
Personal Choice
Summary of Benefits

DDEEDDUUCCTTIIBBLLEE

Individual $0 $500

Family $0 $1,000

AAFFTTEERR DDEEDDUUCCTTIIBBLLEE,,  PPLLAANN PPAAYYSS 100% 70%

OOUUTT--OOFF--PPOOCCKKEETT MMAAXXIIMMUUMM

Individual None $3,000

Family None $6,000
LLIIFFEETTIIMMEE MMAAXXIIMMUUMM Unlimited $1 Million

DDOOCCTTOORR’’SS OOFFFFIICCEE VVIISSIITTSS

Primary Care Services $20 Copayment 70%, after deductible

Specialist Services $30 Copayment 70%, after deductible 
PPRREEVVEENNTTIIVVEE CCAARREE FFOORR AADDUULLTTSS

AANNDD CCHHIILLDDRREENN $20 Copayment 70%, after deductible

Benefit In-Network Out-of-Network1
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Benefits underwritten or administered by QCC Insurance Company, a subsidiary of Independence Blue Cross—independent
licensees of the Blue Cross and Blue Shield Association.  

P ersonal Choice, our popular Preferred Provider Organization (PPO), gives you freedom of choice by
allowing you to choose your own doctors and hospitals. You can maximize your coverage by accessing

care through Personal Choice’s expansive network of hospitals, doctors and specialists, or by accessing care
through preferred providers that participate in the Blue Card PPO® program.  Of course, with Personal Choice,
you have the freedom to select providers who do not participate in the Personal Choice network or BlueCard PPO
program.  However, if you receive services from out-of-network providers, you will have higher out-of-pocket costs
and may have to submit your claim for reimbursement.

With Personal Choice…
• You do not need to enroll with a primary care physician
• You never need a referral

PPAAIISSIIGG  2200//3300//7700

1 Out-of-network, non-participating providers may bill you for differences between the Plan allowance, which is the amount paid by Personal 
Choice, and the provider’s actual charge.  This amount may be significant.  Claims payments for out-of-network professional providers 
(physicians) are based on IBC’s own fee schedule.  For services rendered by hospitals and other facility providers, the allowance may 
not refer to the actual amount paid by Personal Choice to the provider.  Under Independence Blue Cross (IBC) contracts with hospitals 
and other facility providers, IBC pays using bulk purchasing arrangements that save money at the end of the year but do not produce 
a uniform discount for each individual claim.  Therefore the amount paid by IBC at the time of any given claim may be more or it may 
be less than the amount used to calculate your liability.  IItt  iiss  iimmppoorrttaanntt  ttoo  nnoottee  tthhaatt  aallll  ppeerrcceennttaaggeess  ffoorr  oouutt--ooff--nneettwwoorrkk  sseerrvviicceess  aarree  ppeerrcceennttaaggeess
ooff  tthhee  PPllaann  aalllloowwaannccee,,  nnoott  tthhee  pprroovviiddeerr’’ss  aaccttuuaall  cchhaarrggee..



PPEEDDIIAATTRRIICC IIMMMMUUNNIIZZAATTIIOONNSS 100%2 70%, NO deductible

RROOUUTTIINNEE GGYYNNEECCOOLLOOGGIICCAALL EEXXAAMM//PPAAPP
1 per calendar year for women of any age3 100% 70%, NO deductible

MMAAMMMMOOGGRRAAMM 100% 70%, NO deductible

MMAATTEERRNNIITTYY

First OB visit $20 Copayment 70%, after deductible

Hospital 100% 70%, after deductible

IINNPPAATTIIEENNTT HHOOSSPPIITTAALL SSEERRVVIICCEESS 100% 70%, after deductible

IINNPPAATTIIEENNTT HHOOSSPPIITTAALL DDAAYYSS 365 70

OOUUTTPPAATTIIEENNTT SSUURRGGEERRYY 100% 70%, after deductible
EEMMEERRGGEENNCCYY RROOOOMM $40 Copayment $40 Copayment

(Copayment waived if admitted) (Copayment waived if admitted)

OOUUTTPPAATTIIEENNTT LLAABBOORRAATTOORRYY 100% 70%, after deductible

OOUUTTPPAATTIIEENNTT RRAADDIIOOLLOOGGYY $30 Copayment 70%, after deductible

TTHHEERRAAPPYY SSEERRVVIICCEESS

Physical, Speech and Occupational $20 Copayment [visits 1-30] 70%, after deductible
60 visits per calendar year3 $30 Copayment [visits 31-60] 70%, after deductible

Cardiac Rehabilitation
36 visits per calendar year3 $20 Copayment 70%, after deductible

Pulmonary Rehabilitation
12 visits per calendar year3 $20 Copayment 70%, after deductible

Respiratory Therapy $20 Copayment 70%, after deductible
RREESSTTOORRAATTIIVVEE SSEERRVVIICCEESS,, $30 Copayment 70%, after deductible
IINNCCLLUUDDIINNGG CCHHIIRROOPPRRAACCTTIICC CCAARREE

30 visits per calendar year3

CCHHEEMMOO//RRAADDIIAATTIIOONN AANNDD RREENNAALL
DDIIAALLYYSSIISS TTHHEERRAAPPYY 100% 70%, after deductible
OOUUTTPPAATTIIEENNTT PPRRIIVVAATTEE DDUUTTYY NNUURRSSIINNGG 100% 70%, after deductible

360 hours per calendar year3

SSKKIILLLLEEDD NNUURRSSIINNGG CCAARREE 100% 70%, after deductible
120 days per calendar year3

HHOOSSPPIICCEE AANNDD HHOOMMEE HHEEAALLTTHH CCAARREE 100% 70%, after deductible

DDUURRAABBLLEE MMEEDDIICCAALL EEQQUUIIPPMMEENNTT AANNDD
PPRROOSSTTHHEETTIICCSS $30 Copayment 70%, after deductible

Benefit In-Network Out-of-Network1

1 Out-of-network, non-participating providers may bill you for differences between the Plan allowance, which is the amount paid by Personal 
Choice, and the provider’s actual charge.  This amount may be significant.  Claims payments for out-of-network professional providers 
(physicians) are based on IBC’s own fee schedule.  For services rendered by hospitals and other facility providers, the allowance may 
not refer to the actual amount paid by Personal Choice to the provider.  Under Independence Blue Cross (IBC) contracts with hospitals 
and other facility providers, IBC pays using bulk purchasing arrangements that save money at the end of the year but do not produce 
a uniform discount for each individual claim.  Therefore the amount paid by IBC at the time of any given claim may be more or it may 
be less than the amount used to calculate your liability.  IItt  iiss  iimmppoorrttaanntt  ttoo  nnoottee  tthhaatt  aallll  ppeerrcceennttaaggeess  ffoorr  oouutt--ooff--nneettwwoorrkk  sseerrvviicceess  aarree  ppeerrcceennttaaggeess
ooff  tthhee  PPllaann  aalllloowwaannccee,,  nnoott  tthhee  pprroovviiddeerr’’ss  aaccttuuaall  cchhaarrggee..

2   Office visits subject to copayment

3   Combined in/out-of-network



OOUUTTPPAATTIIEENNTT DDIIAABBEETTIICC EEDDUUCCAATTIIOONN 100% Not covered
OOUUTTPPAATTIIEENNTT PPSSYYCCHHIIAATTRRIICC

30 visit maximum per calendar3 $30 Copayment 50%, after deductible
up to 20 visits per calendar year

IINNPPAATTIIEENNTT PPSSYYCCHHIIAATTRRIICC

30 day maximum per calendar3 100% 70%, after deductible
up to 20 visits per calendar year

SSEERRIIOOUUSS MMEENNTTAALL IILLLLNNEESSSS CCAARREE

Outpatient $30 Copayment 50%, after deductible
60 day maximum per calendar3

Inpatient 100% 70%, after deductible
30 day maximum per calendar3

SSUUBBSSTTAANNCCEE AABBUUSSEE TTRREEAATTMMEENNTT

Outpatient/Partial Facility Visits 100% 70%, after deductible
30 visits per calendar year3

120 visits per lifetime3

Rehabilitation 100% 70%, after deductible
30 days per calendar year3

90 days per lifetime3

Detoxification 100% 70%, after deductible
7 days per admission3

4 admissions per lifetime3

7 days per admission

Benefit In-Network Out-of-Network1

WWhhaatt  IIss  NNoott  CCoovveerreedd??

• Services determined not to be medically
necessary or medically appropriate.  

• Services not billed and performed by a
provider properly licensed and qualified to
render the medically necessary treatment,
service or supply

• Cosmetic services, supplies or treatment
• Routine foot care
• Supportive devices for the foot (orthotics),

except for podiatric appliances for the   pre-
vention of complications associated with dia-
betes

• Dental and vision care 
• Military or occupational injuries or illness
• Maintenance of chronic conditions

• Benefits payable by the government, Medicare or
through motor vehicle insurance

• Assisted fertilization techniques such as, but not
limited to, in-vitro fertilization, artificial        insemi-
nation, GIFT, ZIFT

• Charges in excess of benefit maximums or  allow-
able charges as set forth in the group contract

• Experimental or investigative services
• Inpatient private duty nursing
• Alternative Therapies/Complementary Medicine
• Hearing aids, including cochlear electromagnetic

hearing devices, and hearing examinations for the
prescription of hearing aids

• Immunizations required for employment or travel

This summary represents only a partial listing of the benefits and exclusions of the Personal Choice program described in this summary.  If your employer
purchases another program, the benefits and exclusions may differ.  Also, benefits and exclusions may be further defined by medical policy.  As a result,
this managed care plan may not cover all of your health care expenses.  Read your contract/member handbook carefully for a complete listing of the
terms, limitations and exclusions of the program.  If you need more information, please call 1-800-626-8144 (outside Philadelphia) or 215-557-7577 (if
calling within the Philadelphia area).

1 Out-of-network, non-participating providers may bill you for differences between the Plan allowance, which is the amount paid by Personal 
Choice, and the provider’s actual charge.  This amount may be significant.  Claims payments for out-of-network professional providers 
(physicians) are based on IBC’s own fee schedule.  For services rendered by hospitals and other facility providers, the allowance may 
not refer to the actual amount paid by Personal Choice to the provider.  Under Independence Blue Cross (IBC) contracts with hospitals 
and other facility providers, IBC pays using bulk purchasing arrangements that save money at the end of the year but do not produce 
a uniform discount for each individual claim.  Therefore the amount paid by IBC at the time of any given claim may be more or it may 
be less than the amount used to calculate your liability.  IItt  iiss  iimmppoorrttaanntt  ttoo  nnoottee  tthhaatt  aallll  ppeerrcceennttaaggeess  ffoorr  oouutt--ooff--nneettwwoorrkk  sseerrvviicceess  aarree  ppeerrcceennttaaggeess
ooff  tthhee  PPllaann  aalllloowwaannccee,,  nnoott  tthhee  pprroovviiddeerr’’ss  aaccttuuaall  cchhaarrggee..

3   Combined in/out-of-network



SSeerrvviicceess  TThhaatt  RReeqquuiirree  PPrree--AAuutthhoorriizzaattiioonn
SSeerrvviiccee IInn--NNeettwwoorrkk OOuutt--ooff--NNeettwwoorrkk

((PPeerrssoonnaall  CChhooiiccee®®  nneettwwoorrkk  pprroovviiddeerr
oorr  BBlluueeCCaarrdd®® PPPPOO  pprroovviiddeerr))

AALLLL NNOONN--EEMMEERRGGEENNCCYY IINNPPAATTIIEENNTT AADDMMIISSSSIIOONNSS Required Required
((EEXXCCEEPPTT MMAATTEERRNNIITTYY AADDMMIISSSSIIOONNSS))

OOUUTTPPAATTIIEENNTT SSUURRGGIICCAALL PPRROOCCEEDDUURREESS
Bunionectomy Required Required
Cataract Surgery NOT Required Required
Laparoscopic Cholecystectomy Required Required
Hemorrhoidectomy Required Required
Hernia Repair NOT Required Required
Arthroscopic Knee Surgery/Diagnostic Arthroscopy Required Required
Ligation and Stripping of Varicose Veins Required Required
Obesity Surgery Required Required
Prostate Surgery NOT Required Required
Spinal/Vertebral Surgery NOT Required Required
Submucous Resection (nasal surgery) Required Required
Tonsillectomy and/or Adenoidectomy Required Required

TTRRAANNSSPPLLAANNTTSS Required Required

OOPPEERRAATTIIVVEE AANNDD DDIIAAGGNNOOSSTTIICC EENNDDOOSSCCOOPPIIEESS NOT Required Required
MMRRII NOT Required Required
CCTT  SSCCAANN NOT Required Required
PPEETT  SSCCAANN Required Required

OOUUTTPPAATTIIEENNTT TTHHEERRAAPPIIEESS::  Speech, Cardiac, Required Required
Pulmonary, Respiratory, Infusion Required Required

OOUUTTPPAATTIIEENNTT PPRRIIVVAATTEE DDUUTTYY NNUURRSSIINNGG Required Required

OOTTHHEERR FFAACCIILLIITTYY SSEERRVVIICCEESS::  Skilled Nursing, Required Required
Inpatient Hospice, Home Health, Birth Center Required Required

PPSSYYCCHHIIAATTRRIICC,,  SSUUBBSSTTAANNCCEE AABBUUSSEE AANNDD SSEERRIIOOUUSS
MMEENNTTAALL IILLLLNNEESSSS TTRREEAATTMMEENNTT

Inpatient Required Required
Outpatient and Partial Facility Required NOT Required

NNOONN--EEMMEERRGGEENNCCYY AAMMBBUULLAANNCCEE Required Required

DDUURRAABBLLEE MMEEDDIICCAALL EEQQUUIIPPMMEENNTT Required Required
Purchase Items over $100, including 
Repairs and Replacements, and ALL Rentals

PPRROOSSTTHHEETTIICCSS Required Required
Purchase Items over $100, including 
Repairs and Replacements

Personal Choice network providers will obtain pre-authorization for you, if it is required for the service provided.  You are not
required to obtain pre-authorization when you are treated in a Personal Choice network hospital or facility, or by a Personal
Choice network doctor.  Members are not responsible for financial penalties because a Personal Choice network provider does
not obtain prior approval. 

IIff  yyoouu  uussee  aa  pprroovviiddeerr  wwhhoo  iiss  aa  BBlluueeCCaarrdd  PPPPOO  nneettwwoorrkk  pprroovviiddeerr,,  oorr  aann  oouutt--ooff--nneettwwoorrkk  pprroovviiddeerr,,  yyoouu  mmuusstt  oobbttaaiinn        
pprree--aauutthhoorriizzaattiioonn  iiff  rreeqquuiirreedd  ffoorr  tthhee  sseerrvviiccee  oorr  ssuuppppllyy  bbeeiinngg  pprroovviiddeedd..    YYoouu  mmaayy  bbee  ssuubbjjeecctt  ttoo  ffiinnaanncciiaall  ppeennaallttiieess  iiff  yyoouu  ddoo  nnoott
oobbttaaiinn  pprree--aauutthhoorriizzaattiioonn..

CCaallll  IInnddeeppeennddeennccee  BBlluuee  CCrroossss  aatt  tthhee  pprree--aauutthhoorriizzaattiioonn  tteelleepphhoonnee  nnuummbbeerr  lliisstteedd  oonn  tthhee  bbaacckk  ooff  yyoouurr  iiddeennttiiffiiccaattiioonn  ccaarrdd  ttoo  iinniittiiaattee
pprree--aauutthhoorriizzaattiioonn..  

You may be responsible for financial penalties if you do not pre-authorize services when you use a BlueCard PPO provider, or an
out-of-network provider.  There is a $1,000 penalty for failure to pre-authorize inpatient services or treatment, and a 20% reduc-
tion in benefits for failure to pre-authorize outpatient services or treatment.

Pre-authorization is not a determination of eligibility or a guarantee of payment.  Coverage and payment are contingent upon,
among other things, the patient being eligible, i.e., actively enrolled in the health benefits plan when the pre-authorization is
issued and when approved services occur.  Coverage and payment are also subject to limitations, exclusions, and other specific
terms of the health benefits plan that apply to the coverage request.


