurance after annual 
deductible is met

40% coinsurance after annual 
deductible is met

2Prior authorization may be required. 
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Service

HealthSelect of Texas® 
and HealthSelectSM 

Out-of-State
In-Network

HealthSelect of Texas 
and HealthSelect 

Out-of-State 
Out-of-Network

Consumer Directed 
HealthSelectSM 

High-deductible 
Health Plan
In-Network

Consumer Directed 
HealthSelect 

High-deductible 
Health Plan 

 Out-of-Network
Specialist physician 
offi ce visit

$40 copay with valid PCP referral 
on fi le

40% coinsurance after annual 
deductible is met

20% coinsurance after annual 
deductible is met

40% coinsurance after annual 
deductible is met

Surgery (outpatient) 
other than in 
physician’s offi ce2

$100 copay plus 20% 
coinsurance

$100 copay plus 40% 
coinsurance after annual 
deductible is met

20% coinsurance after annual 
deductible is met

40% coinsurance after annual 
deductible is met

Telemedicine visit 

Coverage is based on place of 
treatment billed. 
• Provider’s offi ce: $25/$40 

copay for physician's offi ce visit
• Any other outpatient 

telemedicine: 20% coinsurance 

40% coinsurance after annual 
deductible is met

20% coinsurance after annual 
deductible is met

40% coinsurance after annual 
deductible is met

Therapeutic 
treatments - outpatient 20% coinsurance 40% coinsurance after annual 

deductible is met
20% coinsurance after annual 
deductible is met

40% coinsurance after annual 
deductible is met

Urgent care clinic $50 copay plus 20% coinsurance 40% coinsurance after annual 
deductible is met

20% coinsurance after annual 
deductible is met

40% coinsurance after annual 
deductible is met

Virtual Visits  
(medical)

$0 copay for Virtual Visits when 
provided by Doctor On Demand® 
or MDLIVE®

Not covered
20% coinsurance after annual 
deductible is met if Doctor On 
Demand or MDLIVE is used

Not covered

 Mental Health/Behavioral Health/Substance Abuse Benefi ts
  Benefi ts apply to all covered mental health/behavioral health/substance abuse services (including serious mental illness treatment, substance abuse treatment, autism 
spectrum disorder services, etc.). 

HealthSelect of Texas® 
and HealthSelectSM 

Out-of-State
In-Network

HealthSelect of Texas 
and HealthSelect 

Out-of-State 
Out-of-Network

Consumer Directed 
HealthSelectSM 

High-deductible 
Health Plan
In-Network

Consumer Directed 
HealthSelect 

High-deductible 
Health Plan 

 Out-of-Network

Inpatient hospital 
mental health stay2

• $150/day copay plus 20% 
coinsurance

• $750 copay max, up to 5 days 
per hospital stay

• $2,250 copay max per calendar 
year per person

• $150/day copay plus 40% 
coinsurance after annual 
deductible is met

• $750 copay max, up to 5 days 
per hospital stay

• $2,250 copay max per calendar 
year per person

20% coinsurance after annual 
deductible is met

40% coinsurance after annual 
deductible is met

Mental health 
telemedicine

Coverage is based on place of 
treatment billed.
• Provider’s offi ce: $25 copay
• Any other outpatient 

telemedicine: 20% coinsurance

40% coinsurance after annual 
deductible is met

20% coinsurance after annual 
deductible is met

40% coinsurance after annual 
deductible is met

Outpatient facility 
care (partial 
hospitalization/day 
treatment and extensive 
outpatient treatment)2

20% coinsurance 40% coinsurance after annual 
deductible is met

20% coinsurance after annual 
deductible is met

40% coinsurance after annual 
deductible is met

Outpatient physician 
or mental health 
provider offi ce visit

$25 copay 40% coinsurance after annual 
deductible is met

20% coinsurance after annual 
deductible is met

40% coinsurance after annual 
deductible is met

Applied Behavioral 
Analysis (ABA) 
treatment

Coverage is based on place of 
treatment.
• $25 copay if administered in a 

mental health provider’s offi ce
• 20% coinsurance for any other 

outpatient location, including 
the home

40% coinsurance after annual 
deductible is met

20% coinsurance after annual 
deductible is met

40% coinsurance after annual 
deductible is met

Virtual Visits/e-visits 
(mental health)

$0 copay for Virtual Visits when 
provided by Doctor On Demand 
or MDLIVE

Not covered 20% coinsurance after annual 
deductible is met Not covered

2Prior authorization may be required. 
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Diabetes Equipment and Supplies
Other diabetes equipment, supplies, and prescription drugs not listed below may be covered under these plans. For more 
information about your prescription drug benefi ts or for help fi nding an in-network pharmacy, contact HealthSelect Prescription Drug 
Program (PDP) customer care toll-free at (855) 828-9834 (TTY:711). For more information on your medical plan benefi ts, contact a 
BCBSTX Personal Health Assistant toll-free at (800) 252-8039 (TTY: 711).

HealthSelect of Texas® and HealthSelectSM 
Out-of-State Consumer Directed HealthSelectSM

Prescription Drug 
Program (PDP) benefi ts Medical plan benefi ts Prescription Drug 

Program (PDP) benefi ts Medical plan benefi ts

Diabetes 
glucometers 

Certain brands of preferred 
glucometers are covered at 
no cost to participants when 
received through the free 
glucometer program.* 
For more information on the 
free glucometer program, call 
HealthSelect PDP customer 
care.

Refer to HealthSelect 
PDP benefi ts.

Certain brands of preferred 
glucometers are covered at 
no cost to participants when 
received through the free 
glucometer program.* 
For more information on the 
free glucometer program, call 
HealthSelect PDP customer 
care.

Refer to HealthSelect 
PDP benefi ts.

Continuous glucose 
monitors / insulin 
pumps

Certain brands of continuous 
glucose monitors and related 
supplies will be available starting 
Jan. 1, 2024.

20% coinsurance for in-network 
and out-of-network covered 
continuous glucose monitors, 
insulin pumps, and related 
supplies through durable 
medical equipment benefi ts.

Certain brands of continuous 
glucose monitors and related 
supplies will be available 
starting Jan. 1, 2024.

20% coinsurance for in-network 
and out-of-network covered 
continuous glucose monitors 
and insulin pumps, and related 
supplies after annual deductible 
is met; through durable medical 
equipment benefi ts.

Diabetic supplies

Certain brands of preferred 
diabetic test strips* are 
covered at no cost to 
participants when purchased 
from a PDP in-network 
pharmacy. Lancets and 
lancing devices, and syringes 
are covered at no cost to 
participants when purchased 
from a PDP in-network 
pharmacy.

Refer to HealthSelect 
PDP benefi ts.

20% coinsurance for covered 
diabetic supplies after annual 
in-network deductible is met 
when purchased from a PDP 
in-network pharmacy.
40% coinsurance after annual 
out-of-network deductible is 
met when purchased from a 
PDP out-of-network pharmacy.

Refer to HealthSelect 
PDP benefi ts.

Prescription insulin

In-network pharmacy: Insulin 
products on the PDP drug list 
(formulary) are covered with a 
maximum $25 copay per 30-
day supply, regardless of tier.
Out-of-network pharmacy: 
Insulin products are covered at 
a Tier 1, Tier 2 or Tier 3 copay 
and 40% coinsurance.

Not covered under medical 
plan benefi ts.

In-network pharmacy: 
20% coinsurance (up to $25 
maximum per 30-day supply) 
for insulin products on the 
PDP drug list (formulary).
Out-of-network pharmacy: 
40% coinsurance for insulin 
products after annual out-of-
network deductible is met.

Not covered under medical 
plan benefi ts.

*Benefi ts and covered brands of glucometers and test strips are subject to change.
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NON-DISCRIMINATION POLICY

LANGUAGE ASSISTANCE

  NON-DISCRIMINATION POLICY

Health care coverage is important for everyone.
We provide free communication aids and services for anyone with a disability or who needs language assistance. 

We do not discriminate on the basis of race, color, national origin, sex, age or disability.

To receive language or communication assistance free of charge, please call us at 855-710-6984.

If you believe we have failed to provide a service, or think we have discriminated in another way, contact us to fi le a grievance.

Office of Civil Rights Coordinator
300 E. Randolph St. 
35th Floor 
Chicago, Illinois 60601

Phone: 855-664-7270 (voicemail)
TTY/TDD: 855-661-6965
Fax: 855-661-6960
Email: CivilRightsCoordinator@hscs.net

You may fi le a civil rights complaint with the U.S. Department of Health and Human Services, Offi  ce for Civil Rights, at:

U.S. Dept. of Health & Human Services 
200 Independence Avenue SW 
Room 509F, HHH Building 1019 
Washington, DC 20201

Phone: 800-368-1019
TTY/TDD: 800-537-7697
Complaint Portal: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Complaint Forms: http://www.hhs.gov/ocr/offi  ce/fi le/index.html
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WE’RE HERE TO HELP YOU
BCBSTX PERSONAL HEALTH ASSISTANTS
They can:

	∙ answer questions about medical and mental 
health benefits,

	∙ assist with prior authorizations and referrals,
	∙ help you locate in-network providers and 

schedule or cancel doctor’s appointments,
	∙ provide you with cost estimates for services and
	∙ help you shop for cost-effective providers and 

earn HealthSelectShoppERSSM rewards.

Call HealthSelect customer service at BCBSTX 
toll-free at (800) 252-8039 (TTY: 711). BCBSTX 
Personal Health Assistants are available Monday-
Friday, 7 a.m.-7 p.m. and Saturday, 7 a.m.-3 p.m. CT. 

Chat with a BCBSTX Personal Health Assistant 
via Blue Access for Members or the BCBSTX App, 
Monday–Friday, 8 a.m.-5 p.m. CT.

24/7 NURSELINE
If you’re not sure where to go for care, call the 
24/7 Nurseline and speak with a registered nurse 
toll-free at (800) 581-0368. Call any time, any 
day of the year.

BLUE ACCESS FOR MEMBERSSM

Your online portal where you can:

	∙ view your claims and explanation of 
benefits (EOB),

	∙ find in-network doctors, hospitals and 
other providers, 

	∙ select and change your PCP,
	∙ compare costs for procedures from 

different providers,
	∙ download a temporary ID card or 

order a new one and
	∙ confirm your prior authorizations and 

referrals on file.

To access Blue Access for Members, visit 
www.healthselectoftexas.com and click on “Log In” in 
the upper-right corner. If you do not have an account 
yet, click “Register Now” and use the information on 
your medical ID card to create an account. 

BCBSTX APP
With the BCBSTX App, your benefits are at your 
fingertips, wherever you are. Text BCBSTXAPP to 
33633 to download.

MDLIVE, a separate company, and Doctor On Demand, an independent company, have contracted with Blue Cross and Blue Shield of Texas to administer the 
Virtual Visits programs for members of BCBSTX. These third-party vendors are solely responsible for their operations and contracted providers. MDLIVE® 
and the MDLIVE logo are registered trademarks of MDLIVE, Inc., and may not be used without written permission.

For medical emergencies, call 911. The 24/7 Nurseline is not a substitute for your doctor’s care. Talk to your doctor about any health questions or concerns.

Sapphire Digital is an independent company that administers the HealthSelectShoppERSSM program for Blue Cross and Blue Shield of Texas (BCBSTX). 
BCBSTX makes no endorsement, representation or warranty regarding Sapphire Digital’s administration of the HealthSelectShoppERS program. 
Information received through the HealthSelectShoppERS program is not meant to replace the advice of a health care professional, and decisions 
regarding the course and place of treatment remain with the member and his or her health care provider. Eligibility for rewards is subject to the terms and 
conditions of the HealthSelectShoppERS program. Active HealthSelect of Texas®, HealthSelectSM Out-of-State and Consumer Directed HealthSelectSM 
participants may be eligible for rewards. Consumer Directed HealthSelect participants are eligible for a limited-purpose FSA that can only be used for 
eligible vision and dental expenses.

BCBSTX makes no endorsement, representations or warranties regarding third-party vendors and the products and services offered by them.

Blue Cross and Blue Shield of Texas is the third-party administrator for HealthSelect of Texas® and Consumer Directed HealthSelectSM.

Blue Cross and Blue Shield of Texas, a Division of Health Care Service Corporation,  
a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association

762240.0423


