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Outpatient Prescription Drug Rider Group Rider 

PPO 

Enhanced Rx - Value Formulary $15/30/45 with $250 Pharmacy Deductible 

Summary of Benefits 

This Summary of Benefits shows the amount you will pay for covered Drugs under this prescription Drug Benefit.   
 
 

Pharmacy Network: Rx Ultra 

Drug Formulary: Value Formulary 

   

Calendar Year Pharmacy Deductible(CYPD)1 

A Calendar Year Pharmacy Deductible (CYPD) is the amount a Member pays each Calendar Year before Blue Shield 
pays for covered Drugs under the outpatient prescription Drug Benefit. Blue Shield pays for some prescription Drugs 
before the Calendar Year Pharmacy Deductible is met, as noted in the Prescription Drug Benefits chart below.     

  When using a Participating2 or Non-

Participating3 Pharmacy 

Calendar Year Pharmacy Deductible Per Member $250 
 

 

Prescription Drug Benefits4,5 Your payment 

 

When using a 

Participating 

Pharmacy2 

CYPD1 

applies 

When using a 

Non-Participating 

Pharmacy3 

CYPD1 

applies 

Retail pharmacy prescription Drugs     

Per prescription, up to a 30-day supply.     

Contraceptive Drugs and devices $0  

Applicable Tier 1, 

Tier 2, or Tier 3 

Copayment 

 

Tier 1 Drugs $15/prescription  
25% plus 

$15/prescription 
 

Tier 2 Drugs $30/prescription  
25% plus 

$30/prescription 
 

Tier 3 Drugs $45/prescription  
25% plus 

$45/prescription 
 

Tier 4 Drugs 
30% up to 

$250/prescription 
 

30% up to 

$250/prescription 

plus 25% of 

purchase price 

 

Retail pharmacy prescription Drugs      

Per prescription, for a 90-day supply.     

Contraceptive Drugs and devices $0  Not covered  

Tier 1 Drugs $45/prescription  Not covered  B
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Prescription Drug Benefits4,5 Your payment 

 

When using a 

Participating 

Pharmacy2 

CYPD1 

applies 

When using a 

Non-Participating 

Pharmacy3 

CYPD1 

applies 

Tier 2 Drugs $90/prescription  Not covered  

Tier 3 Drugs $135/prescription  Not covered  

Tier 4 Drugs 
30% up to 

$750/prescription 
 Not covered  

Mail service pharmacy prescription Drugs     

Per prescription, for a 31-90-day supply.     

Contraceptive Drugs and devices $0  Not covered  

Tier 1 Drugs $30/prescription  Not covered  

Tier 2 Drugs $60/prescription  Not covered  

Tier 3 Drugs $90/prescription  Not covered  

Tier 4 Drugs 
30% up to 

$500/prescription 
 Not covered  

 
 
 
 

Notes 

1 Calendar Year Pharmacy Deductible (CYPD): 

Calendar Year Pharmacy Deductible explained. A Calendar Year Pharmacy Deductible is the amount you pay each 

Calendar Year before Blue Shield pays for outpatient prescription Drugs under this Benefit. 

If this Benefit has a Calendar Year Pharmacy Deductible, outpatient prescription Drugs subject to the Deductible are 

identified with a check mark () in the Benefits chart above. 

Any applicable Copayment, Coinsurance and CYPD you pay counts towards the Calendar Year Out-of-Pocket 

Maximum. 

Outpatient prescription Drugs not subject to the Calendar Year Pharmacy Deductible. Some outpatient prescription 

Drugs received from Participating Pharmacies are paid by Blue Shield before you meet any Calendar Year Pharmacy 

Deductible. These outpatient prescription Drugs do not have a check mark () next to them in the "CYPD applies” 

column in the Prescription Drug Benefits chart above. 

 

2 Using Participating Pharmacies: 

Participating Pharmacies have a contract to provide outpatient prescription Drugs to Members. When you obtain 

covered prescription Drugs from a Participating Pharmacy, you are only responsible for the Copayment or 

Coinsurance, once any Calendar Year Pharmacy Deductible has been met. 

Participating Pharmacies and Drug Formulary. You can find a Participating Pharmacy and the Drug Formulary by 

visiting https://www.blueshieldca.com/wellness/drugs/formulary#heading2. 

 

3 Using Non-Participating Pharmacies: 

Non-Participating Pharmacies do not have a contract to provide outpatient prescription Drugs to Members. When 

you obtain prescription Drugs from a Non-Participating Pharmacy, you must pay all charges for the prescription, then 

submit a completed claim form for reimbursement. You will be reimbursed based on the price you paid for the Drug. 

 

https://www.blueshieldca.com/wellness/drugs/formulary#heading2


 

3 

Notes 

4 Outpatient Prescription Drug Coverage: 

Medicare Part D-creditable coverage- 

This prescription Drug coverage is on average equivalent to or better than the standard benefit set by the federal 

government for Medicare Part D (also called creditable coverage). Because this prescription Drug coverage is 

creditable, you do not have to enroll in Medicare Part D while you maintain this coverage; however, you should be 

aware that if you do not enroll in Medicare Part D within 63 days following termination of this coverage, you could be 

subject to Medicare Part D premium penalties.    

 

5 Outpatient Prescription Drug Coverage: 

Brand Drug coverage when a Generic or Biosimilar Drug is available. If you, the Physician, or Health Care Provider 

select a Brand Drug when a Generic Drug equivalent or Biosimilar Drug is available, you are responsible for the 

difference between the cost to Blue Shield for the Brand Drug and its Generic Drug equivalent or Biosimilar Drug plus 

the applicable tier Copayment or Coinsurance of the Brand Drug. This difference in cost will not count towards any 

Calendar Year Pharmacy Deductible, medical Deductible, or the Calendar Year Out-of-Pocket Maximum. If you or 

your Physician believes a Brand Drug is Medically Necessary, either person may request a Medical Necessity Review. 

If approved, the Brand Drug will be covered at the applicable Drug tier Copayment or Coinsurance. 

 See the Obtaining outpatient prescription Drugs at a Participating Pharmacy section for more information about how 

a brand contraceptive may be covered without a Copayment or Coinsurance. 

Short-Cycle Specialty Drug program. This program allows initial prescriptions for select Specialty Drugs to be filled for a 

15-day supply with your approval. When this occurs, the Copayment or Coinsurance will be pro-rated. 

Specialty Drugs. Specialty Drugs are only available from a Network Specialty Pharmacy, up to a 30-day supply. 

Oral Anticancer Drugs. You pay up to $250 for oral Anticancer Drugs from a Participating Pharmacy, up to a 30-day 

supply. Oral Anticancer Drugs from a Participating Pharmacy are not subject to any Deductible. 

Retail pharmacy. You may receive up to a 90-day supply for maintenance Drugs at a Participating Pharmacy when 

you pay the applicable Copayment or Coinsurance for each 30-day supply. 

Mail service Drugs. You pay the applicable 30-day retail pharmacy Copayment or Coinsurance for a 30-day supply or 

less from the mail service pharmacy. 

 

 

Benefit designs may be modified to ensure compliance with State and Federal requirements.   



 

 

 

Blue Shield of California is an independent member of the Blue Shield Association        A52287GEN-NG_0122 

 

NOTICES AVAILABLE ONLINE 

Nondiscrimination and Language Assistance Services 
Blue Shield complies with applicable state and federal civil rights laws. We also offer language 
assistance services at no additional cost. 

View our nondiscrimination notice and language assistance notice: blueshieldca.com/notices. 
You can also call for language assistance services: (866) 346-7198 (TTY: 711). 

If you are unable to access the website above and would like to receive a copy of the 
nondiscrimination notice and language assistance notice, please call Customer Care at  
(888) 256-3650 (TTY: 711). 
 
 
Servicios de asistencia en idiomas y avisos de no discriminación 
Blue Shield cumple con las leyes de derechos civiles federales y estatales aplicables. También, 
ofrecemos servicios de asistencia en idiomas sin costo adicional. 

Vea nuestro aviso de no discriminación y nuestro aviso de asistencia en idiomas en 
blueshieldca.com/notices. Para obtener servicios de asistencia en idiomas, también puede llamar al 
(866) 346-7198 (TTY: 711). 

Si no puede acceder al sitio web que aparece arriba y desea recibir una copia del aviso de no 
discriminación y del aviso de asistencia en idiomas, llame a Atención al Cliente al  
(888) 256-3650 (TTY: 711). 
 
 
非歧視通知和語言協助服務 
Blue Shield 遵守適用的州及聯邦政府的民權法。同時，我們免費提供語言協助服務。 

如需檢視我司的非歧視通知和語言幫助通知，請造訪 blueshieldca.com/notices。您還可致電尋求語言協

助服務：(866) 346-7198 (TTY: 711)。 

如果您無法造訪上述網站，且希望收到一份非歧視通知和語言幫助通知的副本，請致電客戶服務部，電

話：(888) 256-3650 (TTY: 711)。 

 

http://www.blueshieldca.com/notices
http://www.blueshieldca.com/notices
http://www.blueshieldca.com/notices
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