
  

 
 

 

 

    

  
 

  
 

  
  

 
 

  

 

 
 





  

Rehabilitative Services 
 Physical Therapy $5 copay 20 visits per Benefit Year 

Occupational Therapy $5 copay 20 visits per Benefit Year 

 Speech Therapy  20% coinsurance after 



  

  

 



  

 

 

 

 

  
  

   

 

  
     

 
   

     
   

      

  
   

SCH-IN001(2023)-BLP Silver 2 

Covered Service You Pay 
(Network Providers Only) 

Limit 
(If Applicable) 

Dental (pediatric) 
Class I – Diagnostic/Preventive 

Class II – Minor Restorative 

Class III - Major/Comprehensive 

Class IV - Orthodontics 

No charge 

25% coinsurance after 
deductible 

45% coinsurance after 
deductible 

50% coinsurance after 
deductible 

2 check-ups per Benefit Year. Additional 
benefits available. Refer to your 

Evidence of Coverage 

Refer to your Evidence of Coverage 

Refer to your Evidence of Coverage 

Refer to your Evidence of Coverage 

Prior Authorization: Some services and items require prior authorization, which is the process used by the Plan to 
determine if it meets medical necessity and coverage requirements prior to the service being provided. The provider, or the 
member when using an out-of-network provider, is responsible for obtaining prior authorization for the services and items 
described on the prior authorization list. Please refer to the prior authorization list attached to your Evidence of Coverage for 
additional detail or you can obtain the list at 

http://www.caresource.com/marketplace
http://www.caresource.com/mp-IN-pa
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