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PLAN COMPARISON CHARTS
Effective September1, 2023

Medical Benefits

Annual deductible

Out-of-network
benefits?

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.)

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

Out-of-pocket
coinsurance
maximum

Inpatient copay
maximum

Primary care provider
(PCP) required?

Referrals required?

Health

HealthSelect of Texas®
and HealthSelects"

None

Out-of-State
In-Network

Administrator Blue Cross and Blue Shield of Texas (BCBSTX)

®

of Texas

HealthSelect of Texas
and HealthSelect
Out-of-State

Out-of-Network

$500 per individual
$1,500 per family

Yes. See next page for details.

Yes. Balance billing may apply to
certain out-of-network services.
For more information, see the
plan’s Master Benefit Plan

Document.

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
$2,000 per person $7,000 per person
$750 copay max, up to 5 days per hospital stay
$2,250 copay max per calendar year per person
Participants who live and work in

Texas: Yes No

Out-of-state participants: No

Participants who live and work in

Texas: Yes No

Out-of-state participants: No

CONSUMER

DIRECTED

Health

Consumer Directed
HealthSelects
High-deductible
Health Plan

In-Network

$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

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

None
None

No

No

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

Consumer Directed
HealthSelect
High-deductible
Health Plan

Out-of-Network

$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

Yes. See next page for details.

Yes. Balance billing may apply to
certain out-of-network services.
For more information, see the
plan’s Master Benefit Plan
Document.

None

None

No

No

All Texas Employees Group Benefits Program (GBP) benefits could change without notice. The Texas Legislature decides the level of funding for such benefits and has
no continuing obligation to provide those benefits beyond each fiscal year.
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Medical Benefits

Service

Allergy treatment

Ambulance services
(for emergencies)

Bariatric surgery?

Chiropractic care

Diagnostic

A1c testing (for
participants diagnosed
with diabetes)

Diabetes
equipment?

Diabetes supplies

Diagnostic X-rays
and lab tests

Diagnostic
mammography

Durable medical
equipment?

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

Facility emergency
care (non-FSER)
and hospital-affiliated
freestanding
emergency
departments?

Freestanding
emergency room
facility (FSER)

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

HealthSelect of Texas®
and HealthSelects™
Out-of-State

In-Network

Covered at 100% if
administered in a physician’s
office; 20% coinsurance in any
other outpatient location

20% coinsurance

+ Deductible: $5,000

+ Coinsurance: 20%

+ Lifetime max: $13,000

« Without office visit: 20%
coinsurance

« With office visit: $40 copay
plus 20% coinsurance

+ Maximum benefits of $75 per
visit and maximum of 30 visits
per calendar year

20% coinsurance;
see page 6 for details.

20% coinsurance;
see page 6 for details.

20% coinsurance
Covered at 100%

20% coinsurance

20% coinsurance

$150 copay plus 20%
coinsurance

(If admitted, copay will apply to
hospital copay.)

$150 copay plus
20% coinsurance

20% coinsurance

?Prior authorization may be required.
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HealthSelect of Texas
and HealthSelect
Out-of-State

Out-of-Network

40% coinsurance after annual
deductible is met

20% coinsurance; annual
deductible does not apply

Not covered

40% coinsurance after annual
deductible is met.

Maximum benefits of $75 per

visit and maximum of 30 visits
per calendar year.

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

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

Consumer Directed
HealthSelects™
High-deductible

Health Plan
In-Network

20% coinsurance after annual
deductible is met

20% coinsurance after annual
deductible is met

Not covered

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

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

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

See page 6 for details.

40% coinsurance after annual
deductible is met

40% coinsurance after annual
deductible is met

40% coinsurance after annual
deductible is met

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

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.

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.

40% coinsurance after annual
deductible is met

20% coinsurance after annual
deductible is met

Covered at 100%

20% coinsurance after annual
deductible is met

20% coinsurance after annual
deductible is met

20% coinsurance after annual
deductible is met

20% coinsurance after annual
deductible is met

20% coinsurance after annual
deductible is met

Consumer Directed
HealthSelect
High-deductible
Health Plan

Out-of-Network

40% coinsurance after annual
deductible is met

20% coinsurance after annual
in-network deductible is met

Not covered

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

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

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

40% coinsurance after annual
deductible is met

40% coinsurance after annual
deductible is met

40% 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.

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

40% coinsurance after annual
deductible is met



Hearing aids
requiring a
prescription (for
covered participants
over age 18)

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

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

Home health care?

Hospice care?

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

Maternity care
doctor charges only;
inpatient hospital
copays will apply

Medications

and injections
administered by a
provider?

Office surgery
and diagnostic
procedures

PCP office visit

Private duty
nursing?

Retail health/
convenience care
clinic

Routine eye exam,
one per year per
participant

Routine preventive
care

Skilled nursing
facility/inpatient
rehabilitation facility
services?

HealthSelect of Texas®
and HealthSelects™
Out-of-State

In-Network

HealthSelect of Texas
and HealthSelect
Out-of-State

Out-of-Network

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 benefit level.

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 benefit level.)

$100 copay plus 20%
coinsurance

20% coinsurance
20% coinsurance

+ $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

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

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

* Any other outpatient location:
20% coinsurance.

* Preventive vaccines covered
at 100%

20% coinsurance

$25 copay

20% coinsurance

$25 copay

$40 copay

No cost to participant(s)

20% coinsurance

?Prior authorization may be required.

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

40% coinsurance after annual
deductible is met

40% coinsurance after annual
deductible is met

+$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

40% coinsurance after annual
deductible is met

40% coinsurance after annual
deductible is met

40% coinsurance after annual
deductible is met

40% coinsurance after annual
deductible is met

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

40% coinsurance after annual
deductible is met

40% coinsurance after annual
deductible is met

40% coinsurance after annual
deductible is met

40% coinsurance after annual
deductible is met

Consumer Directed
HealthSelects"
High-deductible

Health Plan
In-Network

Consumer Directed
HealthSelect
High-deductible
Health Plan

Out-of-Network

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

is met.

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

benefit level.)

20% coinsurance after annual
deductible is met

20% coinsurance after annual
deductible is met

20% coinsurance after annual
deductible is met

20% 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

20% coinsurance after annual
deductible is met

Preventive vaccines covered
at 100%

20% coinsurance after annual
deductible is met

20% coinsurance after annual
deductible is met

20% coinsurance after annual
deductible is met

20% coinsurance after annual
deductible is met

20% coinsurance after annual
deductible is met

No cost to participant(s)

20% coinsurance after annual
deductible is met

40% coinsurance after annual
deductible is met

40% coinsurance after annual
deductible is met

40% coinsurance after annual
deductible is met

40% coinsurance after annual
deductible is met

40% coinsurance after annual
deductible is met

40% coinsurance after annual
deductible is met

40% coinsurance after annual
deductible is met

40% coinsurance after annual
deductible is met

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

40% coinsurance after annual
deductible is met

40% coinsurance after annual
deductible is met

40% coinsurance after annual
deductible is met

40% coinsurance after annual
deductible is met

Plan Comparison Chart
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HealthSelect of Texas®
and HealthSelects™
Out-of-State

In-Network

HealthSelect of Texas
and HealthSelect
Out-of-State

Out-of-Network

Consumer Directed
HealthSelects"
High-deductible

Health Plan

Consumer Directed
HealthSelect
High-deductible
Health Plan

Specialist physician = $40 copay with valid PCP referral

office visit on file
gtt;:gre trr{al(r? lilrt‘patlent) $100 copay plus 20%
physician’s office? goinsurance

Coverage is based on place of

treatment billed.

* Provider’s office: $25/$40
copay for physician's office visit

* Any other outpatient
telemedicine: 20% coinsurance

Telemedicine visit

Therapeutic

0
treatments - outpatient 20iGonsiEnce

Urgent care clinic $50 copay plus 20% coinsurance
$0 copay for Virtual Visits when
provided by Doctor On Demand®
or MDLIVE®

Virtual Visits
(medical)

Mental Health/Behavioral Health/Substance Abuse Benefits

40% coinsurance after annual
deductible is met

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

40% coinsurance after annual
deductible is met

40% coinsurance after annual
deductible is met

40% coinsurance after annual
deductible is met

Not covered

In-Network

20% coinsurance after annual
deductible is met

20% coinsurance after annual
deductible is met

20% coinsurance after annual
deductible is met

20% coinsurance after annual
deductible is met

20% coinsurance after annual
deductible is met

20% coinsurance after annual
deductible is met if Doctor On
Demand or MDLIVE is used

Out-of-Network
40% coinsurance after annual
deductible is met

40% coinsurance after annual
deductible is met

40% coinsurance after annual
deductible is met

40% coinsurance after annual
deductible is met

40% coinsurance after annual
deductible is met

Not covered

Benefits 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 HealthSelect™™
Out-of-State

In-Network

HealthSelect of Texas
and HealthSelect
Out-of-State

Out-of-Network

Consumer Directed
HealthSelects™
High-deductible

Health Plan

Consumer Directed
HealthSelect
High-deductible
Health Plan

+ $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

Inpatient hospital
mental health stay?

Coverage is based on place of
treatment billed.

* Provider’s office: $25 copay

+ Any other outpatient
telemedicine: 20% coinsurance

Mental health
telemedicine

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

Outpatient physician
or mental health
provider office visit

20% coinsurance

$25 copay

Coverage is based on place of
treatment.

+ $25 copay if administered in a
mental health provider’s office
+ 20% coinsurance for any other
outpatient location, including

the home

Applied Behavioral
Analysis (ABA)
treatment

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

“Prior authorization may be required.

Virtual Visits/e-visits
(mental health)

5 PlanComparison Chart

+ $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

40% coinsurance after annual
deductible is met

40% coinsurance after annual
deductible is met

40% coinsurance after annual
deductible is met

40% coinsurance after annual
deductible is met

Not covered

In-Network

20% coinsurance after annual
deductible is met

20% coinsurance after annual
deductible is met

20% coinsurance after annual
deductible is met

20% coinsurance after annual
deductible is met

20% coinsurance after annual
deductible is met

20% coinsurance after annual
deductible is met

Out-of-Network

40% coinsurance after annual
deductible is met

40% coinsurance after annual
deductible is met

40% coinsurance after annual
deductible is met

40% coinsurance after annual
deductible is met

40% coinsurance after annual
deductible is met

Not covered



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 benefits or for help finding 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 benefits, contact a
BCBSTX Personal Health Assistant toll-free at (800) 252-8039 (TTY: 711).

HealthSelect of Texas® and HealthSelect*™
Out-of-State

Consumer Directed HealthSelects™

Prescription Drug

Prescription Drug

Diabetes
glucometers

Continuous glucose
monitors / insulin
pumps

Diabetic supplies

Prescription insulin

Program (PDP) benefits

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.

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

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.

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.

Medical plan benefits

Refer to HealthSelect
PDP benefits.

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

Refer to HealthSelect
PDP benefits.

Not covered under medical
plan benefits.

*Benefits and covered brands of glucometers and test strips are subject to change.

Program (PDP) benefits

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.

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

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.

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.

Medical plan benefits

Refer to HealthSelect
PDP benefits.

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 benefits.

Refer to HealthSelect
PDP benefits.

Not covered under medical
plan benefits.

Plan Comparison Chart
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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 yo

u believe we have failed to provide a service, or think we have discriminated in another way, contact us to file a grievance.
Office of Civil Rights Coordinator Phone:  855-664-7270 (voicemail)
300 E. Randolph St. TTY/TDD: 855-661-6965
35th Floor Fax: 855-661-6960
Chicago, lllinois 60601 Email:  CivilRightsCoordinator@hscs.net

You may file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, at:

U.S. Dept. of Health & Human Services Phone: 800-368-1019
200 Independence Avenue SW TTY/TDD: 800-537-7697
Room 509F, HHH Building 1019 Complaint Portal: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Washington, DC 20201 Complaint Forms: http://www.hhs.gov/ocr/office/file/index.html

LANGUAGE ASSISTANCE

If you, or someone you are helping, have questions, you have the right to get help and information in
your language at no cost. To talk to an interpreter, call 855-710-6984

Aapll | 00 e dlialy Ay 5yl Slasheall g saebidl (o Jpeanll 3 Ball chald dliuf saelid jadd gal o el oIS o
Arabic .855-710-6984 &)l e Juall cg )58 an jin po Coaill AalSH Ay
RN | MRE WEIEEBEAESR, WL AR, GERN R BN ERESENNAS. &
Chinese A— L EIEEE, FE% S AR SRS 855-710-6984.

Francais Si vous, ou quelqu’un que vous étes en train d'aider, avez des questions, vous avez le droit d'obtenir

Frengh de l'aide et l'information dans votre langue a aucun colit. Pour parler & un interpréte, appelez
855-710-6984.

Deutsch Falls Sie oder jemand, dem Sie helfen, Fragen haben, haben Sie das Recht, kostenlose Hilfe und

German Informationen in Ihrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die
Nummer 855-710-6984 an.

apeg21cll %l Mol WUl X HEE g3 @ sl ldl slE ol callslol WY ol . slAsH

Giu. e oum?t Yl g2, dl cdMal ([QAotl W, Ml st Hee ol Wl Anclelsll 855 .

I geua mé clel $Rcll HI2 L ol61R 855-710-6984 UR Sl 53,
: IS 39, AT 31T TSkt € 3%, U &, AT TR 37911 3TST &

Eﬁi for:ees ﬁ?@m%w %’IWW@WWQ?
o 855-710-6984 IR hicl &Y |

A AsE _ZKAT% Ezl i:ﬁa%ﬁ%ﬁ)é’@@ WoOFTH, TEHRAZSWELEL, THEDF

Ja annense R CHR— 227l FREAFLEYD T5Z LRTEES, B3y %

P Ylo, WREBESNHEE. 855710-608 % THEELS 72 &0,

520 grok 5t L= Ao 5= /\h:. | 220 JUCHHE Aot= RPE2 O &3

Korgan ’é.‘?‘.i Hotel 22 F’:‘% —’.‘— U= HElJt UASLICH SSHAIE 2 REHAIS
855-710-6984 & & 3tGH& Al L2

WIS A RIORISEY) E)Dmmvvnvog(zm%;‘maoec 206913, UIDIFOLCEIMIQRECTID (DY

Laofian 2 JJ)JCUDD&)')S‘)&S‘)U)‘)D OS)UJ.)@‘) 9999). (WOIVLNVLIBCCUWIZ, munmacd
855-710-6984.

Diné T’44 ni, éi doodago ta’da bika ananilwo’igii, na’iditkidgo, ts’ida bee na ah66ti’i’ t’aa niik’e

Navaio nika a’doolwot doo bina’iditkidigii bee nit hodoonih. Ata’dahalne’igii bich’{’ hodiilnih kwe’é

I 855-710-6984.

e | OB Dsh 4 asd L) aS aia | oy Ga el 453 g i€ o S gl lebiaS S L s S
Persian et Jaals (ulai 855-710-6984 s L oalid an jia S by S g alad il 50 e Dal 5SS
Y Ecnu y Bac unu yeroseka, KOTOPOMY Bbl MOMOraeTe, BO3HUKNW BOMPOCHI, Y Bac €CTb NpaBo Ha
Rﬁssian BecnnaTHyto MoMOLLb M UHOPMALWIO, NPELOCTABIEHHYH0 HA BalLeM si3blke. UToBbI CBSA3aTLES C

nepeBoAYMKOM, NO3BOHUTE NO TenedoHy 855-710-6984.
Espafiol Si usted o alguien a quien usted est& ayudando tiene preguntas, tiene derecho a obtener ayuda e
Spanish informacién en su idioma sin costo alguno. Para hablar con un intérprete, llame al 855-710-6984.
Tagalo Kung ikaw, 0 ang isang taong iyong tinutulungan ay may mga tanong, may karapatan kang makakuha ng
Tag al og tulong at impormasyon sa iyong wika nang walang bayad. Upang makipag-usap sa isang tagasalin-wika,
galog tumawag sa 855-710-6984.

s Juuuuuuhjgfu\jsg_\l s_,;clu.\.uJAJ\}u\;US4&:))Sduuléuu,$3}:u\5u5b‘)sul JSI
Urdu <SS 54 855-710-6984 « 8 S S Kl —wan sie w0 3 S 5 S Juala Cilaglas
Tiéna Vit Néu quy vi, hodc ngudi ma quy vi dang gilp &, c6 céu hdi, thi quy vi co quyén dwoc gitp va nhan
Vlie?r?an:gse théng tin bang ngdn ngr cia minh mién phi. D& ndi chuyén véi mét thong dich vién, xin goi

855-710-6984.




WE'RE HERE TO HELP YOU

BCBSTX PERSONAL HEALTH ASSISTANTS
They can:

< answer questions about medical and mental
health benefits,

- assist with priorauthorizations and referrals,

 helpyoulocate in-network providers and
schedule or cancel doctor’s appointments,

- provide you with cost estimates for servicesand

 helpyoushop for cost-effective providers and
earn HealthSelectShoppERS®" rewards.

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

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

24/7 NURSELINE

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

BlueCross BlueShield of Texas

BLUE ACCESS FOR MEMBERS*"

Your online portal where you can:

 viewyour claims and explanation of
benefits(EOB),

- findin-network doctors, hospitalsand
other providers,

 selectand change your PCP,

« compare costs for procedures from
different providers,

« download atemporary D card or
orderanew one and

« confirmyour priorauthorizations and
referrals onfile.

Toaccess Blue Access for Members, visit
www.healthselectoftexas.comand click on “LogIn”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 anaccount.

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 HealthSelectShoppERSS" 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®, HealthSelect®" Out-of-State and Consumer Directed HealthSelects"
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 HealthSelect®".

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