










The Size and Strength of the Provider Network 
Assures You Freedom of Choice

SelectBlue and BlueValue provide access to one of the largest provider networks 
in Illinois. In fact, with 90% of Illinois doctors included — as well as more 
than 200 hospitals — it’s likely that your current health care providers participate.

Blue Cross and Blue Shield of Illinois Offers You 
and Eligible Family Members Choices

Blue Cross and Blue Shield of Illinois offers you and eligible family members
choice when it comes to your care. Members and eligible dependents have
the freedom to visit any physician they choose, with benefits paid at the
maximum level when the doctor is in the participating provider network.
Members do not need to select a primary care physician to coordinate
care and no referrals are needed to see a specialist.

Travel with Confidence — You’re Covered 
Away from Home 

As a member of Blue Cross and Blue Shield of Illinois, 
you’ll have access to a program called BlueCard PPO. 
This is a nationwide network of providers that allows you to
receive benefits for covered services when you travel.
Simply present your Blue Cross and Blue Shield of Illinois
ID card to a participating BlueCard PPO provider
wherever you are. To find a participating provider while
you’re away, just call the toll-free number on the back
of your card. It’s that easy.

No Paperwork — Your Claims 
Are Handled for You

In most cases, all you have to do is show your 
Blue Cross and Blue Shield ID card at a doctor’s
office or hospital, and your claim will be filed for
you. We want you to concentrate on your health —
not worrying about hospital and doctor bills.

See Why More Than 6.5 Million 



I M P O R TA N T !
Use this checklist to make sure you’ve 

completed all needed information.

P R O D U C E R ’ S  N E W  B U S I N E S S  C H E C K L I S T

For quick processing of all applications…

Use this simple checklist before submitting
your applications to assure prompt processing.

Have you:
� Reviewed each application to verify that it is complete 

and legible?

� Assured that all the necessary signatures are provided?

� Assured that a separate application has been completed 
for each child applying for individual coverage?

� Assured that any changes to an application are initialed 
by the applicant?

� Attached detailed descriptions for any health questions 
which have been answered “YES”?

� Included your Agent Code and phone number on 
the application?

� Completed the “Conditional Receipt” form?

� Given the applicant a copy of the Outline of Coverage?

In addition…
� There are NO C.O.D.s.

� The check for the exact amount should be made payable to:
Blue Cross and Blue Shield of Illinois.

If applicant is paying by bank draft authorization, make sure
the authorization form is completed, a voided check or 
deposit slip is attached, and a check for the first month’s 
premium is submitted.

If applicant is selecting the two-month payment mode, a 
check for the first two months’ premium should be submitted.

� If applicant is replacing his/her current coverage, make sure a
signed replacement form is also attached.

Guaranteed Renewability

Your individual or family coverage is guaranteed renewable. This means that as long as your premiums are paid on time, 
your coverage can be non-renewed only for the following reasons: (1) fraud or an intentional material misrepre sentation, 
or (2) all policies bearing your policy’s form number are non-renewed. 

Financial Stability You Can Count On

Today one American out of three carries a Blue Cross and Blue Shield membership card. In fact, over 6.5 million residents 
across Illinois trust Blue Cross and Blue Shield of Illinois to give them more health care value for their premium dollar. 
Blue Cross and Blue Shield of Illinois has been serving the health insurance needs of Illinois residents for over 65 years. 
We’re one of the largest and most financially secure insurance companies in the state. A.M. Best, one of the leading rating 
agencies of the insurance industry, has awarded us an “A+” (Superior) rating.* 

* As of November 2007

Illinois Residents Choose
Blue Cross and Blue Shield of Illinois
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T H I S  S A L E S  K I T  P R O V I D E S  
H E A LT H  I N S U R A N C E  P L A N
H I G H L I G H T S  O N LY.

When we receive your application, we will evaluate

your medical history, and if approved, you will

receive your ID card and policy.

Your coverage documents include a full description

of benefits, limitations, exclusions and other features

of coverage. You have 30 days to examine your

coverage with no risk or  obligation. We want you to

be 100% satisfied. If you should change your mind

about your Blue Cross and Blue Shield of Illinois

 policy, even after you’ve made your first premium

payment, simply return your policy and membership

card to your  insurance representative within 30 days

of the activation of the policy. If no claims were

filed, you will get a refund of your premium. 

You’ll be under no further obligation.

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association
® Registered Service Marks of the Blue Cross and Blue Shield Association, an Association of Independent Blue Cross and Blue Shield Plans

SM Service Marks of Health Care Service Corporation



1. READYOUR POLICY CAREFULLY — This outline
of coverage provides a brief description of the important
features of your Policy. This is not the insurance contract,
and only the actual Policy provisions will control. The
Policy itself sets forth in detail the rights and obligations
of both you and your insurance company. It is, therefore,
important that you READYOUR POLICY CAREFULLY!

2. SelectBlue Advantage Coverage — SelectBlue Advantage
coverage is designed to provide you with economic
incentives for using designated health care providers.
It provides, to persons insured, coverage for major Hospital,
medical, and surgical expenses incurred as a result of

a covered accident or sickness. Coverage is provided
for daily Hospital room and board, miscellaneous
Hospital services, surgical services, anesthesia services,
In-Hospital medical services, and Out-of-Hospital care,
subject to any Deductibles, Copayment provisions, or
other limitations which may be set forth in the Policy.
Although you can go to the Hospitals and
Physicians of your choice, your benefits under
the SelectBlue Advantage plan will be greater
when you use the services of participating
Hospitals and Physicians.

SBAOOC0508 30133.0408IL

O U T L I N E O F C O V E R A G E

(POLICY DB-48 HCSC)

SelectBlue AdvantageSM

With your choice of deductibles.

BASIC PROVISIONS SELECTBLUE ADVANTAGE

Participating Non-Participating
Provider Coverage Provider Coverage

Lifetime Benefit $5,000,000

Deductible Per individual, per calendar year. (If two or more family
members receive covered services as a result of injuries received in $250*
the same accident, only one Deductible will apply.) $500*

$1,000*
Carryover Deductible If an insured incurs covered expenses for the $1,750*
Deductible in the last three months of the calendar year, we will carry $2,500*
over that amount as credit toward the Deductible for the following $5,000*
calendar year.

Family Aggregate Deductible Per family, per calendar year. Equal to three times the
individual Deductible

Hospital Admission Deductible Per admission, per individual. $0 $300*

Coinsurance The level of coverage provided by the plan after the
calendar year Deductible has been satisfied. 80% 50%

Out-of-Pocket Expense Limit The amount of money an individual
pays toward covered hospital and medical expenses during any one $3,000 $6,000
calendar year. Items asterisked (*) do not apply to the out-of-pocket
expense limit.

Family Aggregate Out-of-Pocket Expense Limit
Equal to three times the individual out-of-pocket limit, per family,
per calendar year.

$9,000 $18,000



BASIC PROVISIONS SELECTBLUE ADVANTAGE

Participating Non-Participating
Provider Coverage Provider Coverage

Outpatient Physician Medical/Surgical Services 100% after you pay
50%Covered services OTHER THAN surgery, therapy, and certain $30 copayment per visit*†

diagnostic services received in a provider’s office, which are described
immediately below

Surgery, therapy, and certain diagnostic services including MRI, 80% 50%
CT scan, pulmonary function studies, cardiac catheterization,
EEG, EKG, ECG, and Swan-Ganz catheterization.

Inpatient Physician Medical/Surgical Services 80% 50%

Wellness Care From age 16. Covers services associated with both
an annual physical exam and an annual gynecological exam. Includes
immunizations and routine diagnostic tests received or ordered on
the same day as part of the exam. ($500 calendar year maximum
per person.)

When covered services are received in a provider’s office 100% after you pay
50%*

$30 copayment per visit*†

When covered services are received OTHER THAN in a provider’s office
100%† 50%*

Well-Child Care To age 16. Includes immunizations, physical, 100% after you pay 50%*
exams and routine diagnostic tests. ($500 calendar year maximum, $30 copayment per visit†
per dependent for non-participating provider services only.)

Inpatient/Outpatient Hospital Services Includes surgery,
pre-admission testing and services received in a skilled nursing facility, 80% 50%
coordinated home care program and hospice. (For mental health
coverage levels, please refer to mental health benefits on the next page.)

Inpatient/Outpatient Hospital Diagnostic Testing Includes,
80% 50%but not limited to, X-rays, lab tests, EKGs, ECGs, pathology services,

pulmonary function studies, radioisotope tests, and electromyograms

Physical, Occupational, and Speech Therapist Services 80%* 50%*
($3,000 maximum per therapy, per calendar year.)

Temporomandibular Joint Dysfunction 80%* 50%*and Related Disorders ($1,000 lifetime maximum.)

Optional Maternity Coverage Inpatient/Outpatient Hospital
80% 50%services and Physician Medical/Surgical services. When elected, maternity

benefits will begin 365 days after the effective date of the maternity coverage.

Outpatient Emergency Care (Accident or Illness) 80% after you pay
For both Hospital and Physician. $75 copayment†

Additional Surgical Opinion Program Following a
recommendation for elective surgery, provides additional consultations 100%†
and related diagnostic service by a Physician, as needed.



Benefits for covered services are provided at either the Eligible Charge or the Maximum Allowance. Consult the Policy for definitions and
your financial responsibility.

Durable Medical Equipment (DME) providers, Orthotic providers and Prosthetic providers are participating providers. Please refer to your Policy
Book for details.

* Does not apply to out-of-pocket expense limit.
† Deductible does not apply.

†† Benefits will be significantly reduced if you use a non-participating pharmacy.

BASIC PROVISIONS SELECTBLUE ADVANTAGE

Participating Non-Participating
Provider Coverage Provider Coverage

Other Covered Services Ambulance services; services of a private
duty nursing service ($1,000 per month maximum*); naprapathic services
rendered by a Naprapath ($1,000 per calendar year maximum*); oxygen

80%and its administration; blood plasma; surgical dressings; casts and splints.

Mental Illness Treatment and Substance Abuse
Rehabilitation Treatment

Inpatient Care (30 Inpatient Hospital days per calendar year.)
Physician 80%* 50%*
Hospital First 14 days 60%* 50%*

Thereafter 50%* 50%*

Outpatient Care (30 visits per calendar year combined annual maximum
and 100 visits per lifetime maximum.)

Physician and Hospital 50%* 50%*

Medical Services Advisory (MSA®´) In order to maximize your benefits, the Policyholder is responsible for notifying the MSA
for Hospital admissions at Non-Participating and Non-Plan Hospitals. (MSA notification by the Policyholder is NOT required when
services are rendered in a Participating Hospital.) MSA notification is required within three business days for non-emergencies and
within one business day or as soon as reasonably possible for emergencies and maternity admissions. Failure to contact the MSA will
result in a reduction of Hospital benefits of $1,000.*

Mental Health Unit In order to maximize your benefits, the Policyholder is responsible for notifying the Mental Health Unit
for ALL care related to mental health and substance abuse. In the event of an admission, for either mental illness or substance abuse,
notification is required three days prior for non-emergencies and within 24 hours or as soon as reasonably possible for emergencies.
Failure to contact the Mental Health Unit may result in a reduction of benefits of up to $1,000.*

OUTPATIENT PRESCRIPTION DRUG BENEFIT YOU PAY SELECTBLUE
ADVANTAGE PAYS

Participating Pharmacy†† Participating Pharmacy††

$250 and $500 Deductible plans ONLY
• Generic $10 copayment* 100%
• Brand formulary & Insulin and Insulin syringes 35%* 65%
• Brand non-formulary 50%* 50%
($100 out-of-pocket maximum per prescription.)

Home Delivery: Up to a 90-day supply of maintenance drugs is
available through home delivery and is subject to $300 maximum
per prescription.

• Generic $20 copayment* 100%
• Brand formulary & Insulin and Insulin syringes 35%* 65%
• Brand non-formulary 50%* 50%

$1,000, $1,750, $2,500, and $5,000 Deductible plans ONLY 20% 80%
(Subject to deductible and coinsurance.)



IF USING A NON-PLAN PROVIDER...

A $300 per Hospital admission Deductible will apply.* If using a Non-Plan Provider, benefits are reduced to 50%. However,
Outpatient Hospital emergency care is paid at 80% after you pay a $75 copayment, regardless of your coverage level or whether
services were received from a Participating, Non-Participating or Non-Plan Provider.

PRE-EXISTING CONDITIONS LIMITATION Pre-existing Conditions are those health conditions which were diagnosed
or treated by a Provider during the 12 months prior to the coverage effective date, or for which symptoms existed which
would cause an ordinarily prudent person to seek diagnosis or treatment. Any Pre-existing Condition will be subject to
a waiting period of 365 days.

PREMIUMS We may change premium rates only if we do so on a class basis for all DB-48 HCSC policies. Premiums
can be changed based on age, sex, and rating area.

GUARANTEED RENEWABILITY Coverage under this Policy will be terminated for nonpayment of premiums. In addition,
Blue Cross and Blue Shield may terminate or refuse to renew this Policy only for the following reasons:

1. If every Policy that bears this Policy form number, DB-48 HCSC, is not renewed. If this should occur:
a. Blue Cross and Blue Shield will give you at least 90 days prior to written notice.
b. You may convert to any other individual policy Blue Cross and Blue Shield offers to the individual market.

2. In the event of fraud or an intentional misrepresentation of material fact under the terms of this Policy. In this case,
Blue Cross and Blue Shield will give you at least thirty (30) days prior written notice.

3. If you no longer reside, live or work in an area for which Blue Cross and Blue Shield is authorized to do business. Blue Cross
and Blue Shield will never terminate or refuse to renew this Policy because of the condition of your health. Blue Cross and
Blue Shield may uniformly modify coverage provided by every Policy which bears this Policy form number only on the
coverage Renewal Date.

Exclusions and Limitations:
Hospitalization, Services, and supplies which are not Medically
Necessary; Services or supplies that are not specifically
mentioned in this Policy; Services or supplies for any illness or
injury arising out of or in the course of employment for which
benefits are available under any Workers’ Compensation Law
or other similar laws whether or not you make a claim for
such compensation or receive such benefits except where not
required by law; Services or supplies that are furnished to you
by the local, state, or federal government; Services and supplies
for any illness or injury occurring on or after your Coverage
Date as a result of war or an act of war; Services or supplies
that do not meet accepted standards of medical or dental
practice; Investigational Services and Supplies, including all
related services and supplies; Custodial Care Service; Routine
physical examinations, unless specifically stated in this Policy;
Services or supplies received during an Inpatient stay when
the stay is primarily related to behavioral, social maladjustment,
lack of discipline, or other antisocial actions which are not
specifically the result of Mental Illness; Cosmetic Surgery
and related services and supplies, except for the correction
of congenital deformities or for conditions resulting from
accidental injuries, scars, tumors, or diseases; Services or supplies
for which you are not required to make payment or would have
no legal obligation to pay if you did not have this or similar
coverage; Charges for failure to keep a scheduled visit or charges
for completion of a Claim form; Personal hygiene, comfort, or
convenience items commonly used for other than medical
purposes, such as air conditioners, humidifiers, physical fitness
equipment, televisions, and telephones; Special braces, splints,
specialized equipment, appliances, ambulatory apparatus, battery
controlled implants, except as specifically mentioned in this
Policy; Eyeglasses, contact lenses, or cataract lenses and the

examinations for prescribing or fitting of glasses or contact
lenses or for determining the refractive state of the eye, except
as specifically mentioned in this Policy;Treatment of flat foot
conditions and the prescription of supportive devices for such
conditions and the treatment of subluxations of the foot or
routine foot care; Immunizations, unless otherwise stated in
this Policy; Maintenance Occupational Therapy, Maintenance
Physical Therapy, and Maintenance Speech Therapy; Speech
Therapy when rendered for the treatment of psychosocial
speech delay, behavioral problems (including impulsive behavior
and impulsivity syndrome), attention disorder, conceptual
handicap, or mental retardation; Hearing aids or examinations
for the prescription or fitting of hearing aids; Diagnostic Service
as part of routine physical examinations or check-ups, premarital
examinations, determination of the refractive errors of the
eyes, auditory problems, surveys, casefinding, research studies,
screening, or similar procedures and studies, or tests which
are Investigational, unless otherwise specified in this Policy;
Procurement or use of prosthetic devices, special appliances,
and surgical implants which are for cosmetic purposes, or
unrelated to the treatment of a disease or injury; Services
and supplies provided for the diagnosis and/or treatment
of infertility including, but not limited to, Hospital services,
Medical Care, therapeutic injection, fertility and other drugs,
Surgery, artificial insemination, and all forms of in-vitro
fertilization; Maternity Service, including related services
and supplies, unless selected as an option (Complications
of Pregnancy are covered as any other illness). Long Term
Care; Inpatient Private Duty Nursing Service; Maintenance
Care;Wigs (also referred to as cranial prosthesis); and Services
and supplies rendered or provided for human organ or tissue
transplants other than those specifically named in this Policy.

* Does not apply to out-of-pocket expense limit.
A Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association

®Registered Service Marks of the Blue Cross and Blue Shield Association, an Association of Independent Blue Cross and Blue Shield Plans

®´Registered Service Mark of Health Care Service Corporation
SMService Mark of Health Care Service Corporation
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BlueValue AdvantageSM

With your choice of deductibles. 

(POLICY DB-49 HCSC)

1. READ YOUR POLICY CAREFULLY — This outline 
of coverage provides a brief description of the important
features of your Policy.  This is not the insurance contract,
and only the actual Policy provisions will control.  The
Policy itself sets forth in detail the rights and obligations
of both you and your insurance company.  It is, therefore,
important that you READ YOUR POLICY
CAREFULLY!

2. BlueValue Advantage Coverage — BlueValue Advantage
coverage is designed to provide you with economic
incentives for using designated health care providers.  

It provides, to persons insured, coverage for major Hospital,
medical, and surgical expenses incurred as a result of a
covered accident or sickness. Coverage is provided for daily
Hospital room and board, miscellaneous Hospital services,
surgical services, anesthesia services, In-Hospital medical
services, and Out-of-Hospital care, subject to any
Deductibles, Copayment provisions, or other limitations
which may be set forth in the Policy.  Although you can
go to the Hospitals and Physicians of your choice,
your benefits under the BlueValue Advantage plan will
be greater when you use the services of participating
Hospitals and Physicians.

O U T L I N E  O F  C O V E R A G E

BASIC PROVISIONS BLUEVALUE ADVANTAGE

Participating Non-Participating 
Provider Coverage Provider Coverage

Lifetime Benefit  $5,000,000

Deductible Per individual, per calendar year. (If two or more family
members receive covered services as a result of injuries received in $250*
the same accident, only one Deductible will apply.) $500*

$1,000*
Carryover Deductible If an insured incurs covered expenses for the $1,750*
Deductible in the last three months of the calendar year, we will carry $2,500*
over that amount as credit toward the Deductible for the following $5,000*
calendar year.

Family Aggregate Deductible Per family, per calendar year. Equal to three times the 
individual Deductible

Hospital Admission Deductible Per admission, per individual. $0 $300*

Coinsurance The level of coverage provided by the plan after the
calendar year Deductible has been satisfied. 

80% 50%

Out-of-Pocket Expense Limit The amount of money an individual
pays toward covered hospital and medical expenses during any one 
calendar year.   Items asterisked (*) do not apply to the 

$3,000 $6,000

out-of-pocket expense limit.

Family Aggregate Out-of-Pocket Expense Limit Equal to
three times the individual out-of-pocket limit, per family, per calendar year. $9,000 $18,000



BASIC PROVISIONS BLUEVALUE ADVANTAGE

Participating Non-Participating 
Provider Coverage Provider Coverage

Inpatient/Outpatient Physician Medical/Surgical Services 80% 50%

Well-Child Care To age 16.  Includes immunizations, physical 
exams, and routine diagnostic tests. ($500 per calendar year maximum, 80% 50%*
per dependent.) 

Inpatient/Outpatient Hospital Services Includes surgery, 
preadmission testing and services received in a skilled nursing facility, 

80% 50%coordinated home care program and hospice.  (For mental health 
coverage levels, please refer to mental health bene    fits on the next page.)

Inpatient/Outpatient Hospital Diagnostic Testing Includes, but 
not limited to, X-rays, lab tests, EKGs, ECGs, pathology services, pulmonary 80% 50%
function studies, radioisotope tests, and electromyograms.  

Physical, Occupational, and Speech Therapist Services
80%* 50%*($3,000 maximum per therapy, per calendar year.)

Temporomandibular Joint Dysfunction and Related Disorders
80%* 50%*($1,000 lifetime maximum.)

Optional Maternity Coverage Inpatient/Outpatient Hospital services 
and Physician Medical/Surgical services.  When elected, maternity benefits 80% 50%
will begin 365 days after the effective date of the maternity coverage.

Outpatient Emergency Care (Accident or Illness) For both
80% after you pay $75 copayment†hospital and physician

Additional Surgical Opinion Program Following a recommendation
for elective surgery, provides additional consultations and related 100%†

diagnostic service by a Physician, as needed. 

Other Covered Services Ambulance services; services of a private 
duty nursing service ($1,000 per month maximum*); naprapathic services
rendered by a Naprapath ($1,000 per calendar year maximum*); oxygen and  80%
its administration; blood plasma; surgical dressings; casts and splints;
and outpatient prescription drugs.



Benefits for covered services are provided at either the Eligible Charge or the Maximum Allowance.  Consult the Policy for definitions and
your financial responsibility.

Durable Medical Equipment (DME) providers, Orthotic providers and Prosthetic providers are participating providers. Please refer to your Policy
Book for details.
* Does not apply to out-of-pocket expense limit.
† Deductible does not apply.

BASIC PROVISIONS BLUEVALUE ADVANTAGE

Participating Non-Participating 
Provider Coverage Provider Coverage

Mental Illness Treatment and Substance Abuse Rehabilitation
Treatment

Inpatient Care (30 Inpatient Hospital days per calendar year.)
Physician 80%* 50%*

Hospital First 14 days 60%* 50%*
Thereafter 50%* 50%*

Outpatient Care (30 visits per calendar year combined annual maximum
and 100 visits per lifetime maximum.)

Physician and Hospital 50%* 50%*

Medical Services Advisory (MSA®´) 
The MSA helps you maximize your benefits. The Participating Provider The Policyholder is

is responsible for responsible for notifying 
notifying MSA when MSA for Hospital admissions

services are rendered in  at Non-Participating
a Participating Hospital. and Non-Plan Hospitals.

MSA notification is required
within three business days

for non-emergencies 
and within one business

day or as soon as reasonably 
possible for emergencies  
and maternity admissions.  
If Policyholder does not
notify MSA, Hospital
benefits are reduced 

by $1,000.*

Mental Health Unit  In order to maximize your benefits, the Policyholder is responsible for notifying the Mental Health Unit for 
ALL care related to mental health and substance abuse.  In the event of an admission, for either mental illness or substance abuse,  
notification is required three days prior for non-emergencies and within 24 hours or as soon as reasonably possible for emergencies.
Failure to contact the Mental Health Unit may result in a reduction of benefits of up to $1,000.*



IF USING A NON-PLAN PROVIDER...

A $300 per Hospital admission Deductible will apply.*  If using a Non-Plan Provider, benefits are reduced to 50%.  However,
Outpatient Hospital emergency care is paid at 80% after you pay a $75 copayment, regardless of your coverage level or whether
services were received from a Participating, Non-Participating or Non-Plan Provider.

PRE-EXISTING CONDITIONS LIMITATION Pre-existing Conditions are those health conditions which were
 diagnosed or treated by a Provider during the 12 months prior to the coverage effective date, or for which symptoms existed
which would cause an ordinarily prudent person to seek diagnosis or treatment.  Any Pre-existing Condition will be subject 
to a waiting period of 365 days. 

PREMIUMS We may change premium rates only if we do so on a class basis for all DB-49 HCSC policies.  Premiums can be
changed based on age, sex, and rating area.

GUARANTEED RENEWABILITY Coverage under this Policy will be terminated for nonpayment of premiums. In addi-
tion, Blue Cross and Blue Shield may terminate or refuse to renew this Policy only for the following reasons:

1. If every Policy that bears this Policy form number, DB-49 HCSC, is not renewed. If this should occur:
a. Blue Cross and Blue Shield will give you at least 90 days prior to written notice.
b. You may convert to any other individual policy Blue Cross and Blue Shield offers to the individual market.

2. In the event of fraud or an intentional misrepresentation of material fact under the terms of this Policy. In this case,
Blue Cross and Blue Shield will give you at least thirty (30) days prior written notice.

3. If you no longer reside, live or work in an area for which Blue Cross and Blue Shield is authorized to do business. Blue Cross
and Blue Shield will never terminate or refuse to renew this Policy because of the condition of your health. Blue Cross and
Blue Shield may uniformly modify coverage provided by every Policy which bears this Policy form number only on the
coverage Renewal Date.

* Does not apply to out-of-pocket expense limit.

Exclusions and Limitations:
Hospitalization, Services, and supplies which are not 
Medically Necessary; Services or supplies that are not specifically 
mentioned in this Policy; Services or supplies for any illness or
injury arising out of or in the course of employment for which
benefits are available under any Workers’ Compensation Law or
other similar laws whether or not you make a claim for such
compensation or receive such benefits; Services or supplies that
are furnished to you by the local, state, or federal government;
Services and supplies for any illness or injury occurring on or
after your Coverage Date as a result of war or an act of war;
Services or supplies that do not meet accepted standards of 
medical or dental practice; Investigational Services and Supplies,
including all related services and supplies; Custodial Care
Service; Routine physical examinations, unless specifically stated
in this Policy; Services or supplies received during an Inpatient
stay when the stay is primarily related to behavioral, social 
maladjustment, lack of discipline, or other antisocial actions
which are not specifically the result of Mental Illness; Cosmetic
Surgery and related services and supplies, except for the 
correction of congenital deformities or for conditions resulting
from accidental injuries, scars, tumors, or diseases;  Services or
supplies for which you are not required to make payment or
would have no legal obligation to pay if you did not have this or
similar coverage; Charges for failure to keep a scheduled visit or
charges for completion of a Claim form; Personal hygiene, 
comfort, or convenience items commonly used for other than
medical purposes, such as air conditioners, humidifiers, physical
fitness equipment, televisions, and telephones; Special braces,
splints, specialized equipment, appliances, ambulatory apparatus,
battery controlled implants, except as specifically mentioned in
this Policy; Eyeglasses, contact lenses, or cataract lenses and the

exami nations for prescribing or fitting of glasses or contact lenses
or for determining the refractive state of the eye, except as
specifically mentioned in this Policy; Treatment of flat foot 
conditions and the prescription of supportive devices for such
conditions and the treatment of subluxations of the foot or 
routine foot care; Immunizations, unless otherwise stated in 
this Policy; Maintenance Occupational Therapy, Maintenance
Physical Therapy, and Maintenance Speech Therapy; Speech
Therapy when rendered for the treatment of psychosocial
speech delay, behavioral problems (including impulsive behavior
and impulsivity syndrome), attention  disorder, conceptual 
handicap, or mental retardation; Hearing aids or examinations 
for the prescription or fitting of hearing aids; Diagnostic Service
as part of routine physical examinations or check-ups, premarital
examinations, deter mination of the refractive errors of the 
eyes, auditory problems, surveys, casefinding, research studies, 
screening, or similar procedures and studies, or tests which are
Investigational, unless otherwise specified in this Policy;
Procurement or use of prosthetic devices, special appliances, 
and surgical implants which are for cosmetic purposes, or 
unrelated to the treatment of a disease or injury; Services 
and supplies provided for the diagnosis and/or treatment of
infertility including, but not limited to, Hospital services,
Medical Care, therapeutic injection, fertility and other drugs,
Surgery, artificial insemination, and all forms of in-vitro
 fertilization; Maternity Service, including related services 
and supplies, unless selected as an option (Complications 
of Pregnancy are covered as any other illness).     Long Term 
Care; Inpatient Private Duty Nursing Service; Maintenance
Care; Wigs (also referred to as cranial prosthesis); and Services
and supplies rendered or provided for human organ or tissue 
transplants other than those specifically named in this Policy. 

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

® Registered Service Marks of the Blue Cross and Blue Shield Association, an Association of Independent Blue Cross and Blue Shield Plans
®´Registered Service Mark of Health Care Service Corporation

SMService Mark of Health Care Service Corporation
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BlueValueSM

With your choice of deductibles and
participating provider coinsurance levels.

(POLICY DB-42 HCSC)

1. READYOUR POLICY CAREFULLY — This outline
of coverage provides a brief description of the important
features of your Policy. This is not the insurance contract,
and only the actual Policy provisions will control. The
Policy itself sets forth in detail the rights and obligations
of both you and your insurance company. It is, therefore,
important that you READYOUR POLICY
CAREFULLY!

2. BlueValue Coverage — BlueValue coverage is designed
to provide you with economic incentives for using
designated health care providers. It provides, to persons

insured, coverage for major Hospital, medical, and surgical
expenses incurred as a result of a covered accident or
sickness. Coverage is provided for daily Hospital room
and board, miscellaneous Hospital services, surgical
services, anesthesia services, In-Hospital medical services,
and Out-of-Hospital care, subject to any Deductibles,
Copayment provisions, or other limitations which may
be set forth in the Policy. Although you can go to
the Hospitals and Physicians of your choice, your
benefits under the BlueValue plan will be greater
when you use the services of participating Hospitals
and Physicians.

O U T L I N E O F C O V E R A G E

BASIC PROVISIONS BLUEVALUE

Participating Non-Participating
Provider Coverage Provider Coverage

Lifetime Benefit $5,000,000

Deductible Per individual, per calendar year. (If two or more family
members receive covered services as a result of injuries received in $250*
the same accident, only one Deductible will apply.) $500*

$1,000*
Carryover Deductible If an insured incurs covered expenses for the $2,500*
Deductible in the last three months of the calendar year, we will carry $5,000*
over that amount as credit toward the Deductible for the following
calendar year.

Family Aggregate Deductible Per family, per calendar year. Equal to three times the
individual Deductible

Hospital Admission Deductible Per admission, per individual. $0 $300*

Coinsurance The level of coverage provided by the plan after the
calendar year Deductible has been satisfied.
You must select a level of participating provider coverage:

100% participating provider coverage, or 100% 80%

80% participating provider coverage 80% 60%

Out-of-Pocket Expense Limit The amount of money an individual
pays toward covered hospital and medical expenses during any one
calendar year. Deductibles, reduction in benefits applicable to the
Medical Services Advisory and/or the Mental Health Unit, charges that $1,000 $4,000

exceed the Maximum Allowance or the Eligible Charges, and items
asterisked (*) do not apply to the out-of-pocket expense limit.

Family Aggregate Out-of-Pocket Expense Limit Equal to
three times the individual out-of-pocket limit, per family, per calendar year. $3,000 $12,000



BASIC PROVISIONS BLUEVALUE

Participating Non-Participating
Provider Coverage Provider Coverage

Inpatient/Outpatient Physician Medical/Surgical Services 100% 80%

80% 60%

Well-Child Care To age 16. Includes immunizations, physical 100% 80%
exams, and routine diagnostic tests. ($500 per calendar year maximum,
per dependent.) 80% 60%

Inpatient/Outpatient Hospital Services Includes surgery, pre-
admission testing and services received in a skilled nursing facility, 100% 80%
coordinated home care program and hospice. (For mental health
coverage levels, please refer to mental health benefits on the next page.)

80% 60%

Inpatient/Outpatient Hospital Diagnostic Testing Includes but 100% 80%
not limited to X-rays, lab tests,EKGs,ECGs,pathology services, pulmonary

80% 60%function studies, radioisotope tests, and electromyograms.

Physical, Occupational, and Speech Therapist Services 100% 80%*
($3,000 maximum per therapy, per calendar year.) 80%* 60%*

Temporomandibular Joint Dysfunction and Related Disorders 100% 80%*
($1,000 lifetime maximum.) 80%* 60%*

Optional Maternity Coverage Inpatient/Outpatient Hospital services 100% 80%
and Physician Medical/Surgical services. When elected, maternity benefits

80% 60%will begin 365 days after the effective date of the maternity coverage.

Outpatient Emergency Care (Accident or Illness) For both
100%†

Hospital and Physician.

Additional Surgical Opinion Program Following a recommendation
for elective surgery, provides additional consultations and related 100%†

diagnostic service by a Physician, as needed.

Other Covered Services Ambulance services; services of a private duty
nursing service ($1,000 per month maximum*); naprapathic services
rendered by a Naprapath ($1,000 per calendar year maximum*); oxygen and 80%
its administration; blood plasma; surgical dressings; casts and splints; and
outpatient prescription drugs.



Benefits for covered services are provided at either the Eligible Charge or the Maximum Allowance. Consult the Policy for definitions and
your financial responsibility.

Durable Medical Equipment (DME) providers, Orthotic providers and Prosthetic providers are participating providers. Please refer to your
Policy Book for details.

* Does not apply to out-of-pocket expense limit.
** In order to receive benefits for Substance Abuse care (other than alcoholism), the treatment program must be approved by Blue Cross and Blue Shield of Illinois.

Contact the Mental Health Unit for additional details.
† Deductible does not apply.

BASIC PROVISIONS BLUEVALUE

Participating Non-Participating
Provider Coverage Provider Coverage

Mental Illness Treatment and Substance Abuse Rehabilitation
Treatment**

Inpatient Care (30 Inpatient Hospital days per calendar year.) 100% 80%*
Physician 80%* 60%*

Hospital First 14 days 60%* 50%*
Thereafter 50%* 50%*

Outpatient Care (30 visits per calendar year combined annual maximum
and 100 visits per lifetime maximum.)

Physician and Hospital 50%* 50%*

Medical Services Advisory (MSA®´)
The MSA helps you maximize your benefits. The Participating Provider The Policyholder is

is responsible for responsible for notifying
notifying MSA when MSA for Hospital admissions

services are rendered in at Non-Participating
a Participating Hospital. and Non-Plan Hospitals.

MSA notification is required
within three business days

for non-emergencies
and within one business
day for emergencies and

maternity admissions.
If Policyholder does not
notify MSA, Hospital
benefits are reduced

by $1,000.*

Mental Health Unit In order to maximize your benefits, the Policyholder is responsible for notifying the Mental Health Unit for
ALL care related to mental health and substance abuse. In the event of an admission, for either mental illness or substance abuse,
notification is required three days prior for non-emergencies and within 24 hours for emergencies. Failure to contact the Mental Health
Unit may result in a reduction of benefits of up to $1,000.*



IF USING A NON-PLAN PROVIDER...

A $300 per Hospital admission Deductible will apply.* If using a Non-Plan Provider, benefits are reduced to 50%. However, with
the exception of alcoholism, no benefits are available for Substance Abuse Rehabilitation Treatment. Also, Outpatient Hospital and
Physician emergency care, and additional surgical opinions are paid at 100%, regardless of the coverage level or Provider selected.

PRE-EXISTING CONDITIONS LIMITATION Pre-existing Conditions are those health conditions which were
diagnosed or treated by a Provider during the 12 months prior to the coverage effective date, or for which symptoms existed
which would cause an ordinarily prudent person to seek diagnosis or treatment. Any Pre-existing Condition will be subject
to a waiting period of 365 days.

PREMIUMS We may change premium rates only if we do so on a class basis for all DB-42 HCSC policies. Premiums can
be changed based on age, sex, and rating area.

GUARANTEED RENEWABILITY Coverage under this Policy will be terminated for nonpayment of premiums. In addi-
tion, Blue Cross and Blue Shield may terminate or refuse to renew this Policy only for the following reasons:

1. If every Policy that bears this Policy form number, DB-42 HCSC, is not renewed. If this should occur:
a. Blue Cross and Blue Shield will give you at least 90 days prior to written notice.
b. You may convert to any other individual policy Blue Cross and Blue Shield offers to the individual market.

2. In the event of fraud or an intentional misrepresentation of material fact under the terms of this Policy. In this case,
Blue Cross and Blue Shield will give you at least thirty (30) days prior written notice.

3. If you no longer reside, live or work in an area for which Blue Cross and Blue Shield is authorized to do business. Blue Cross
and Blue Shield will never terminate or refuse to renew this Policy because of the condition of your health. Blue Cross and
Blue Shield may uniformly modify coverage provided by every Policy which bears this Policy form number only on the
coverage Renewal Date.

* Does not apply to out-of-pocket expense limit.

Exclusions and Limitations:
Hospitalization, Services, and supplies which are not
Medically Necessary; Services or supplies that are not specifically
mentioned in this Policy; Services or supplies for any illness or
injury arising out of or in the course of employment for which
benefits are available under anyWorkers’ Compensation Law or
other similar laws whether or not you make a claim for such
compensation or receive such benefits; Services or supplies that
are furnished to you by the local, state, or federal government;
Services and supplies for any illness or injury occurring on or
after your Coverage Date as a result of war or an act of war;
Services or supplies that do not meet accepted standards of
medical or dental practice; Investigational Services and Supplies,
including all related services and supplies; Custodial Care
Service; Routine physical examinations, unless specifically stated
in this Policy; Services or supplies received during an Inpatient
stay when the stay is primarily related to behavioral, social
maladjustment, lack of discipline, or other antisocial actions
which are not specifically the result of Mental Illness; Cosmetic
Surgery and related services and supplies, except for the
correction of congenital deformities or for conditions resulting
from accidental injuries, scars, tumors, or diseases; Services or
supplies for which you are not required to make payment or
would have no legal obligation to pay if you did not have this or
similar coverage; Charges for failure to keep a scheduled visit or
charges for completion of a Claim form; Personal hygiene,
comfort, or convenience items commonly used for other than
medical purposes, such as air conditioners, humidifiers, physical
fitness equipment, televisions, and telephones; Special braces,
splints, specialized equipment, appliances, ambulatory apparatus,

battery controlled implants, except as specifically mentioned in
this Policy; Eyeglasses, Contact lenses, or cataract lenses and the
examinations for prescribing or fitting of glasses or contact lenses
or for determining the refractive state of the eye, except as
specifically mentioned in this Policy;Treatment of flat foot
conditions and the prescription of supportive devices for such
conditions and the treatment of subluxations of the foot or
routine foot care; Immunizations, unless otherwise stated in
this Policy; Maintenance OccupationalTherapy, Maintenance
PhysicalTherapy, and Maintenance SpeechTherapy; Speech
Therapy when rendered for the treatment of psychosocial
speech delay, behavioral problems (including impulsive behavior
and impulsivity syndrome), attention disorder, conceptual
handicap, or mental retardation; Hearing aids or examinations
for the prescription or fitting of hearing aids; Diagnostic Service
as part of routine physical examinations or check-ups, premarital
examinations, determination of the refractive errors of the
eyes, auditory problems, surveys, casefinding, research studies,
screening, or similar procedures and studies, or tests which are
Investigational, unless otherwise specified in this Policy;
Procurement or use of prosthetic devices, special appliances,
and surgical implants which are for cosmetic purposes, or
unrelated to the treatment of a disease or injury; Services
and supplies provided for the diagnosis and/or treatment of
infertility including, but not limited to, Hospital services,
Medical Care, therapeutic injection, fertility and other drugs,
Surgery, artificial insemination, and all forms of in-vitro
fertilization; Maternity Service, including related services
and supplies, unless selected as an option (Complications
of Pregnancy are covered as any other illness).

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

® Registered Service Marks of the Blue Cross and Blue Shield Association, an Association of Independent Blue Cross and Blue Shield Plans
®´Registered Service Mark of Health Care Service Corporation

SMService Mark of Health Care Service Corporation



1. READYOUR POLICY CAREFULLY — This outline
of coverage provides a brief description of the important
features of your Policy. This is not the insurance contract,
and only the actual Policy provisions will control. The
Policy itself sets forth in detail the rights and obligations
of both you and your insurance company. It is, therefore,
important that you READYOUR POLICY
CAREFULLY!

2. SelectBlue Coverage — SelectBlue coverage is designed
to provide you with economic incentives for using
designated health care providers. It provides, to persons

insured, coverage for major Hospital, medical, and surgical
expenses incurred as a result of a covered accident or
sickness. Coverage is provided for daily Hospital room
and board, miscellaneous Hospital services, surgical
services, anesthesia services, In-Hospital medical services,
and Out-of-Hospital care, subject to any Deductibles,
Copayment provisions, or other limitations which may
be set forth in the Policy. Although you can go to
the Hospitals and Physicians of your choice, your
benefits under the SelectBlue plan will be greater
when you use the services of participating
Hospitals and Physicians.

SBOOC0508 31243.0408IL

O U T L I N E O F C O V E R A G E

(POLICY DB-43 HCSC)

SelectBlue®

With your choice of deductibles and
participating provider coinsurance levels.

BASIC PROVISIONS SELECTBLUE

Participating Non-Participating
Provider Coverage Provider Coverage

Lifetime Benefit $5,000,000

Deductible Per individual, per calendar year. (If two or more family
members receive covered services as a result of injuries received in $0*
the same accident, only one Deductible will apply.) $250*

$500*
Carryover Deductible If an insured incurs covered expenses for the $1,000*
Deductible in the last three months of the calendar year, we will carry $2,500*
over that amount as credit toward the Deductible for the following $5,000*
calendar year.

Family Aggregate Deductible Per family, per calendar year. Equal to three times the
individual Deductible

Hospital Admission Deductible Per admission, per individual. $0 $300*

Coinsurance The level of coverage provided by the plan after the
calendar-year Deductible has been satisfied.

You must select a level of participating provider coverage:
100% participating provider coverage, or 100% 80%
80% participating provider coverage 80% 60%

Out-of-Pocket Expense Limit The amount of money an individual
pays toward covered hospital and medical expenses during any one $1,000 $4,000
calendar year. Items asterisked (*) do not apply to the out-of-pocket
expense limit.

Family Aggregate Out-of-Pocket Expense Limit
Equal to three times the individual out-of-pocket limit, per family,
per calendar year.

$3,000 $12,000



BASIC PROVISIONS SELECTBLUE

Participating Non-Participating
Provider Coverage Provider Coverage

Outpatient Physician Medical/Surgical Services 100% after you pay 80%
Covered services OTHER THAN surgery, therapy, and certain $20 copayment per visit*†

diagnostic services received in a provider’s office, which are described
immediately below. 100% after you pay 60%

$20 copayment per visit*†

Surgery, therapy, and certain diagnostic services including MRI, 100% 80%
CT scan, pulmonary function studies, cardiac catheterization,
EEG, EKG, ECG, and Swan-Ganz catheterization. 80% 60%

Inpatient Physician Medical/Surgical Services 100% 80%

80% 60%

Wellness Care From age 16. Covers services associated with both
an annual physical exam and an annual gynecological exam. Includes
immunizations and routine diagnostic tests received or ordered on
the same day as part of the exam. ($500 calendar-year maximum
per person.)

When covered services are received in a provider’s office 100% after you pay 80%*

$20 copayment per visit*†

100% after you pay 60%*

$20 copayment per visit*†

When covered services are received OTHER THAN in a provider’s office 100%† 80%*

100%† 60%*

Well-Child Care To age 16. Includes immunizations, physical 100% after you pay
80%*exams and routine diagnostic tests. ($500 calendar-year maximum $20 copayment per visit†

per dependent for non-participating provider services only.)
100% after you pay

60%*$20 copayment per visit†

Inpatient/Outpatient Hospital Services Includes surgery,
pre-admission testing and services received in a skilled nursing facility, 100% 80%
coordinated home care program and hospice. (For mental health
coverage levels, please refer to mental health benefits on the next page.) 80% 60%

Inpatient/Outpatient Hospital Diagnostic Testing Includes 100% 80%
but not limited to X-rays, lab tests, EKGs, ECGs, pathology services,
pulmonary function studies, radioisotope tests, and electromyograms. 80% 60%

Physical, Occupational, and Speech Therapist Services 100% 80%*
($3,000 maximum per therapy, per calendar year.)

80%* 60%*

Temporomandibular Joint Dysfunction 100% 80%*
and Related Disorders ($1,000 lifetime maximum.)

80%* 60%*

Optional Maternity Coverage Inpatient/Outpatient Hospital 100% 80%
services and Physician Medical/Surgical services. When elected, maternity
benefits will begin 365 days after the effective date of the maternity coverage. 80% 60%

Outpatient Emergency Care (Accident or Illness)
For both Hospital and Physician. 100%†

Additional Surgical Opinion Program Following a
recommendation for elective surgery, provides additional consultations 100%†
and related diagnostic service by a Physician, as needed.



Benefits for covered services are provided at either the Eligible Charge or the Maximum Allowance. Consult the Policy for definitions and
your financial responsibility.

Durable Medical Equipment (DME) providers, Orthotic providers and Prosthetic providers are participating providers. Please refer to your Policy
Book for details
* Does not apply to out-of-pocket expense limit.
** In order to receive benefits for Substance Abuse Care (other than Alcoholism), the treatment program must be approved by Blue Cross and Blue Shield of Illinois.

Contact the Mental Health Unit for additional details.
† Deductible does not apply.

†† Benefits will be significantly reduced if you use a non-participating pharmacy.

OUTPATIENT PRESCRIPTION DRUG BENEFIT YOU PAY SELECTBLUE
PAYS

Participating Pharmacy†† Participating Pharmacy††

$0, $250 and $500 Deductible plans ONLY

• Generic $10 copayment* 100%
• Brand formulary & Insulin and Insulin syringes 35%* 65%
• Brand non-formulary 50%* 50%

($100 out-of-pocket maximum per prescription.)

Home Delivery: Up to a 90-day supply of maintenance drugs is
available through home delivery and is subject to $300 maximum
per prescription.

$1,000, $2,500 and $5,000 Deductible plans ONLY 20% 80%
(Subject to deductible and coinsurance.)

BASIC PROVISIONS SELECTBLUE

Participating Non-Participating
Provider Coverage Provider Coverage

Other Covered Services Ambulance services; services of a private
duty nursing service ($1,000 per month maximum*); naprapathic services
rendered by a Naprapath ($1,000 per calendar year maximum*); oxygen

80%and its administration; blood plasma; surgical dressings; casts and splints.

Mental Illness Treatment and Substance Abuse
Rehabilitation Treatment**

Inpatient Care (30 Inpatient Hospital days per calendar year.) 100% 80%*
Physician

80%* 60%*

Hospital First 14 days 60%* 50%*
Thereafter 50%* 50%*

Outpatient Care (30 visits per calendar year combined annual maximum
and 100 visits per lifetime maximum.)

Physician and Hospital 50%* 50%*

Medical Services Advisory (MSA®´) In order to maximize your benefits, the Policyholder is responsible for notifying the MSA
for Hospital admissions at Non-Participating and Non-Plan Hospitals. (MSA notification by the Policyholder is NOT required when
services are rendered in a Participating Hospital.) MSA notification is required within three business days for non-emergencies and
within one business day for emergencies and maternity admissions. Failure to contact the MSA will result in a reduction of Hospital
benefits of $1,000.*

Mental Health Unit In order to maximize your benefits, the Policyholder is responsible for notifying the Mental Health Unit
for ALL care related to mental health and substance abuse. In the event of an admission, for either mental illness or substance abuse,
notification is required three days prior for non-emergencies and within 24 hours for emergencies. Failure to contact the Mental
Health Unit may result in a reduction of benefits of up to $1,000.*



Exclusions and Limitations:
Hospitalization, Services, and supplies which are not Medically
Necessary; Services or supplies that are not specifically
mentioned in this Policy; Services or supplies for any illness or
injury arising out of or in the course of employment for which
benefits are available under any Workers’ Compensation Law
or other similar laws whether or not you make a claim for
such compensation or receive such benefits except where not
required by law; Services or supplies that are furnished to you
by the local, state, or federal government; Services and supplies
for any illness or injury occurring on or after your Coverage
Date as a result of war or an act of war; Services or supplies
that do not meet accepted standards of medical or dental
practice; Investigational Services and Supplies, including all
related services and supplies; Custodial Care Service; Routine
physical examinations, unless specifically stated in this Policy;
Services or supplies received during an Inpatient stay when
the stay is primarily related to behavioral, social maladjustment,
lack of discipline, or other antisocial actions which are not
specifically the result of Mental Illness; Cosmetic Surgery
and related services and supplies, except for the correction
of congenital deformities or for conditions resulting from
accidental injuries, scars, tumors, or diseases; Services or supplies
for which you are not required to make payment or would have
no legal obligation to pay if you did not have this or similar
coverage; Charges for failure to keep a scheduled visit or charges
for completion of a Claim form; Personal hygiene, comfort, or
convenience items commonly used for other than medical
purposes, such as air conditioners, humidifiers, physical fitness
equipment, televisions, and telephones; Special braces, splints,
specialized equipment, appliances, ambulatory apparatus,

battery controlled implants, except as specifically mentioned in
this Policy; Eyeglasses, contact lenses, or cataract lenses and the
examinations for prescribing or fitting of glasses or contact
lenses or for determining the refractive state of the eye, except
as specifically mentioned in this Policy;Treatment of flat foot
conditions and the prescription of supportive devices for such
conditions and the treatment of subluxations of the foot or
routine foot care; Immunizations, unless otherwise stated in
this Policy; Maintenance Occupational Therapy, Maintenance
Physical Therapy, and Maintenance Speech Therapy; Speech
Therapy when rendered for the treatment of psychosocial
speech delay, behavioral problems (including impulsive behavior
and impulsivity syndrome), attention disorder, conceptual
handicap, or mental retardation; Hearing aids or examinations
for the prescription or fitting of hearing aids; Diagnostic Service
as part of routine physical examinations or check-ups, premarital
examinations, determination of the refractive errors of the
eyes, auditory problems, surveys, casefinding, research studies,
screening, or similar procedures and studies, or tests which
are Investigational, unless otherwise specified in this Policy;
Procurement or use of prosthetic devices, special appliances,
and surgical implants which are for cosmetic purposes, or
unrelated to the treatment of a disease or injury; Services
and supplies provided for the diagnosis and/or treatment
of infertility including, but not limited to, Hospital services,
Medical Care, therapeutic injection, fertility and other drugs,
Surgery, artificial insemination, and all forms of in-vitro
fertilization; Maternity Service, including related services
and supplies, unless selected as an option (Complications
of Pregnancy are covered as any other illness).

* Does not apply to out-of-pocket expense limit.
A Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association

®Registered Service Marks of the Blue Cross and Blue Shield Association, an Association of Independent Blue Cross and Blue Shield Plans

®´Registered Service Mark of Health Care Service Corporation

IF USING A NON-PLAN PROVIDER...

A $300 per Hospital admission Deductible will apply.* If using a Non-Plan Provider, benefits are reduced to 50%. However, with
the exception of Alcoholism, no benefits are available for Substance Abuse Rehabilitation Treatment. Also, Outpatient Hospital and
Physician emergency care and additional surgical opinions are paid at 100%, regardless of the coverage level or Provider selected.

PRE-EXISTING CONDITIONS LIMITATION Pre-existing Conditions are those health conditions which were diagnosed
or treated by a Provider during the 12 months prior to the coverage effective date, or for which symptoms existed which
would cause an ordinarily prudent person to seek diagnosis or treatment. Any Pre-existing Condition will be subject to
a waiting period of 365 days.

PREMIUMS We may change premium rates only if we do so on a class basis for all DB-43 HCSC policies. Premiums
can be changed based on age, sex, and rating area.

GUARANTEED RENEWABILITY Coverage under this Policy will be terminated for nonpayment of premiums. In addition,
Blue Cross and Blue Shield may terminate or refuse to renew this Policy only for the following reasons:

1. If every Policy that bears this Policy form number, DB-43 HCSC, is not renewed. If this should occur:
a. Blue Cross and Blue Shield will give you at least 90 days prior to written notice.
b. You may convert to any other individual policy Blue Cross and Blue Shield offers to the individual market.

2. In the event of fraud or an intentional misrepresentation of material fact under the terms of this Policy. In this case,
Blue Cross and Blue Shield will give you at least thirty (30) days prior written notice.

3. If you no longer reside, live or work in an area for which Blue Cross and Blue Shield is authorized to do business. Blue Cross
and Blue Shield will never terminate or refuse to renew this Policy because of the condition of your health. Blue Cross and
Blue Shield may uniformly modify coverage provided by every Policy which bears this Policy form number only on the
coverage Renewal Date.



NOTICE TO APPLICANT REGARDING
REPLACEMENT OF HEALTH INSURANCE

According to information you have furnished, you intend to
lapse or otherwise terminate existing health insurance and
replace it with a policy to be issued by Health Care Service
Corporation. For your own information and protection,
you should be aware of and seriously consider certain
factors which may affect the insurance protection 
available to you under the new policy.

1. Health conditions which you may presently have, 
which may be referred to in the policy as pre-existing
conditions, may not be immediately or fully covered
under this new policy. This could result in denial or 
delay of a claim for benefits under this new policy,
whereas a similar claim might have been payable 
under your present policy.

2. You may wish to secure the advice of your present 
insurer or its agent regarding the proposed replacement
of your present policy. This is not only your right, but it
is also in your best interest to make sure you understand
all the relevant factors involved in replacing your present
coverage.

3. If, after due consideration, you still wish to terminate
your present policy and replace it with new 
coverage, be certain to truthfully and completely answer
all questions on the application concerning your med-
ical/health history. FAILURE TO INCLUDE ALL MATERIAL
MEDICAL INFORMATION ON AN APPLICATION MAY
PROVIDE A BASIS FOR THE COMPANY TO DENY
CLAIMS AND TO REFUND YOUR PREMIUM AS
THOUGH YOUR POLICY HAS NEVER BEEN IN FORCE.
After the application has been completed and before
you sign it, reread it carefully to be certain that all infor-
mation has been properly recorded.

The above “Notice to Applicant” was delivered to me on:

(Date)

(Applicant’s Signature)

(Applicant’s Social Security Number)

OB1935(For Electronic Use Only) Rev. 10/04
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NOTICE TO APPLICANT REGARDING
REPLACEMENT OF HEALTH INSURANCE

According to information you have furnished, you intend to
lapse or otherwise terminate existing health insurance and
replace it with a policy to be issued by Health Care Service
Corporation. For your own information and protection,
you should be aware of and seriously consider certain
factors which may affect the insurance protection 
available to you under the new policy.

1. Health conditions which you may presently have, 
which may be referred to in the policy as pre-existing
conditions, may not be immediately or fully covered
under this new policy. This could result in denial or 
delay of a claim for benefits under this new policy,
whereas a similar claim might have been payable 
under your present policy.

2. You may wish to secure the advice of your present 
insurer or its agent regarding the proposed replacement
of your present policy. This is not only your right, but it
is also in your best interest to make sure you understand
all the relevant factors involved in replacing your present
coverage.

3. If, after due consideration, you still wish to terminate
your present policy and replace it with new 
coverage, be certain to truthfully and completely answer
all questions on the application concerning your med-
ical/health history. FAILURE TO INCLUDE ALL MATERIAL
MEDICAL INFORMATION ON AN APPLICATION MAY
PROVIDE A BASIS FOR THE COMPANY TO DENY
CLAIMS AND TO REFUND YOUR PREMIUM AS
THOUGH YOUR POLICY HAS NEVER BEEN IN FORCE.
After the application has been completed and before
you sign it, reread it carefully to be certain that all infor-
mation has been properly recorded.

Note to Producer: An applicant who is replacing
existing health insurance with Blue Cross and
Blue Shield coverage must read, sign, and date
the adjacent replacement form at right. You must
then submit that replacement form along with the
application. This half of the form must remain with
the applicant.

OB1935(For Electronic Use Only) Rev. 10/04
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C O N D I T I O N A L  R E C E I P T  F O R

Proposed Insured: ___________________________________________________________

Date of Application: ______________________ Amount Received: __________________ Date of Receipt: _____________

NO INSURANCE WILL BECOME EFFECTIVE UNLESS EACH AND EVERY CONDITION CONTAINED 
IN THIS RECEIPT IS MET.  NO PRODUCER IS AUTHORIZED TO ALTER OR WAIVE ANY OF THE
FOLLOWING CONDITIONS.

Subject to the limitations shown below, insurance will become effective under the receipt if the following conditions are met:
1. The application is completed in full and is unconditionally accepted and approved by Health Care Service Corporation,

a Mutual Legal Reserve Company (Blue Cross and Blue Shield of Illinois), hereafter “HCSC,” at its Home Office 
(or the office of the designated administrator).

2. The first full premium, according to the mode of premium payment chosen, has been paid and the check is honored 
on first presentation for payment.
“An effective date in compliance with HCSC guidelines” means the latter of:
a. The requested coverage date, if any, shown on the application; or
b. The date upon which the application is approved by HCSC at its Home Office (or office of the designated 

administrator).
3. The policy is issued by HCSC exactly as applied for within 60 days from date of application, delivered, and accepted 

by the proposed insured.
Applicant’s Copy (if paying by check or money order) (over, please)

A U T O M AT I C  PAY M E N T  A U T H O R I Z AT I O N

I request and authorize Blue Cross and Blue Shield of Illinois (the Company) and/or its designee to obtain payment of amounts
becoming due the Company by initiating charges to my account in the form of checks, share drafts, or electronic debit entries, and
I request and authorize the Financial Institution named below to accept and honor the same to my account. This Authorization
will remain in effect until I notify the Company or the Financial Institution in writing to terminate and the Company or the
Financial Institution has a reasonable time to act on the termination.

Preferred Draft Date: _____________________________________________ Check One: M Checking Account        M Savings Account

NAME OF BANK WHERE ACCOUNT IS AUTHORIZED

Applicant’s Copy (if paying by automatic bank withdrawal)

A U T O M AT I C  PAY M E N T  A U T H O R I Z AT I O N

I request and authorize Blue Cross and Blue Shield of Illinois (the Company) and/or its designee to obtain payment of amounts
becoming due the Company by initiating charges to my account in the form of checks, share drafts, or electronic debit entries, and
I request and authorize the Financial Institution named below to accept and honor the same to my account. This Authorization
will remain in effect until I notify the Company or the Financial Institution in writing to terminate and the Company or the
Financial Institution has a reasonable time to act on the termination.

Preferred Draft Date:_____________________________________________ Check One: M Checking Account         M Savings Account

NAME OF BANK WHERE ACCOUNT IS AUTHORIZED

ADDRESS OF BANK

CITY STATE ZIP

NAME OF INSURED,APPLICANT (PRINT)

NAME(S) OF DEPOSITOR(S) IF OTHER THAN THE INSURED RELATIONSHIP TO INSURED

SIGNATURE OF DEPOSITOR DATE

For Home Office BANK TRANSIT NUMBER DEPOSITOR’S ACCOUNT NUMBER

Use Only:

PLEASE ATTACH VOIDED CHECK OR DEPOSIT SLIP
Company’s Copy (if applicant is paying by automatic bank withdrawal)
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Limitation:
This conditional receipt does not create any temporary or interim insurance and does not provide any coverage except 
as expressly provided herein. In the event HCSC declines to issue a policy as applied for, the amount received by HCSC will be
refunded.

___________________________________________________________________________________________________________________________________________
Signature of Secretary

___________________________________________________________________ Producer’s Code: ____________________________________________________
Signature of Producer

Blue Cross and Blue Shield of Illinois
Administrator: Hallmark Services Corp.
PO Box 2038
Aurora, Illinois  60507-2038

ALL PREMIUM CHECKS MUST BE MADE PAYABLE TO BLUE CROSS AND BLUE SHIELD OF ILLINOIS.
DO NOT PAY CASH OR MAKE CHECKS PAYABLE TO THE PRODUCER OR LEAVE THE PAYEE BLANK.

If you do not hear from HCSC regarding the proposed insurance within 30 days, please call 1-800-538-8833.

THIS FORM LIMITS OUR LIABILITY.
BE SURE TO READ AND SIGN THE APPLICATION AND, IF DESIRED, THE AUTOMATIC PAYMENT
REQUEST FORM.  KEEP THIS DOCUMENT.  IT HAS IMPORTANT INFORMATION.

CONSUMER MARKETS
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