
Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2025- 12/31/2025
Pension Board - United Church of Christ, Inc: PPO Blue Coverage for: Individual/Family Plan Type: PPO 

A 
The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would 
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.pbucc.org or call 1.800.642.6543.
For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the 
Glossary. You can view the Glossary at www.HealthCare.gov/sbc-glossary/ or call. 

What is the overall deductible? 

Are there services covered
before you meet your 
deductible? 

Are there other deductibles for 
specific services? 
What is the out-of-pocket limit 
for this plan? 

$1,000 individual/$3,000 family network.
$3,000 individual/$9,000 family out-of­
network. 

Yes. Preventive care services, urgent care,
outpatient mental health, outpatient 
substance abuse, and rehabilitation services
are covered before you meet your network 
deductible. 

Copayments and coinsurance amounts don't
count toward the network deductible. 
No. 

$6,000 individual/$18,000 family network.
$18,000 indvidual/$54,000 family out-of­
network. 

Generally, you must pay all of the costs from providers up to the deductible amount
before this plan begins to pay. If you have other family members on the plan, each 
family member must meet their own individual deductible until the total amount of 
deductible expenses paid by all family members meets the overall family 
deductible. 
This plan covers some items and services even if you haven't yet met the
deductible amount. But a copayment or coinsurance may apply. 

You don't have to meet deductibles for specific services.

The out-of-pocket limit is the most you could pay in a year for covered services. If
you have other family members in this plan, they have to meet their own out-of­
pocket limits until the overall family out-of-pocket limit has been met. 

What is not included in the out- I Network: Premiums, balance-billed charges, I Even though you pay these expenses, they don't count toward the out-of-pocket
of-pocket limit? and health care this plan doesn't cover do not limit. 

apply to your total maximum out-of-pocket. 

Out-of-network: Copayments, premiums,
balance-billed charges. prescription drug 
expenses, and health care this plan doesn't
cover. 

An example of a benefit book can be found at https://shop.highmark.com/sales/#!/sbc-agreements. 1 of 10 
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Common Medical 
Event 

If you need drugs to 
treat your illness or 
condition 

More information about 
RrescriRtion drug 
coverage is available 
at 
http://www.express-
scripts.com or by 
calling 
1.800.939.3781. 

If you have 
outpatient surgery 

Services You May Need 

Generic drugs (Tier 1) 

Preferred Brand drugs (Tier 2) 

Non-preferred brand drugs (Tier 3) 

Specialty Drugs (Tier 4) 

Facility fee (e.g., ambulatory surgery center) 

Physician/surgeon fees 

Network Provider Out-of-Network 
(You will pay the Provider (You will 

least) �Y the most) 

$17 copay/retail $17 copay/retail 
prescription prescription 
$34 copay/mail-order 
prescription 

$30 copay/retail $30 copay/retail 
prescription prescription 
$75 copay/mail-order 
prescription 

$45 copay/retail $45 copay/retail 
prescription prescription 
$115 copay/mail 
order prescription 

I Preferred: Preferred: 
$30 copay/retail $30 copay/retail 
prescription prescription 
$75 copay/mail-order Non-preferred: 
prescription $45 copay/retail 
Non-preferred: prescription 
$45 copay/retail 
prescription 
$115 copay/mail-
order prescription 

30% coinsurance 50% coinsurance 

30% coinsurance 50% coinsurance 

I 

Limitations, Exceptions, & Other 
Important Information 

Covers up to a 30-day supply (retail 
subscription); 31-90-day supply (mail order 
prescription) for network provider Express 
Scripts pharmacy. For out-of-network 
provider non-Express Scripts pharmacy, 
must submit reimbursement claim to 
Express Scripts. Mail order only available 
in-network through Express Scripts. Retail 
maintenance (long term) drug refills limited, 
no limit on in-network mail-order rerfills. 

If you purchase a brand-named drug when 
a generic substitute is available, copay plus 
the price difference will be required. 

I
Drug copays are not included in deductible 
or out-of-pocket limits. 

Precertification may be required. 

Precertification may be reauired. 
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