
INDIVIDUAL & FAMILY PLANS

The plan you want? Or a plan you can afiord?

With Highmark, you get both.

 

Northeastern Pennsylvania

For Benefit Period:
January 1 to December 31, 2020
Plans are offered by Highmark Benefits Group and First Priority Health, 
which are licensed affiliates of Highmark Blue Cross Blue Shield.
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Go ahead. 
Get picky about 
your plan.
With lots of great coverage options from Highmark, 
this book will help you find the plan that fits your 
health, medications, and finances.
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Need help finding the right plan for you? 
We’ll walk you through the whole process at 
Highmark2020Plans.com/NEPA or call 1-855-837-9154.

http://Highmark2020Plans.com/NEPA
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Let’s start with the 
best news:
EVERY Highmark plan includes FREE
in-network preventive tests and screenings*.

*In accordance with the Highmark Preventive Schedule.

That’s care like yearly wellness exams, childhood immunizations, 
mammograms, and flu shots — at no cost to you.

And nearly 90% of people looking for Affordable Care Act (ACA) 
plans qualify for financial help.

 

 

  

 

Nationwide access to providers through the 
BlueCard® program. 
With your coverage, you get access to 96% of hospitals and 95% of doctors from 
coast to coast.**

**According to the Blue Cross and Blue Shield Association.

 And when you travel, you’re covered in 190 countries. Some 
plans only provide BlueCard coverage for emergency and urgent care. For more 
information, call 1-855-837-9154.

Now, let’s narrow down 
which plans are right for you. 

Choose your metal level
that has what you’re looking for in terms of how you want to pay for 
your insurance coverage and care.

So grab your favorite pen and turn the page.



 
 

 
 

Choose Your metal level 
Check the box next to the one that sounds most like you. 

Gold 
You’d rather pay a larger monthly premium to know that when you need care, 
your plan is going to take care of the majority of the cost. 

Silver 
You’re fine paying a medium-sized premium because you’ll be able to know 
how much to keep in your rainy-day health fund. If you are seeking cost-
sharing reductions (CSRs), you must select a Silver plan. 

Bronze 
You want a lower monthly premium, but understand that when you need 
health care, you’ll be responsible for more of the cost. 

Catastrophic 
You’re comfortable paying up front for most of the health services you’ll 
need day-to-day and month-to-month. All you really want is to be 
financially protected from, well, health catastrophes — and the really 
large bill those tend to come with. To get these plans, you need to be 
under 30 or have a hardship. 
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Your plan type

my Priority Blue Flex EPO
my Priority Blue Flex EPO plans include Enhanced and Standard levels of 
benefits. You can choose from doctors or hospitals that participate in the plan’s 
network. Both levels offer the same high-quality care—no matter which level 
you use. The difference is the amount you will pay for your coinsurance and 
out-of-pocket fees. Care received from out-of-network providers is not covered 
under these plans, except for emergency and urgent care. 

An HMO plan is available off-exchange in Monroe county only. In-network 
coverage is always available for urgent and emergent care.

Now that you’ve got your metal level, fill this in: 

 I’m looking for a       .

And if you’re thinking, “What about my doctor?” or “What about my medications?”— 
don’t worry. That’s the next and last step — showing you how to be sure that your doctor is  

in-network and your prescriptions are covered.

(gold, silver, bronze, catastrophic)



4

There are two kinds of financial help for  
ACA enrollees:

Advanced Premium Tax 
Credits (APTC), which may be 
applied — in advance — to lower what 
you pay each month for your premium 
on any level Marketplace plan except 
Catastrophic.

Cost-Sharing Reductions 
(CSR)* will lower out-of-pocket costs 
that you may pay at the time of service 
for doctor visits, lab tests, drugs, and 
other covered services. You can only 
get these savings if you enroll in a 
Marketplace Silver plan.

See where you fall on this household  
income chart.

Check to see if you qualify for one or both types of help.  
Go to Highmark2020Plans.com/NEPA.

This chart is only applicable for coverage in 2020 and in the 48 contiguous states and the District of Columbia. For families/households with more 
than 8 persons, add $4,420 for each additional person. HHS Poverty Guidelines for 2019 (January 31, 2019). Retrieved from https://aspe.hhs.gov/
poverty-guidelines.

*American Indians and Alaska Natives who are members of federally recognized tribes are eligible for cost-sharing reductions at alternative  
dollar thresholds.

2020 Household 
Income

Persons In Family/Household
1 2 3 4 5 6 7 8

Cost-Sharing  
Reductions (CSR) 

$12,490 - 
$31,225

$16,910 - 
$42,275

$21,330 - 
$53,325

$25,750 - 
$64,375

$30,170 - 
$75,425

$34,590 - 
$86,475

$39,010 - 
$97,525

$43,430 - 
$108,575

Advanced Premium Tax 
Credits (APTC)

$12,490 - 
$49,960

$16,910 - 
$67,640

$21,330 - 
$85,320

$25,750 - 
$103,000

$30,170 - 
$120,680

$34,590 - 
$138,360

$39,010 - 
$156,040

$43,430 - 
$173,520

Medicaid Eligible Range 
(100-138% or less FPL)

$12,490 - 
$17,236

$16,910 - 
$23,336

$21,330 - 
$29,435

$25,750 - 
$35,535

$30,170 - 
$41,635

$34,590 - 
$47,734

$39,010 - 
$53,834

$43,430 - 
$59,933

http://Highmark2020Plans.com/NEPA
https://aspe.hhs.gov/poverty-guidelines
https://aspe.hhs.gov/poverty-guidelines
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2020 Highmark  
Plan highlights
With Highmark, you get easy access to top-quality in-network 
providers, 24/7 support from nurses and health coaches, and 
you won’t need referrals to see specialists. And, emergency 
and urgent care is always covered at in-network rates.

On top of all that, each plan comes with 
additional benefits to meet your health needs.



 

 

 

 

 

 

 

 

 

 

 
 

my Priority Blue Flex EPO and my Lehigh  
Valley Flex Blue HMO Plans include*: 

• Up to 3 free primary care provider visits 

• 2 free mental health visits 

• 2 free substance use disorder visits 

• Free telemedicine through American Well 

• $0 copays for ALL drugs in Tier 1 of the Essential Formulary 

• Prescription drug coverage starts day 1, no deductible to meet 

• $0 copays for preventive vaccines** at participating pharmacies 

• Predictable copays that start day 1, no deductible to meet 

• Health Savings Accounts*** 
Money can go in tax-free and lower your taxable income.  
Money comes out tax-free when used for qualified medical expenses.  
Interest and earnings on any unused money grows tax-free.  
Unused money rolls over from year to year. 

The my Lehigh Valley Flex Blue 

HMO plan requires members 

to select a primary care 

provider. If one isn’t selected, 

you’ll be assigned one, but you 

can change your primary care 

provider at any time. 

*Not all plans include these benefits. The availability 
of benefits depends on your selected plan. 

**As listed on the Highmark Preventive Schedule. 

*** Qualified High-Deductible Health Plans may be 
coupled with a Health Savings Account (HSA). However, 
certain Cost-Sharing Reductions (CSR) or plan variations of this 
plan that are offered through the Health Insurance Marketplace 
are not intended to be used with an HSA. If you have questions, 
please check with your financial advisor. 
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my Priority Blue Flex Plans 

my Priority Blue Flex – List of In-Network Providers 
* Indicates Enhanced level facilities. All others facilities are at the Standard level. 

ALLEGHENY 
• AHN Allegheny General 

Hospital 
• AHN Allegheny Valley Hospital 
• AHN Forbes Hospital 
• Heritage Valley Sewickley 
• AHN Jefferson Hospital 
• St. Clair Hospital 
• The Children’s Institute 
• AHN West Penn Hospital 
• UPMC Children’s Hospital of 

Pittsburgh 
• Western Psychiatric Institute 

and Clinic of UPMC 

ARMSTRONG 
• Armstrong County Memorial 

Hospital 

BEAVER 
• Heritage Valley Beaver 

BEDFORD 
• UPMC Bedford 

BERKS 
• Penn State Health St. Joseph 

Medical Center 

BLAIR 
• Conemaugh Nason Medical 

Center 
• Tyrone Hospital 
• UPMC Altoona 

BRADFORD 
• Guthrie Robert Packer 

Hospital* 
• Guthrie Towanda Memorial 

Hospital* 
• Guthrie Troy Community 

Hospital* 

BUTLER 
• Butler Memorial Hospital 

CAMBRIA 
• Conemaugh Memorial Medical 

Center 
• Conemaugh Miners Medical 

Center 

CARBON 
• St. Luke’s Hospital -- Gnaden 

Huetten Campus 
• St. Luke’s Hospital -- Palmerton 

Campus 

CENTRE 
• Mount Nittany Medical Center 

CHESTER 
• Chester County Hospital 

CLARION 
• Clarion Hospital 

CLINTON 
• Bucktail Medical Center 
• UPMC Susquehanna Lock 

Haven 

COLUMBIA 
• Berwick Hospital Center* 
• Geisinger Bloomsburg Hospital 

CRAWFORD 
• Meadville Medical Center 
• Titusville Area Hospital 

CUMBERLAND 
• Geisinger Holy Spirit Hospital 
• UPMC Carlisle 

DAUPHIN 
• Penn State Health Milton S. 

Hershey Medical Center 

ERIE 
• Corry Memorial Hospital 
• Millcreek Community Hospital 
• AHN Saint Vincent Hospital 

FAYETTE 
• Highlands Hospital 
• Uniontown Hospital 

FRANKLIN 
• WellSpan Chambersburg 

Hospital 
• WellSpan Waynesboro Hospital 

GREENE 
• Washington Health System – 

Greene 
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 LACKAWANNA
• Geisinger Community Medical 

Center 
• Moses Taylor Hospital* 
• Regional Hospital of Scranton* 

LANCASTER 
• Lancaster General Hospital 
• Lancaster General Hospital 

Women & Babies 
• Lancaster Surgery Center 

LAWRENCE 
• Ellwood City Hospital 
• Lawrence County Surgery 

Center of Edgewood Surgical 
Hospital 

• UPMC Jameson 

LEBANON 
• WellSpan Good Samaritan 

LEHIGH 
• Coordinated Health Hospital --

Allentown 
• Lehigh Valley Hospital* 
• Sacred Heart Hospital 
• St. Luke’s Hospital – Allentown 

Campus 

LUZERNE 
• Geisinger Wyoming Valley 

Medical Center 
• Lehigh Valley Hospital-

Hazleton* 
• Wilkes Barre General Hospital* 

LYCOMING 
• Geisinger Jersey Shore 

Hospital* 
• UPMC Susquehanna Divine 

Providence 
• UPMC Susquehanna Muncy 
• UPMC Susquehanna 

Williamsport 

MCKEAN 
• Bradford Regional Medical 

Center 
• UPMC Kane 

MERCER 
• Edgewood Surgical Hospital 
• Grove City Medical Center 
• Sharon Regional Medical 

Center 
• UPMC Horizon - Greenville 
• UPMC Horizon - Shenango 

Valley 

MONROE 
• Lehigh Valley Hospital – 

Pocono* 
• St. Luke’s Hospital – Monroe 

Campus 

MONTGOMERY 
• Bryn Mawr Women’s Health 
• Lankenau Medical Center 
• Physicians Care Surgical 

Hospital 

NORTHAMPTON 
• Easton Hospital 
• Lehigh Valley Hospital-

Muhlenberg* 
• St Luke’s Hospital 
• St. Luke’s Hospital – Anderson 

Campus 

PHILADELPHIA 
• Children’s Hospital of 

Philadelphia 
• Einstein Medical Center 
• Fox Chase Cancer Center 
• Hahnemann University Hospital 
• Hospital of the University of 

Pennsylvania 
• Methodist Hospital 
• Penn Presbyterian Medical 

Center 
• Temple University Hospital 
• Thomas Jefferson University 

Hospital 

POTTER 
• UPMC Cole 

SCHUYLKILL 
• Geisinger St. Luke’s Hospital 
• Lehigh Valley Hospital - 

Schuylkill E. Norwegian Street 
• Lehigh Valley Hospital - 

Schuylkill S. Jackson Street 
• St Luke’s Miners Memorial 

Hospital 

SOMERSET 
• Conemaugh Meyersdale 

Medical Center 
• UPMC Somerset 

SUSQUEHANNA 
• Barnes Kasson County Hospital 
• Endless Mountains Health 

Systems* 

TIOGA 
• UPMC Susquehanna Soldiers 

and Sailors 

UNION 
• Evangelical Community 

Hospital 

VENANGO 
• UPMC Northwest 

WARREN 
• Warren General Hospital 

WASHINGTON 
• Advanced Surgical Hospital 
• AHN Canonsburg Hospital 
• Monongahela Valley Hospital 
• Spartan Health Surgicenter 
• Washington Hospital 

WAYNE 
• Wayne Memorial Hospital* 

WESTMORELAND 
• Excela Health Frick Hospital 
• Excela Health Latrobe Hospital 
• Excela Health Westmoreland 

Hospital

WYOMING 
• Tyler Memorial Hospital* 
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my Priority Blue Flex – List of Out-of-State Network Providers 

MARYLAND 
• The Johns Hopkins Hospital 

NEW JERSEY 
• Memorial Sloan Kettering 

Cancer Center 
• Morristown Medical Center 
• Newton Medical Center 

NEW YORK 
• Bon Secours Community 

Hospital 
• Guthrie Corning Hospital 
• Memorial Sloan Kettering 

Cancer Center 
• New York Presbyterian Hospital 
• Olean General Hospital 
• Our Lady of Lourdes Memorial 

Hospital 
• Tisch Hospital 
• UR Medicine - Strong 

Memorial Hospital 
• Westchester Medical Center 
• AHN Westfield Memorial 

Hospital 

WEST VIRGINIA 
• Weirton Medical Center 
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Your plan options, sorted by what’s 
available where you live. 

Find your county and 
jump to that section. 
Remember, EVERY Highmark plan includes FREE in-network 
preventive tests and screenings. 

Bradford, Clinton, Carbon, Lackawanna, Luzerne, Pike, 
Sullivan, Susquehanna, Tioga, Wayne, Wyoming 
Health Insurance Marketplace Plans 11 

Plan options not available on the Health   
Insurance Marketplace 26 

Monroe 
Health Insurance Marketplace Plans 32 

Plan options not available on the Health   
Insurance Marketplace 48 

Lycoming 
Plan options not available on the Health 
Insurance Marketplace 

You’ll see plan summaries here. If you want any plan’s full 
benefit list, visit Highmark-SBC2020.com or get a paper 
copy by calling 1-855-837-9154 (TTY/TDD 711). 
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Available in: Bradford, C
linton, C

arbon, Lackaw
anna, Luzerne, Pike, Sullivan, Susquehanna, Tioga, W

ayne, W
yom

ing counties 

my Priority Blue Major Events EPO 
Catastrophic 8150 - 3 Free PCP Visits 
On Exchange Base Plan ID: 79962PA0210001 01 
Off Exchange Base Plan ID: 79962PA0210001 00 

All plans have FREE 
in-network preventive care. 
That’s care like yearly wellness exams, childhood 
immunizations, mammograms, and flu shots — 
at no cost to you. 

Benefits displayed below indicate member responsibility for the specified covered service. 

In-network Use the doctors, specialists, hospitals, and clinics who are part of your plan’s 
network for non-emergency medically necessary services to be covered. 

DEDUCTIBLE  (1/1/20 - 12/31/20) $8,150 Individual  $16,300 Family 

Out of Pocket Maximum $8,150 Individual  $16,300 Family 

Most Used Benefits 

Primary Care Visits 
0% after deductible 
(Eligible For 3 Visits Prior To 
Deductible At Zero Cost) 

Telemedicine 0% after deductible 

Retail Clinic Visit 0% after deductible Outpatient Mental Health Visits 0% after deductible 

Specialist and Virtual Visits 0% after deductible 

Other Important Benefits 
Advanced Scans & Imaging 0% after deductible Medical and Surgical Care Expenses 0% after deductible 

Basic Imaging & Testing 0% after deductible Physical Therapy, Spinal Manipulation 0% after deductible 

Emergency Services 0% after deductible Speech & Occupational Therapy 0% after deductible 

Hospital Inpatient, Maternity 0% after deductible Urgent Care 0% after deductible 

Hospital Outpatient 0% after deductible 

Lab & Pathology 0% after deductible 

Emergency and urgent care are always covered at in-network rates - even if the care is being provided at an out-of-network 
facility. If you think that you are having a medical emergency, call 911 or go immediately to the nearest emergency room. 

Urgent Care 0% after deductible  Emergency Services 0% after deductible 

This plan includes out-of-network coverage only for urgent care and emergency services. If you receive any other services from an 
out-of-network provider or facility, this plan doesn’t cover them. 

Drug Coverage Only in-network pharmacies are covered. To find out which pharmacies 
are in-network, visit Highmark2020Plans.com/NEPA. 

TIERS Tier 1 Tier 2 Tier 3 Tier 4 

Prescription Drug Coverage Retail 
(31 days supply) 

0% after 
deductible 

0% after 
deductible 

0% after 
deductible 

0% after 
deductible 

Prescription Drug Coverage Mail 
(90 days supply) 

0% after 
deductible 

0% after 
deductible 

0% after 
deductible 

0% after 
deductible 

If this is the plan for you, enroll at Highmark2020Plans.com/NEPA or call 1-855-837-9154. 
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Available in: Bradford, C
linton, C

arbon, Lackaw
anna, Luzerne, Pike, Sullivan, Susquehanna, Tioga, W

ayne, W
yom

ing counties 

my Priority Blue Flex EPO 
Bronze 7900 
On Exchange Base Plan ID: 79962PA0190002 01 
Off Exchange Base Plan ID: 79962PA0190002 00 

All plans have FREE 
in-network preventive care. 
That’s care like yearly wellness exams, childhood 
immunizations, mammograms, and flu shots — 
at no cost to you. 

Benefits displayed below indicate member responsibility for the specified covered service. 

In-network Use the doctors, specialists, hospitals, and clinics who are part of your plan’s 
network for non-emergency medically necessary services to be covered. 

DEDUCTIBLE (1/1/20 - 12/31/20) 
Enhanced 

Standard 
$7,900 Individual $15,800 Family 

Out of Pocket Maximum 
Enhanced 

Standard 
$7,900 Individual $15,800 Family 

Most Used Benefits 

Primary Care Visits 
Enhanced 

Standard 
0% after deductible Telemedicine 

Enhanced 

Standard 
0% after deductible 

Retail Clinic Visit 
Enhanced 

Standard 
0% after deductible 

Outpatient Mental 
Health Visits 

Enhanced 

Standard 

$0 first 2 visits then 
$0 after deductible 

Specialist and 
Virtual Visits 

Enhanced 

Standard 
0% after deductible 

Other Important Benefits 

Advanced Scans & Imaging 
Enhanced 

Standard 
0% after deductible 

Medical and 
Surgical Care 
Expenses 

Enhanced 

Standard 
0% after deductible 

Basic Imaging & Testing 
Enhanced 

Standard 
0% after deductible 

Physical 
Therapy, Spinal 
Manipulation 

Enhanced 

Standard 
0% after deductible 

Emergency Services 
Enhanced 

Standard 
0% after deductible 

Speech & 
Occupational 
Therapy 

Enhanced 

Standard 
0% after deductible 

Hospital Inpatient, Maternity Enhanced 0% after deductible Urgent Care 
Enhanced 

Standard 
0% after deductible 

Hospital Outpatient Standard 0% after deductible 

Lab & Pathology 
Enhanced 

Standard 
0% after deductible 
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Emergency and urgent care are always covered at in-network rates - even if the care is being provided at an out-of-network  
facility. If you think that you are having a medical emergency, call 911 or go immediately to the nearest emergency room. 

Urgent Care 0% after deductible Emergency Services  0% after deductible 

This plan includes out-of-network coverage only for urgent care and emergency services. If you receive any other services from an  
out-of-network provider or facility, this plan doesn’t cover them. 

Drug Coverage Only in-network pharmacies are covered. To find out which pharmacies 
are in-network, visit Highmark2020Plans.com/NEPA. 

TIERS Tier 1 Tier 2 Tier 3 Tier 4 

Prescription Drug Coverage Retail 
(31 days supply) 

0% after 
deductible 

0% after 
deductible 

0% after 
deductible 

0% after 
deductible 

Prescription Drug Coverage Mail 
(90 days supply) 

0% after 
deductible 

0% after 
deductible 

0% after 
deductible 

0% after 
deductible 

If this is the plan for you, enroll at Highmark2020Plans.com/NEPA or call 1-855-837-9154. 
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Available in: Bradford, C
linton, C

arbon, Lackaw
anna, Luzerne, Pike, Sullivan, Susquehanna, Tioga, W

ayne, W
yom

ing counties 

my Priority Blue Flex EPO Bronze 
7800 - 1 Free PCP Visit 
On Exchange Base Plan ID: 79962PA0190004 01 
Off Exchange Base Plan ID: 79962PA0190004 00 

All plans have FREE 
in-network preventive care. 
That’s care like yearly wellness exams, childhood 
immunizations, mammograms, and flu shots — 
at no cost to you. 

Benefits displayed below indicate member responsibility for the specified covered service. 

In-network Use the doctors, specialists, hospitals, and clinics who are part of your plan’s 
network for non-emergency medically necessary services to be covered. 

DEDUCTIBLE (1/1/20 - 12/31/20) 
Enhanced 

Standard 
$7,800 Individual $15,600 Family 

Out of Pocket Maximum 
Enhanced 

Standard 
$7,900 Individual $15,800 Family 

Most Used Benefits 

Primary Care Visits 
Enhanced 

$0 for the first visit then 
40% after deductible 

Standard 60% after deductible 

Telemedicine 
Enhanced 

Standard 

$0 copay 

Retail Clinic Visit 
Enhanced 40% after deductible 

Standard 60% after deductible 

Outpatient 
Mental Health 
Visits 

Enhanced 

Standard 

$0 first 2 visits then 
40% after deductible 

Specialist and 
Virtual Visits 

Enhanced 40% after deductible 

Standard 60% after deductible 

Other Important Benefits 

Advanced Scans & Imaging 

Enhanced 40% after deductible 

Standard 60% after deductible 

Medical and Surgical  
Care Expenses 

Enhanced 
40% after  
deductible

Standard 
60% after  
deductible 

Basic Imaging & Testing 

Enhanced 40% after deductible 

Standard 60% after deductible 

Physical Therapy,  
Spinal Manipulation 

Enhanced 
40% after  
deductible 

Standard 
60% after  
deductible 

Emergency Services  

Enhanced 40% after deductible

Standard 40% after deductible 

Speech &   
Occupational  
Therapy 

Enhanced 
40% after  
deductible 

Standard 
60% after  
deductible 

Hospital Inpatient,  
Maternity 

Enhanced 40% after deductible 

Standard 60% after deductible 
Urgent Care 

Enhanced $100 copay 

Standard $100 copay 

Hospital Outpatient 
Enhanced 40% after deductible

Standard 60% after deductible 

Lab & Pathology 
Enhanced 40% after deductible 

Standard 60% after deductible 
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Emergency and urgent care are always covered at in-network rates - even if the care is being provided at an out-of-network  
facility. If you think that you are having a medical emergency, call 911 or go immediately to the nearest emergency room. 

Urgent Care $100 copay Emergency Services  40% after deductible 

This plan includes out-of-network coverage only for urgent care and emergency services. If you receive any other services from an  
out-of-network provider or facility, this plan doesn’t cover them. 

Drug Coverage Only in-network pharmacies are covered. To find out which pharmacies 
are in-network, visit Highmark2020Plans.com/NEPA. 

TIERS Tier 1 Tier 2 Tier 3 Tier 4 

Prescription Drug Coverage Retail 
(31 days supply) 

$0 $30 $150 
50% 

$250 min - $1,000 max 

Prescription Drug Coverage Mail 
(90 days supply) 

$0 $60 $300 
50% 

$500 min - $2,000 max 

If this is the plan for you, enroll at Highmark2020Plans.com/NEPA or call 1-855-837-9154. 
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Available in: Bradford, C
linton, C

arbon, Lackaw
anna, Luzerne, Pike, Sullivan, Susquehanna, Tioga, W

ayne, W
yom

ing counties 

my Priority Blue Flex EPO 
Bronze 3900 
On Exchange Base Plan ID: 79962PA0190001 01 
Off Exchange Base Plan ID: 79962PA0190001 00 

All plans have FREE 
in-network preventive care. 
That’s care like yearly wellness exams, childhood 
immunizations, mammograms, and flu shots — 
at no cost to you. 

Benefits displayed below indicate member responsibility for the specified covered service. 

In-network Use the doctors, specialists, hospitals, and clinics who are part of your plan’s 
network for non-emergency medically necessary services to be covered. 

DEDUCTIBLE (1/1/20 - 12/31/20) 
Enhanced 

Standard 
$3,900 Individual $7,800 Family 

Out of Pocket Maximum 
Enhanced 

Standard 
$7,900 Individual $15,800 Family 

Most Used Benefits 

Primary Care Visits 
Enhanced $60 copay 

Standard $100 copay 
Telemedicine 

Enhanced 

Standard 
$0 copay 

Retail Clinic Visit 
Enhanced $60 copay 

Standard $100 copay 

Outpatient Mental 
Health Visits 

Enhanced 

Standard 

$0 first 2 visits 
then 40% after 
deductible 

Specialist and 
Virtual Visits 

Enhanced 40% after deductible 

Standard 60% after deductible 

Other Important Benefits 

Advanced Scans & Imaging 

Enhanced 40% after deductible 

Standard 60% after deductible 

Medical and Surgical 
Care Expenses 

Enhanced 
40% after 
deductible 

Standard 
60% after 
deductible 

Basic Imaging & Testing 

Enhanced 40% after deductible 

Standard 60% after deductible 

Physical Therapy, 
Spinal Manipulation 

Enhanced 
40% after 
deductible 

Standard 
60% after 
deductible 

Emergency Services 

Enhanced 

Standard 

40% after deductible 
Speech & 
Occupational Therapy 

Enhanced 
40% after 
deductible 

Standard 
60% after 
deductible 

Hospital Inpatient, Maternity 
Enhanced 40% after deductible 

Standard 60% after deductible 
Urgent Care 

Enhanced 

Standard 

$100 
copay after 
deductible 

Hospital Outpatient 
Enhanced 40% after deductible 

Standard 60% after deductible 

Lab & Pathology 
Enhanced 40% after deductible 

Standard 60% after deductible 
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Emergency and urgent care are always covered at in-network rates - even if the care is being provided at an out-of-network  
facility. If you think that you are having a medical emergency, call 911 or go immediately to the nearest emergency room. 

Urgent Care $100 copay Emergency Services  40% after deductible 

This plan includes out-of-network coverage only for urgent care and emergency services. If you receive any other services from an  
out-of-network provider or facility, this plan doesn’t cover them. 

Drug Coverage Only in-network pharmacies are covered. To find out which pharmacies 
are in-network, visit Highmark2020Plans.com/NEPA. 

TIERS Tier 1 Tier 2 Tier 3 Tier 4 

Prescription Drug Coverage Retail 
(31 days supply) 

40% after 
deductible 

40% after 
deductible 

40% after 
deductible 

40% after 
deductible 

Prescription Drug Coverage Mail 
(90 days supply) 

40% after 
deductible 

40% after 
deductible 

40% after 
deductible 

40% after 
deductible 

If this is the plan for you, enroll at Highmark2020Plans.com/NEPA or call 1-855-837-9154. 

17 

https://Highmark2020Plans.com/NEPA
https://Highmark2020Plans.com/NEPA


  

 

  

  

 
 

 

 

 
 

 

 

  

 

 

 

- -
- -

Available in: Bradford, C
linton, C

arbon, Lackaw
anna, Luzerne, Pike, Sullivan, Susquehanna, Tioga, W

ayne, W
yom

ing counties 

my Priority Blue Flex EPO Silver 
3950 HSA 
On Exchange Base Plan ID: 79962PA0200002 01 
Off Exchange Base Plan ID: 79962PA0200002 00 

All plans have FREE 
in-network preventive care. 
That’s care like yearly wellness exams, childhood 
immunizations, mammograms, and flu shots — 
at no cost to you. 

Benefits displayed below indicate member responsibility for the specified covered service. 

In-network Use the doctors, specialists, hospitals, and clinics who are part of your plan’s 
network for non-emergency medically necessary services to be covered. 

DEDUCTIBLE (1/1/20 - 12/31/20) 
Enhanced 

$3,950 Individual $7,900 Family 
Standard 

Out of Pocket Maximum 
Enhanced 

$6,750 Individual $13,500 Family 
Standard 

Most Used Benefits 

Primary Care Visits 
Enhanced $50 copay after deductible 

Telemedicine 
Enhanced 

0% after deductible 
Standard $70 copay after deductible Standard 

Retail Clinic Visit 
Enhanced $50 copay after deductible 

Outpatient Mental 
Health Visits 

Enhanced 
$100 copay after 
deductible 

Standard $70 copay after deductible Standard 

Specialist and 
Virtual Visits 

Enhanced $100 copay after deductible 

Standard $130 copay after deductible 

Other Important Benefits 

Advanced Scans & Imaging 

Enhanced 10% after deductible Medical and 
Surgical Care 
Expenses 

Enhanced 
10% after 
deductible 

Standard 40% after deductible Standard 
40% after 
deductible 

Basic Imaging & Testing 

Enhanced 
$85 copay after 
deductible Physical 

Therapy, Spinal 
Manipulation 

Enhanced 
$100 copay after 
deductible 

$130 copay after 
deductible Standard 

$120 copay after 
deductible 

Standard 
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Other Important Benefits (continued) 

Emergency Services 
(no copay if admitted) 

Enhanced 

Standard 

$750 copay after 
deductible 

Speech & 
Occupational 
Therapy 

Enhanced 
$100 copay after 
deductible 

Standard 
$130 copay after 
deductible 

Hospital Inpatient, 
Maternity 

Enhanced 10% after deductible 

Standard 40% after deductible 
Urgent Care 

Enhanced 

Standard 

$100 copay after 
deductible 

Hospital Outpatient 
Enhanced 10% after deductible 

Standard 40% after deductible 

Lab & Pathology 

Enhanced 
$50 copay after 
deductible 

Standard 
$70 copay after 
deductible 

Emergency and urgent care are always covered at in-network rates - even if the care is being provided at an out-of-network 
facility. If you think that you are having a medical emergency, call 911 or go immediately to the nearest emergency room. 

Urgent Care $100 copay Emergency Services  $750 copay 

This plan includes out-of-network coverage only for urgent care and emergency services. If you receive any other services from an 
out-of-network provider or facility, this plan doesn’t cover them. 

Drug Coverage Only in-network pharmacies are covered. To find out which pharmacies 
are in-network, visit Highmark2020Plans.com/NEPA.  

TIERS Tier 1 Tier 2 Tier 3 Tier 4 

Prescription Drug Coverage Retail 
(31 days supply) 

$0 after 
deductible 

$30 after 
deductible 

$150 after 
deductible 

50% - $250 min - $1,000 max 
after deductible 

Prescription Drug Coverage Mail 
(90 days supply) 

$0 after 
deductible 

$60 after 
deductible 

$300 after 
deductible 

50% - $500 min - $2,000 max 
after deductible 

If this is the plan for you, enroll at Highmark2020Plans.com/NEPA or call 1-855-837-9154. 
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Available in: Bradford, C
linton, C

arbon, Lackaw
anna, Luzerne, Pike, Sullivan, Susquehanna, Tioga, W

ayne, W
yom

ing counties 

my Priority Blue Flex EPO 
Silver 2900 - 2 Free PCP Visits 
On Exchange Base Plan ID: 79962PA0190005 01 
Off Exchange Base Plan ID: 79962PA0190005 00 

All plans have FREE 
in-network preventive care. 
That’s care like yearly wellness exams, childhood 
immunizations, mammograms, and flu shots — 
at no cost to you. 

Benefits displayed below indicate member responsibility for the specified covered service. 

In-network Use the doctors, specialists, hospitals, and clinics who are part of your plan’s 
network for non-emergency medically necessary services to be covered. 

DEDUCTIBLE (1/1/20 - 12/31/20) 
Enhanced 

Standard 
$2,900 Individual $5,800 Family 

Out of Pocket Maximum 
Enhanced 

Standard 
$7,800 Individual $15,600 Family 

Most Used Benefits 

Primary Care Visits 
Enhanced 

$0 first 2 visits then 
$40 copay 

Standard $60 copay 

Telemedicine 
Enhanced 

Standard 

$0 copay 

Retail Clinic Visit 
Enhanced $40 copay 

Standard $60 copay 

Outpatient Mental 
Health Visits 

Enhanced 

Standard 

$0 copay first 
2 visits then 
$90 copay 

Specialist and 
Virtual Visits 

Enhanced $90 copay 

Standard $140 copay 

Other Important Benefits 

Advanced Scans & Imaging 

Enhanced 30% after deductible 

Standard 50% after deductible 

Medical and Surgical 
Care Expenses 

Enhanced 
30% after 
deductible 

Standard 
50% after 
deductible 

Basic Imaging & Testing 
Enhanced $90 copay 

Standard $140 copay 

Physical Therapy, 
Spinal Manipulation 

Enhanced $90 copay 

Standard $140 copay 

Emergency Services 
(no copay if admitted) 

Enhanced 

Standard 

$750 copay after 
deductible 

Speech & 
Occupational Therapy 

Enhanced $90 copay 

Standard $140 copay 

Hospital Inpatient, Maternity 
Enhanced 30% after deductible 

Standard 50% after deductible 
Urgent Care 

Enhanced 

Standard 
$90 copay 

Hospital Outpatient 

Enhanced 
$250 copay after 
deductible 

Standard 
$325 copay after 
deductible 

Lab & Pathology 
Enhanced $55 copay 

Standard $95 copay 
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Emergency and urgent care are always covered at in-network rates - even if the care is being provided at an out-of-network  
facility. If you think that you are having a medical emergency, call 911 or go immediately to the nearest emergency room. 

Urgent Care $90 copay 
Emergency Services  
(no copay if admitted)

$750 copay after  
deductible 

This plan includes out-of-network coverage only for urgent care and emergency services. If you receive any other services from an  
out-of-network provider or facility, this plan doesn’t cover them. 

Only in-network pharmacies are covered. To find out which pharmacies 
are in-network, visit Highmark2020Plans.com/NEPA.  Drug Coverage

TIERS Tier 1 Tier 2 Tier 3 Tier 4 

Prescription Drug Coverage Retail 
(31 days supply) 

$0 
no deductible 

$30 
no deductible 

$150 
no deductible 

50% - $250 min - $1,000 max 
no deductible 

Prescription Drug Coverage Mail 
(90 days supply) 

$0 
no deductible 

$60 
no deductible 

$300 
no deductible 

50% - $500 min - $2,000 max 
no deductible 

If this is the plan for you, enroll at Highmark2020Plans.com/NEPA or call 1-855-837-9154. 
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Available in: Bradford, C
linton, C

arbon, Lackaw
anna, Luzerne, Pike, Sullivan, Susquehanna, Tioga, W

ayne, W
yom

ing counties 

my Priority Blue Flex EPO Gold 800 - 
2 Free PCP Visits 
On Exchange Base Plan ID: 79962PA0190006 01 
Off Exchange Base Plan ID: 79962PA0190006 00 

All plans have FREE 
in-network preventive care. 
That’s care like yearly wellness exams, childhood 
immunizations, mammograms, and flu shots — 
at no cost to you. 

Benefits displayed below indicate member responsibility for the specified covered service. 

In-network Use the doctors, specialists, hospitals, and clinics who are part of your plan’s 
network for non-emergency medically necessary services to be covered. 

DEDUCTIBLE (1/1/20 - 12/31/20) 
Enhanced 

Standard 
$800 Individual $1,600 Family 

Out of Pocket Maximum 
Enhanced 

Standard 
$6,000 Individual $12,000 Family 

Most Used Benefits 

Primary Care Visits 
Enhanced 

$0 first 2 visits then 
$20 copay 

Standard $40 copay 

Telemedicine 
Enhanced 

Standard 

$0 copay 

Retail Clinic Visit 
Enhanced $20 copay 

Standard $40 copay 

Outpatient Mental 
Health Visits 

Enhanced 

Standard 

$0 copay first 
2 visits then 
$45 copay 

Specialist and 
Virtual Visits 

Enhanced $45 copay 

Standard $80 copay 

Other Important Benefits 

Advanced Scans & Imaging 

Enhanced 20% after deductible 

Standard 40% after deductible 

Medical and Surgical 
Care Expenses 

Enhanced 
20% after 
deductible 

Standard 
40% after 
deductible 

Basic Imaging & Testing 
Enhanced $45 copay 

Standard $80 copay 

Physical Therapy, 
Spinal Manipulation 

Enhanced $45 copay 

Standard $80 copay 

Emergency Services 
(no copay if admitted) 

Enhanced 

Standard 
$250 copay 

Speech & 
Occupational Therapy 

Enhanced $45 copay 

Standard $80 copay 

Hospital Inpatient, Maternity 
Enhanced 20% after deductible 

Standard 40% after deductible 
Urgent Care 

Enhanced 

Standard 
$45 copay 

Hospital Outpatient 
Enhanced $150 copay 

Standard $200 copay 

Lab & Pathology 
Enhanced $20 copay 

Standard $50 copay 
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Emergency and urgent care are always covered at in-network rates - even if the care is being provided at an out-of-network  
facility. If you think that you are having a medical emergency, call 911 or go immediately to the nearest emergency room. 

Urgent Care $45 copay 
Emergency Services 
(no copay if admitted) 

$250 copay 

This plan includes out-of-network coverage only for urgent care and emergency services. If you receive any other services from an 
out-of-network provider or facility, this plan doesn’t cover them. 

Drug Coverage Only in-network pharmacies are covered. To find out which pharmacies 
are in-network, visit Highmark2020Plans.com/NEPA.  

TIERS Tier 1 Tier 2 Tier 3 Tier 4 

Prescription Drug Coverage Retail 
(31 days supply) 

$0 
no deductible 

$25 
no deductible 

$75 
no deductible 

50% - $250 min - $1,000 max 
no deductible 

Prescription Drug Coverage Mail 
(90 days supply) 

$0 
no deductible 

$50 
no deductible 

$150 
no deductible 

50% - $500 min - $2,000 max 
no deductible 

If this is the plan for you, enroll at Highmark2020Plans.com/NEPA or call 1-855-837-9154. 
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Available in: Bradford, C
linton, C

arbon, Lackaw
anna, Luzerne, Pike, Sullivan, Susquehanna, Tioga, W

ayne, W
yom

ing counties 

my Priority Blue Flex EPO Gold 0 - 
2 Free PCP Visits 
On Exchange Base Plan ID: 79962PA0190007 01 
Off Exchange Base Plan ID: 79962PA0190007 00 

All plans have FREE 
in-network preventive care. 
That’s care like yearly wellness exams, childhood 
immunizations, mammograms, and flu shots — 
at no cost to you. 

Benefits displayed below indicate member responsibility for the specified covered service. 

In-network Use the doctors, specialists, hospitals, and clinics who are part of your plan’s 
network for non-emergency medically necessary services to be covered. 

DEDUCTIBLE (1/1/20 - 12/31/20) 
Enhanced 

Standard 
$0 Individual $0 Family 

Out of Pocket Maximum 
Enhanced 

Standard 
$7,500 Individual $15,000 Family 

Most Used Benefits 

Primary Care Visits 
Enhanced 

$0 first 2 visits then 
$25 copay 

Standard $50 copay 

Telemedicine 
Enhanced 

Standard 

$0 copay 

Retail Clinic Visit 
Enhanced $25 copay 

Standard $50 copay 

Outpatient Mental 
Health Visits 

Enhanced 

Standard 

$0 copay first 
2 visits then 
$50 copay 

Specialist and 
Virtual Visits 

Enhanced $50 copay 

Standard $90 copay 

Other Important Benefits 

Advanced Scans & Imaging 

Enhanced $600 copay 

Standard $800 copay 

Medical and Surgical 
Care Expenses 

Enhanced 
40% after 
deductible 

Standard 
60% after 
deductible 

Basic Imaging & Testing 
Enhanced $50 copay 

Standard $90 copay 

Physical Therapy, 
Spinal Manipulation 

Enhanced $50 copay 

Standard $90 copay 

Emergency Services 
(no copay if admitted) 

Enhanced 

Standard 
$300 copay 

Speech & 
Occupational Therapy 

Enhanced $50 copay 

Standard $90 copay 

Hospital Inpatient, Maternity 

Enhanced 
$1,500 copay per day 
(Three day max) 

Standard 
$2,000 copay per day 
(Three day max) 

Urgent Care 

Enhanced 

Standard 

$50 copay 

Hospital Outpatient 
Enhanced $500 copay 

Standard $650 copay 

Lab & Pathology 
Enhanced $25 copay 

Standard $60 copay 
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Emergency and urgent care are always covered at in-network rates - even if the care is being provided at an out-of-network  
facility. If you think that you are having a medical emergency, call 911 or go immediately to the nearest emergency room. 

Urgent Care $50 copay 
Emergency Services 
(no copay if admitted) 

$300 copay 

This plan includes out-of-network coverage only for urgent care and emergency services. If you receive any other services from an 
out-of-network provider or facility, this plan doesn’t cover them. 

Drug Coverage Only in-network pharmacies are covered. To find out which pharmacies 
are in-network, visit Highmark2020Plans.com/NEPA.  

TIERS Tier 1 Tier 2 Tier 3 Tier 4 

Prescription Drug Coverage Retail 
(31 days supply) 

$0 
no deductible 

$30 
no deductible 

$150 
no deductible 

50% - $250 min - $1,000 max 
no deductible 

Prescription Drug Coverage Mail 
(90 days supply) 

$0 
no deductible 

$60 
no deductible 

$300 
no deductible 

50% - $500 min - $2,000 max 
no deductible 

If this is the plan for you, enroll at Highmark2020Plans.com/NEPA or call 1-855-837-9154. 
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The following Highmark plan options are not available on 
the Health Insurance Marketplace and may be purchased 
directly through Highmark without financial help. 

my Priority Blue Flex EPO Bronze 6750 HSA 
my Priority Blue Flex EPO Silver 1750 HSA 
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Available in: Available in: Bradford, C
linton, C

arbon, Lackaw
anna, Luzerne, Pike, Sullivan, Susquehanna, Tioga, W

ayne, W
yom

ing counties 

my Priority Blue Flex EPO Bronze  
6750 HSA 
Off Exchange Base Plan ID: 79962PA0200001 00 

All plans have FREE 
in-network preventive care. 
That’s care like yearly wellness exams, childhood 
immunizations, mammograms, and flu shots — 
at no cost to you. 

In-network Use the doctors, specialists, hospitals, and clinics who are part of your plan’s 
network for non-emergency medically necessary services to be covered. 

DEDUCTIBLE (1/1/20 - 12/31/20) 
Enhanced 

Standard 
$6,750 Individual $13,500 Family 

Out of Pocket Maximum 
Enhanced 

Standard 
$6,750 Individual $13,500 Family 

Most Used Benefits 

Primary Care Visits 
Enhanced 

Standard 
0% after deductible Telemedicine 

Enhanced 

Standard 
0% after deductible 

Retail Clinic Visit 
Enhanced 

Standard 
0% after deductible 

Outpatient Mental 
Health Visits 

Enhanced 

Standard 
0% after deductible 

Specialist and 
Virtual Visits 

Enhanced 

Standard 
0% after deductible 

Other Important Benefits 

Advanced Scans & Imaging 
Enhanced 

Standard 
0% after deductible 

Medical and Surgical 
Care Expenses 

Enhanced 

Standard 

0% after 
deductible 

Basic Imaging & Testing 
Enhanced 

Standard 
0% after deductible 

Physical Therapy, 
Spinal Manipulation 

Enhanced 

Standard 

0% after 
deductible 

Emergency Services 
Enhanced 

Standard 
0% after deductible 

Speech & 
Occupational Therapy 

Enhanced 

Standard 

0% after 
deductible 

0% after 
deductible Hospital Inpatient, Maternity 

Enhanced 

Standard 
0% after deductible Urgent Care 

Enhanced 

Standard 

Hospital Outpatient 
Enhanced 

Standard 
0% after deductible 

Lab & Pathology 
Enhanced 

Standard 
0% after deductible 
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Emergency and urgent care are always covered at in-network rates - even if the care is being provided at an out-of-network  
facility. If you think that you are having a medical emergency, call 911 or go immediately to the nearest emergency room. 

Urgent Care 0% after deductible Emergency Services  0% after deductible 

This plan includes out-of-network coverage only for urgent care and emergency services. If you receive any other services from an
out-of-network provider or facility, this plan doesn’t cover them. 

Drug Coverage Only in-network pharmacies are covered. To find out which pharmacies 
are in-network, visit Highmark2020Plans.com/NEPA. 

TIERS Tier 1 Tier 2 Tier 3 Tier 4 

Prescription Drug Coverage Retail 
(31 days supply) 

0% after 
deductible 

0% after 
deductible 

0% after 
deductible 

0% after 
deductible 

Prescription Drug Coverage Mail 
(90 days supply) 

0% after 
deductible 

0% after 
deductible 

0% after 
deductible 

0% after 
deductible 

If this is the plan for you, enroll at Shop.Highmark.com or call 1-855-837-9154. 
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All plans have FREE 
in-network preventive care. 
That’s care like yearly wellness exams, childhood 
immunizations, mammograms, and flu shots — 
at no cost to you. 

Available in: Available in: Bradford, C
linton, C

arbon, Lackaw
anna, Luzerne, Pike, Sullivan, Susquehanna, Tioga, W

ayne, W
yom

ing counties 

my Priority Blue Flex EPO Silver  
1750 HSA 
Off Exchange Base Plan ID: 79962PA0200003 00 

Use the doctors, specialists, hospitals, and clinics who are part of your plan’s 
network for non-emergency medically necessary services to be covered. In-network 

DEDUCTIBLE* (1/1/20 - 12/31/20) 
Enhanced 

Standard 
$1,750 Individual $3,500 Family 

Out of Pocket Maximum 
Enhanced 

Standard 
$6,750 Individual $13,500 Family 

Most Used Benefits 

Primary Care Visits 
Enhanced 30% after deductible 

Standard 50% after deductible 
Telemedicine 

Enhanced 

Standard 
0% after deductible 

Retail Clinic Visit 
Enhanced 30% after deductible 

Outpatient Mental 
Health Visits 

Enhanced 

Standard 

30% after 
deductible 

Standard 50% after deductible 

Specialist and 
Virtual Visits 

Enhanced 30% after deductible 

Standard 50% after deductible 

Other Important Benefits 

Advanced Scans & Imaging 

Enhanced 30% after deductible 
Medical and Surgical 
Care Expenses 

Enhanced 
30% after 
deductible 

Standard 50% after deductible Standard 
50% after 
deductible 

Basic Imaging & Testing 

Enhanced 30% after deductible 
Physical Therapy, 
Spinal Manipulation 

Enhanced 
30% after 
deductible 

Standard 50% after deductible Standard 
50% after 
deductible 

Emergency Services 

Enhanced 

Standard 

30% after deductible 
Speech & 
Occupational Therapy 

Enhanced 
30% after 
deductible 

Standard 
50% after 
deductible 

Hospital Inpatient, Maternity 
Enhanced 30% after deductible 

Standard 50% after deductible 
Urgent Care 

Enhanced 

Standard 

30% after 
deductible 

Hospital Outpatient 
Enhanced 30% after deductible 

Standard 50% after deductible 

Lab & Pathology 
Enhanced 30% after deductible 

Standard 50% after deductible 
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Emergency and urgent care are always covered at in-network rates - even if the care is being provided at an out-of-network  
facility. If you think that you are having a medical emergency, call 911 or go immediately to the nearest emergency room. 

Urgent Care 30% after deductible Emergency Services  30% after deductible 

This plan includes out-of-network coverage only for urgent care and emergency services. If you receive any other services from an  
out-of-network provider or facility, this plan doesn’t cover them. 

Drug Coverage Only in-network pharmacies are covered. To find out which pharmacies 
are in-network, visit Highmark2020Plans.com/NEPA. 

TIERS Tier 1 Tier 2 Tier 3 Tier 4 

Prescription Drug Coverage Retail 
(31 days supply) 

30% after 
deductible 

30% after 
deductible 

30% after 
deductible 

30% after 
deductible 

Prescription Drug Coverage Mail 
(90 days supply) 

30% after 
deductible 

30% after 
deductible 

30% after 
deductible 

30% after 
deductible 

If this is the plan for you, enroll at Shop.Highmark.com or call 1-855-837-9154. 
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Available in: M
onroe county 

my Priority Blue Major Events EPO 
Catastrophic 8150 - 3 Free PCP Visits* 

*Plan only available in Monroe county. 

On Exchange Base Plan ID: 79962PA0210001 01 
Off Exchange Base Plan ID: 79962PA0210001 00 

All plans have FREE 
in-network preventive care. 
That’s care like yearly wellness exams, childhood 
immunizations, mammograms, and flu shots —  
at no cost to you. 

Benefits displayed below indicate member responsibility for the specified covered service. 

In-network Use the doctors, specialists, hospitals, and clinics who are part of your plan’s 
network for non-emergency medically necessary services to be covered. 

 

DEDUCTIBLE  (1/1/20 - 12/31/20) $8,150 Individual  $16,300 Family 

Out of Pocket Maximum $8,150 Individual  $16,300 Family

Most Used Benefits 

Primary Care Visits 
0% after deductible (Eligible For 3 Visits 
Prior To Deductible At Zero Cost) 

Telemedicine 0% after deductible 

Retail Clinic Visit 0% after deductible 
Outpatient Mental 
Health Visits 

0% after deductible 

Specialist and Virtual Visits 0% after deductible 

Other Important Benefits 

Advanced Scans & Imaging 0% after deductible Medical and Surgical Care Expenses 0% after deductible 

Basic Imaging & Testing 0% after deductible 
Physical Therapy, Spinal 
Manipulation 

0% after deductible 

Emergency Services 0% after deductible Speech & Occupational Therapy 0% after deductible 

Hospital Inpatient, Maternity 0% after deductible Urgent Care 0% after deductible 

Hospital Outpatient 0% after deductible 

Lab & Pathology 0% after deductible 
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Emergency and urgent care are always covered at in-network rates - even if the care is being provided at an out-of-network  
facility. If you think that you are having a medical emergency, call 911 or go immediately to the nearest emergency room. 

Urgent Care 0% after deductible Emergency Services  0% after deductible 

This plan includes out-of-network coverage only for urgent care and emergency services. If you receive any other services from an
out-of-network provider or facility, this plan doesn’t cover them. 

Drug Coverage Only in-network pharmacies are covered. To find out which pharmacies 
are in-network, visit Highmark2020Plans.com/NEPA. 

TIERS Tier 1 Tier 2 Tier 3 Tier 4 

Prescription Drug Coverage Retail 
(31 days supply) 

0% after 
deductible 

0% after 
deductible 

0% after 
deductible 

0% after 
deductible 

Prescription Drug Coverage Mail 
(90 days supply) 

0% after 
deductible 

0% after 
deductible 

0% after 
deductible 

0% after 
deductible 

If this is the plan for you, enroll at Highmark2020Plans.com/NEPA or call 1-855-837-9154. 
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Available in: M
onroe county 

my Priority Blue Flex EPO 
Bronze 7900 
On Exchange Base Plan ID: 79962PA0190002 01 
Off Exchange Base Plan ID: 79962PA0190002 00 

All plans have FREE 
in-network preventive care. 
That’s care like yearly wellness exams, childhood 
immunizations, mammograms, and flu shots —  
at no cost to you. 

Benefits displayed below indicate member responsibility for the specified covered service. 

In-network Use the doctors, specialists, hospitals, and clinics who are part of your plan’s 
network for non-emergency medically necessary services to be covered. 

DEDUCTIBLE (1/1/20 - 12/31/20) 
Enhanced 

Standard 
$7,900 Individual $15,800 Family 

Out of Pocket Maximum 
Enhanced 

Standard 
$7,900 Individual $15,800 Family 

Most Used Benefits 

Primary Care Visits 
Enhanced 

Standard 
0% after deductible Telemedicine 

Enhanced 

Standard 
0% after deductible 

Retail Clinic Visit 
Enhanced 

Standard 
0% after deductible 

Outpatient Mental 
Health Visits 

Enhanced 

Standard 

$0 first 2 visits then 
$0 after deductible 

Specialist and 
Virtual Visits 

Enhanced 

Standard 
0% after deductible 

Other Important Benefits 

Advanced Scans & Imaging 
Enhanced 

Standard 
0% after deductible 

Medical and Surgical 
Care Expenses 

Enhanced 

Standard 

0% after 
deductible 

Basic Imaging & Testing 
Enhanced 

Standard 
0% after deductible 

Physical Therapy, 
Spinal Manipulation 

Enhanced 

Standard 

0% after 
deductible 

Emergency Services 
Enhanced 

Standard 
0% after deductible 

Speech & 
Occupational Therapy 

Enhanced 

Standard 

0% after 
deductible 

Hospital Inpatient, Maternity 
Enhanced 

Standard 
0% after deductible Urgent Care 

Enhanced 

Standard 

0% after 
deductible 

Hospital Outpatient 
Enhanced 

Standard 
0% after deductible 

Lab & Pathology 
Enhanced 

Standard 
0% after deductible 
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Emergency and urgent care are always covered at in-network rates - even if the care is being provided at an out-of-network  
facility. If you think that you are having a medical emergency, call 911 or go immediately to the nearest emergency room. 

Urgent Care 0% after deductible Emergency Services  0% after deductible 

This plan includes out-of-network coverage only for urgent care and emergency services. If you receive any other services from an  
out-of-network provider or facility, this plan doesn’t cover them. 

Drug Coverage Only in-network pharmacies are covered. To find out which pharmacies 
are in-network, visit Highmark2020Plans.com/NEPA. 

TIERS Tier 1 Tier 2 Tier 3 Tier 4 

Prescription Drug Coverage Retail 
(31 days supply) 

0% after 
deductible 

0% after 
deductible 

0% after 
deductible 

0% after 
deductible 

Prescription Drug Coverage Mail 
(90 days supply) 

0% after 
deductible 

0% after 
deductible 

0% after 
deductible 

0% after 
deductible 

If this is the plan for you, enroll at Highmark2020Plans.com/NEPA or call 1-855-837-9154. 
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Available in: M
onroe county 

my Priority Blue Flex EPO 
Bronze 7800 - 1 Free PCP Visit 
On Exchange Base Plan ID: 79962PA0190004 01 
Off Exchange Base Plan ID: 79962PA0190004 00 

All plans have FREE 
in-network preventive care. 
That’s care like yearly wellness exams, childhood 
immunizations, mammograms, and flu shots —  
at no cost to you. 

Benefits displayed below indicate member responsibility for the specified covered service. 

In-network Use the doctors, specialists, hospitals, and clinics who are part of your plan’s 
network for non-emergency medically necessary services to be covered. 

DEDUCTIBLE (1/1/20 - 12/31/20) 
Enhanced 

Standard 
$7,800 Individual $15,600 Family 

Out of Pocket Maximum 
Enhanced 

Standard 
$7,900 Individual $15,800 Family 

Most Used Benefits 

Primary Care Visits 
Enhanced 

$0 for the first visit then 
40% after deductible 

Standard 60% after deductible 

Telemedicine 
Enhanced 

Standard 

0% no deductible 

Retail Clinic Visit 
Enhanced 40% after deductible 

Standard 60% after deductible 

Outpatient Mental 
Health Visits 

Enhanced 

Standard 

$0 first 2 visits 
then 40% after 
deductible 

Specialist and 
Virtual Visits 

Enhanced 40% after deductible 

Standard 60% after deductible 

Other Important Benefits 

Advanced Scans & Imaging 

Enhanced 40% after deductible 

Standard 60% after deductible 

Medical and Surgical 
Care Expenses 

Enhanced 
40% after 
deductible 

Standard 
60% after 
deductible 

Basic Imaging & Testing 

Enhanced 40% after deductible 

Standard 60% after deductible 

Physical Therapy, 
Spinal Manipulation 

Enhanced 
40% after 
deductible 

Standard 
60% after 
deductible 

Emergency Services 

Enhanced 

Standard 

40% after deductible 
Speech & 
Occupational Therapy 

Enhanced 
40% after 
deductible 

Standard 
60% after 
deductible 

Hospital Inpatient, Maternity 
Enhanced 40% after deductible 

Standard 60% after deductible 
Urgent Care 

Enhanced 

Standard 
$100 copay 

Hospital Outpatient 
Enhanced 40% after deductible 

Standard 60% after deductible 

Lab & Pathology 
Enhanced 40% after deductible 

Standard 60% after deductible 
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Emergency and urgent care are always covered at in-network rates - even if the care is being provided at an out-of-network  
facility. If you think that you are having a medical emergency, call 911 or go immediately to the nearest emergency room. 

Urgent Care $100 copay Emergency Services  40% after deductible 

This plan includes out-of-network coverage only for urgent care and emergency services. If you receive any other services from an  
out-of-network provider or facility, this plan doesn’t cover them. 

Drug Coverage Only in-network pharmacies are covered. To find out which pharmacies 
are in-network, visit Highmark2020Plans.com/NEPA.  

TIERS Tier 1 Tier 2 Tier 3 Tier 4 

Prescription Drug Coverage Retail 
(31 days supply) 

$0 
no deductible 

$20 
no deductible 

35% 
no deductible 

50% - $250 min - $1,000 max 
no deductible 

Prescription Drug Coverage Mail 
(90 days supply) 

$0 
no deductible 

$40 
no deductible 

35% 
no deductible 

50% - $500 min - $2,000 max 
no deductible 

If this is the plan for you, enroll at Highmark2020Plans.com/NEPA or call 1-855-837-9154. 
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Available in: M
onroe county 

my Priority Blue Flex EPO 
Bronze 3900 
On Exchange Base Plan ID: 79962PA0190001 01  
Off Exchange Base Plan ID: 79962PA0190001 00 

All plans have FREE 
in-network preventive care. 
That’s care like yearly wellness exams, childhood
immunizations, mammograms, and flu shots —  
at no cost to you. 

Benefits displayed below indicate member responsibility for the specified covered service. 

In-network Use the doctors, specialists, hospitals, and clinics who are part of your plan’s 
network for non-emergency medically necessary services to be covered. 

DEDUCTIBLE (1/1/20 - 12/31/20) 
Enhanced 

Standard 
$3,900 Individual $7,800 Family 

Out of Pocket Maximum 
Enhanced 

Standard 
$7,900 Individual $15,800 Family 

Most Used Benefits 

Primary Care Visits 
Enhanced $60 copay 

Standard $100 copay 
Telemedicine 

Enhanced 

Standard 
$0 copay 

Retail Clinic Visit 
Enhanced $60 copay 

Standard $100 copay 

Outpatient Mental 
Health Visits 

Enhanced 

Standard 

$0 first 2 visits 
then 40% after 
deductible 

Specialist and 
Virtual Visits 

Enhanced 40% after deductible 

Standard 60% after deductible 

Other Important Benefits 

Advanced Scans & Imaging 

Enhanced 40% after deductible 

Standard 60% after deductible 

Medical and Surgical 
Care Expenses 

Enhanced 
40% after 
deductible 

Standard 
60% after 
deductible 

Basic Imaging & Testing 

Enhanced 40% after deductible 

Standard 60% after deductible 

Physical Therapy, 
Spinal Manipulation 

Enhanced 
40% after 
deductible 

Standard 
60% after 
deductible 

Emergency Services 

Enhanced 

Standard 

40% after deductible 
Speech & 
Occupational 
Therapy 

Enhanced 
40% after 
deductible 

Standard 
60% after 
deductible 

Hospital Inpatient, 
Maternity 

Enhanced 40% after deductible 

Standard 60% after deductible 
Urgent Care 

Enhanced 

Standard 
$100 copay 

Hospital Outpatient 
Enhanced 40% after deductible 

Standard 60% after deductible 

Lab & Pathology 
Enhanced 40% after deductible 

Standard 60% after deductible 
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Emergency and urgent care are always covered at in-network rates - even if the care is being provided at an out-of-network  
facility. If you think that you are having a medical emergency, call 911 or go immediately to the nearest emergency room. 

Urgent Care $100 copay Emergency Services  40% after deductible

This plan includes out-of-network coverage only for urgent care and emergency services. If you receive any other services from an  
out-of-network provider or facility, this plan doesn’t cover them. 

Drug Coverage Only in-network pharmacies are covered. To find out which pharmacies 
are in-network, visit Highmark2020Plans.com/NEPA. 

TIERS Tier 1 Tier 2 Tier 3 Tier 4 

Prescription Drug Coverage Retail 
(31 days supply) 

40% after 
deductible 

40% after 
deductible 

40% after 
deductible 

40% after 
deductible 

Prescription Drug Coverage Mail 
(90 days supply) 

40% after 
deductible 

40% after 
deductible 

40% after 
deductible 

40% after 
deductible 

If this is the plan for you, enroll at Highmark2020Plans.com/NEPA or call 1-855-837-9154. 
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Available in: M
onroe county 

my Priority Blue Flex EPO Silver 
3950 HSA 
On Exchange Base Plan ID: 79962PA0200002 01 
Off Exchange Base Plan ID: 79962PA0200002 00 

All plans have FREE 
in-network preventive care. 
That’s care like yearly wellness exams, childhood 
immunizations, mammograms, and flu shots —  
at no cost to you. 

Benefits displayed below indicate member responsibility for the specified covered service. 

In-network Use the doctors, specialists, hospitals, and clinics who are part of your plan’s 
network for non-emergency medically necessary services to be covered. 

DEDUCTIBLE (1/1/20 - 12/31/20) 
Enhanced 

Standard 
$3,950 Individual $7,900 Family 

Out of Pocket Maximum 
Enhanced 

Standard 
$6,750 Individual $13,500 Family 

Most Used Benefits 

Primary Care Visits 
Enhanced $50 copay after deductible 

Standard $70 copay after deductible 
Telemedicine 

Enhanced 

Standard 
0% after deductible 

Retail Clinic Visit 
Enhanced $50 copay after deductible 

Standard $70 copay after deductible 

Outpatient Mental 
Health Visits 

Enhanced 

Standard 

$100 copay after 
deductible 

Specialist and 
Virtual Visits 

Enhanced $100 copay after deductible 

Standard $130 copay after deductible 

Other Important Benefits 

Advanced Scans 
& Imaging 

Enhanced 10% after deductible 

Standard 40% after deductible 

Medical and Surgical 
Care Expenses 

Enhanced 
10% after 
deductible 

Standard 
40% after 
deductible 

Basic Imaging & 
Testing 

Enhanced 
$85 copay after 
deductible 

Standard 
$120 copay afte 
deductible 

Physical Therapy, 
Spinal Manipulation 

Enhanced 
$100 copay after 
deductible 

Standard 
$130 copay after 
deductible 

Emergency Services 
(no copay if admitted) 

Enhanced 

Standard 

$750 copay after 
deductible 

Speech & 
Occupational Therapy 

Enhanced 
$100 copay after 
deductible 

Standard 
$130 copay after 
deductible 

Hospital Inpatient, 
Maternity 

Enhanced 10% after deductible 

Standard 40% after deductible 
Urgent Care 

Enhanced 

Standard 

$100 copay after 
deductible 

Hospital Outpatient 
Enhanced 10% after deductible 

Standard 40% after deductible 

Lab & Pathology 

Enhanced 
$50 copay after 
deductible 

Standard 
$70 copay after 
deductible 
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Emergency and urgent care are always covered at in-network rates - even if the care is being provided at an out-of-network  
facility. If you think that you are having a medical emergency, call 911 or go immediately to the nearest emergency room. 

Urgent Care
$100 copay after  
deductible 

Emergency Services  
(no copay if admitted) 

$750 copay after  
deductible 

This plan includes out-of-network coverage only for urgent care and emergency services. If you receive any other services from an 
out-of-network provider or facility, this plan doesn’t cover them. 

Drug Coverage Only in-network pharmacies are covered. To find out which pharmacies 
are in-network, visit Highmark2020Plans.com/NEPA.  

TIERS Tier 1 Tier 2 Tier 3 Tier 4 

Prescription Drug Coverage Retail 
(31 days supply) 

$0 after 
deductible 

$30 after 
deductible 

$150 after 
deductible 

50% after deductible 
$250 min - $1,000 max 

Prescription Drug Coverage Mail 
(90 days supply) 

$0 after 
deductible 

$60 after 
deductible 

$300 after 
deductible 

50% after deductible 
$500 min - $2,000 max 

If this is the plan for you, enroll at Highmark2020Plans.com/NEPA or call 1-855-837-9154. 
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Available in: M
onroe county 

All plans have FREE 
my Priority Blue Flex EPO Silver in-network preventive care. 2900 - 2 Free PCP Visits 
On Exchange Base Plan ID: 79962PA0190005 01 That’s care like yearly wellness exams, childhood 

immunizations, mammograms, and flu shots —  
at no cost to you. 

Off Exchange Base Plan ID: 79962PA0190005 00 

Benefits displayed below indicate member responsibility for the specified covered service. 

Use the doctors, specialists, hospitals, and clinics who are part of your plan’s 
network for non-emergency medically necessary services to be covered. In-network 

DEDUCTIBLE (1/1/20 - 12/31/20) 
Enhanced 

$2,900 Individual $5,800 Family 
Standard 

Out of Pocket Maximum 
Enhanced 

$7,800 Individual $15,600 Family 
Standard 

Most Used Benefits 

Primary Care Visits 
Enhanced 

$0 first 2 visits then 
$40 copay 

Telemedicine 
Enhanced 

$0 copay 

Standard $60 copay Standard 

Retail Clinic Visit 
Enhanced $40 copay 

Outpatient Mental 
Health Visits 

Enhanced $0 copay first 
2 visits then 
$90 copay Standard $60 copay Standard 

Specialist and 
Virtual Visits 

Enhanced $90 copay 

Standard $140 copay 

Other Important Benefits 

Advanced Scans & Imaging 

Enhanced 30% after deductible 
Medical and Surgical 
Care Expenses 

Enhanced 
30% after 
deductible 

Standard 50% after deductible Standard 
50% after 
deductible 

Basic Imaging & Testing 
Enhanced $90 copay Physical Therapy, 

Spinal Manipulation 

Enhanced $90 copay 

Standard $140 copay Standard $140 copay 

Emergency Services 
(no copay if admitted) 

Enhanced $750 copay after 
deductible 

Speech & 
Occupational Therapy 

Enhanced $90 copay 

Standard Standard $140 copay 

Hospital Inpatient, Maternity 
Enhanced 30% after deductible 

Urgent Care 
Enhanced 

$90 copay 
Standard 50% after deductible Standard 

Hospital Outpatient 

Enhanced 
$250 copay after 
deductible 

Standard 
$325 copay after 
deductible 

Lab & Pathology 
Enhanced $55 copay 

Standard $95 copay 
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Emergency and urgent care are always covered at in-network rates - even if the care is being provided at an out-of-network  
facility. If you think that you are having a medical emergency, call 911 or go immediately to the nearest emergency room. 

Urgent Care $90 copay
Emergency Services  
(no copay if admitted) 

$750 copay after deductible  

This plan includes out-of-network coverage only for urgent care and emergency services. If you receive any other services from an  
out-of-network provider or facility, this plan doesn’t cover them. 

Drug Coverage Only in-network pharmacies are covered. To find out which pharmacies 
are in-network, visit Highmark2020Plans.com/NEPA.  

TIERS Tier 1 Tier 2 Tier 3 Tier 4 

Prescription Drug Coverage Retail 
(31 days supply) 

$0 
no deductible 

$30 
no deductible 

$150 
no deductible 

50% - $250 min - $1,000 max 
no deductible 

Prescription Drug Coverage Mail 
(90 days supply) 

$0 
no deductible 

$60 | 
no deductible 

$300 | 
no deductible 

50% - $500 min - $2,000 max 
no deductible 

If this is the plan for you, enroll at Highmark2020Plans.com/NEPA or call 1-855-837-9154. 
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Available in: M
onroe county 

my Priority Blue Flex EPO Gold 800 - 
2 Free PCP Visits 
On Exchange Base Plan ID: 79962PA0190006 01 d 
Off Exchange Base Plan ID: 79962PA0190006 00 

All plans have FREE 
in-network preventive care. 
That’s care like yearly wellness exams, childhoo
immunizations, mammograms, and flu shots —  
at no cost to you. 

Benefits displayed below indicate member responsibility for the specified covered service. 

In-network Use the doctors, specialists, hospitals, and clinics who are part of your plan’s 
network for non-emergency medically necessary services to be covered. 

DEDUCTIBLE (1/1/20 - 12/31/20) 
Enhanced 

Standard 
$800 Individual $1,600 Family 

Out of Pocket Maximum 
Enhanced 

Standard 
$6,000 Individual $12,000 Family 

Most Used Benefits 

Primary Care Visits 
Enhanced 

$0 first 2 visits then 
$20 copay 

Standard $40 copay 

Telemedicine 
Enhanced 

Standard 

$0 copay 

Retail Clinic Visit 
Enhanced $20 copay 

Standard $40 copay 

Outpatient Mental 
Health Visits 

Enhanced 

Standard 

$0 copay first 
2 visits then 
$45 copay 

Specialist and 
Virtual Visits 

Enhanced $45 copay 

Standard $80 copay 

Other Important Benefits 

Advanced Scans & Imaging 

Enhanced 20% after deductible 

Standard 40% after deductible 

Medical and Surgical 
Care Expenses 

Enhanced 
20% after 
deductible 

Standard 
40% after 
deductible 

Basic Imaging & Testing 
Enhanced $45 copay 

Standard $80 copay 

Physical Therapy, 
Spinal Manipulation 

Enhanced $45 copay 

Standard $80 copay 

Emergency Services 
(no copay if admitted) 

Enhanced 

Standard 
$250 copay 

Speech & 
Occupational Therapy 

Enhanced $45 copay 

Standard $80 copay 

Hospital Inpatient, Maternity 
Enhanced 20% after deductible 

Standard 40% after deductible 
Urgent Care 

Enhanced 

Standard 
$45 copay 

Hospital Outpatient 
Enhanced $150 copay 

Standard $200 copay 

Lab & Pathology 
Enhanced $20 copay 

Standard $50 copay 
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Emergency and urgent care are always covered at in-network rates - even if the care is being provided at an out-of-network  
facility. If you think that you are having a medical emergency, call 911 or go immediately to the nearest emergency room. 

Urgent Care $45 copay 
Emergency Services  
(no copay if admitted) 

$250 copay 

This plan includes out-of-network coverage only for urgent care and emergency services. If you receive any other services from an  
out-of-network provider or facility, this plan doesn’t cover them. 

Drug Coverage Only in-network pharmacies are covered. To find out which pharmacies 
are in-network, visit Highmark2020Plans.com/NEPA.  

TIERS Tier 1 Tier 2 Tier 3 Tier 4 

Prescription Drug Coverage Retail 
(31 days supply) 

$0 
no deductible 

$25 
no deductible 

$75 
no deductible 

50% - $250 min - $1,000 max 
no deductible 

Prescription Drug Coverage Mail 
(90 days supply) 

$0 
no deductible 

$50 
no deductible 

$150 
no deductible 

50% - $500 min - $2,000 max 
no deductible 

If this is the plan for you, enroll at Highmark2020Plans.com/NEPA or call 1-855-837-9154. 
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Available in: M
onroe county 

my Priority Blue Flex EPO Gold 0 - 
2 Free PCP Visits 
On Exchange Base Plan ID: 79962PA0190007 01 
Off Exchange Base Plan ID: 79962PA0190007 00 

All plans have FREE 
in-network preventive care. 
That’s care like yearly wellness exams, childhood 
immunizations, mammograms, and flu shots —  
at no cost to you. 

Benefits displayed below indicate member responsibility for the specified covered service. 

In-network Use the doctors, specialists, hospitals, and clinics who are part of your plan’s 
network for non-emergency medically necessary services to be covered. 

DEDUCTIBLE (1/1/20 - 12/31/20) 
Enhanced 

Standard 
$0 Individual $0 Family 

Out of Pocket Maximum 
Enhanced 

Standard 
$7,500 Individual $15,000 Family 

Most Used Benefits 

Primary Care Visits 
Enhanced 

$0 first 2 visits then 
$25 copay 

Standard $50 copay 

Telemedicine 
Enhanced 

Standard 

$0 copay 

Retail Clinic Visit 
Enhanced $25 copay 

Standard $50 copay 

Outpatient Mental 
Health Visits 

Enhanced 

Standard 

$0 copay first 
2 visits then 
$50 copay 

Specialist and 
Virtual Visits 

Enhanced $50 copay 

Standard $90 copay 

Other Important Benefits 

Advanced Scans & Imaging 

Enhanced $600 copay 

Standard $800 copay 

Medical and Surgical 
Care Expenses 

Enhanced 
40% after 
deductible 

Standard 
60% after 
deductible 

Basic Imaging & Testing 
Enhanced $50 copay 

Standard $90 copay 

Physical Therapy, 
Spinal Manipulation 

Enhanced $50 copay 

Standard $90 copay 

Emergency Services 
(no copay if admitted) 

Enhanced 

Standard 
$300 copay 

Speech & 
Occupational Therapy 

Enhanced $50 copay 

Standard $90 copay 

Hospital Inpatient, Maternity 

Enhanced 
$1,500 copay per day 
(Three day max) 

Standard 
$2,000 copay per day 
(Three day max) 

Urgent Care 

Enhanced 

Standard 

$50 copay 

Hospital Outpatient 
Enhanced $500 copay 

Standard $650 copay 

Lab & Pathology 
Enhanced $25 copay 

Standard $60 copay 
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Emergency and urgent care are always covered at in-network rates - even if the care is being provided at an out-of-network  
facility. If you think that you are having a medical emergency, call 911 or go immediately to the nearest emergency room. 

Urgent Care $50 copay 
Emergency Services  
(no copay if admitted) 

$300 copay

This plan includes out-of-network coverage only for urgent care and emergency services. If you receive any other services from an  
out-of-network provider or facility, this plan doesn’t cover them. 

Drug Coverage Only in-network pharmacies are covered. To find out which pharmacies 
are in-network, visit Highmark2020Plans.com/NEPA.  

TIERS Tier 1 Tier 2 Tier 3 Tier 4 

Prescription Drug Coverage Retail 
(31 days supply) 

$0 
no deductible 

$30 
no deductible 

$150 
no deductible 

50% - $250 min - $1,000 max 
no deductible 

Prescription Drug Coverage Mail 
(90 days supply) 

$0 
no deductible 

$60 
no deductible 

$300 
no deductible 

50% - $500 min - $2,000 max 
no deductible 

If this is the plan for you, enroll at Highmark2020Plans.com/NEPA or call 1-855-837-9154. 
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The following Highmark plan options are not available on 
the Health Insurance Marketplace and may be purchased 
directly through Highmark without financial help. 

Monroe County: 

my Priority Blue Flex EPO Bronze 6750 HSA 
my Priority Blue Flex EPO Silver 1750 HSA 
my Priority Blue Flex HMO Gold 500 - 2 Free PCP Visits 
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Available in: M
onroe county 

my Priority Blue Flex EPO Bronze  
6750 HSA 
Off Exchange Base Plan ID: 79962PA0200001 00 

All plans have FREE 
in-network preventive care. 
That’s care like yearly wellness exams, childhood 
immunizations, mammograms, and flu shots — 
at no cost to you. 

In-network Use the doctors, specialists, hospitals, and clinics who are part of your plan’s 
network for non-emergency medically necessary services to be covered. 

DEDUCTIBLE (1/1/20 - 12/31/20) 
Enhanced 

Standard 
$6,750 Individual $13,500 Family 

Out of Pocket Maximum 
Enhanced 

Standard 
$6,750 Individual $13,500 Family 

Most Used Benefits 

Primary Care Visits 
Enhanced 

Standard 
0% after deductible Telemedicine 

Enhanced 

Standard 
0% after deductible 

Retail Clinic Visit 
Enhanced 

Standard 
0% after deductible 

Outpatient Mental 
Health Visits 

Enhanced 

Standard 
0% after deductible 

Specialist and 
Virtual Visits 

Enhanced 

Standard 
0% after deductible 

Other Important Benefits 

Advanced Scans & Imaging 
Enhanced 

Standard 
0% after deductible 

Medical and Surgical 
Care Expenses 

Enhanced 

Standard 

0% after 
deductible 

Basic Imaging & Testing 
Enhanced 

Standard 
0% after deductible 

Physical Therapy, 
Spinal Manipulation 

Enhanced 

Standard 

0% after 
deductible 

Emergency Services 
Enhanced 

Standard 
0% after deductible 

Speech & 
Occupational Therapy 

Enhanced 

Standard 

0% after 
deductible 

Hospital Inpatient, Maternity 
Enhanced 

Standard 
0% after deductible Urgent Care 

Enhanced 

Standard 

0% after 
deductible 

Hospital Outpatient 
Enhanced 

Standard 
0% after deductible 

Lab & Pathology 
Enhanced 

Standard 
0% after deductible 
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Emergency and urgent care are always covered at in-network rates - even if the care is being provided at an out-of-network  
facility. If you think that you are having a medical emergency, call 911 or go immediately to the nearest emergency room. 

Urgent Care 0% after deductible Emergency Services  0% after deductible 

This plan includes out-of-network coverage only for urgent care and emergency services. If you receive any other services from an  
out-of-network provider or facility, this plan doesn’t cover them. 

Drug Coverage Only in-network pharmacies are covered. To find out which pharmacies 
are in-network, visit Highmark2020Plans.com/NEPA.  

TIERS Tier 1 Tier 2 Tier 3 Tier 4 

Prescription Drug Coverage Retail 
(31 days supply) 

$0 after 
deductible 

$0 after 
deductible 

$0 after 
deductible 

$0 after 
deductible 

Prescription Drug Coverage Mail 
(90 days supply) 

$0 after 
deductible 

$0 after 
deductible 

$0 after 
deductible 

$0 after 
deductible 

If this is the plan for you, enroll at Shop.Highmark.com or call 1-855-837-9154. 

50 

https://Shop.Highmark.com
https://Highmark2020Plans.com/NEPA


  

 

  

  

 

 

 

 

 

 

 
  

 

 

 

 

 
- -

Available in: M
onroe county 

my Priority Blue Flex EPO Silver  
1750 HSA 
Off Exchange Base Plan ID: 79962PA0200003 00 

All plans have FREE 
in-network preventive care. 
That’s care like yearly wellness exams, childhood 
immunizations, mammograms, and flu shots — 
at no cost to you. 

In-network Use the doctors, specialists, hospitals, and clinics who are part of your plan’s 
network for non-emergency medically necessary services to be covered. 

DEDUCTIBLE* (1/1/20 - 12/31/20) 
Enhanced 

Standard 
$1,750 Individual $3,500 Family 

Out of Pocket Maximum 
Enhanced 

Standard 
$6,750 Individual $13,500 Family 

Most Used Benefits 

Primary Care Visits 
Enhanced 30% after deductible 

Standard 50% after deductible 
Telemedicine 

Enhanced 

Standard 
0% after deductible 

Retail Clinic Visit 
Enhanced 30% after deductible 

Standard 50% after deductible 

Outpatient Mental 
Health Visits 

Enhanced 

Standard 

30% after 
deductible 

Specialist and 
Virtual Visits 

Enhanced 30% after deductible 

Standard 50% after deductible 

Other Important Benefits 

Advanced Scans & Imaging 

Enhanced 30% after deductible 

Standard 50% after deductible 

Medical and Surgical 
Care Expenses 

Enhanced 
30% after 
deductible 

Standard 
50% after 
deductible 

Basic Imaging & Testing 

Enhanced 30% after deductible 

Standard 50% after deductible 

Physical Therapy, 
Spinal Manipulation 

Enhanced 
30% after 
deductible 

Standard 
50% after 
deductible 

Emergency Services 

Enhanced 

Standard 

30% after deductible 
Speech & 
Occupational Therapy 

Enhanced 
30% after 
deductible 

Standard 
50% after 
deductible 

Hospital Inpatient, Maternity 
Enhanced 30% after deductible 

Standard 50% after deductible 
Urgent Care 

Enhanced 

Standard 

30% after 
deductible 

Hospital Outpatient 
Enhanced 30% after deductible 

Standard 50% after deductible 

Lab & Pathology 
Enhanced 30% after deductible 

Standard 50% after deductible 
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Emergency and urgent care are always covered at in-network rates - even if the care is being provided at an out-of-network  
facility. If you think that you are having a medical emergency, call 911 or go immediately to the nearest emergency room. 

Urgent Care 30% after deductible Emergency Services  30% after deductible 

This plan includes out-of-network coverage only for urgent care and emergency services. If you receive any other services from an  
out-of-network provider or facility, this plan doesn’t cover them. 

Drug Coverage Only in-network pharmacies are covered. To find out which pharmacies 
are in-network, visit Highmark2020Plans.com/NEPA.  

TIERS Tier 1 Tier 2 Tier 3 Tier 4 

Prescription Drug Coverage Retail 
(31 days supply) 

30% after 
deductible 

30% after 
deductible 

30% after 
deductible 

30% after 
deductible 

Prescription Drug Coverage Mail 
(90 days supply) 

30% after 
deductible 

30% after 
deductible 

30% after 
deductible 

30% after 
deductible 

If this is the plan for you, enroll at Shop.Highmark.com or call 1-855-837-9154. 
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Available in: M
onroe county 

my Lehigh Valley Flex Blue HMO  
Gold 500 - 2 Free PCP Visits 
Off Exchange Base Plan ID: 83731PA0070002 00 

All plans have FREE 
in-network preventive care. 
That’s care like yearly wellness exams, childhood 
immunizations, mammograms, and flu shots — 
at no cost to you. 

In-network Use the doctors, specialists, hospitals, and clinics who are part of your plan’s 
network for non-emergency medically necessary services to be covered. 

DEDUCTIBLE (1/1/20 - 12/31/20) 
Enhanced 

Standard 
$500 Individual $1,000 Family 

Out of Pocket Maximum 
Enhanced 

Standard 
$6,000 Individual $12,000 Family 

Most Used Benefits 

Primary Care Visits 
Enhanced 

$0 first 2 visits then 
$20 copay 

Standard $40 copay 

Telemedicine 
Enhanced 

Standard 

$0 copay 

Retail Clinic Visit 
Enhanced $20 copay 

Standard $40 copay 

Outpatient Mental 
Health Visits 

Enhanced 

Standard 

$0 copay first 
2 visits then 
$45 copay 

Specialist and 
Virtual Visits 

Enhanced $45 copay 

Standard $80 copay 

Other Important Benefits 

Advanced Scans & Imaging 

Enhanced 20% after deductible 

Standard 40% after deductible 

Medical and Surgical 
Care Expenses 

Enhanced 
20% after 
deductible 

Standard 
40% after 
deductible 

Basic Imaging & Testing 
Enhanced $45 copay 

Standard $80 copay 

Physical Therapy, 
Spinal Manipulation 

Enhanced $45 copay 

Standard $80 copay 

Emergency Services 
(No copay if admitted) 

Enhanced 

Standard 
$250 copay 

Speech & 
Occupational Therapy 

Enhanced $45 copay 

Standard $80 copay 

Hospital Inpatient, Maternity 
Enhanced 20% after deductible 

Standard 40% after deductible 
Urgent Care 

Enhanced 

Standard 
$45 copay 

Hospital Outpatient 
Enhanced $150 copay 

Standard $200 copay 

Lab & Pathology 
Enhanced $20 copay 

Standard $50 copay 
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Emergency and urgent care are always covered at in-network rates - even if the care is being provided at an out-of-network  
facility. If you think that you are having a medical emergency, call 911 or go immediately to the nearest emergency room. 

Urgent Care $45 copay 
Emergency Services  
(no copay if admitted) 

$250 copay 

This plan includes out-of-network coverage only for urgent care and emergency services. If you receive any other services from an  
out-of-network provider or facility, this plan doesn’t cover them. 

Drug Coverage Only in-network pharmacies are covered. To find out which pharmacies 
are in-network, visit Highmark2020Plans.com/NEPA.  

TIERS Tier 1 Tier 2 Tier 3 Tier 4 

Prescription Drug Coverage Retail 
(31 days supply) 

$0 
no deductible 

$25 
no deductible 

$75 
no deductible 

50% - $250 min - $1,000 max 
no deductible 

Prescription Drug Coverage Mail 
(90 days supply) 

$0 
no deductible 

$50 
no deductible 

$150 
no deductible 

50% - $500 min - $2,000 max 
no deductible 

If this is the plan for you, enroll at Shop.Highmark.com or call 1-855-837-9154. 
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The following Highmark plan options are not available on 
the Health Insurance Marketplace and may be purchased 
directly through Highmark without financial help. 

Lycoming County: 

my Priority Blue Flex EPO Bronze 7800 - 1 Free PCP Visit 
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Available in: Lycom
ing county 

my Priority Blue Flex EPO Bronze  
7800 - 1 Free PCP Visit 
Off Exchange Base Plan ID: 79962PA0190003 00 

All plans have FREE 
in-network preventive care. 
That’s care like yearly wellness exams, childhood 
immunizations, mammograms, and flu shots — 
at no cost to you. 

In-network Use the doctors, specialists, hospitals, and clinics who are part of your plan’s 
network for non-emergency medically necessary services to be covered. 

DEDUCTIBLE (1/1/20 - 12/31/20) 
Enhanced 

Standard 
$7,800 Individual $15,600 Family 

Out of Pocket Maximum 
Enhanced 

Standard 
$7,900 Individual $15,800 Family 

Most Used Benefits 

Primary Care Visits 
Enhanced 

$0 for the first visit then 
40% after deductible 

Standard 60% after deductible 

Telemedicine 
Enhanced 

Standard 

0% no deductible 

Retail Clinic Visit 
Enhanced 40% after deductible 

Standard 60% after deductible 

Outpatient Mental 
Health Visits 

Enhanced 

Standard 

$0 first 2 visits 
then 40% after 
deductible 

Specialist and 
Virtual Visits 

Enhanced 40% after deductible 

Standard 60% after deductible 

Other Important Benefits 

Advanced Scans & Imaging 

Enhanced 40% after deductible 

Standard 60% after deductible 

Medical and Surgical 
Care Expenses 

Enhanced 
40% after 
deductible 

Standard 
60% after 
deductible 

Basic Imaging & Testing 

Enhanced 40% after deductible 

Standard 60% after deductible 

Physical Therapy, 
Spinal Manipulation 

Enhanced 
40% after 
deductible 

Standard 
60% after 
deductible 

Emergency Services 

Enhanced 

Standard 

40% after deductible 
Speech & 
Occupational Therapy 

Enhanced 
40% after 
deductible 

Standard 
60% after 
deductible 

Hospital Inpatient, Maternity 
Enhanced 40% after deductible 

Standard 60% after deductible 
Urgent Care 

Enhanced 

Standard 
$100 copay 

Hospital Outpatient 
Enhanced 40% after deductible 

Standard 60% after deductible 

Lab & Pathology 
Enhanced 40% after deductible 

Standard 60% after deductible 
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Emergency and urgent care are always covered at in-network rates - even if the care is being provided at an out-of-network  
facility. If you think that you are having a medical emergency, call 911 or go immediately to the nearest emergency room. 

Urgent Care $100 copay Emergency Services  40% after deductible 

This plan includes out-of-network coverage only for urgent care and emergency services. If you receive any other services from an  
out-of-network provider or facility, this plan doesn’t cover them. 

Drug Coverage Only in-network pharmacies are covered. To find out which pharmacies 
are in-network, visit Highmark2020Plans.com/NEPA.  

TIERS Tier 1 Tier 2 Tier 3 Tier 4 

Prescription Drug Coverage Retail 
(31 days supply) 

$0 
no deductible 

$20 
no deductible 

35% 
no deductible 

50% - $250 min - $1,000 max 
no deductible 

Prescription Drug Coverage Mail 
(90 days supply) 

$0 
no deductible 

$40 
no deductible 

35% 
no deductible 

50% - $500 min - $2,000 max 
no deductible 

If this is the plan for you, enroll at Shop.Highmark.com or call 1-855-837-9154. 
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So, what’s your plan? 

(Copy the plan name, type, and plan ID down here for reference.) 

Now that you’ve got your choice, let’s make 
sure the providers you’d like to see are  
covered by the plan you picked. 

Go to HighmarkBCBS.com and 
click Find a Doctor. 
Use the menu to search for your providers. Once you’ve confirmed they’re 
in-network, go to the checklist on the next page. 
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ACA Enrollment Checklist 
To enroll, you need the following info for each person who will 
be covered on your plan: 

Date of birth 

Social Security number 
(or legal immigrant documents) 

Income documentation 
(pay stubs, W-2 forms, or wage and tax statements) 

Current health insurance policy numbers (if applicable) 

Info on any health insurance you or your family 
could get from your job 

You know the Highmark plan you want, that it covers the 
doctors you want to see, your medications, and you’ve got all 
your documents. Awesome. That means you’re ready to enroll. 

If you want to enroll on your own: Visit Highmark2020Plans.com/NEPA 
or if you want help: Call 1-855-837-9154 . 
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Health care lingo, translated. 
When you’re choosing plans, you’re bound to see certain terms over and over. 
Here’s a cheat sheet for a few of the most important ones. 

BLUECARD® 

A program that connects 
independent Blue Plans across 
the country and the world. It 
gives Blue Plan members access 
to in-network coverage while 
outside their plan area. The level 
of coverage depends on your 
chosen plan. 

COINSURANCE 
The percentage of total cost of 
care you may owe for certain 
covered services after reaching your 
deductible. For example, if your plan 
pays 80%, you pay 20%. 

COPAY 
The set amount you pay for certain 
covered services, could be $20 for 
a doctor visit or $30 for a specialist. 
If you owe a copay, you must pay it 
when you check in for your visit. 

DEDUCTIBLE 
The set amount you pay for covered 
health services or drug costs before 
your plan starts paying. 

EMERGENCY SERVICES 
Care for a condition needing 
immediate attention to avoid severe 
harm. 

FORMULARY 
A list of drugs selected by the Plan 
based on certain clinical factors. 
The list of medicines is sorted by 
tier. Lower tiers usually mean lower 
copays. 

HABILITATIVE SERVICES 
Health care services that help you 
keep, acquire, or improve skills and 
functioning for daily living following 
disease, illness, or injury. 

HEALTH SAVINGS 
ACCOUNT (HSA) 
An account to set aside pre-tax money 
to pay for qualified medical expenses. 
You can only have an HSA if you have 
a Qualified High-Deductible Health 
Plan. 

HIGH-DEDUCTIBLE HEALTH 
PLAN (HDHP) 
A plan that usually comes with a lower 
premium because you pay more for 
health care services up front before the 
insurance company starts to pay. Some 
of these plans are often combined with 
a health savings account. 

IN-NETWORK PROVIDER 
A doctor or hospital that has an 
agreement with the plan and will accept 
plan allowance plus member copay or 
coinsurance as payment in full. 

OUT-OF-NETWORK PROVIDER 
A doctor or hospital that does not 
have an agreement with the plan and 
does not have to accept plan allowance 
plus member copay or coinsurance as 
payment in full. 

OUT-OF-POCKET MAXIMUM 
The most you’d pay for covered care 
in a benefit period or year. If you reach 
this amount, your plan pays 100% after 
that. 

PLAN ALLOWANCE 
The maximum amount your plan has 
agreed to pay for a covered health care 
service. If your provider bills for more 
than this amount, you may have to pay 
the difference. 

PREMIUM 
The monthly amount paid coverage. 

PREVENTIVE CARE SERVICES 
Routine care like screenings and 
checkups that help keep health 
issues from happening. Refer to the 
Highmark Preventive Schedule for 
the list of preventive care services. 

PRIMARY CARE PROVIDER (PCP) 
The medical professional you see for 
most of your basic care, like yearly 
preventive visits and screenings. 

QUALIFIED HEALTH PLAN (QHP) 
A plan that has been certified by the 
Health Insurance Marketplace and 
meets all ACA requirements. That 
includes providing the 10 essential 
health benefits and staying inside the 
limits for deductibles, copays, and 
out-of-pocket maximums. 

REHABILITATIVE SERVICES 
Care that helps you keep, get back, 
or improve skills and functioning for 
daily living after you were sick, hurt, 
or disabled. 

RETAIL CLINIC 
Walk-in centers for less complex 
health needs, generally open in the 
evenings and on weekends. 

TELEMEDICINE 
Health care or guidance that you 
get from a doctor in real time via 
a smart device or computer. 

URGENT CARE CENTER 
A walk-in center for when you 
have a condition that’s serious 
enough to need care right away, 
but not serious enough for a trip 
to the emergency room. 

60 



  

 

 

61

Enrollment dates for 
ACA health plans. 
There are two different ways you can be eligible to enroll or change your 
coverage through the ACA. One is a fixed period that happens every year. 
The other is for special cases that can happen any time. 

OPEN ENROLLMENT PERIOD 
November 1st – December 15th, 2019 
During this window, you can get or change your ACA coverage. 
The plan you pick takes effect January 1st, 2020. 

SPECIAL ENROLLMENT PERIODS 
Can happen any time throughout the year 
Outside the Open Enrollment Period, you can only get or change 
coverage if you have a qualifying life event. That can be a new baby, 
getting married, losing existing coverage, or moving to a new area 
where you can’t keep your current plan. 

If you think you’re eligible for a Special Enrollment Period, you may be asked to submit 
documents to prove it. You can go to discoverhighmark.com for more information. 
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There’s a whole lot of legalese around these plans. 
We put it all in one place for you. 

myCare NavigatorSM is a service mark of Highmark Inc. 

Insurance or benefit administration is provided by or through Highmark Blue 
Cross Blue Shield, Highmark Benefits Group, or First Priority Health, all of which 
are independent licensees of the Blue Cross and Blue Shield Association. 

Discrimination is Against the Law 

The Claims Administrator/Insurer complies with applicable Federal civil rights 
laws and does not discriminate on the basis of race, color, national origin, age, 
disability, or sex, including sex stereotypes and gender identity. The Claims 
Administrator/Insurer does not exclude people or treat them differently 
because of race, color, national origin, age, disability, or sex assigned at birth, 
gender identity or recorded gender. Furthermore, the Claims Administrator/ 
Insurer will not deny or limit coverage to any health service based on the fact 
that an individual’s sex assigned at birth, gender identity, or recorded gender 
is different from the one to which such health service is ordinarily available. 
The Claims Administrator/Insurer will not deny or limit coverage for a specific 
health service related to gender transition if such denial or limitation results 
in discriminating against a transgender individual. The Claims Administrator/ 
Insurer: 

• Provides free aids and services to people with disabilities to communicate 
effectively with us, such as: 

– Qualified sign language interpreters 

– Written information in other formats (large print, audio, accessible 
electronic formats, other formats) 

• Provides free language services to people whose primary language is not 
English, such as: 

– Qualified interpreters 

– Information written in other languages 

If you need these services, contact the Civil Rights Coordinator. 

If you believe that the Claims Administrator/Insurer has failed to provide 
these services or discriminated in another way on the basis of race, color, 
national origin, age, disability, or sex, including sex stereotypes and gender 
identity, you can file a grievance with: Civil Rights Coordinator, P.O. Box 22492, 
Pittsburgh, PA 15222, Phone: 1-866-286-8295, TTY: 711, Fax: 412-544-2475, 
email: CivilRightsCoordinator@highmarkhealth.org. You can file a grievance 
in person or by mail, fax, or email. If you need help filing a grievance, the 
Civil Rights Coordinator is available to help you. You can also file a civil rights 
complaint with the U.S. Department of Health and Human Services, Office for 
Civil Rights electronically through the Office for Civil Rights Complaint Portal, 
available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone 
at: 

U.S. Department of Health and Human Services 
200 Independence Avenue, SW 
Room 509F, HHH Building 
Washington, D.C. 20201 
1-800-368-1019, 800-537-7697 (TDD) 

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. 

http://www.hhs.gov/ocr/office/file/index.html
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
mailto:CivilRightsCoordinator@highmarkhealth.org


 

 

HIGHMARK DISCLOSURES 

Important Benefit Details 

*Non-Embedded Family Deductible:  For an agreement covering more than 
one (1) family member, the family deductible must be satisfied before the 
plan will begin to pay benefits for covered services for any covered family 
member. When the family deductible has been satisfied, the family deductible 
will be considered to have been satisfied for all family members, the plan will 
begin to pay benefits for covered services for all covered family members for 
the remainder of the benefit period (January 1, 2020– December 31, 2020). 
The family deductible can be met by one family member or a combination of 
members. 

Aggregate/Embedded Family Deductible Plans: For an Agreement covering 
more than one (1) family member, as each Member satisfies their individual 
Deductible, the Plan will begin to pay benefits for Covered Services for that 
Member for the remainder of the Benefit Period (January 1, 2020– December 
31, 2020), whether or not the entire family Deductible has been satisfied. 
When the family Deductible has been satisfied, the family Deductible will be 
considered to have been satisfied for all remaining covered family members. 
Not every individual member must meet the individual deductible for the 
family deductible to be met and no individual member may satisfy the entire 
family Deductible. 

You are responsible for out-of-pocket costs each benefit period (January 1, 
2020 – December 31, 2020) up to the maximum amount shown. Thereafter, 
the plan pays 100% of the Provider’s Allowable Charge during the remainder 
of the benefit period. This amount does not include amounts in excess of the 
provider’s allowable charge. 

Diagnostic Lab services include Laboratory and Pathology. Diagnostic Lab 
services require one copay (or, for some plans, coinsurance after deductible) 
per date of service and type of service. 

Basic Diagnostic Services include Diagnostic X-ray, diagnostic medical and 
allergy testing. Basic diagnostic services require one copay (or, for some plans, 
coinsurance after deductible) per date of service and type of service. 

Advanced Imaging services include, but are not limited to, CAT scan, CTA, MRI, 
MRA, PET scan, and PET/CT Scan. Advanced Imaging services require one copay 
(or, for some plans, coinsurance after deductible) per date of service and type 
of service. 

Pediatric vision benefits utilize the Davis National Network. Pediatric dental 
benefits utilize United Concordia’s Advantage Network. 

Essential Formulary prescription drug cost covers a 90-day (Mail Order) or 31-
day (Retail) supply. This plan has a four-tier closed formulary prescription drug 
structure. 

Qualified High Deductible Health Plans may be coupled with a Health 
Savings Account (HSA). However, certain Cost-Sharing Reductions (CSR) or 
plan variations of this plan that are offered through the Health Insurance 
Marketplace are not intended to be used with an HSA. If you have questions, 
please check with your financial advisor. 

BlueCard coverage is available for emergency or urgent care for all plans when 
you are away from home. Routine care is also covered for some plans. If you 
seek care out of your plan’s service area for a non-emergent or non-urgent 
condition, you may be responsible for all costs associated with that care. 
Consult your plan documents for additional information. 

Highmark Blue Cross Blue Shield, Highmark Benefits Group, and FIrst Priority 
Health are Qualified Health Plan issuers in the Health Insurance Marketplace. 

Please note that information regarding the Patient Protection and Affordable 
Care Act of 2010 (a.k.a. “PPACA”, “Affordable Care Act”, “ACA”, and/or “Health 
Care Reform”), as amended, and/or any other law, does not constitute legal 
or tax advice and is subject to change based upon the issuance of new 
guidance and/or change in laws. This information is intended to provide 
general information only and does not attempt to give you advice that relates 
to your specific circumstances. The information regarding any health plan 
will be subject to the terms of the applicable health plan benefit agreement. 
Any review of materials, request for information, or application does not 
obligate you to enroll for coverage. Please request the Outline of Coverage for 
details on benefits, conditions, and exclusions. Providing your information is 
voluntary. 

To find more information about Highmark’s benefits and operating 
procedures, such as accessing the drug formulary or using network providers, 
please go to DiscoverHighmark.com/QualityAssurance; or for a paper copy, 
call 1-855-873-4106 (TTY/TDD 711). 

BlueCard® is a registered mark of the Blue Cross and Blue Shield Association, 
an association of independent Blue Cross and Blue Shield Plans. 

You should confirm the network status of a provider prior to receiving 
services. You can call My Care Navigator at 1-888-BLUE-428 to confirm if a 
doctor or facility will be in network in 2020. 

American Well is an independent company that provides telemedicine 
services.  American Well does not provide Blue Cross and/or Blue Shield 
products or services and it is solely responsible for its telemedicine services. 

https://DiscoverHighmark.com/QualityAssurance


 

 
 

You know the Highmark plan you 
want, that it covers your current 
doctors and medications, and you’ve 
got all the documentation. Awesome. 
That means you’re ready to enroll. 

Enroll online at Highmark2020Plans.com/NEPA. 

(Or call 1-855-837-9154 to enroll over the phone.) 

https://Highmark2020Plans.com/NEPA


 

 

Highmark, a member of the Blue Cross and 
Blue Shield Association*

*The Blue Cross and Blue Shield Association is an association of independent Blue Cross and Blue Shield plans. 

, has been providing 
secure and stable health care coverage for 
over 80 years. With one in three Americans 
covered by a Blue Cross and/or Blue Shield 
plan, when you’re with Highmark, you’re in 
good company. 
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