
BlueChoice HealthPlan Individual and Small Group Plans





2026 Individual Plans



BENEFIT FEATURE AND DESCRIPTION BLUE OPTION GOLD 1500 BLUE OPTION GOLD 4000 HD  PALMETTO OPTION  GOLD 1

Coinsurance 35% 0% 40%

Deductible (Single/Family)1 $1,500/$3,000 $4,000/$8,000 $0/$0

Maximum Out of Pocket (MOOP) (Single/Family)1 $6,000/$12,000 $4,000/$8,000 $10,150/$20,300

Preventive Care/Screenings/Immunizations, Including 
Lactation Support2 $0 $0 $0

Primary Care Physician (PCP) Office Visits $15 Deductible 40%

Blue CareOnDemand Powered by MDLIVE $8 Deductible does not apply. $10

Specialists Office Visits $50 Deductible 40%

Maternity Care 0% (Deductible does not apply) Deductible 0% (Deductible does not apply)

Urgent Care
This includes in-network and out-of-network emergency 
services for an emergency medical condition.

$50 Deductible $50

Emergency Room In-Network and Out-of-Network
For emergency room care to be covered, care must be for 
an emergency medical condition.

$250 copayment, then 35% after 
deductible

Deductible 40%

Freestanding Ambulatory Surgical Center3

This includes services provided by an out-of-network 
provider at an in-network freestanding ambulatory  
surgical center.

$200 per visit Deductible $200 per visit

Inpatient Hospital Services, Including Behavioral Health4 35% after deductible Deductible 40%

Outpatient Surgery Services 35% after deductible Deductible 40%

Ambulance 35% after deductible Deductible 40%

Durable Medical Equipment 35% after deductible Deductible 40% 

Physical Therapy, Speech Therapy, Occupational Therapy 
and Habilitation  
All plans include 30 visits for rehabilitative therapy and  
30 visits for habilitative therapy per benefit year.

35% after deductible Deductible 40% 

Chiropractic Care5 35% after deductible Deductible  Not applicable  

Pharmacy Retail6
Copayments reflect a 31-day supply. You can purchase a  
90-day supply for three times the cost.

Tier 0: $0 
Tier 1: $15 
Tier 2: $40 
Tier 3: $75 
Tier 4: $250 
Tier 5: $250 
Tier 6: $250

Tier 0: $0
Tier 1 – Tier 6: Deductible 

Tier 0: $0  
Tier 1 – Tier 6: 40%

Mail Order6

Generic and brand-name drugs are available for a 90-day 
supply through the mail-order program.

Tier 0: $0 
Tier 1: $30 
Tier 2: $80 
Tier 3: $150 
Tier 4: $500 
Tier 5: $500 
Tier 6: $500

Tier 0: $0
Tier 1 – Tier 6: Deductible 

Tier 0: $0  
Tier 1 – Tier 6: 40%

Base Rate % -4.1% -10.7%



BENEFIT FEATURE AND DESCRIPTION BLUE OPTION GOLD 1500 BLUE OPTION GOLD 4000 HD  PALMETTO OPTION  GOLD 1

Coinsurance 35% 0% 40%

Deductible (Single/Family)1 $1,500/$3,000 $4,000/$8,000 $0/$0

Maximum Out of Pocket (MOOP) (Single/Family)1 $6,000/$12,000 $4,000/$8,000 $10,150/$20,300

Preventive Care/Screenings/Immunizations, Including 
Lactation Support2 $0 $0 $0

Primary Care Physician (PCP) Office Visits $15 Deductible 40%

Blue CareOnDemand Powered by MDLIVE $8 Deductible does not apply. $10

Specialists Office Visits $50 Deductible 40%

Maternity Care 0% (Deductible does not apply) Deductible 0% (Deductible does not apply)

Urgent Care
This includes in-network and out-of-network emergency 
services for an emergency medical condition.

$50 Deductible $50

Emergency Room In-Network and Out-of-Network
For emergency room care to be covered, care must be for 
an emergency medical condition.

$250 copayment, then 35% after 
deductible

Deductible 40%

Freestanding Ambulatory Surgical Center3

This includes services provided by an out-of-network 
provider at an in-network freestanding ambulatory  
surgical center.

$200 per visit Deductible $200 per visit

Inpatient Hospital Services, Including Behavioral Health4 35% after deductible Deductible 40%

Outpatient Surgery Services 35% after deductible Deductible 40%

Ambulance 35% after deductible Deductible 40%

Durable Medical Equipment 35% after deductible Deductible 40% 

Physical Therapy, Speech Therapy, Occupational Therapy 
and Habilitation  
All plans include 30 visits for rehabilitative therapy and  
30 visits for habilitative therapy per benefit year.

35% after deductible Deductible 40% 

Chiropractic Care5 35% after deductible Deductible  Not applicable  

Pharmacy Retail6
Copayments reflect a 31-day supply. You can purchase a  
90-day supply for three times the cost.

Tier 0: $0 
Tier 1: $15 
Tier 2: $40 
Tier 3: $75 
Tier 4: $250 
Tier 5: $250 
Tier 6: $250

Tier 0: $0
Tier 1 – Tier 6: Deductible 

Tier 0: $0  
Tier 1 – Tier 6: 40%

Mail Order6

Generic and brand-name drugs are available for a 90-day 
supply through the mail-order program.

Tier 0: $0 
Tier 1: $30 
Tier 2: $80 
Tier 3: $150 
Tier 4: $500 
Tier 5: $500 
Tier 6: $500

Tier 0: $0
Tier 1 – Tier 6: Deductible 

Tier 0: $0  
Tier 1 – Tier 6: 40%

Base Rate % -4.1% -10.7%

Important Notes for 2026
• Emergency room services received out of network are covered  

at the same level as in network if emergency room criteria are met.

• Pharmacy benefits and preventive services are only covered at  

a participating provider.

• All plans include routine vision care, FOCUSfwd,  

My Life Consult and Blue CareOnDemand.

• All plans include an embedded deductible and MOOP.

1�Includes out-of-network air ambulance services, emergency services, and subject to limited provider advance notice 
and consent requirements, other (nonemergency) services furnished at certain in-network facilities.

2�Covered according to the United States Preventive Services Task Force (USPSTF), the Centers for Disease Control and 
Prevention (CDC), and the Health Resources and Services Administration (HRSA). It includes prostate screening (PSA). 
These are independent organizations that offer health information you may find helpful.

3Facility charges only. Providers may bill separately for their services.

4�Includes post-stabilization services resulting from an emergency, and services rendered by an out-of-network provider 
at certain in-network facilities, subject to a limited exception where the provider satisfies advance patient notice  
and consent requirements.

5�Limited to five visits per benefit period for subluxation under chiropractic care.

6�If a drug manufacturer provides any form of direct support (cash, reimbursement, coupon, voucher, debit card, 
etc.) for some or all of the cost sharing on the purchase of prescription and/or specialty drugs, this amount will 
not be counted toward the member’s annual limitation on cost sharing. The drug will still be considered a covered 
prescription drug.

*�The first three visits for $25 are combined for Blue CareOnDemand and PCP office visits.



BENEFIT FEATURE AND DESCRIPTION BLUE OPTION SILVER 3200 BLUE OPTION SILVER 4500 BLUE OPTION SILVER 6450 BLUE OPTION SILVER 5700 HD BLUE OPTION SILVER 7350 BLUE OPTION SILVER 2250

Coinsurance 50% 50% 25% 0% 50% 50%

Deductible (Single/Family)1 $3,200/$6,400 $4,500/$9,000 $6,450/$12,900 $5,700/$11,400 $7,350/$14,700 $2,250/$4,500

Maximum Out of Pocket (MOOP) (Single/Family)1 $8,400/$16,800 $8,900/$17,800 $8,800/$17,600 $5,700/$11,400 $10,600/$21,200 $7,500/$15,000

Preventive Care/Screenings/Immunizations, Including 
Lactation Support2 $0 $0 $0 $0 $0 $0

Primary Care Physician (PCP) Office Visits $40 $35 $35 Deductible $35 $45

Blue CareOnDemand Powered by MDLIVE $23 $18 $18 Deductible does not apply. $18 $23

Specialists Office Visits $90 $80 $70 Deductible $80 $85

Maternity Care 0% (Deductible does not apply) 0% (Deductible does not apply) 0% (Deductible does not apply) Deductible 0% (Deductible does not apply) 0% (Deductible does not apply)

Urgent Care
This includes in-network and out-of-network emergency 
services for an emergency medical condition.

$50 $50 $50 Deductible $50 $50

Emergency Room In-Network and Out-of-Network
For emergency room care to be covered, care must be for 
an emergency medical condition.

$300 copayment, then 50% after 
deductible

$300 copayment, then 50% after 
deductible

$300 copayment, then 25% 
after deductible

Deductible 50% after deductible
$400 copayment, then 50% 

after deductible

Freestanding Ambulatory Surgical Center3

This includes services provided by an out-of-network 
provider at an in-network freestanding ambulatory  
surgical center.

$200 per visit $200 per visit $200 per visit Deductible $200 per visit $200 per visit

Inpatient Hospital Services, Including Behavioral Health4 50% after deductible 50% after deductible 25% after deductible Deductible 50% after deductible
$400 copayment, then 50% 

after deductible

Outpatient Surgery Services $100 copayment, then 50% after 
deductible

$100 copayment, then 50% after 
deductible

$100 copayment, then 25% 
after deductible

Deductible 50% after deductible
$100 copayment, then 50% 

after deductible

Ambulance 50% after deductible 50% after deductible 25% after deductible Deductible 50% after deductible 50% after deductible

Durable Medical Equipment 50% after deductible 50% after deductible 25% after deductible Deductible 50% after deductible 50% after deductible

Physical Therapy, Speech Therapy, Occupational Therapy 
and Habilitation  
All plans include 30 visits for rehabilitative therapy and  
30 visits for habilitative therapy per benefit year.

50% after deductible 50% after deductible 25% after deductible Deductible 50% after deductible 50% after deductible

Chiropractic Care5 50% after deductible 50% after deductible 25% after deductible Deductible 50% after deductible 50% after deductible

Pharmacy Retail6
Copayments reflect a 31-day supply. You can purchase a  
90-day supply for three times the cost.

Tier 0: $0 
Tier 1: $25 
Tier 2: $60 
Tier 3: $100 
Tier 4: $350 
Tier 5: $350 
Tier 6: $350

Tier 0: $0 
Tier 1: $25 
Tier 2: $60 
Tier 3: $100 
Tier 4: $350 
Tier 5: $350 
Tier 6: $350

Tier 0: $0 
Tier 1: $28 
Tier 2: $50 
Tier 3: $100 
Tier 4: $350 
Tier 5: $350 
Tier 6: $350

Tier 0: $0
Tier 1 – Tier 6: Deductible 

Tier 0: $0 
Tier 1: $35 
Tier 2: $70 
Tier 3: $90 
Tier 4: $350 
Tier 5: $350 
Tier 6: $350

Tier 0: $0  
Tier 1: $25
Tier 2 – 6: 50% after  
deductible 

Mail Order6

Generic and brand-name drugs are available for a 90-day 
supply through the mail-order program.

Tier 0: $0 
Tier 1: $50 
Tier 2: $120 
Tier 3: $200 
Tier 4: $700 
Tier 5: $700 
Tier 6: $700

Tier 0: $0 
Tier 1: $50 
Tier 2: $120 
Tier 3: $200 
Tier 4: $700  
Tier 5: $700  
Tier 6: $700 

Tier 0: $0 
Tier 1: $56 
Tier 2: $100 
Tier 3: $200 
Tier 4: $700 
Tier 5: $700 
Tier 6: $700

Tier 0: $0
Tier 1 – Tier 6: Deductible 

Tier 0: $0 
Tier 1: $70 
Tier 2: $140 
Tier 3: $180 
Tier 4: $700 
Tier 5: $700 
Tier 6: $700

Tier 0: $0  
Tier 1: $50
Tier 2 – 6: 50% after  
deductible

Base Rate % -23.3% -24.1% -24.2% -25.7% -26.0% -26.1%



BENEFIT FEATURE AND DESCRIPTION BLUE OPTION SILVER 3200 BLUE OPTION SILVER 4500 BLUE OPTION SILVER 6450 BLUE OPTION SILVER 5700 HD BLUE OPTION SILVER 7350 BLUE OPTION SILVER 2250

Coinsurance 50% 50% 25% 0% 50% 50%

Deductible (Single/Family)1 $3,200/$6,400 $4,500/$9,000 $6,450/$12,900 $5,700/$11,400 $7,350/$14,700 $2,250/$4,500

Maximum Out of Pocket (MOOP) (Single/Family)1 $8,400/$16,800 $8,900/$17,800 $8,800/$17,600 $5,700/$11,400 $10,600/$21,200 $7,500/$15,000

Preventive Care/Screenings/Immunizations, Including 
Lactation Support2 $0 $0 $0 $0 $0 $0

Primary Care Physician (PCP) Office Visits $40 $35 $35 Deductible $35 $45

Blue CareOnDemand Powered by MDLIVE $23 $18 $18 Deductible does not apply. $18 $23

Specialists Office Visits $90 $80 $70 Deductible $80 $85

Maternity Care 0% (Deductible does not apply) 0% (Deductible does not apply) 0% (Deductible does not apply) Deductible 0% (Deductible does not apply) 0% (Deductible does not apply)

Urgent Care
This includes in-network and out-of-network emergency 
services for an emergency medical condition.

$50 $50 $50 Deductible $50 $50

Emergency Room In-Network and Out-of-Network
For emergency room care to be covered, care must be for 
an emergency medical condition.

$300 copayment, then 50% after 
deductible

$300 copayment, then 50% after 
deductible

$300 copayment, then 25% 
after deductible

Deductible 50% after deductible
$400 copayment, then 50% 

after deductible

Freestanding Ambulatory Surgical Center3

This includes services provided by an out-of-network 
provider at an in-network freestanding ambulatory  
surgical center.

$200 per visit $200 per visit $200 per visit Deductible $200 per visit $200 per visit

Inpatient Hospital Services, Including Behavioral Health4 50% after deductible 50% after deductible 25% after deductible Deductible 50% after deductible
$400 copayment, then 50% 

after deductible

Outpatient Surgery Services $100 copayment, then 50% after 
deductible

$100 copayment, then 50% after 
deductible

$100 copayment, then 25% 
after deductible

Deductible 50% after deductible
$100 copayment, then 50% 

after deductible

Ambulance 50% after deductible 50% after deductible 25% after deductible Deductible 50% after deductible 50% after deductible

Durable Medical Equipment 50% after deductible 50% after deductible 25% after deductible Deductible 50% after deductible 50% after deductible

Physical Therapy, Speech Therapy, Occupational Therapy 
and Habilitation  
All plans include 30 visits for rehabilitative therapy and  
30 visits for habilitative therapy per benefit year.

50% after deductible 50% after deductible 25% after deductible Deductible 50% after deductible 50% after deductible

Chiropractic Care5 50% after deductible 50% after deductible 25% after deductible Deductible 50% after deductible 50% after deductible

Pharmacy Retail6
Copayments reflect a 31-day supply. You can purchase a  
90-day supply for three times the cost.

Tier 0: $0 
Tier 1: $25 
Tier 2: $60 
Tier 3: $100 
Tier 4: $350 
Tier 5: $350 
Tier 6: $350

Tier 0: $0 
Tier 1: $25 
Tier 2: $60 
Tier 3: $100 
Tier 4: $350 
Tier 5: $350 
Tier 6: $350

Tier 0: $0 
Tier 1: $28 
Tier 2: $50 
Tier 3: $100 
Tier 4: $350 
Tier 5: $350 
Tier 6: $350

Tier 0: $0
Tier 1 – Tier 6: Deductible 

Tier 0: $0 
Tier 1: $35 
Tier 2: $70 
Tier 3: $90 
Tier 4: $350 
Tier 5: $350 
Tier 6: $350

Tier 0: $0  
Tier 1: $25
Tier 2 – 6: 50% after  
deductible 

Mail Order6

Generic and brand-name drugs are available for a 90-day 
supply through the mail-order program.

Tier 0: $0 
Tier 1: $50 
Tier 2: $120 
Tier 3: $200 
Tier 4: $700 
Tier 5: $700 
Tier 6: $700

Tier 0: $0 
Tier 1: $50 
Tier 2: $120 
Tier 3: $200 
Tier 4: $700  
Tier 5: $700  
Tier 6: $700 

Tier 0: $0 
Tier 1: $56 
Tier 2: $100 
Tier 3: $200 
Tier 4: $700 
Tier 5: $700 
Tier 6: $700

Tier 0: $0
Tier 1 – Tier 6: Deductible 

Tier 0: $0 
Tier 1: $70 
Tier 2: $140 
Tier 3: $180 
Tier 4: $700 
Tier 5: $700 
Tier 6: $700

Tier 0: $0  
Tier 1: $50
Tier 2 – 6: 50% after  
deductible

Base Rate % -23.3% -24.1% -24.2% -25.7% -26.0% -26.1%



BENEFIT FEATURE AND DESCRIPTION BLUE OPTION SILVER 5550 BLUE OPTION SILVER 8700 PALMETTO OPTION SILVER 1 PALMETTO OPTION  
SILVER 6100 HD

Coinsurance 35% 0% 35% 0%

Deductible (Single/Family)1 $5,550/$11,100 $8,700/$17,400 $750/$1,500 $6,100/$12,200

Maximum Out of Pocket (MOOP) (Single/Family)1 $7,400/$14,800 $8,700/$17,400 $9,850/$19,700 $6,100/$12,200

Preventive Care/Screenings/Immunizations, Including 
Lactation Support2 $0 $0 $0 $0

Primary Care Physician (PCP) Office Visits $35 $10 35% after deductible Deductible

Blue CareOnDemand Powered by MDLIVE $18 $0 $23 Deductible does not apply.

Specialists Office Visits $85 $60
$90 copayment,  

then 35% after deductible
Deductible

Maternity Care 0% (Deductible does not apply) 0% (Deductible does not apply) 0% (Deductible does not apply) Deductible

Urgent Care
This includes in-network and out-of-network emergency 
services for an emergency medical condition.

$50 $50 $50 Deductible

Emergency Room In-Network and Out-of-Network
For emergency room care to be covered, care must be for 
an emergency medical condition.

$500 copayment, then 35% after 
deductible

$400 copayment,  
then deductible

$325 copayment,  
then 35% after deductible

Deductible

Freestanding Ambulatory Surgical Center3

This includes services provided by an out-of-network 
provider at an in-network freestanding ambulatory  
surgical center.

$200 per visit $200 per visit $200 per visit Deductible

Inpatient Hospital Services, Including Behavioral Health4 35% after deductible Deductible 35% after deductible Deductible

Outpatient Surgery Services 35% after deductible $150 copayment, then deductible $175 Deductible

Ambulance 35% after deductible Deductible 35% after deductible Deductible

Durable Medical Equipment 35% after deductible Deductible 35% after deductible Deductible

Physical Therapy, Speech Therapy, Occupational Therapy 
and Habilitation  
All plans include 30 visits for rehabilitative therapy and  
30 visits for habilitative therapy per benefit year.

35% after deductible Deductible 35% after deductible Deductible

Chiropractic Care5 35% after deductible Deductible Not applicable Not applicable

Pharmacy Retail6
Copayments reflect a 31-day supply. You can purchase a  
90-day supply for three times the cost.

Tier 0: $0  
Tier 1: $35

Tier 2 – 6: 35% after  
deductible 

Tier 0: $0
Tier 1: $30
Tier 2: $65

Tier 3 – Tier 6: Deductible 

Tier 0: $0 
Tier 1: $10 

Tier 2: $35 copay,  
then deductible, then 35% 

Tier 3: $55 copay,  
then deductible, then 35% 

Tier 4: $200 copay, 
then deductible, then 35% 

Tier 5: $200 copay,  
then deductible, then 35% 

Tier 6: $200 copay,  
then deductible, then 35%

Tier 0: $0  
Tier 1 – Tier 6: Deductible

Mail Order6

Generic and brand-name drugs are available for a 90-day 
supply through the mail-order program.

Tier 0: $0  
Tier 1: $70

Tier 2 – 6: 35% after  
deductible 

Tier 0: $0
Tier 1: $60
Tier 2: $130

Tier 3 – Tier 6: Deductible 

Tier 0: $0 
Tier 1: $20 

Tier 2: $70 copay,  
then deductible, then 35% 

Tier 3: $110 copay,  
then deductible, then 35% 

Tier 4: $400 copay,  
then deductible, then 35% 

Tier 5: $400 copay,  
then deductible, then 35% 

Tier 6: $400 copay,  
then deductible, then 35%

Tier 0: $0  
Tier 1 – Tier 6: Deductible

Base Rate % -27.7% -28.7% -29.2% -31.5%



BENEFIT FEATURE AND DESCRIPTION BLUE OPTION SILVER 5550 BLUE OPTION SILVER 8700 PALMETTO OPTION SILVER 1 PALMETTO OPTION  
SILVER 6100 HD

Coinsurance 35% 0% 35% 0%

Deductible (Single/Family)1 $5,550/$11,100 $8,700/$17,400 $750/$1,500 $6,100/$12,200

Maximum Out of Pocket (MOOP) (Single/Family)1 $7,400/$14,800 $8,700/$17,400 $9,850/$19,700 $6,100/$12,200

Preventive Care/Screenings/Immunizations, Including 
Lactation Support2 $0 $0 $0 $0

Primary Care Physician (PCP) Office Visits $35 $10 35% after deductible Deductible

Blue CareOnDemand Powered by MDLIVE $18 $0 $23 Deductible does not apply.

Specialists Office Visits $85 $60
$90 copayment,  

then 35% after deductible
Deductible

Maternity Care 0% (Deductible does not apply) 0% (Deductible does not apply) 0% (Deductible does not apply) Deductible

Urgent Care
This includes in-network and out-of-network emergency 
services for an emergency medical condition.

$50 $50 $50 Deductible

Emergency Room In-Network and Out-of-Network
For emergency room care to be covered, care must be for 
an emergency medical condition.

$500 copayment, then 35% after 
deductible

$400 copayment,  
then deductible

$325 copayment,  
then 35% after deductible

Deductible

Freestanding Ambulatory Surgical Center3

This includes services provided by an out-of-network 
provider at an in-network freestanding ambulatory  
surgical center.

$200 per visit $200 per visit $200 per visit Deductible

Inpatient Hospital Services, Including Behavioral Health4 35% after deductible Deductible 35% after deductible Deductible

Outpatient Surgery Services 35% after deductible $150 copayment, then deductible $175 Deductible

Ambulance 35% after deductible Deductible 35% after deductible Deductible

Durable Medical Equipment 35% after deductible Deductible 35% after deductible Deductible

Physical Therapy, Speech Therapy, Occupational Therapy 
and Habilitation  
All plans include 30 visits for rehabilitative therapy and  
30 visits for habilitative therapy per benefit year.

35% after deductible Deductible 35% after deductible Deductible

Chiropractic Care5 35% after deductible Deductible Not applicable Not applicable

Pharmacy Retail6
Copayments reflect a 31-day supply. You can purchase a  
90-day supply for three times the cost.

Tier 0: $0  
Tier 1: $35

Tier 2 – 6: 35% after  
deductible 

Tier 0: $0
Tier 1: $30
Tier 2: $65

Tier 3 – Tier 6: Deductible 

Tier 0: $0 
Tier 1: $10 

Tier 2: $35 copay,  
then deductible, then 35% 

Tier 3: $55 copay,  
then deductible, then 35% 

Tier 4: $200 copay, 
then deductible, then 35% 

Tier 5: $200 copay,  
then deductible, then 35% 

Tier 6: $200 copay,  
then deductible, then 35%

Tier 0: $0  
Tier 1 – Tier 6: Deductible

Mail Order6

Generic and brand-name drugs are available for a 90-day 
supply through the mail-order program.

Tier 0: $0  
Tier 1: $70

Tier 2 – 6: 35% after  
deductible 

Tier 0: $0
Tier 1: $60
Tier 2: $130

Tier 3 – Tier 6: Deductible 

Tier 0: $0 
Tier 1: $20 

Tier 2: $70 copay,  
then deductible, then 35% 

Tier 3: $110 copay,  
then deductible, then 35% 

Tier 4: $400 copay,  
then deductible, then 35% 

Tier 5: $400 copay,  
then deductible, then 35% 

Tier 6: $400 copay,  
then deductible, then 35%

Tier 0: $0  
Tier 1 – Tier 6: Deductible

Base Rate % -27.7% -28.7% -29.2% -31.5%



BENEFIT FEATURE AND DESCRIPTION BLUE OPTION
BRONZE 7200 HD BLUE OPTION BRONZE 6500 PALMETTO OPTION  

BRONZE 7600

Coinsurance 0% 30% 50%

Deductible (Single/Family)1 $7,200/$14,400 $6,500/$13,000 $7,600/$15,200

Maximum Out of Pocket (MOOP) (Single/Family)1 $7,200/$14,400 $9,800/$19,600 $10,600/$21,200

Preventive Care/Screenings/Immunizations, Including 
Lactation Support2 $0 $0 $0

Primary Care Physician (PCP) Office Visits Deductible $60 $65 

Blue CareOnDemand Powered by MDLIVE Deductible Does Not Apply $30 $33 

Specialists Office Visits Deductible $110 $100 

Maternity Care Deductible 0% (Deductible does not apply) 0% (Deductible does not apply)

Urgent Care
This includes in-network and out-of-network emergency 
services for an emergency medical condition.

Deductible $75 $75 

Emergency Room In-Network and Out-of-Network
For emergency room care to be covered, care must be for 
an emergency medical condition.

Deductible
$300 copayment, then 30% after 

deductible
50% after deductible

Freestanding Ambulatory Surgical Center3

This includes services provided by an out-of-network 
provider at an in-network freestanding ambulatory  
surgical center.

Deductible $200 per visit $200 per visit

Inpatient Hospital Services, Including Behavioral Health4 Deductible
$300 copayment, then 30% after 

deductible
50% after deductible

Outpatient Surgery Services Deductible
$300 copayment, then 30% after 

deductible
50% after deductible

Ambulance Deductible 30% after deductible 50% after deductible

Durable Medical Equipment Deductible 30% after deductible 50% after deductible

Physical Therapy, Speech Therapy, Occupational Therapy 
and Habilitation  
All plans include 30 visits for rehabilitative therapy and  
30 visits for habilitative therapy per benefit year.

Deductible 30% after deductible 50% after deductible

Chiropractic Care5 Deductible 30% after deductible Not applicable

Pharmacy Retail6
Copayments reflect a 31-day supply. You can purchase a  
90-day supply for three times the cost.

 Tier 0: $0  
Tier 1 – Tier 6: Deductible

Tier 0: $0  
Tier 1: $35

Tier 2 – 6: 30% after deductible

Tier 0: $0  
Tier 1 – Tier 6: 50% after  

deductible

Mail Order6

Generic and brand-name drugs are available for a 90-day 
supply through the mail-order program.

Tier 0: $0  

Tier 1 – 6: 30% after deductible

Tier 0: $0  
Tier 1: $70

Tier 2 – 6: 30% after deductible

Tier 0: $0  
Tier 1 - Tier 6: 50% after  

deductible

Base Rate % -35.6% -38.0% -43.2%



BENEFIT FEATURE AND DESCRIPTION BLUE OPTION
BRONZE 7200 HD BLUE OPTION BRONZE 6500 PALMETTO OPTION  

BRONZE 7600

Coinsurance 0% 30% 50%

Deductible (Single/Family)1 $7,200/$14,400 $6,500/$13,000 $7,600/$15,200

Maximum Out of Pocket (MOOP) (Single/Family)1 $7,200/$14,400 $9,800/$19,600 $10,600/$21,200

Preventive Care/Screenings/Immunizations, Including 
Lactation Support2 $0 $0 $0

Primary Care Physician (PCP) Office Visits Deductible $60 $65 

Blue CareOnDemand Powered by MDLIVE Deductible Does Not Apply $30 $33 

Specialists Office Visits Deductible $110 $100 

Maternity Care Deductible 0% (Deductible does not apply) 0% (Deductible does not apply)

Urgent Care
This includes in-network and out-of-network emergency 
services for an emergency medical condition.

Deductible $75 $75 

Emergency Room In-Network and Out-of-Network
For emergency room care to be covered, care must be for 
an emergency medical condition.

Deductible
$300 copayment, then 30% after 

deductible
50% after deductible

Freestanding Ambulatory Surgical Center3

This includes services provided by an out-of-network 
provider at an in-network freestanding ambulatory  
surgical center.

Deductible $200 per visit $200 per visit

Inpatient Hospital Services, Including Behavioral Health4 Deductible
$300 copayment, then 30% after 

deductible
50% after deductible

Outpatient Surgery Services Deductible
$300 copayment, then 30% after 

deductible
50% after deductible

Ambulance Deductible 30% after deductible 50% after deductible

Durable Medical Equipment Deductible 30% after deductible 50% after deductible

Physical Therapy, Speech Therapy, Occupational Therapy 
and Habilitation  
All plans include 30 visits for rehabilitative therapy and  
30 visits for habilitative therapy per benefit year.

Deductible 30% after deductible 50% after deductible

Chiropractic Care5 Deductible 30% after deductible Not applicable

Pharmacy Retail6
Copayments reflect a 31-day supply. You can purchase a  
90-day supply for three times the cost.

 Tier 0: $0  
Tier 1 – Tier 6: Deductible

Tier 0: $0  
Tier 1: $35

Tier 2 – 6: 30% after deductible

Tier 0: $0  
Tier 1 – Tier 6: 50% after  

deductible

Mail Order6

Generic and brand-name drugs are available for a 90-day 
supply through the mail-order program.

Tier 0: $0  

Tier 1 – 6: 30% after deductible

Tier 0: $0  
Tier 1: $70

Tier 2 – 6: 30% after deductible

Tier 0: $0  
Tier 1 - Tier 6: 50% after  

deductible

Base Rate % -35.6% -38.0% -43.2%

Blue OptionSM vs. Palmetto OptionSM: Choose the best option for your clients!

BLUE OPTION PALMETTO OPTION

Network Area Statewide Statewide

Referrals Required No No

All-Inclusive Office  
Visit Copayment

Yes Yes

FOCUSfwd® Wellness  
Incentive Program

Yes Yes

Wellness 360°® Yes Yes

My Diabetes Discount Program Yes Yes

Blue CareOnDemandSM  
Powered by MDLIVE® Yes Yes

Specialist Visit  
Referrals Required

No No

BlueCard® Yes
For emergencies only 

outside of South Carolina

Lab Choices Yes Yes

Freestanding Ambulatory  
Surgical Centers

Yes Yes

Pediatric Vision Yes Yes

Adult Vision Yes Yes

Preventive Dental Yes Yes

My Life ConsultSM Yes Yes

Chiropractic Coverage Yes No

Blue Option:
BlueCard nationwide network included with all plans

Five chiropractic visits per benefit period included

Palmetto Option:
Competitively priced

Exclusive provider organization (EPO) in-state coverage

No BlueCard access

No chiropractic coverage



Notes
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BENEFIT FEATURE AND DESCRIPTION CHOICE COMPLETE 
GOLD 2000

CHOICE COMPLETE 
GOLD 2503

CHOICE COMPLETE 
GOLD 5225

Coinsurance 50% 30% 0%

Deductible (Single/Family)1        $2,000/$4,000 $2,500/$5,000 $5,225/$10,450

Maximum Out of Pocket (MOOP) (Single/Family)1 $5,000/$10,000 $5,000/$10,000 $5,225/$10,450

Annual Dollar Limits/Lifetime Maximum Unlimited Unlimited Unlimited

Preventive Care/Screenings/Immunizations, 
Including Lactation Support2 $0 $0 $0

Primary Care Physician (PCP) Office Visits $25 $35 $0

Blue CareOnDemand Powered by MDLIVE $13 $18 $0

Specialists Office Visits $50 $60 $50

Urgent Care
This includes in-network and out-of-network 
emergency services for an emergency medical 
condition.

$50 $50 $50

Emergency Room In-Network and  
Out-of-Network
For emergency room care to be covered, care 
must be for an emergency medical condition.

$250 copayment, then  
50% after deductible 

$250 copayment, then  
30% after deductible

Deductible 

Freestanding Ambulatory Surgical Center3

This includes services provided by an out-of-
network provider at an in-network 
freestanding ambulatory surgical center.

$200 per visit $200 per visit $200 per visit 

Inpatient Physicians and Surgical Services4 50% after deductible 30% after deductible Deductible 

Inpatient Hospital Services, Including Behavioral 
Health4 50% after deductible 30% after deductible Deductible 

Outpatient Surgery Services 50% after deductible 30% after deductible Deductible 

Outpatient Facility Fee, Including Behavioral 
Health4 50% after deductible 30% after deductible Deductible 

Chiropractic Care5 50% after deductible 30% after deductible Deductible 

Pharmacy Retail6
Copayments reflect a 31-day supply. Members can 
purchase a 90-day supply 
for three times the cost.

Tier 0: $0
Tier 1: $18
Tier 2: $35
Tier 3: $70
Tier 4: $250
Tier 5: $250
Tier 6: $250

Tier 0: $0
Tier 1: $20
Tier 2: $38
Tier 3: $70
Tier 4: $250
Tier 5: $250
Tier 6: $250

Tier 0: $0
Tier 1: $10
Tier 2: $35
Tier 3: $65
Tier 4: $250
Tier 5: $250
Tier 6: $250

Mail Order6

Generic and brand-name drugs are available for a 
90-day supply through the mail-order program. 

Tier 0: $0
Tier 1: $36
Tier 2: $70
Tier 3: $140
Tier 4: $500
Tier 5: $500
Tier 6: $500

Tier 0: $0
Tier 1: $40
Tier 2: $76
Tier 3: $140
Tier 4: $500
Tier 5: $500
Tier 6: $500

Tier 0: $0
Tier 1: $20
Tier 2: $70
Tier 3: $130
Tier 4: $500
Tier 5: $500
Tier 6: $500

Base Rate % 0.0% -1.3%



CHOICE COMPLETE  
GOLD 3600 HD

CHOICE COMPLETE 
GOLD 1001

CHOICE COMPLETE 
GOLD 2750

CHOICE COMPLETE 
GOLD 1 CHOICE COMPLETE GOLD 3500

0% 30% 25% 40% 20%

$3,600/$7,200 $1,000/$2,000 $2,750/$5,500 $0/$0 $3,500/$7,000

$3,600/$7,200 $7,200/$14,400 $7,500/$15,000  $10,150/$20,300 $6,000/$12,000

Unlimited Unlimited Unlimited Unlimited Unlimited

$0 $0 $0 $0 $0

Deductible $20 $15 40% $15

Deductible Does Not 
Apply

$10 $10 $10 $10

Deductible $50 $50 40% $35

Deductible $50 $50 $50 $50

Deductible
$250 copayment, 

then 30% after de-
ductible

25% after deductible 40% 
$200 copayment, then  
20% after deductible

Deductible $200 per visit $200 per visit $200 per visit $200 per visit

Deductible 30% after deductible 25% after deductible 40% 20% after deductible

Deductible 30% after deductible 25% after deductible 40% 20% after deductible

Deductible 30% after deductible 25% after deductible 40% 20% after deductible

Deductible 30% after deductible 25% after deductible 40% 20% after deductible

Deductible 30% after deductible 25% after deductible 40% 20% after deductible

Tier 0: $0
Tier 1 – Tier 6:  
Deductible 

Tier 0: $0
Tier 1: $23
Tier 2: $38
Tier 3: $70
Ter 4 – Tier 6: 30% 
after deductible

Tier 0: $0
Tier 1: $10
Tier 2: $30
Tier 3: $65
Tier 4: $250
Tier 5: $250
Tier 6: $250

Tier 0: $0
Tier 1: 40%
Tier 2: 40%
Tier 3: 40%
Tier 4: 40%
Tier 5: 40%
Tier 6: 40%

Tier 0: $0
Tier 1: $10
Tier 2: $10, then deductible, then 20% 
Tier 3: $20, then deductible, then 20% 
Tier 4: $150, then deductible, then 20% 
Tier 5: $150, then deductible, then 20% 
Tier 6: $150, then deductible, then 20%

Tier 0: $0
Tier 1 – Tier 6:  
Deductible

Tier 0: $0
Tier 1: $46
Tier 2: $76
Tier 3: $140
Tier 4 – Tier 6: 
30% after  
deductible 

Tier 0: $0
Tier 1: $20
Tier 2: $60
Tier 3: $130
Tier 4: $500
Tier 5: $500
Tier 6: $500

Tier 0: $0
Tier 1: 40%
Tier 2: 40%
Tier 3: 40%
Tier 4: 40%
Tier 5: 40%
Tier 6: 40%

Tier 0: $0
Tier 1: $20
Tier 2: $20, then deductible, then 20% 
Tier 3: $40, then deductible, then 20% 
Tier 4: $300, then deductible, then 20% 
Tier 5: $300, then deductible, then 20% 
Tier 6: $300, then deductible, then 20%

-1.4% -1.5% -1.9% -3.8% -5.2%



BENEFIT FEATURE AND DESCRIPTION CHOICE COMPLETE 
GOLD 1700

CHOICE SELECT 
GOLD 1001

Coinsurance 40% 30%

Deductible (Single/Family)1        $1,700/$3,400 $1,000/$2,000

Maximum Out of Pocket (MOOP) (Single/Family)1 $8,200/$16,400 $7,200/$14,400

Annual Dollar Limits/Lifetime Maximum Unlimited Unlimited

Preventive Care/Screenings/Immunizations, Including Lactation Support2 $0 $0

Primary Care Physician (PCP) Office Visits $20 $20

Blue CareOnDemand Powered by MDLIVE $8 $10

Specialists Office Visits $50 $50

Urgent Care
This includes in-network and out-of-network emergency services for an 
emergency medical condition.

$50 $50

Emergency Room In-Network and Out-of-Network
For emergency room care to be covered, care must be for an emergency 
medical condition.

$250 copayment, then 
40% after deductible

$250 copayment, then 
30% after deductible

Freestanding Ambulatory Surgical Center3

This includes services provided by an out-of-network provider at an in-network 
freestanding ambulatory surgical center.

$200 per visit $200 per visit

Inpatient Physicians and Surgical Services4 40% after deductible 30% after deductible 

Inpatient Hospital Services, Including Behavioral Health4 40% after deductible 30% after deductible 

Outpatient Surgery Services 40% after deductible 30% after deductible 

Outpatient Facility Fee, Including Behavioral Health4 40% after deductible 30% after deductible 

Chiropractic Care5 40% after deductible 30% after deductible

Pharmacy Retail6
Copayments reflect a 31-day supply. Members can purchase a 90-day supply 
for three times the cost.

Tier 0: $0
Tier 1: $20
Tier 2: $35
Tier 3: $70
Tier 4: 40% after 
deductible
Tier 5: 40% after 
deductible
Tier 6: 40% after 
deductible

Tier 0: $0
Tier 1: $23
Tier 2: $38
Tier 3: $70
Tier 4: $250
Tier 5: $250
Tier 6: $250

Mail Order6

Generic and brand-name drugs are available for a 90-day supply through the 
mail-order program. Specialty drugs are available for a 30-day supply through the 
mail-order program.

Tier 0: $0
Tier 1: $40
Tier 2: $70
Tier 3: $140
Tier 4: 40% after 
deductible
Tier 5: 40% after 
dedctible
Tier 6: 40% after 
deductible

Tier 0: $0
Tier 1: $46
Tier 2: $76
Tier 3: $140
Tier 4: $500
Tier 5: $500
Tier 6: $500

Base Rate % -5.6% -6.4%



BENEFIT FEATURE AND DESCRIPTION CHOICE COMPLETE 
GOLD 1700

CHOICE SELECT 
GOLD 1001

Coinsurance 40% 30%

Deductible (Single/Family)1        $1,700/$3,400 $1,000/$2,000

Maximum Out of Pocket (MOOP) (Single/Family)1 $8,200/$16,400 $7,200/$14,400

Annual Dollar Limits/Lifetime Maximum Unlimited Unlimited

Preventive Care/Screenings/Immunizations, Including Lactation Support2 $0 $0

Primary Care Physician (PCP) Office Visits $20 $20

Blue CareOnDemand Powered by MDLIVE $8 $10

Specialists Office Visits $50 $50

Urgent Care
This includes in-network and out-of-network emergency services for an 
emergency medical condition.

$50 $50

Emergency Room In-Network and Out-of-Network
For emergency room care to be covered, care must be for an emergency 
medical condition.

$250 copayment, then 
40% after deductible

$250 copayment, then 
30% after deductible

Freestanding Ambulatory Surgical Center3

This includes services provided by an out-of-network provider at an in-network 
freestanding ambulatory surgical center.

$200 per visit $200 per visit

Inpatient Physicians and Surgical Services4 40% after deductible 30% after deductible 

Inpatient Hospital Services, Including Behavioral Health4 40% after deductible 30% after deductible 

Outpatient Surgery Services 40% after deductible 30% after deductible 

Outpatient Facility Fee, Including Behavioral Health4 40% after deductible 30% after deductible 

Chiropractic Care5 40% after deductible 30% after deductible

Pharmacy Retail6
Copayments reflect a 31-day supply. Members can purchase a 90-day supply 
for three times the cost.

Tier 0: $0
Tier 1: $20
Tier 2: $35
Tier 3: $70
Tier 4: 40% after 
deductible
Tier 5: 40% after 
deductible
Tier 6: 40% after 
deductible

Tier 0: $0
Tier 1: $23
Tier 2: $38
Tier 3: $70
Tier 4: $250
Tier 5: $250
Tier 6: $250

Mail Order6

Generic and brand-name drugs are available for a 90-day supply through the 
mail-order program. Specialty drugs are available for a 30-day supply through the 
mail-order program.

Tier 0: $0
Tier 1: $40
Tier 2: $70
Tier 3: $140
Tier 4: 40% after 
deductible
Tier 5: 40% after 
dedctible
Tier 6: 40% after 
deductible

Tier 0: $0
Tier 1: $46
Tier 2: $76
Tier 3: $140
Tier 4: $500
Tier 5: $500
Tier 6: $500

Base Rate % -5.6% -6.4%

CHOICE SELECT  
GOLD 1502

CHOICE SELECT  
GOLD 5225

35% 0%

$1,500/$3,000 $5,225/$10,450

$7,800/$15,600 $5,225/$10,450

Unlimited Unlimited

$0 $0

$15 $0

$8 $0

$50 $50

$50 $50

$250 copayment, then 35% 
after deductible

Deductible

$200 per visit $200 per visit

35% after deductible Deductible

35% after deductible Deductible

35% after deductible Deductible

35% after deductible Deductible

35% after deductible Deductible

Tier 0: $0
Tier 1: $20
Tier 2: $35
Tier 3: $70
Tier 4: $250
Tier 5: $250
Tier 6: $250

Tier 0: $0
Tier 1: $10
Tier 2: $35
Tier 3: $65
Tier 4: $250
Tier 5: $250
Tier 6: $250

Tier 0: $0
Tier 1: $40
Tier 2: $70
Tier 3: $140
Tier 4: $500
Tier 5: $500
Tier 6: $500

Tier 0: $0
Tier 1: $20
Tier 2: $70
Tier 3: $130
Tier 4: $500
Tier 5: $500
Tier 6: $500

-8.3% -8.5%



BENEFIT FEATURE AND DESCRIPTION CHOICE COMPLETE 
SILVER 2950 CHOICE COMPLETE SILVER 1 CHOICE COMPLETE 

SILVER 3500

Coinsurance 40% 35% 50%

Deductible (Single/Family)1        $2,950/$5,900 $750/$1500 $3,500/$7,000

Maximum Out of Pocket (MOOP) (Single/
Family)1 $8,700/$17,400 $9,850/$19,700 $8,600/$17,200

Annual Dollar Limits/Lifetime Maximum Unlimited Unlimited Unlimited

Preventive Care/Screenings/Immunizations, 
Including Lactation Support2 $0 $0 $0

Primary Care Physician (PCP) Office Visits $35 35% after deductible $45

Blue CareOnDemand Powered by MDLIVE $18 $23 $23

Specialists Office Visits $70
$90 copayment, then 35%  

after deductible
$90

Urgent Care
This includes in-network and out-of-network 
emergency services for an emergency 
medical condition.

$50 $50 $50

Emergency Room In-Network and  
Out-of-Network
For emergency room care to be covered, 
care must be for an emergency medical 
condition.

$350 copayment, then 
40% after deductible

$325 copay, then  
35% after deductible

$300 copayment, then 
50% after deductible

Freestanding Ambulatory Surgical Center3

This includes services provided by an out-of-
network provider at an in-network 
freestanding ambulatory surgical center.

$200 per visit $200 per visit $200 per visit

Inpatient Physicians and Surgical Services4 40% after deductible 35% after deductible 50% after deductible

Inpatient Hospital Services, Including 
Behavioral Health4 40% after deductible 35% after deductible 50% after deductible

Outpatient Surgery Services $350 copayment, then 
40% after deductible

$175
$300 copayment, then 
50% after deductible

Outpatient Facility Fee,  
Including Behavioral Health4 40% after deductible 35% after deductible 50% after deductible

Chiropractic Care5 40% after deductible 35% after deductible 50% after deductible

Pharmacy Retail6
Copayments reflect a 31-day supply. Members 
can purchase a 90-day supply 
for three times the cost.

Tier 0: $0
Tier 1: $30
Tier 2: $45
Tier 3: $80
Tier 4: $300
Tier 5: $300
Tier 6: $300

Tier 0: $0
Tier 1: $10
Tier 2: $25, then deductible, 
then 35% 
Tier 3: $45, then deductible, 
then 35% 
Tier 4: $150, then deductible, 
then 35% 
Tier 5: $150, then deductible, 
then 35% 
Tier 6: $150, then deductible, 
then 35% 

Tier 0: $0
Tier 1: $35
Tier 2: $50
Tier 3: $90
Tier 4: $300
Tier 5: $300
Tier 6: $300

Mail Order6

Generic and brand-name drugs are available 
for a 90-day supply through the mail-order 
program.

Tier 0: $0
Tier 1: $60
Tier 2: $90
Tier 3: $160
Tier 4: $600
Tier 5: $600
Tier 6: $600

Tier 0: $0
Tier 1: $20
Tier 2: $50, then deductible, 
then 35% 
Tier 3: $90, then deductible, 
then 35% 
Tier 4: $300, then deductible, 
then 35% 
Tier 5: $300, then deductible, 
then 35% 
Tier 6: $300, then deductible, 
then 35% 

Tier 0: $0
Tier 1: $70
Tier 2: $100
Tier 3: $180
Tier 4: $600
Tier 5: $600
Tier 6: $600

Base Rate % -9.8% -10.5% -10.7%



CHOICE COMPLETE 
SILVER 4000

CHOICE COMPLETE  
SILVER 5500 HD

CHOICE COMPLETE  
SILVER 4800

CHOICE COMPLETE  
SILVER 2500

50% 0% 35% 50%

$4,000/$8,000 $5,500/$11,000 $4,800/$9,600 $2,500/$5,000

$8,800/$17,600 $5,500/$11,000 $9,700/$19,400 $7,500/$15,000

Unlimited Unlimited Unlimited Unlimited

$0 $0 $0 $0

$40 Deductible $40 $45

$20
Deductible Does  

Not Apply
$20 $23

$80 Deductible $80 $85

$50 Deductible $50 $50

$300 copayment, then 50% 
after deductible

Deductible
$400 copayment, then 35% 

after deductible 

$250 copayment, then 50% 
after  

deductible 

$200 per visit Deductible $200 per visit $200 per visit 

50% after deductible Deductible 35% after deductible 50% after deductible

50% after deductible Deductible 35% after deductible 50% after deductible

$100 copayment, then 50%  
after deductible

Deductible
$100 copayment, then 35% 

after deductible
$100 copayment, then 50% 

after deductible

50% after deductible Deductible 35% after deductible 50% after deductible

50% after deductible Deductible 35% after deductible 50% after deductible

Tier 0: $0
Tier 1: $25
Tier 2: $60
Tier 3: $90
Tier 4: $300
Tier 5: $300
Tier 6: $300

Tier 0: $0
Tier 1 – Tier 6: 
Deductible 

Tier 0: $0
Tier 1: $25
Tier 2: $40
Tier 3: $80
Tier 4: $300
Tier 5: $300
Tier 6: $300

Tier 0: $0
Tier 1: $25
Tier 2 – Tier 6: 50% after 
deductible 

Tier 0: $0
Tier 1: $50
Tier 2: $120
Tier 3: $180
Tier 4: $600
Tier 5: $600
Tier 6: $600

Tier 0: $0
Tier 1 – Tier 6:  
Deductible

Tier 0: $0
Tier 1: $50
Tier 2: $80
Tier 3: $160
Tier 4: $600
Tier 5: $600
Tier 6: $600

Tier 0: $0
Tier 1: $50
Tier 2 –Tier 6: 50% after 
deductible

-11.0% -11.7% -11.7% -12.9%



BENEFIT FEATURE AND DESCRIPTION CHOICE COMPLETE 
SILVER 7100

CHOICE COMPLETE 
SILVER 6500

CHOICE SELECT 
 SILVER 2950

Coinsurance 20% 25% 40%

Deductible (Single/Family)1        $7,100/$14,200 $6,500/$13,000 $2,950/$5,900

Maximum Out of Pocket (MOOP) (Single/
Family)1 $9,000/$18,000 $9,400/$18,800 $8,700/$17,400

Annual Dollar Limits/Lifetime Maximum Unlimited Unlimited Unlimited

Preventive Care/Screenings/Immunizations, 
Including Lactation Support2 $0  $0 $0

Primary Care Physician (PCP) Office Visits $25 $35 $35

Blue CareOnDemand Powered by MDLIVE $13 $13 $18

Specialists Office Visits $75 $80 $70

Urgent Care
This includes in-network and out-of-network 
emergency services for an emergency 
medical condition.

$50 $50 $50

Emergency Room In-Network and  
Out-of-Network
For emergency room care to be covered, 
care must be for an emergency medical 
condition.

$300 copayment, then 20% 
after deductible 

$250 copayment, then 25% 
after deductible

$350 copayment, then 40% 
after deductible

Freestanding Ambulatory Surgical Center3

This includes services provided by an out-of-
network provider at an in-network 
freestanding ambulatory surgical center.

$200 per visit $200 per visit $200 per visit 

Inpatient Physicians and Surgical Services4 20% after deductible 25% after deductible 40% after deductible

Inpatient Hospital Services, Including 
Behavioral Health4 20% after deductible 25% after deductible 40% after deductible

Outpatient Surgery Services 20% after deductible 
$150 copayment, then 25% 

after deductible
$350 copayment, then 40% 

after deductible

Outpatient Facility Fee,  
Including Behavioral Health4 20% after deductible 25% after deductible 40% after deductible

Chiropractic Care5 20% after deductible 25% after deductible 40% after deductible

Pharmacy Retail6
Copayments reflect a 31-day supply. Members 
can purchase a 90-day supply 
for three times the cost.

Tier 0: $0
Tier 1: $25
Tier 2: $35
Tier 3 – Tier 6: 20%  
after deductible

Tier 0: $0
Tier 1: $10
Tier 2: $25 
Tier 3 - Tier 6: 25% 
after deductible

Tier 0: $0
Tier 1: $30
Tier 2: $45
Tier 3: $80
Tier 4: $300
Tier 5: $300
Tier 6: $300

Mail Order6

Generic and brand-name drugs are available 
for a 90-day supply through the mail-order 
program.

Tier 0: $0
Tier 1: $50
Tier 2: $70
Tier 3 – Tier 6: 20%  
after deductible

Tier 0: $0
Tier 1: $20
Tier 2: $50
Tier 3 - Tier 6: 25% 
after deductible

Tier 0: $0
Tier 1: $60
Tier 2: $90
Tier 3: $160
Tier 4: $600
Tier 5: $600
Tier 6: $600

Base Rate % -16.0% -16.2% -16.4%



CHOICE COMPLETE 
SILVER 8600

CHOICE SELECT 
SILVER 3500

CHOICE SELECT 
SILVER 5500 HD

CHOICE COMPLETE 
BRONZE 4000

CHOICE COMPLETE 
BRONZE 10150

0% 50% 0% 50% 0%

$8,600/$17,200 $3,500/$7,000 $5,500/$11,000 $4,000/$8,000 $10,150/$20,300

$8,600/$17,200 $8,600/$17,200 $5,500/$11,000 $9,000/$18,000 $10,150/$20,300

Unlimited Unlimited Unlimited Unlimited Unlimited

$0 $0 $0 $0 $0

$0 $45 Deductible 50% after deductible $60

$0 $23
Deductible does not 

apply.
$0 $35

$85 $90 Deductible 50% after deductible $120

$50 $50 Deductible $75 $75

$200 copayment, then 
deductible

$300 copayment, then 
50% after deductible

Deductible
$300 copayment, then 
50% after deductible

$400 copayment,  
then deductible

$200 per visit $200 per visit Deductible $200 per visit $200 per visit 

Deductible 50% after deductible Deductible 50% after deductible Deductible

Deductible 50% after deductible Deductible 50% after deductible Deductible

Deductible
$300 copayment, then 
50% after deductible

Deductible
$300 copayment, then  
50% after deductible

Deductible

Deductible 50% after deductible Deductible 50% after deductible Deductible

Deductible 50% after deductible Deductible 50% after deductible Deductible

Tier 0: $0
Tier 1: $32
Tiers 2 – 6: 
Deductible

Tier 0: $0
Tier 1: $35
Tier 2: $50
Tier 3: $90
Tier 4: $300
Tier 5: $300
Tier 6: $300

Tier 0: $0
Tier 1 – Tier 6: Deductible 

Tier 0: $0
Tier 1: $25
Tier 2: $45
Tier 3: $125
Tier 4: $350
Tier 5: $350
Tier 6: $350

Tier 0: $0
Tier 1: $30
Tier 2: $120
Tier 3: $200
Tier 4: $335
Tier 5: $335
Tier 6: $335

Tier 0: $0
Tier 1: $64
Tiers 2 – 6: 
Deductible

Tier 0: $0
Tier 1: $70
Tier 2: $100
Tier 3: $180
Tier 4: $600
Tier 5: $600
Tier 6: $600

Tier 0: $0
Tier 1 – Tier 6: Deductible

Tier 0: $0
Tier 1: $50
Tier 2: $90
Tier 3: $250
Tier 4: $700
Tier 5: $700
Tier 6: $700

Tier 0: $0
Tier 1: $60
Tier 2: $240
Tier 3: $400
Tier 4: $670
Tier 5: $670
Tier 6: $670

-16.8% -17.1% -18.0% -18.6% -19.9%



BENEFIT FEATURE AND DESCRIPTION CHOICE SELECT 
SILVER 7100

CHOICE SELECT 
SILVER 8600

CHOICE COMPLETE 
BRONZE 5400

Coinsurance 20% 0% 40%

Deductible (Single/Family)1        $7,100/$14,200 $8,600/$17,200 $5,400/$10,800

Maximum Out of Pocket (MOOP) (Single/
Family)1 $9,000/$18,000 $8,600/$17,200 $9,700/$19,400

Annual Dollar Limits/Lifetime Maximum Unlimited Unlimited Unlimited

Preventive Care/Screenings/Immunizations, 
Including Lactation Support2 $0 $0 $0

Primary Care Physician (PCP) Office Visits $25 $0 $55

Blue CareOnDemand Powered by MDLIVE $13 $0 $28

Specialists Office Visits $75 $85 $120

Urgent Care
This includes in-network and out-of-network 
emergency services for an emergency 
medical condition.

$50 $50 $75

Emergency Room In-Network and  
Out-of-Network
For emergency room care to be covered, 
care must be for an emergency medical 
condition.

$300 copayment, then 20% 
after deductible 

$200 copayment, then 
deductible

$150 copayment, then 40% 
after deductible

Freestanding Ambulatory Surgical Center3

This includes services provided by an out-of-
network provider at an in-network 
freestanding ambulatory surgical center.

$200 per visit $200 per visit $200 per visit 

Inpatient Physicians and Surgical Services4 20% after deductible Deductible 40% after deductible

Inpatient Hospital Services, Including 
Behavioral Health4 20% after deductible Deductible 40% after deductible

Outpatient Surgery Services 20% after deductible Deductible
$150 copayment, then 40% 

after deductible

Outpatient Facility Fee,  
Including Behavioral Health4 20% after deductible Deductible 40% after deductible

Chiropractic Care5 20% after deductible Deductible 40% after deductible

Pharmacy Retail6
Copayments reflect a 31-day supply. Members 
can purchase a 90-day supply 
for three times the cost.

Tier 0: $0
Tier 1: $25
Tier 2: $35
Tier 3 – Tier 6: 20%  
after deductible

Tier 0: $0
Tier 1: $32
Tiers 2 – 6:  
Deductible

Tier 0: $0
Tier 1: $30
Tier 2 – Tier 6: 40%  
after deductible

Mail Order6

Generic and brand-name drugs are available 
for a 90-day supply through the mail-order 
program.

Tier 0: $0
Tier 1: $50
Tier 2: $70
Tier 3 – Tier 6: 20%  
after deductible

Tier 0: $0
Tier 1: $64
Tiers 2 – 6:  
Deductible

Tier 0: $0
Tier 1: $60
Tier 2 – Tier 6: 40%  
after deductible

Base Rate % -22.0% -22.8% -23.6%



CHOICE COMPLETE 
BRONZE 8400 HD

CHOICE COMPLETE 
BRONZE 7000

CHOICE SELECT 
BRONZE 4000

CHOICE SELECT 
BRONZE 5400

CHOICE SELECT 
BRONZE 8400 HD

0% 20% 50% 40% 0%

$8,400/$16,800 $7,000/$14,000 $4,000/$8,000 $5,400/$10,800 $8,400/$16,800

$8,400/$16,800 $10,200/$20,400 $9,000/$18,000 $9,700/$19,400 $8,400/$16,800

Unlimited Unlimited Unlimited Unlimited Unlimited

$0 $0 $0 $0 $0

Deductible
$60, then 20% after 

deductible
50% after deductible $55 Deductible

Deductible does not 
apply.

$30 $0 $28
Deductible does not 

apply.

Deductible
$75, then 20% after 

deductible
50% after deductible $120 Deductible

Deductible $75 $75 $75 Deductible

Deductible
$300 copayment, then 
20% after deductible

$300 copayment, then 
50% after deductible

$150 copayment, then 
40% after deductible

Deductible

Deductible $200 per visit $200 per visit $200 per visit Deductible

Deductible 20% after deductible 50% after deductible 40% after deductible Deductible

Deductible
$150 copayment, then  
20% after deductible

50% after deductible 40% after deductible Deductible

Deductible
$225 copayment, then  
20% after deductible

$300 copayment, then  
50% after deductible

$150 copayment, then  
40% after deductible

Deductible

Deductible 20% after deductible 50% after deductible 40% after deductible Deductible

Deductible 20% after deductible 50% after deductible 40% after deductible Deductible

Tier 0: $0
Tier 1 – Tier 6: 
Deductible 

Tier 0: $0
Tier 1: $10
Tier 2: $25
Tier 3  – Tier 6: 20% 
after deductible 

Tier 0: $0
Tier 1: $25
Tier 2: $45
Tier 3: $125
Tier 4: $350
Tier 5: $350
Tier 6: $350

Tier 0: $0
Tier 1: $30
Tier 2 – Tier 6:  
40% after  
deductible

Tier 0: $0
Tier 1 – Tier 6: 
Deductible 

Tier 0: $0
Tier 1 – Tier 6: 
Deductible

Tier 0: $0
Tier 1: $20
Tier 2: $50
Tier 3 – Tier 6: 20% 
after deductible 

Tier 0: $0
Tier 1: $50
Tier 2: $90
Tier 3: $250
Tier 4: $700
Tier 5: $700
Tier 6: $700

Tier 0: $0
Tier 1: $60
Tier 2 – Tier 6:  
40% after  
deductible

Tier 0: $0
Tier 1 – Tier 6: 
Deductible

-23.6% -24.2% -24.4% -29.0% -29.0%



BENEFIT FEATURE AND DESCRIPTION CHOICE SELECT 
BRONZE 7000

Coinsurance 20%

Deductible (Single/Family)1        $7,000/$14,000

Maximum Out of Pocket (MOOP) (Single/
Family)1 $10,200/$20,400

Annual Dollar Limits/Lifetime Maximum Unlimited

Preventive Care/Screenings/Immunizations, 
Including Lactation Support2 $0

Primary Care Physician (PCP) Office Visits $60 copayment, then 20% 
after deductible

Blue CareOnDemand Powered by MDLIVE $30

Specialists Office Visits $75, then 20% after  
deductible 

Urgent Care
This includes in-network and out-of-network 
emergency services for an emergency 
medical condition.

$75

Emergency Room In-Network and  
Out-of-Network
For emergency room care to be covered, 
care must be for an emergency medical 
condition.

$300 copayment, then 20% 
after deductible

Freestanding Ambulatory Surgical Center3

This includes services provided by an out-of-
network provider at an in-network 
freestanding ambulatory surgical center.

$200 per visit 

Inpatient Physicians and Surgical Services4 20% after deductible

Inpatient Hospital Services, Including 
Behavioral Health4

$150 copayment, then  
20% after deductible

Outpatient Surgery Services $225 copayment, then  
20% after deductible

Outpatient Facility Fee,  
Including Behavioral Health4 20% after deductible

Chiropractic Care5 20% after deductible

Pharmacy Retail6
Copayments reflect a 31-day supply. Members 
can purchase a 90-day supply 
for three times the cost.

Tier 0: $0
Tier 1: $10
Tier 2: $25
Tier 3 – Tier 6:  
20% after  
deductible

Mail Order6

Generic and brand-name drugs are available 
for a 90-day supply through the mail-order 
program.

Tier 0: $0
Tier 1: $20
Tier 2: $50
Tier 3 - Tier 6:  
20% after  
deductible

Base Rate % -29.6%

Important Notes for 2026:
• These products provide out-of-network 

coverage at 50 percent with no deductible or 

maximum out-of-pocket cost, except where 

noted otherwise.

•	Emergency room services received out of 

network are covered at the same level as in 

network if emergency room criteria are met.

•	Pharmacy benefits and preventive services are 

only covered at a participating provider.

•	All plans include routine vision care, FOCUSfwd, 

EAP and Blue CareOnDemand.

•	All plans include an embedded deductible and 

MOOP.

•	All plans include 30 visits for rehabilitative 

therapy and 30 visits for habilitative therapy per 

benefit year.

1 �Includes out-of-network air ambulance services, emergency services, 
and subject to limited provider advance notice and consent 
requirements, other (nonemergency) services furnished at certain in-
network facilities.

2 �Covered according to the United States Preventive Services Task Force 
(USPSTF), the Centers for Disease Control and Prevention (CDC), and 
the Health Resources and Services Administration (HRSA). It includes 
prostate screening (PSA). These are independent organizations that 
offer health information you may find helpful .

3 �Facility charges only. Providers may bill separately for their services.

4 �Includes post-stabilization services resulting from an emergency, and 
services rendered by an out-of-network provider at certain in-network 
facilities, subject to a limited exception where the provider satisfies 
advance patient notice and consent requirements.

5 �Limited to five visits per benefit period for subluxation under 
chiropractic care.

0 �If a drug manufacturer provides any form of direct support (cash, 
reimbursement, coupon, voucher, debit card, etc.) for some or all 
of the cost sharing on the purchase of prescription and/or specialty 
drugs, this amount will not be counted toward the member’s annual 
limitation on cost sharing. The drug will still be considered a covered 
prescription drug.



Choice Complete vs. Choice Select:  
Make the best choice for your clients!

CHOICE 
COMPLETE

CHOICE  
SELECT

Network Area Statewide

Initially in Richland,  
Lexington,  
Greenville  

and Spartanburg

Referrals Required No Yes

All-Inclusive Office  
Visit Copayment

Yes Yes

FOCUSfwd® Wellness 
Incentive Program

Yes Yes

Wellness 360°® Yes Yes

My Diabetes Discount 
Program

Yes Yes

Blue CareOnDemandSM  
Powered by MDLIVE® Yes Yes

Specialist Visit  
Referrals Required

No Yes

BlueCard® Yes
For emergencies 
only outside of  
South Carolina

Lab Choices Yes Yes

Freestanding  
Ambulatory Surgical 

Centers
Yes Yes

Pediatric Vision Yes Yes

Adult Vision Yes Yes

Preventive Dental Yes Yes

Employee Assistance 
Program

Yes Yes

MDLIVE is an independent company that provides telehealth services on behalf of 
BlueChoice® HealthPlan.



Notes





BlueChoice HealthPlan is an independent licensee  
of the Blue Cross Blue Shield Association.

www.BlueChoiceSC.com

Focus on life. Focus on health. Stay focused.

221761-02-2026


