




INSTACARESM

Offers short-term 

coverage: 30, 60 or  

90 days.

A PLAN THAT FITS.

*Please note: Most products require an 18-month waiting period for maternity coverage to begin.

I’M LOOKING FOR …

I’M PLANNING TO START  
A FAMILY

SHORT-TERM COVERAGE ONGOING COVERAGE

Call your agent or visit  

bluecrossmn.com/medicare  

to find out about our  

Medicare plans.

You must apply 

with a parent or guardian 

who is 19 to 64 years old.

YES*NO

I AM 19 TO 64  
YEARS OF AGE

I AM 65 YEARS  
OF AGE OR OLDER

I AM 18 YEARS OF 
AGE OR YOUNGER

INDIVIDUAL FAMILY 

GOBLUESM PERSONAL BLUESMOPTIONS BLUESM

Offers a low-cost option 

that protects you from 

major expenses. If you 

experience a major 

illness or injury, GoBlue 

takes care of covered 

expenses once your 

deductible is met.

Provides more traditional, 

comprehensive coverage 

for individuals and 

families, with a range of 

deductible options.

SIMPLY BLUESM

Provides up-front 

benefits so you’ll have 

coverage for immediate 

health care needs. It’s 

our most popular plan 

and a great choice if you 

find yourself visiting 

the doctor’s office a few 

times a year.

Gives you the most  

control over your health 

care dollars. A tax-free 

health savings account 

lets you save for medical 

expenses — and be 

covered in case major 

ones arise.



A deductible is a set amount you pay each year 

for covered health care services before your 

insurance begins paying for the covered health 

care services.

A copay is a set amount, for example $30, that 

you pay for doctor’s office visits, prescription 

drugs, health care services or products at the 

time of service.

The out-of-pocket maximum is a limit on your 

out-of-pocket health care expenses. It’s the most 

you will pay in coinsurance and deductibles for 

covered health care services each year.

A health savings account works like a bank 

account with tax advantages and can be used 

to cover deductibles and certain noncovered 

services. Check out Options Blue.

Coinsurance is the set percentage you pay once 

your deductible has been met. For example, if 

your coinsurance is 80 percent, Blue Cross and 

Blue Shield of Minnesota pays 80 percent of your 

covered health care costs after you reach your 

deductible and you pay 20 percent of the bill. 

Choosing coinsurance of 80 percent compared  

to 100 percent is an easy way to lower your 

monthly premium. 

Compare deductibles 
How much do you want to pay out of pocket before 

your health care coverage kicks in? Usually the  

higher the deductible you choose, the lower your 

monthly rate.

Compare copays 
Some plans require copays for health care services 

and products.

Compare up-front benefits 
Some plans cover office visits, urgent care visits  

or retail health clinic visits before you reach  

your deductible. In these instances, you just pay  

a copay. Compare the up-front benefits under 

“Physician services.”

Compare coinsurance 
If you’re looking to lower your monthly premium,  

one way is to choose a higher coinsurance.

Compare out-of-pocket  
maximums 
Look for a plan that fits the maximum you want to 

pay out of pocket each year.

Compare prescription  
drug coverage 
Consider the medications you take regularly. Each 

plan covers generic drugs and brand-name drugs 

differently. Some plans count prescription drug  

costs toward your deductible, and plans have 

different copays. 

Do you want a health 
savings account? 
Options Blue plans offer tax-advantaged health 

savings accounts. 

Do you want mental health and 
substance abuse coverage? 
You can lower your premium by choosing to not have 

this coverage.

HOW TO FIND THE RIGHT PLAN FOR YOU
Here’s a checklist showing what to consider when choosing the right plan for you. The product comparison chart 

on the next pages has all the details.

WORDS TO KNOW

DID YOU KNOW?
You can see any doctor you want, but you’ll save money 

when you see an in-network doctor. Out-of-network 

doctors will cost more.
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2012 PLAN COMPARISON FOR ONGOING COVERAGE
 IN-NETWORK PLAN COST & BENEFITS

Individuals Individuals & families

GOBLUESM SIMPLY BLUESM OPTIONS BLUESM PERSONAL BLUESM

I want a low-cost plan with generic drug coverage 
and protection against major illness or injury.

I want an affordable plan that covers some 
benefits before my deductible is met.

I want to contribute to a health savings account, 
and want a lower deductible.  

I want to contribute to a health savings account, 
and don’t want to pay coinsurance.

I want a comprehensive plan with lower 
deductibles and office visit copays.  

I want a comprehensive plan that covers some 
benefits before my deductible is met.

I want lower monthly premiums and protection 
from catastrophic costs.

What I want

Options Blue 80 Options Blue 100 Personal Blue 80 with copay Personal Blue 80 Personal Blue 100

Deductible 
is a set amount you pay each year for covered health care services before 
your insurance begins paying for the covered health care services. Copays 
do not apply.

Individual Family Individual Family Individual Family Individual Family Individual Family

(a) $4,000
(b) $5,500
(c) $7,500
(d) $10,000

(a) $3,000
(b) $6,000
(c) $9,000

(a) $1,500
(b) $2,200

(a) $3,000
(b) $4,400

(a) $2,700
(b) $3,700
(c) $4,700
(d) $6,000

(a) $5,400
(b) $7,400
(c) $9,400
(d) $12,000

(a) $1,000
(b) $3,000

(a) $3,000
(b) $9,000

(a) $1,500
(b) $2,500
(c) $3,500
(d) $4,500

(a) $4,500
(b) $7,500
(c) $10,500
(d) $13,500

(a) $4,000
(b) $7,500
(c) $10,000
(d) $15,000

(a) $12,000
(b) $22,500
(c) $30,000
(d) $45,000

Family deductible can be met by any combination of family members and must be met before any 
benefits are paid (combines medical and drug expenses)

No member can contribute more than the “per person” amount toward a family deductible. Family amount is for a family of 3 or more.

Coinsurance 
is the set percentage you pay once your deductible has been met

YOU PAY 0%
after deductible

YOU PAY 0% WITH COPAY
after deductible

YOU PAY 20%
after deductible

YOU PAY 0%
after deductible

YOU PAY 20% WITH COPAY
after deductible

YOU PAY 20%
after deductible 

YOU PAY 0%
after deductible

Out-of-pocket maximum 
is a limit on your out-of-pocket health care expenses. Copays do not apply.

(a) $4,000
(b) $5,500
(c) $7,500
(d) $10,000

(a) $3,000
(b) $6,000
(c) $9,000

(a) $3,000
(b) $4,400

(a) $6,000
(b) $8,800

(a) $2,700
(b) $3,700
(c) $4,700
(d) $6,000

(a) $5,400
(b) $7,400
(c) $9,400
(d) $12,000

(a) $2,000
(b) $6,000

(a) $4,000
(b) $12,000

(a) $3,000
(b) $4,500
(c) $6,000
(d) $7,000

(a) $6,000
(b) $9,000
(c) $12,000
(d) $14,000

(a) $4,000
(b) $7,500
(c) $10,000
(d) $15,000

(a) $12,000
(b) $22,500
(c) $30,000
(e) $45,000

Prescription drugs 
GenRx drug list: The list of the preferred drugs Blue Cross covers

–   Preferred generic: $10 copay
–   Preferred brand: You pay 100% at Blue Cross’ 

discounted rate
–   Non-preferred drug: No coverage

Option 1 
Preferred generic: 
$5 copay; Preferred 
brand: $50 copay; 
Non-preferred drug: 
$90 copay

Option 2 
Preferred generic: $10 
copay; Preferred brand: 
You pay 100% at Blue 
Cross’ discounted rate
(deductible does not 
apply); Non-preferred 
drug: No coverage

Preferred drug: You pay 20% after deductible
Non-preferred drug: No coverage

Preferred drug: You pay 0% after deductible
Non-preferred drug: No coverage

–  Preferred generic: $10 copay
–    Preferred brand: You pay 20% after deductible
–  Non-preferred drug: No coverage

–  Preferred generic: $10 copay
–  Preferred brand: You pay 20% after deductible
–  Non-preferred drug: No coverage

–  Preferred drug: You pay 0% after deductible
–  Non-preferred drug: No coverage

Physician services 
Office visit (includes mental health and substance abuse),  
urgent care visit, retail health clinic visit

 –  Office visit or retail health clinic visit, you pay 
0% after deductible

–  Urgent care visit: $40 copay for first visit; 
subsequent visits you pay 0% after deductible

–  (a)$30, (b)$40 or (c)$50 (depending on 
deductible) copay for first 3 office visits or retail 
health clinic visits; subsequent visits you pay 
0% after deductible

–  $100 copay for first urgent care visit; 
subsequent visits you pay 0% after deductible

You pay 20% after deductible You pay 0% after deductible  –  $50 copay per office or urgent care visit plus 
20% after deductible for related services such 
as lab, X-rays, in-office surgery, allergy services 

–  $15 copay per retail health clinic visit plus 
20% after deductible for related services as 
described above

–  You pay 20% after deductible plus 20% after 
deductible for related services such as lab, 
X-rays, in-office surgery, allergy services at 
office or urgent care visits

–  You pay 20% coinsurance (no deductible) plus 
20% after deductible for related services as 
described above at retail health clinics

You pay 0% after deductible

Preventive care, prenatal/well-child care You pay 0% (no deductible) You pay 0% (no deductible) You pay 0% (no deductible) You pay 0% (no deductible) You pay 0% (no deductible) You pay 0% (no deductible) You pay 0% (no deductible)

Lab, diagnostic imaging, X-ray and inpatient/
outpatient hospital services; ambulance; chiropractic 
care; physical, occupational and speech therapy

You pay 0% after deductible You pay 0% after deductible You pay 20% after deductible You pay 0% after deductible You pay 20% after deductible You pay 20% after deductible You pay 0% after deductible

Emergency care You pay 0% after deductible $250 copay first emergency room visit, and 
you pay 0% (no deductible) for outpatient 
professional services; subsequent emergency 
room visits you pay 0% after deductible for the 
visit and professional services

You pay 20% after deductible You pay 0% after deductible You pay 20% after deductible You pay 20% after deductible You pay 0% after deductible

Maternity  
Labor, delivery and post-delivery care

Not covered Not covered First 18 months: No coverage
19th month and after: You pay 20%  
after deductible

First 18 months: No coverage
19th month and after: You pay 0%  
after deductible

First 18 months: No coverage
19th month and after: You pay 20%  
after deductible

First 18 months: No coverage
19th month and after: You pay 20%  
after deductible

First 18 months: No coverage
19th month and after: You pay 0%  
after deductible

    OUT-OF-NETWORK PLAN COST & BENEFITS
In-network and out-of-network deductibles are combined In-network deductible amounts do not apply to the out-of-network deductible.

Individual Family Individual Family Individual Family Individual Family Individual Family

Deductible 
 The out-of-network deductible includes drug expenses. Copays do not apply.

(a) $4,000
(b) $5,500
(c) $7,500
(d) $10,000

(a) $3,000
(b) $6,000
(c) $9,000

(a) $3,000
(b) $4,400

(a) $6,000
(b) $8,800

(a) $5,400
(b) $7,400
(c) $9,400
(d) $12,000

(a) $10,800
(b) $14,800
(c) $18,800
(d) $24,000

(a) $2,000
(b) $6,000

(a) $6,000
(b) $18,000

(a) $3,000
(b) $5,000
(c) $7,000
(d) $9,000

(a) $9,000
(b) $15,000
(c) $21,000
(d) $27,000

(a) $8,000
(b) $15,000
(c) $20,000
(d) $30,000

(a) $24,000
(b) $45,000
(c) $60,000
(d) $90,000

 Out-of-pocket maximum 
In-network out-of-pocket maximum amounts do not apply to the out-
of-network out-of-pocket maximums. The out-of-network out-of-pocket 
deductible includes drug expenses. Copays do not apply.

(a) $8,000
(b) $11,000
(c) $15,000
(d) $20,000

(a) $6,000
(b) $12,000
(c) $18,000

(a) $6,000 per person
(b) $8,800 per person

(a) $10,800 per person
(b) $14,800 per person
(c) $18,800 per person
(d) $24,000 per person

(a) $4,000 per person
(b) $12,000 per person

(a) $6,000 per person
(b) $10,000 per person
(c) $14,000 per person
(d) $18,000 per person

(a) $16,000 per person
(b) $30,000 per person
(c) $40,000 per person
(d) $60,000 per person

Coinsurance You pay 20% after deductible You pay 20% after deductible You pay 40% after deductible You pay 20% after deductible You pay 40% after deductible You pay 40% after deductible You pay 20% after deductible

 Chiropractic care 
Maximum of 15 services per calendar year

You pay 20% after deductible You pay 20% after deductible You pay 40% after deductible You pay 20% after deductible You pay 40% after deductible You pay 40% after deductible You pay 20% after deductible

Physical, occupational, speech therapy 
Combined maximum of 15 services per calendar year

You pay 20% after deductible You pay 20% after deductible You pay 40% after deductible You pay 20% after deductible You pay 40% after deductible You pay 40% after deductible You pay 20% after deductible

When you choose a network provider you will receive the highest benefit levels and the lowest out-of-pocket costs. If you go out of network you will have greater out-of-pocket costs. If you receive services from a nonparticipating 
provider, you will be responsible for: any deductibles or coinsurance plus the DIFFERENCE between what Blue Cross would reimburse for the nonparticipating provider and the actual charges the nonparticipating provider bills. 
This difference does not apply to your out-of-pocket maximum. This is in addition to any applicable deductible, copay or coinsurance. Benefit payments are calculated on Blue Cross’ allowed amount, which is typically lower than 
the amount billed by the provider. All plans include an unlimited lifetime maximum, which means there is no lifetime limit on the covered services that Blue Cross will pay for a member.
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2012 PLAN COMPARISON FOR ONGOING COVERAGE
 IN-NETWORK PLAN COST & BENEFITS

Individuals Individuals & families

GOBLUESM SIMPLY BLUESM OPTIONS BLUESM PERSONAL BLUESM

I want a low-cost plan with generic drug coverage 
and protection against major illness or injury.

I want an affordable plan that covers some 
benefits before my deductible is met.

I want to contribute to a health savings account, 
and want a lower deductible.  

I want to contribute to a health savings account, 
and don’t want to pay coinsurance.

I want a comprehensive plan with lower 
deductibles and office visit copays.  

I want a comprehensive plan that covers some 
benefits before my deductible is met.

I want lower monthly premiums and protection 
from catastrophic costs.

What I want

Options Blue 80 Options Blue 100 Personal Blue 80 with copay Personal Blue 80 Personal Blue 100

Deductible 
is a set amount you pay each year for covered health care services before 
your insurance begins paying for the covered health care services. Copays 
do not apply.

Individual Family Individual Family Individual Family Individual Family Individual Family

(a) $4,000
(b) $5,500
(c) $7,500
(d) $10,000

(a) $3,000
(b) $6,000
(c) $9,000

(a) $1,500
(b) $2,200

(a) $3,000
(b) $4,400

(a) $2,700
(b) $3,700
(c) $4,700
(d) $6,000

(a) $5,400
(b) $7,400
(c) $9,400
(d) $12,000

(a) $1,000
(b) $3,000

(a) $3,000
(b) $9,000

(a) $1,500
(b) $2,500
(c) $3,500
(d) $4,500

(a) $4,500
(b) $7,500
(c) $10,500
(d) $13,500

(a) $4,000
(b) $7,500
(c) $10,000
(d) $15,000

(a) $12,000
(b) $22,500
(c) $30,000
(d) $45,000

Family deductible can be met by any combination of family members and must be met before any 
benefits are paid (combines medical and drug expenses)

No member can contribute more than the “per person” amount toward a family deductible. Family amount is for a family of 3 or more.

Coinsurance 
is the set percentage you pay once your deductible has been met

YOU PAY 0%
after deductible

YOU PAY 0% WITH COPAY
after deductible

YOU PAY 20%
after deductible

YOU PAY 0%
after deductible

YOU PAY 20% WITH COPAY
after deductible

YOU PAY 20%
after deductible 

YOU PAY 0%
after deductible

Out-of-pocket maximum 
is a limit on your out-of-pocket health care expenses. Copays do not apply.

(a) $4,000
(b) $5,500
(c) $7,500
(d) $10,000

(a) $3,000
(b) $6,000
(c) $9,000

(a) $3,000
(b) $4,400

(a) $6,000
(b) $8,800

(a) $2,700
(b) $3,700
(c) $4,700
(d) $6,000

(a) $5,400
(b) $7,400
(c) $9,400
(d) $12,000

(a) $2,000
(b) $6,000

(a) $4,000
(b) $12,000

(a) $3,000
(b) $4,500
(c) $6,000
(d) $7,000

(a) $6,000
(b) $9,000
(c) $12,000
(d) $14,000

(a) $4,000
(b) $7,500
(c) $10,000
(d) $15,000

(a) $12,000
(b) $22,500
(c) $30,000
(e) $45,000

Prescription drugs 
GenRx drug list: The list of the preferred drugs Blue Cross covers

–   Preferred generic: $10 copay
–   Preferred brand: You pay 100% at Blue Cross’ 

discounted rate
–   Non-preferred drug: No coverage

Option 1 
Preferred generic: 
$5 copay; Preferred 
brand: $50 copay; 
Non-preferred drug: 
$90 copay

Option 2 
Preferred generic: $10 
copay; Preferred brand: 
You pay 100% at Blue 
Cross’ discounted rate
(deductible does not 
apply); Non-preferred 
drug: No coverage

Preferred drug: You pay 20% after deductible
Non-preferred drug: No coverage

Preferred drug: You pay 0% after deductible
Non-preferred drug: No coverage

–  Preferred generic: $10 copay
–    Preferred brand: You pay 20% after deductible
–  Non-preferred drug: No coverage

–  Preferred generic: $10 copay
–  Preferred brand: You pay 20% after deductible
–  Non-preferred drug: No coverage

–  Preferred drug: You pay 0% after deductible
–  Non-preferred drug: No coverage

Physician services 
Office visit (includes mental health and substance abuse),  
urgent care visit, retail health clinic visit

 –  Office visit or retail health clinic visit, you pay 
0% after deductible

–  Urgent care visit: $40 copay for first visit; 
subsequent visits you pay 0% after deductible

–  (a)$30, (b)$40 or (c)$50 (depending on 
deductible) copay for first 3 office visits or retail 
health clinic visits; subsequent visits you pay 
0% after deductible

–  $100 copay for first urgent care visit; 
subsequent visits you pay 0% after deductible

You pay 20% after deductible You pay 0% after deductible  –  $50 copay per office or urgent care visit plus 
20% after deductible for related services such 
as lab, X-rays, in-office surgery, allergy services 

–  $15 copay per retail health clinic visit plus 
20% after deductible for related services as 
described above

–  You pay 20% after deductible plus 20% after 
deductible for related services such as lab, 
X-rays, in-office surgery, allergy services at 
office or urgent care visits

–  You pay 20% coinsurance (no deductible) plus 
20% after deductible for related services as 
described above at retail health clinics

You pay 0% after deductible

Preventive care, prenatal/well-child care You pay 0% (no deductible) You pay 0% (no deductible) You pay 0% (no deductible) You pay 0% (no deductible) You pay 0% (no deductible) You pay 0% (no deductible) You pay 0% (no deductible)

Lab, diagnostic imaging, X-ray and inpatient/
outpatient hospital services; ambulance; chiropractic 
care; physical, occupational and speech therapy

You pay 0% after deductible You pay 0% after deductible You pay 20% after deductible You pay 0% after deductible You pay 20% after deductible You pay 20% after deductible You pay 0% after deductible

Emergency care You pay 0% after deductible $250 copay first emergency room visit, and 
you pay 0% (no deductible) for outpatient 
professional services; subsequent emergency 
room visits you pay 0% after deductible for the 
visit and professional services

You pay 20% after deductible You pay 0% after deductible You pay 20% after deductible You pay 20% after deductible You pay 0% after deductible

Maternity  
Labor, delivery and post-delivery care

Not covered Not covered First 18 months: No coverage
19th month and after: You pay 20%  
after deductible

First 18 months: No coverage
19th month and after: You pay 0%  
after deductible

First 18 months: No coverage
19th month and after: You pay 20%  
after deductible

First 18 months: No coverage
19th month and after: You pay 20%  
after deductible

First 18 months: No coverage
19th month and after: You pay 0%  
after deductible

    OUT-OF-NETWORK PLAN COST & BENEFITS
In-network and out-of-network deductibles are combined In-network deductible amounts do not apply to the out-of-network deductible.

Individual Family Individual Family Individual Family Individual Family Individual Family

Deductible 
 The out-of-network deductible includes drug expenses. Copays do not apply.

(a) $4,000
(b) $5,500
(c) $7,500
(d) $10,000

(a) $3,000
(b) $6,000
(c) $9,000

(a) $3,000
(b) $4,400

(a) $6,000
(b) $8,800

(a) $5,400
(b) $7,400
(c) $9,400
(d) $12,000

(a) $10,800
(b) $14,800
(c) $18,800
(d) $24,000

(a) $2,000
(b) $6,000

(a) $6,000
(b) $18,000

(a) $3,000
(b) $5,000
(c) $7,000
(d) $9,000

(a) $9,000
(b) $15,000
(c) $21,000
(d) $27,000

(a) $8,000
(b) $15,000
(c) $20,000
(d) $30,000

(a) $24,000
(b) $45,000
(c) $60,000
(d) $90,000

 Out-of-pocket maximum 
In-network out-of-pocket maximum amounts do not apply to the out-
of-network out-of-pocket maximums. The out-of-network out-of-pocket 
deductible includes drug expenses. Copays do not apply.

(a) $8,000
(b) $11,000
(c) $15,000
(d) $20,000

(a) $6,000
(b) $12,000
(c) $18,000

(a) $6,000 per person
(b) $8,800 per person

(a) $10,800 per person
(b) $14,800 per person
(c) $18,800 per person
(d) $24,000 per person

(a) $4,000 per person
(b) $12,000 per person

(a) $6,000 per person
(b) $10,000 per person
(c) $14,000 per person
(d) $18,000 per person

(a) $16,000 per person
(b) $30,000 per person
(c) $40,000 per person
(d) $60,000 per person

Coinsurance You pay 20% after deductible You pay 20% after deductible You pay 40% after deductible You pay 20% after deductible You pay 40% after deductible You pay 40% after deductible You pay 20% after deductible

 Chiropractic care 
Maximum of 15 services per calendar year

You pay 20% after deductible You pay 20% after deductible You pay 40% after deductible You pay 20% after deductible You pay 40% after deductible You pay 40% after deductible You pay 20% after deductible

Physical, occupational, speech therapy 
Combined maximum of 15 services per calendar year

You pay 20% after deductible You pay 20% after deductible You pay 40% after deductible You pay 20% after deductible You pay 40% after deductible You pay 40% after deductible You pay 20% after deductible

This is only a summary. Your contract will provide a detailed description of what is and is not covered. Services not covered include custodial care or rest cures; bariatric surgery; infertility; intensive behavioral therapy 
programs for treatment of autism spectrum disorders; eyewear; dental services; and services that are experimental, not medically necessary or received while on military duty. Preexisting conditions you had during the six 
months before your enrollment date are not covered except for individuals under age 19. This limit applies for 12 months. Prior continuous coverage without a gap in coverage greater than 63 days counts toward reducing 
the 12-month period.
 
Deductible, copays and out-of-pocket maximums are subject to adjustments at our annual renewal based on Consumer Price Index. 3

➜➜ Call your agent. Need an agent? Find one at bluecrossmn.com by clicking “Find an agent.”
➜➜ Call us at (651) 662-5050 or 1-800-262-0823
➜➜ Use the Plan Selector tool at bluecrossmn.com

STILL UNDECIDED? WE’RE HERE 
TO HELP YOU MAKE A DECISION.



When you choose a network provider you will receive the 
highest benefit levels and the lowest out-of-pocket costs. 
If you go out of network you will have greater out-of-pocket 
costs. If you receive services from a nonparticipating 
provider, you will be responsible for: any deductibles or 
coinsurance plus the DIFFERENCE between what Blue 
Cross would reimburse for the nonparticipating provider 
and the actual charges the nonparticipating provider 
bills. This difference does not apply to your out-of-pocket 
maximum. This is in addition to any applicable deductible, 
copay or coinsurance. Benefit payments are calculated on 
Blue Cross’ allowed amount, which is typically lower than 
the amount billed by the provider. All coinsurance is based 
on the Blue Cross allowed amount.

This is only a summary. Your contract will provide a 
detailed description of what is and is not covered. Services 
not covered include services for mental health; maternity, 
labor, and delivery; custodial care or rest cures; bariatric 
surgery; infertility; intensive behavioral therapy programs 
for treatment of autism spectrum disorders; eyewear; 
dental services; and services that are experimental, not 
medically necessary or received while on military duty. 
InstaCare does not cover services for preexisting 
conditions. A preexisting condition is any illness, injury 
or condition for which the covered person had medical 
treatment, symptoms or any manifestations before the 
effective date of coverage. The preexisting condition 
exclusion applies to all covered members on the contract.

InstaCare, a short-term, limited duration plan, is not 
subject to certain provisions of federal health care 
reform, including provisions related to lifetime benefits, 
dependent coverage, preventive care and preexisting 
conditions. 
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 IN-NETWORK PLAN COST & BENEFITS

Individuals & Families

INSTACARESM

I want temporary health care coverage.What I want

Deductible 
is a set amount you pay each year for covered health care services before your 
insurance begins paying for the covered health care services

Individual Family

(a) $300
(b) $500
(c) $1,000

(a) $900
(b) $1,500
(c) $3,000

Coinsurance 
is the set percentage you pay once your deductible has been met

YOU PAY 20%
after deductible

Out-of-pocket maximum 
is a limit on your out-of-pocket health care expenses

(a) $1,000
(b) $1,500
(c) $3,000

(a) $3,000
(b) $4,500
(c) $9,000

Prescription drugs 
GenRx drug list: The list of the preferred drugs Blue Cross covers

–   You pay 20% after deductible for GenRx preferred 
drugs only

–   Non-preferred drug: No coverage

Physician services 
Office or urgent care visits for illness or injury

 You pay 20% after deductible

Lifetime maximum $1 million per person all networks

Prenatal care, well-child care to age 6,  
immunizations to age 18

You pay 0% (no deductible)

Preventive care (cancer screening only), lab, diagnostic 
imaging, X-ray and inpatient/outpatient hospital services; 
ambulance; chiropractic care; physical, occupational and 
speech therapy

 You pay 20% after deductible

Emergency care You pay 20% after deductible

Maternity  
Labor, delivery and post-delivery care

Not covered

    OUT-OF-NETWORK PLAN COST & BENEFITS Individual Family

Deductible 
 In-network deductible amounts do not apply to the out-of-network deductible.  
The out-of-network deductible includes drug expenses.

(a) $900
(b) $1,500
(c) $3,000

(a) $2,700
(b) $4,500
(c) $9,000

 Out-of-pocket maximum 
In-network out-of-pocket maximum amounts do not apply to the out-of-pocket 
out-of-network maximums. The out-of-network out-of-pocket deductible includes 
drug expenses.

(a) $5,400
(b) $9,000
(c) $18,000

Coinsurance You pay 40% after deductible

 Chiropractic care 
Maximum of $500 per person per contract term

You pay 40% after deductible

Physical, occupational, speech therapy 
Combined maximum of 15 services per calendar year

You pay 40% after deductible



FREQUENTLY ASKED QUESTIONS
Is my doctor in the network? In most cases, yes. Our network includes  

98 percent of hospitals and 97 percent of doctors in Minnesota. To see if your 

doctor is in the network, visit bluecrossmn.com and click “Find a doctor.”  

Search under “Blue Cross Accord.”

Will I be covered when I travel? Yes, you are covered at more than 80 percent of 

physicians nationwide and 90 percent of hospitals with the BlueCard® network, 

and you have access to hospitals and doctors in more than 200 countries with 

the BlueCard Worldwide® network.

We feature a large network of health care providers. Each provider is an independent contractor 
and is not our agent.

Will I need a referral to see a specialist? You may see a specialist within the 

network. No referral is necessary.

Are my prescriptions covered? To look up your medications, visit  

bluecrossmn.com and click “Prescription drugs.” Select the “GenRx” drug  

option to search for your medications.

What if I have a health condition? Ask your agent or sales representative  

about coverage for specific health conditions. Or see a list of declinable 

conditions online at bluecrossmn.com.

What if I want dental coverage? Apply for dental coverage with Delta Dental® 

of Minnesota. Visit www.deltadentalmn.org and apply online.

 Delta Dental of Minnesota is independent from Blue Cross and Blue Shield of Minnesota. Delta 
Dental provides administrative services for dental benefits.

DON’T  
WAIT UNTIL  
YOU’RE SICK 
TO GET WELL.

NEXT STEPS
➜➜ Use the rate guide to find  

your monthly premium

➜➜ Complete the application for 

the plan you want, or visit  

bluecrossmn.com and  

apply online

➜➜ Fill out the automatic 

payment form if you want 

your monthly premium 

automatically deducted from 

your checking account 

each month
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DID YOU KNOW?
Blue Cross has no application fees.


