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2026 Summary of Benefits 

BlueCross Blue Basic (PPO) 

H8003, Plan 007 
 

This is a summary of the health and drug services covered by BlueCross Blue Basic (PPO): January 1, 2026 – 
December 31, 2026. 

This plan, BlueCross Blue Basic, is offered by BlueCross BlueShield of South Carolina. BlueCross Blue Basic is 
a Medicare Advantage PPO plan with a Medicare contract. Enrollment in BlueCross BlueShield of South 
Carolina depends on contract renewal. 

The benefit information provided is a summary of what we cover and what you pay. It does not list every 
service that we cover, or list every limitation, or exclusion. To get a complete list of services we cover, 
please request the Evidence of Coverage by calling Customer Service at 1-855-204-2744 (TTY users should 
call 711). The Evidence of Coverage is also available online at www.SCBluesMedAdvantage.com. 

To join BlueCross Blue Basic (PPO), you must be entitled to Medicare Part A, be enrolled in Medicare Part B, 
and live in our service area. 

Our service area includes these counties in South Carolina: Aiken, Anderson, Beaufort, Berkeley, Calhoun, 
Charleston, Cherokee, Chesterfield, Dillon, Dorchester, Fairfield, Florence, Georgetown, Greenville, Horry, 
Jasper, Kershaw, Lancaster, Lexington, Marion, Marlboro, Newberry, Oconee, Orangeburg, Pickens, 
Richland, Saluda, Spartanburg, Sumter, and York. 

BlueCross Blue Basic (PPO) has a network of doctors, hospitals, and other providers, as well as access to out-
of-network providers. As a member of our plan, you do not need a referral from a Primary Care Provider to 
see a Specialist or to obtain a service. However, you are required to obtain prior authorization from our plan 
for some services. 

For coverage and costs of Original Medicare, look in your current “Medicare & You” handbook. View it 
online at www.medicare.gov or get a copy by calling 1-800-MEDICARE (1-800-633-4227), 7 days a week, 24 
hours a day. TTY users should call 1-877-486-2048. 

Customer Service has free language interpreter services available for non-English speakers. This information 
is available in other formats. To get this information in other formats, please call Customer Service. 

For more information or to enroll, call us at 1-800-930-2836 (TTY users should call 711), or visit us at 

www.SCBluesMedAdvantage.com. We are available for phone calls from October 1 to March 31; you can 

call us 8 am to 8 pm, 7 days a week. For all other times, we’re here 8 am to 8 pm, Monday through Friday. 

Calls to this number are answered by a licensed insurance agent. 
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MONTHLY PREMIUM, DEDUCTIBLE, AND LIMITS ON HOW MUCH YOU PAY FOR COVERED 

SERVICES 

Premiums and 

Benefits 
BlueCross Blue Basic (PPO) 

Plan Premium You pay $0. 

You must continue to pay your Medicare Part B premium. 

Deductible No Deductible. 

Maximum Out-of-

Pocket 

Responsibility 

Your yearly limit(s) in this plan: 

• $5,900 for services you receive from in-network providers. 

• $9,550 for services you receive from in and out-of-network providers combined. 

If you reach the limit on out-of-pocket costs, you keep getting hospital and medical 

services covered and we will pay the full cost for the rest of the year. Please note that 

you will still need to pay your monthly premiums. 

 
 

COVERED MEDICAL AND HOSPITAL BENEFITS 

Benefits/Services BlueCross Blue Basic (PPO) 

Inpatient Hospital 

In-Network: 

Days 1-5: You pay a $325 copay per day for each admission. 

Days 6-90: You pay a $0 copay per day. 

Out-of-Network: 

You pay 20% of the total cost per stay. 

This benefit will begin on day 1 each time you are admitted to a specific facility type. 

You pay your cost share per admission. 

May require prior authorization. 

Outpatient Hospital 

In-Network: 

You pay a $0 - $250 copay for outpatient services including outpatient surgeries. You 

pay a $0 copay for a colonoscopy even if a polyp is found and removed during the 

procedure. 

You pay a $275 copay for each Medicare covered observation service. 

Out-of-Network: 

You pay 20% of the total cost. 

May require prior authorization. 
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Benefits/Services BlueCross Blue Basic (PPO) 

Ambulatory Surgical 

Center 

In-Network: 

You pay a $0 - $195 copay. You pay a $0 copay for a colonoscopy even if a polyp is 

found and removed during the procedure. 

Out-of-Network: 

You pay 20% of the total cost. 

May require prior authorization. 

Doctor's Office 

Visits 

In-Network: 

Primary care physician visit: You pay a $0 copay. 

Specialist visit: You pay a $35 copay. 

Out-of-Network: 

Primary care physician visit: You pay a $30 copay. 

Specialist visit: You pay a $45 copay. 

Telehealth 

Primary care physician: You pay a $0 copay. 

Dermatology Specialist: You pay a $30 copay. 

Psychiatric and Mental Services: You pay a $40 copay. 

*Members must use Blue CareOnDemandSM Powered by MDLIVE® for the Telehealth 

services. First time users will need to register by logging in to My Health Toolkit®. 

Preventive Care 

(e.g., flu vaccine, 

diabetic screenings) 

In-Network: 

You pay a $0 copay. 

Out-of-Network: 

You pay 20% of the total cost. 

Preventive care includes: Abdominal aortic aneurysm screening; Annual wellness 
visit; Bone mass measurement; Breast cancer screening (mammograms); 
Cardiovascular disease risk reduction visit; Cardiovascular disease screening; Cervical 
and vaginal cancer screening; Colorectal cancer screening; Depression screening; 
Diabetes screening and training; Diabetes self-management training; Health and 
wellness education programs; HIV screening; Medical nutrition therapy; Medicare 
Diabetes Prevention Program; Obesity screening and therapy; Pre-exposure 
prophylaxis for HIV prevention; Prostate cancer screening; Screening and counseling 
to reduce alcohol misuse; Screening for lung cancer; Screening for Hepatitis C virus 
infection; Screening for sexually transmitted infections (STIs) and counseling to 
prevent STIs; Smoking and tobacco use cessation; Vision care; Welcome to Medicare 
initial visit; Vaccines, including flu shots and pneumococcal shots; Annual Physical; 
and Health Coaching via BlueCross authorized vendor provider. 
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Benefits/Services BlueCross Blue Basic (PPO) 

Emergency Care 

You pay a $115 copay per visit, waived if admitted within 24 hours. 

Worldwide Emergency Coverage: You pay a $250 service specific deductible and then 
20% of the total cost for worldwide emergency care. 

Urgently Needed 

Services 

You pay a $10 copay per visit; waived if admitted within 24 hours. 

Worldwide Urgent Coverage: You pay a $45 copay for urgent care outside of the 
United States. 

Diagnostic Services 

/ Labs/ Imaging 

In-Network: 

Diagnostic tests and procedures: You pay a $0 - $100 copay. You pay a $0 copay for 

diagnostic EKG and diagnostic colorectal screening. 

Lab services: You pay a $0 copay at a Primary Care Physician/Specialist office. You 

pay a $10 copay for outpatient lab services. 

Diagnostic Radiology Services (such as MRI, CAT Scan): You pay a $0 - $150 copay. 

You pay a $0 copay for diagnostic mammograms and ultrasounds. 

X-rays: You pay a $10 copay. 

Therapeutic radiology services (such as radiation treatment for cancer): You pay 20% 

of the total cost. 

Out-of-Network: 

Diagnostic tests and procedures: You pay 20% of the total cost. 

Lab services: You pay 20% of the total cost. 

Diagnostic Radiology Services (such as MRI, CAT Scan): You pay 20% of the total cost. 

X-rays: You pay 20% of the total cost. 

Therapeutic radiology services (such as radiation treatment for cancer): You pay 20% 
of the total cost. 

May require prior authorization. 

Hearing Services  

 

 

 

 

In-Network: 

Medicare-covered hearing exam to diagnose and treat hearing and balance issues: 

You pay a $45 copay. 

Routine hearing exam (up to 1 visit every year): You pay a $45 copay using 
TruHearing providers. 

Hearing Aid (up to 2 hearing aids every year): You pay a $699 - $999 copay using 

TruHearing network for up to 2 hearing aids per year (one per ear, each year). 

The copayment range is based on different types and styles of hearing aids. The 

lower range $699 is for the Advanced hearing aid type and the higher range $999 is 
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Benefits/Services BlueCross Blue Basic (PPO) 

 

 

 

 

Hearing Services 

(continued) 

for the Premium hearing aid type, a TruHearing provider must be used for in- and 

out-of-network hearing aid benefit. 

Out-of-Network: 

Medicare-covered hearing exam to diagnose and treat hearing and balance issues: 

You pay $45 copay. 

Routine hearing exam (up to 1 visit(s) every year): You pay 20% of the total cost using 
TruHearing providers. 

Hearing Aid (up to 2 hearing aids every year): You pay a $699 - $999 copay using 

TruHearing network for up to 2 hearing aids per year (one per ear, each year).  

The copayment range is based on different types and styles of hearing aids. The 

lower range $699 is for the Advanced hearing aid type and the higher range $999 is 

for the Premium hearing aid type, a TruHearing provider must be used for in- and 

out-of-network hearing aid benefit.  

Hearing Aid (Not using TruHearing): You pay 20% of the total cost. 

Preventive Dental 

(non-Medicare 

covered) 

In-Network: 

You pay a $0 copay. 

You get 2 preventive dental visits to include an oral exam and cleaning; 1 dental 

bitewing x-ray, and two fillings per year (fluoride treatment not covered). 

Out-of-Network: 

You pay 50% of the total cost. 

You get 2 preventive dental visits to include an oral exam and cleaning; 1 dental 

bitewing x-ray, and two fillings per year (fluoride treatment not covered). 

In-network services receive the BCBS discount (Going to an out of network dentist 

may cost you more than using a contracted in network dentist. We pay up to 50% 

of the total cost for reasonable and customary charges for out of network claims.) 

*You pay $0 for preventive dental services. Limitations apply, see your EOC for 

details. 
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Benefits/Services BlueCross Blue Basic (PPO) 

Comprehensive 

Dental 

(Non-Medicare 

Covered) 

In-Network: 

You pay 50% of the total cost. 

Out-of-Network: 

You pay 50% of the total cost. 

Non-routine services, diagnostic services, restorative services, endodontics, 

extractions, prosthodontics, other oral/maxillofacial surgery, periodontics, and other 

services (i.e., dentures, root canals). We Do Not cover dental implants including 

procedures related to the implant, implant crowns, implant abutments, or any other 

service related to the implant. 

In-network services receive the BCBS discount (Going to an out of network dentist 

may cost you more than using a contracted in network dentist. We pay up to 50% 

of the total cost for reasonable and customary charges for out of network claims.) 

*Comprehensive dental services are included in your $3,000 comprehensive limit per 

year. See your EOC for details. 

Comprehensive 

Dental 

(Medicare Covered) 

In-Network: 

Medicare Covered: You pay a $50 copay. 

Out-of-Network: 

Medicare Covered: You pay $50 copay. 

See your EOC for details. 

Vision Services  

 

 

 

 

In-Network: 

Medicare Covered: 

You pay a $0 - $50 copay. 

You pay a $0 copay for vision services related to the diagnosis and treatment of 

illness and injury of the Eye, includes limited coverage of eyewear and prosthetic 

lenses related to cataract surgery, yearly Diabetic Retinopathy eye exam, and 

Glaucoma Tests. You pay a $50 copay for all other Medicare-covered vision services. 

Non-Medicare Covered: 

Routine eye exam: You pay a $0 copay. using the Vendor network. 1 exam per year. 

You pay a $0 copay for one pair of lenses or contact lenses every year. Benefit to 

include frames every two years using a BlueCross authorized vendor provider. 
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Benefits/Services BlueCross Blue Basic (PPO) 

Vision Services 

(continued) 

Out-of-Network: 

Medicare Covered: 

You pay a $50 copay. 

You pay a $0 copay for vision services related to the diagnosis and treatment of 

illness and injury of the Eye, includes limited coverage of eyewear and prosthetic 

lenses related to cataract surgery, yearly Diabetic Retinopathy eye exam, and 

Glaucoma Tests. You pay a $50 copay for all other Medicare-covered vision services. 

Non-Medicare Covered: 

Routine eye exam: You pay a $0 copay using the Vendor network, 1 exam per year. 

You pay a $0 copay for one pair of lenses or contact lenses every year. Benefit to 

include frames every two years using a BlueCross authorized vendor provider. 

Mental Health Care 

Inpatient hospital - 
psychiatric 

In-Network: 

Days 1-3: You pay a $690 copay per day for each admission. 

Days 4-90: You pay a $0 copay per day. 

Out-of-Network: 

You pay 20% of the total cost. 

May require prior authorization. 

Mental Health Care 

Outpatient group 

therapy/individual 

therapy 

In-Network: 

You pay a $45 copay per Individual or Group Mental Health visit. 

You pay a $35 copay per Individual or Group Psychiatric service visit. 

Out-of-Network: 

You pay 20% of the total cost for Mental Health or Psychiatric service visits. 

Skilled Nursing 

Facility (SNF) 

In-Network: 

Days 1-20: You pay a $0 copay per day. 

Days 21-100: You pay a $218 copay per day. 

Out-of-Network: 

You pay 20% of the total cost per stay. 

Our plan covers up to 100 days in a SNF. 

May require prior authorization. 
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Benefits/Services BlueCross Blue Basic (PPO) 

Outpatient 

Rehabilitation 

In-Network: 

Occupational therapy visit: You pay a $30 copay. 

Physical therapy and speech and language therapy visit: You pay a $20 copay. 

Out-of-Network: 

Occupational therapy visit: You pay a $45 copay. 

Physical therapy and speech and language therapy visit: You pay 20% of the total 
cost. 

May require prior authorization. 

Ambulance 

In-Network: 

Ground Ambulance: You pay a $275 copay. 

Air Ambulance: You pay a $275 copay. 

Out-of-Network: 

Ground Ambulance: You pay a $275 copay. 

Air Ambulance: You pay a $275 copay. 

Prior authorization may be required for non-emergency transportation. 

Transportation 
You pay $0 for 24 one-way trips per year to any health-related location. 

See your EOC for details. 

Medicare Part B 

Drugs 

In-Network: 

Medicare Part B Insulin drugs: You pay a $35 copay. 

Other Part B drugs to include chemotherapy drugs: You pay 0% - 20% of the total 

cost. 

Out-of-Network: 

Medicare Part B Insulin drugs: You pay a $35 copay. 

Other Part B drugs to include chemotherapy drugs: You pay 20% of the total cost. 
See EOC for details. 

May require prior authorization. 
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Additional 

Benefits/Services 

BlueCross Blue Basic (PPO) 

Chiropractic Office 

Visits – Medicare 

Covered* 

In-Network: 

You pay a $15 copay per visit. 

Out-of-Network: 

You pay 20% of the total cost. 

*Only manual manipulation of the spine to correct subluxation is covered. 

Fitness Benefit 
You pay $0 for basic membership to a contracted vendor participating fitness center 

and/or home fitness option. 

Foot Care Podiatry 

services 

In-Network: 

You pay a $40 copay per visit. 

Out-of-Network: 

You pay 20% of the total cost. 

Medical 

Equipment/Supplies* 

In-Network: 

Home Infusion: You pay 15% of the total cost. 

Durable medical, prosthetics and other Part B Services: You pay 20% of the total 

cost. 

Out-of-Network: 

Durable medical equipment and prosthetics to include home infusion: You pay 20% 
of the total cost. 

May require prior authorization. 

Diabetic supplies and 

Services 

In-Network: 

You pay a $0 copay for BlueCross preferred brand supplies, including test strips, 

glucose monitors, solutions, lances, and lancing devices. 

Note: In case of an approved medical exception, other brands may be covered; you 

pay 20% of the total cost. 

Out-of-Network: 

You pay 20% of the total cost. 
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Over the Counter 

OTC 

You receive $75 per quarter for a total of $300 per year in Over-the-Counter items 

with free shipping. Orders placed once per quarter via phone, catalog, or vendor 

website. You can use an OTC Benefits card to purchase healthy food in addition to 

OTC products. See EOC for details. 

Home Health Care 

In-Network: 

You pay 0% of the total cost. 

Out-of-Network: 

You pay 20% of the total cost. 

May require prior authorization. 

Meal Program 

You pay a $0 copay for meals upon discharge from a hospital or rehab facility. Two 

meals per day for 5 days. 

See EOC for details. 

Visitor Travel 

The Visitor/Travel Program will include Blue Medicare Advantage PPO network coverage of all Part A, Part B, 

and Supplemental benefits offered by your plan outside your service area in 48 states and 2 territories: 

Alabama, Arizona, Arkansas, California, Colorado, Connecticut, Delaware, District of Columbia, Florida, 

Georgia, Hawaii, Idaho, Illinois, Indiana, Iowa, Kansas, Kentucky, Louisiana, Maine, Maryland, Massachusetts, 

Michigan, Minnesota, Mississippi, Missouri, Montana, Nebraska, Nevada, New Hampshire, New Jersey, New 

Mexico, New York, North Carolina, North Dakota, Ohio, Oklahoma, Oregon, Pennsylvania, Puerto Rico, Rhode 

Island, South Carolina, South Dakota, Tennessee, Texas, Utah, Vermont, Virginia, Washington, West Virginia, 

and Wisconsin. For some of the states listed, MA PPO networks are only available in portions of the state. 

These areas are subject to change, see EOC for details. 

Limitations, copayments, and restrictions may apply. Benefits, premiums, copayments, or coinsurance may 

change on January 1 of each year. 

Out-of-network/non-contracted providers are under no obligation to treat BlueCross Blue Basic members, 

except in emergency situations. For a decision about whether we will cover an out-of-network service, we 

encourage you or your provider to ask us for a pre-service organization determination before you receive the 

service. Please call our Customer Service number, 1-855-204-2744 (TTY users should call 711), or see your 

Evidence of Coverage for more information, including the cost-sharing that applies to out-of-network services. 
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