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Anthem Blue Cross and Blue Shield is the trade name of Anthem Health Plans of Kentucky, Inc.  
An independent licensee of the Blue Cross and Blue Shield Association.  

Registered marks Blue Cross and Blue Shield Association. 

Diocese of Covington 
Blue Access® (PPO)  
Effective 07/01/2023

Co vered Benefits Network No n-network 
Ded uctible (Single/Family) $400/$800 $800/$1,600 
Ou t -of-Pocket Maximum (Single/Family) $3,000/$6,000 $6,000/$12,000 
Ph ysician Home and Office Services (PCP/SCP) 
Pr imary Care Physician (PCP)/ 
Specialty Care Physician (SCP) 
Including Office Surgeries and allergy serum: 

 allergy injections (PCP and SCP) 
 allergy test ing 
 MRAs, MRIs, PETS, C-Scans, Nuclear 

Cardiology Imaging Studies, 
and  non -matern ity related  Ult rasounds       

$25/$25 

No copayment/coinsurance 
20%  
20% 

40% 

40% 
40% 
40% 

Preventive Care Services 
Services include but are not limited to: 
Rout ine Exams,  Pelvic Exams, Pap test ing, PSA tests, 
Immunizat ions1, Annual d iabet ic  
eye exam, Vision and Hearing screenings 

 Physician Home and Off ice Visits (PCP/SCP) 
 Other Outpatient Services @ 

Hospital/Alternat ive Care Facility  

No copayment/coinsurance 
No copayment/coinsurance 

40% 
40% 

Em ergency and Urgent Care 
Em ergency Room Services  

 f acility/other covered services 
       ( copayment waived if  admit ted) 
Urg ent Care Center Services 

 MRAs, MRIs, PETS, C-Scans, Nuclear 
Cardiology Imaging Studies,       

 Allergy injections 
 Allergy test ing 

$100 

$35 

$100 

$35 

In p atient and Outpatient Professional Services 
Include but are not limited to: 

 Medical Care visits (1 per day), Intensive 
Medical Care, Concurrent Care, Consultat ions, 
Surgery and administration of general 
anesthesia and Newborn exams  

20% 40%

Blue 3.0 
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Co vered Benefits Network No n-network 
Inpatient Facili ty Services  
Unlimited days except for: 

 60 days Network/Non-Network combined  
for  physical medicine/rehab ( limit includes  
Day Rehabilitation Therapy Services on  
an outpatient basis)  

 90 days Network/Non-Network combined  
for  skilled nursing facility 

20% 40% 

Ou tpatient Surgery Hospital/Alternative Care Facil ity 
 Surgery and administration of general 

anesthesia 

20% 40% 

Oth er Outpatient Services (Combined Network & Non-
Network limits) including but not limited to: 

 Non Surgical Outpat ient Services for example: 
MRIs, C-Scans, Chemotherapy, Ultrasounds, 
and other diagnostic outpatient services. 

 Home Care Services 90 visits (excludes IV 
T herapy) 

 Durable Medical Equipment and Orthotics           
( excluding Prosthetic Devices, L imbs and Medical
Supplies) 

 Prosthetic Devices       
 Prosthetic Limbs       
 Physical Medicine Therapy Day  

Rehabilitation programs  
 Hospice Care 
 Ambulance Services 

20%  
 
 
 
 
 
 
 
 
 
 
 
 
 
No copayment/coinsurance 
20% 

40%  
 
 
 
 
 
 
 
 
 
 
 
 
 
No copayment/coinsurance 
20% 

Ou tpatient Therapy Services  
(Combined Network & Non-Network l imits apply) 

 Physician Home and Off ice Visits (PCP/SCP) 
 Other Outpatient Services @ 

Hospital/Alternat ive Care Facility 
L imits apply to:  

 Cardiac Rehabilitation  
 Pulmonary Rehabilitat ion  
 Physical Therapy: 20 visits  
 Occupat ional Therapy: 20 visits 
 Manipulation Therapy: 12 visits 
 Speech therapy:  20 visits 

 
 
$25/$25 
20%  

 
 
40% 
40% 

Accidental Dental:    Copayments/Coinsurance 
based on setting where 
covered services are 
received 

40% 
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Co vered Benefits Network No n-network 
Beh avioral Health: 
 Men tal I llness and Substance Abuse2  

 Inpatient Facility Services  
 Inpatient Professional Services 
 Physician Home and Off ice Visits (PCP/SCP) 
 Other Outpatient Services. Outpatient F acility  

@ Hospita l/Alternative Care Facility,   
Outpat ient Professional   

20% 
20% 
No copayment/coinsurance 
No copayment/coinsurance 

40% 

Hu man Organ and Tissue Transplants3 
 Acquisition and transplant procedures,  

harvest and storage 

No copayment/coinsurance 50%  

Prescription Drug Options:
Network Tier structure equals 1/2/3  
Nat ional Formulary

 Network Retail Pharmacies: 
( 30-day supply)  
Includes diabetic test strip 

 An them Rx Direct Mail Service: 
( 90-day supply) 
Includes diabetic test strip 

$10/$30/50%  min.  $50/
max. $100 

$20/ $70/$125 

50%  ,  min $605 

Not covered 

Med icare Rx -  Wrap 
Sp ecialty Medications  must be obtained via our 
Specialty Pharmacy network in order to r eceive network 
level benefits. 
L ifetime Maximum 

Unlimited Unlimited 

Notes: 
 Fl a t d o llar  copayments ar e exc luded fr om th e o ut-of-pocket l i mits . A l so P rescr ipt ion Dr ug d educti bles/copayments/coinsurance a nd Non- network 

Hu m a n Or gan a nd T i ssue Tran spl ants  a re e xcl uded fr om th e ou t- of- pocket l im its.  
 De d u ctibl e(s) a pply  o nly  to co vere d m edical se rvi ces l is ted w ith a  p ercentage ( %) coi nsur ance. However, the d eductible d oes n ot a pply  to 

E m e r gency Room  Ser vi ces where a  co paym ent a nd pe rcen tage ( %) co insurance a ppli es a nd m ay n ot a pply  to so me B ehavioral  Health ser vi ces 
wh e r e coi nsur ance a ppl ies. 

 Ne two rk and  Non-networ k d eductibles, copayments, coinsurance a nd o ut-of-pocket m axim ums ar e separ ate a nd d o n ot a ccumul ate toward  
e a ch  o the r. 

 De p e ndent Age: to  e n d  o f th e  m o n th wh i ch  th e  ch i l d  a tta i n s a g e  2 6       
 S p e ciali st co paym ent i s  a ppli cab le to  al l S peci ali sts e xc luding Ge nera l P hys ic ians, Interni st, P ediatric ians, OB/GYNs a nd Ge riatri cs  o r a ny other  

Ne two rk Pr ovi der a s a ll owed b y the  pl an. 
 W h e n a l lergy i njections a re r endered  w ith a  P hysic ians Home a nd Off i ce  Vi si t,  o nly  th e Off ice V isi t  cost sh are a ppli es. W hen th e Off i ce V is it  co st 

sh a r e i s  a  % co insurance, d eductibl e and  coinsurance a pply  to  al lergy i nje ctions.  
 No  co p ayment/coi nsur ance m e ans n o d eductible/copaym ent/coin sura nce u p to  the m a xi mum a ll owabl e a mount. 0% m ean s n o coi nsu rance  up  

to  th e  m a xi mum a ll owabl e a mount. However, when  choosing a  Non-n etwork p rovi der, th e m ember i s  r esponsible fo r a ny b alance d ue a fter th e 
p l a n  payment.  

 P CP  i s  a  Networ k P rov ider  who i s  a p ra ctit ione r that sp eci alizes i n fam ily  p racti ce, g ener al p racti ce, i nterna l m edic ine, p edia tr ics , 
o b ste tr ics /gynecol ogy, g eri atr ics o r a ny o the r Network p rov ider a s a llowed b y th e p lan.

 S CP  i s  a  Networ k P rov ider , o ther th an a  P rim ary Ca re P hysic ian, who p r ovid es se rvi ces w i thi n a  de sig nated  specialty  a rea o f pr actice.  
 Ce r ta in d iabetic  a nd a sthm ati c su ppli es h ave n o de ductibl e/copayment/coinsurance u p to th e m aximum  a llowable a moun t a t n etwork p harma cies 

e xce pt d iabe ti c te st s tr ips. 
 A u ti sm S pectr um D isorder  i s co ve red b ased o n th e s tate l aw  for  m embers a ge 1  thr ough 2 1 
 B e n efit  p erio d =  ca l e n d a r  ye a r    
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 M a m m ogram s ( Routine), D i abetic  Education a nd M ed ica l Nutrit i onal Ther apy  a re n o  co p a ym e n t/co i n su r a n ce   i n Network off ice a nd o utpatient 
fa c i l ity  sett ings. 

 B e h avioral  Health S erv ices: M ental  Health a nd S ubstance A buse be nefi ts p rov ided i n  accordance w ith Fede ral M ental  Health P arity .   
 P r e ventive Care S erv ices that m eet th e r equirem ents o f fe deral a nd s tate l aw , i ncl uding ce rtain scree nings, i m muni zation s a nd p hysic ian  visits  are 

co ve r ed. 
 P h ysi cal  and Occupa ti onal The rapy i n the o ff ice sett ing a re su bject to th e P CP cost shar e.  

1 These covered services are not subject to the deductible/copayment if you have a flat dollar copayment and if rendered without an office visit.  
2 We encourage you to refer to the Schedule of Benefits for limitations. 
3 Kidney and Cornea are treated the same as any other illness and subject to the medical benefits. 

5 Rx non-network diabetic/asthmatic supplies not covered except diabetic test strips. 

Precertification: 
Members are encouraged to always obtain prior approval when using non-network providers. Precertification will help avoid any unnecessary reduction in benefits for  
non-covered or non-medically necessary services. 

Grandfathered Health Plan 
Anthem Blue Cross and Blue Shield believes this plan is a “grandfathered health plan” under the Patient Protection and Affordable Care Act (the Affordable Care Act).  As 
permitted by the Affordable Care Act, a grandfathered health plan can preserve certain basic health coverage that was already in effect when that law 
was enacted. Being a grandfathered health plan means that this plan  may not include certain consumer protections of the Affordable Care Act that apply to other plans, 
for example, the requirement for the provision of preventive health services without any cost sharing. However, grandfathered health plans must comply with  
certain other consumer protections in the Affordable Care Act, for example, the elimination of lifetime limits on benefits. 

Questions regarding which protections of the Affordable Care Act apply and which protections do not apply to a grandfathered health plan and what might cause a plan to 
change from grandfathered health plan status can be directed to Anthem Blue Cross and Blue Shield at  the telephone number printed on the back of your member 
identification card,  or contact your group benefits adminstrator if you do not have an identifiication card.   For ERISA plans, you may also contact the Employee Benefits 
Security Administration, U.S. Department of Labor at 1-866-444-3272 or  www.dol.gov/ebsa/healthreform. This Web site has a table summarizing which protections 
do and do not apply to grandfathered health plans.  For nonfederal governmental plans, you may also contact the U.S. Department of Health and Human 
Services at www.healthcare.gov. 

This summary of benefits has been updated to comply with federal and state requirements, including applicable provisions of the recently enacted federal health care reform 
laws. As we receive additional guidance and clarification on the new health care reform laws from the U.S. Department of Health and Human Services, Department of Labor 
and Internal Revenue Service, we may be required to make additional changes to this summary of benefits.    

This summary of benefits is intended to be a brief outline of coverage. The entire provisions of benefits and exclusions are contained in the Group Contract, Certificate  
and Schedule of Benefits. In the event of a conflict between the Group Contract and this description, the terms of the Group Contract will prevail. 



Contract code: 4U3D

Blue View VisionSM

MO.B.20.130.130
 

 

Welcome to your Blue View Vision plan!
You have many choices when it comes to using your benefits. As a Blue View Vision plan member, you have access to one of the nation’s largest 
vision networks. You may choose from many private practice doctors, local optical stores, and national retail stores including LensCrafters®, Target 
Optical®, and most Pearle Vision® locations. You may also use your in-network benefits to order eyewear online at Glasses.com and 
ContactsDirect.com. To locate a participating network eye care doctor or location, log in at anthem.com, or from the home page menu under Care, 
select Find a Doctor.  You may also call member services for assistance at 1-866-723-0515.
Out-of-Network – If you choose to, you may instead receive covered benefits outside of the Blue View Vision network. Just pay in full at the time of 
service, obtain an itemized receipt, and file a claim for reimbursement up to your maximum out-of-network allowance.

YOUR BLUE VIEW VISION PLAN BENEFITS IN-NETWORK OUT-OF-NETWORK FREQUENCY
Eyeglass Frames

One pair of eyeglass frames $130 Allowance, then 20% 
off any remaining balance Reimbursed Up To $45 Once every other calendar 

year
Eyeglass Lenses (instead of contact lenses)
One pair of standard plastic prescription lenses
 Single vision lenses
 Bifocal lenses
 Trifocal lenses

$20 Copay
$20 Copay
$20 Copay

Reimbursed Up To $40
Reimbursed Up To $60
Reimbursed Up To $80

Once every calendar year

Eyeglass Lens Enhancements
When obtaining covered eyewear from a Blue View Vision provider, you may choose to add any of the following lens enhancements 
at no extra cost
  Lenses (for a child under age 21)
 Standard polycarbonate (for a child under age 21)
 Factory Scratch Coating

$0 Copay
$0 Copay
$0 Copay

No allowance when 
obtained out-of-network

Same as covered eyeglass 
lenses

Contact Lenses (instead of eyeglass lenses)
Contact lens allowance will only be applied toward the first purchase of contacts made during a benefit period. Any unused amount remaining 
cannot be used for subsequent purchases in the same benefit period, nor can any unused amount be carried over to the following benefit period.

 Elective conventional (non-disposable)
OR

 Elective disposable
OR

 Non-elective (medically necessary)

$130 Allowance, then 15% 
off any remaining balance

$130 Allowance
(no additional discount)

Covered in full

Reimbursed Up To $105

Reimbursed Up To $105

Reimbursed Up To $210

Once every calendar year

This is a primary vision plan with benefits intended to cover only corrective eyewear. If you need medical treatment for your eyes, visit a participating eye care doctor from your 
medical network. Benefits are payable only for expenses incurred while the group and insured person’s coverage is in force. This information is intended to be a brief outline of 
coverage. All terms and conditions of coverage, including benefits and exclusions, are contained in the member’s policy, which shall control in the event of a conflict with this overview. 
This benefit overview is only one piece of your entire enrollment package.

EXCLUSIONS & LIMITATIONS (not a comprehensive list – please refer to the member Certificate of Coverage for a complete list)
Combined Offers. Not to be combined with any offer, coupon, or in-store 
advertisement. 
Excess Amounts. Amounts in excess of covered vision expense.
Sunglasses. Plano sunglasses and accompanying frames.
Safety Glasses. Safety glasses and accompanying frames.
Not Specifically Listed. Services not specifically listed in this plan as covered services.

Lost or Broken Lenses or Frames. Any lost or broken lenses or frames are not eligible 
for replacement unless the insured person has reached his or her normal service interval 
as indicated in the plan design.
Non-Prescription Lenses. Any non-prescription lenses, eyeglasses or contacts. Plano 
lenses or lenses that have no refractive power. 
Orthoptics. Orthoptics or vision training and any associated supplemental testing



Transitions are registered trademarks of Transitions Optical, Inc. Anthem Blue Cross and Blue Shield is the trade name of Anthem Health Plans of Kentucky, Inc. Independent licensee of 
the Blue Cross and Blue Shield Association. ANTHEM is a registered trademark of Anthem Insurance Companies, Inc. The Blue Cross and Blue Shield Names and symbols are 
registered marks of the Blue Cross and Blue Shield Association.   

OPTIONAL SAVINGS AVAILABLE FROM BLUE VIEW VISION IN-NETWORK PROVIDERS ONLY In-Network Member Cost
(after any applicable copay)

Eyeglass lens upgrades
When obtaining eyewear from a Blue View Vision 
provider, you may choose to upgrade your new eyeglass 
lenses at a discounted cost. Eyeglass lens copayment 
applies.

  lenses (Adults)
 Standard Polycarbonate (Adults)
 Tint (Solid and Gradient)
 UV Coating
 Progressive Lenses1

 Standard
 Premium Tier 1
 Premium Tier 2
 Premium Tier 3
 Premium Tier 4

 Anti-Reflective Coating2

 Standard
 Premium Tier 1
 Premium Tier 2
 Premium Tier 3

 Other Add-ons

$75
$40
$15
$15

$55
$85
$95

$110
$175

 $45
$57
$68
$85

20% off retail price
Additional Pairs of Eyeglasses
Anytime from any Blue View Vision network provider

 Complete Pair
 Eyeglass materials purchased separately

40% off retail price
20% off retail price

Eyewear Accessories Items such as non-prescription sunglasses, lens cleaning 
supplies, contact lens solutions, eyeglass cases, etc. 20% off retail

Conventional Contact Lenses 
(non-disposable type)  Discount applies to materials only 15% off retail price

1 Please ask your provider for his/her recommendation as well as the available progressive brands by tier. 
2 Please ask your provider for his/her recommendation as well as the available anti-reflective brands by tier.

Cannot be combined with any other offer.  Discounts are subject to change without notice.  Discounts are not covered benefits under your vision plan and will not be 
listed in your certificate of coverage.  Discounts will be offered from in-network providers except where State law prevents discounting of products and services that 
are not covered benefits under this plan.  Discounts on frames will not apply if the manufacturer has imposed a no discount on sales at retail and independent 
provider locations.

Some of our in-network providers include: 

ADDITIONAL SAVINGS AVAILABLE THROUGH ANTHEM’S SPECIAL OFFERS PROGRAM
Savings on items like additional eyewear after your benefits have been used, non-prescription sunglasses, hearing aids and even LASIK laser vision 
correction surgery are available through a variety of vendors. Just log in at anthem.com, select discounts, then Vision, Hearing & Dental. 

* Discounts cannot be used in conjunction with your covered benefits. 

OUT-OF-NETWORK
If you choose to receive covered services or purchase covered eyewear from an out-of-network provider, network discounts will not apply and you will be responsible for payment of 
services and/or eyewear materials at the time of service. Please complete an out-of-network claim form and submit it along with your itemized receipt to the fax number, email address, or 
mailing address below.  To download a claim form, log in at anthem.com, or from the home page menu under Support select Forms, click Change State to choose your state, and then 
scroll down to Claims and select the Blue View Vision Out-of-Network Claim Form. You may instead call member services at 1-866-723-0515  .to request a claim form. 

TO FAX: 866-293-7373
TO EMAIL: oonclaims@eyewearspecialoffers.com
TO MAIL: Blue View Vision

Attn: OON Claims
P.O. Box 8504
Mason, OH 45040-7111

mailto:oonclaims@eyewearspecialoffers.com


Get Help in Your Language
Curious to know what all this says? We would be too. Here’s the English version:
You have the right to get this information and help in your language for free. Call the Member Services number on your ID 
card for help. (TTY/TDD: 711)

Separate from our language assistance program, we make documents available in alternate 
formats for members with visual impairments. If you need a copy of this document in an 
alternate format, please call the customer service telephone number on the back of your ID 
card.
Spanish
Tiene el derecho de obtener esta información y ayuda en su idioma en forma gratuita. Llame al número de Servicios para 
Miembros que figura en su tarjeta de identificación para obtener ayuda. (TTY/TDD: 711)

Arabic
.(TTY/TDD:711)يحق لك الحصول على هذه المعلومات والمساعدة بلغتك مجانًا. اتصل برقم خدمات الأعضاء الموجود على بطاقة التعريف الخاصة بك للمساعدة

Chinese
您有權使用您的語言免費獲得該資訊和協助。請撥打您的 ID 卡上的成員服務號碼尋求協助。(TTY/TDD: 711)

French
Vous avez le droit d’accéder gratuitement à ces informations et à une aide dans votre langue. Pour cela, veuillez appeler 
le numéro des Services destinés aux membres qui figure sur votre carte d’identification. (TTY/TDD: 711)

German
Sie haben das Recht, diese Informationen und Unterstützung kostenlos in Ihrer Sprache zu erhalten. Rufen Sie die auf 
Ihrer ID-Karte angegebene Servicenummer für Mitglieder an,  um Hilfe anzufordern. (TTY/TDD: 711)

Japanese
この情報と支援を希望する言語で無料で受けることができます。支援を受けるには、IDカードに記載されているメンバーサービス番号に電話

してください。(TTY/TDD: 711)

Kirundi
Ufise uburenganzira bwo gufashwa mu rurimi rwawe ku buntu. Akura umunywanyi abikora Ikaratakarangamuntu yawe 
kugira ufashwe. (TTY/TDD: 711)

Korean
귀하에게는 무료로 이 정보를 얻고 귀하의 언어로 도움을 받을 권리가 있습니다. 도움을 얻으려면 귀하의 ID 카드에 있는 

회원 서비스 번호로 전화하십시오. (TTY/TDD: 711)

Nepali
तपाईंले यो जानकारी तथा सहयोग आफ्नो भाषामा निःशुल्क प्राप्त गर्ने तपाईंको अधिकार हो। सहायताको लागि तपाईंको ID कार्डमा 
दिइएको सदस्य सेवा नम्बरमा कल गर्नुहोस्। (TTY/TDD: 711)

Oromo
Odeeffanoo kana fi gargaarsa afaan keetiin kaffaltii malee argachuuf mirga qabda. Gargaarsa argachuuf lakkoofsa 
bilbilaa tajaajila miseensaa (Member Services) waraqaa enyummaa kee irratti argamu irratti bilbili. (TTY/TDD: 711)

Pennsylvania Dutch
Du hoscht die Recht selle Information un Helfe in dei Schprooch mitaus Koscht griege. Ruf die Member Services Nummer 
uff dei ID Kaarte fer Helfe aa. (TTY/TDD: 711)



Russian
Вы имеете право получить данную информацию и помощь на вашем языке бесплатно. Для получения помощи 
звоните в отдел обслуживания участников по номеру, указанному на вашей идентификационной карте. (TTY/TDD: 
711)

Serbian
Imate pravo da dobijete sve informacije i pomoć na vašem jeziku, i to potpuno besplatno. Pozovite broj Centra za podršku 
članovima koji se nalazi na vašoj identifikacionoj kartici. (TTY/TDD: 711)

Tagalog
May karapatan kayong makuha ang impormasyon at tulong na ito sa ginagamit ninyong wika nang walang bayad. 
Tumawag sa numero ng Member Services na nasa inyong ID card para sa tulong. (TTY/TDD: 711)

Vietnamese
Quý vị có quyền nhận miễn phí thông tin này và sự trợ giúp bằng ngôn ngữ của quý vị. Hãy gọi cho số Dịch Vụ Thành 
Viên trên thẻ ID của quý vị để được giúp đỡ. (TTY/TDD: 711)

It’s important we treat you fairly
That’s why we follow federal civil rights laws in our health programs and activities.  We don’t discriminate, exclude people, 
or treat them differently on the basis of race, color, national origin, sex, age or disability. For people with disabilities, we 
offer free aids and services. For people whose primary language isn’t English, we offer free language assistance services 
through interpreters and other written languages.  Interested in these services? Call the Member Services number on your 
ID card for help (TTY/TDD: 711). If you think we failed to offer these services or discriminated based on race, color, 
national origin, age, disability, or sex, you can file a complaint, also known as a grievance.  You can file a complaint with 
our Compliance Coordinator in writing to Compliance Coordinator, P.O. Box 27401, Mail Drop VA2002-N160, Richmond, 
VA  23279. Or you can file a complaint with the U.S. Department of Health and Human Services, Office for Civil Rights at 
200 Independence Avenue, SW; Room 509F, HHH Building; Washington, D.C. 20201 or by calling 1-800-368-1019 (TDD: 
1- 800-537-7697) or online at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf. Complaint forms are available at 
http://www.hhs.gov/ocr/office/file/index.html.

https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html
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