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Benefit Description

Allergy Care
 

• Allergy testing
 

• Allergy treatment
 

• Sublingual allergy desensitization drugs as licensed by the U.S. FDA

Note: See earlier in this section for applicable office visit copayment.

Standard Option - You Pay
Preferred: 15% of the Plan allowance (deductible applies)

Participating: 35% of the Plan allowance (deductible applies)

Non-participating: 35% of the Plan allowance (deductible applies), plus any difference between our 
allowance and the billed amount

Basic Option - You Pay
Preferred primary care provider or other healthcare professional: $35 copayment

Preferred specialist: $45 copayment

Note: You pay 30% of the Plan allowance for agents, drugs, and/or supplies administered or obtained in 
connection with your care. 

Participating/Non-participating: You pay all charges (except as noted below)



Document Number: SB24-050
Chapter: Blue Cross and Blue Shield Service Benefit Plan

Blue Cross Blue Shield Federal Employee Program
Confidential - Internal FEP and Local Plan use only.

Revision #: v1.0 Page 2 of 3 Date Published: 1/1/2024

Note: For services billed by Non-participating laboratories or radiologists, you pay any difference 
between our allowance and the billed amount.

 

 

Benefit Description
 

• Allergy injections

Note: See earlier in this section for applicable office visit copayment.

Standard Option - You Pay
Preferred: 15% of the Plan allowance (deductible applies)

Participating: 35% of the Plan allowance (deductible applies)

Non-participating: 35% of the Plan allowance (deductible applies), plus any difference between our 
allowance and the billed amount

Basic Option - You Pay
Preferred: Nothing

Participating/Non-participating: You pay all charges
 

 

Benefit Description
 

• Preparation of each multi-dose vial of antigen

Note: See earlier in this section for applicable office visit copayment.

Standard Option - You Pay
Preferred: 15% of the Plan allowance (deductible applies)

Participating: 35% of the Plan allowance (deductible applies)

Non-participating: 35% of the Plan allowance (deductible applies), plus any difference between our 
allowance and the billed amount
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Basic Option - You Pay
Preferred primary care provider or other healthcare professional: $35 copayment per multi-dose vial of 
antigen

Preferred specialist: $45 copayment per multi-dose vial of antigen

Participating/Non-participating: You pay all charges (except as noted below)

Note: For services billed by Non-participating laboratories or radiologists, you pay any difference 
between our allowance and the billed amount.

 

 

Benefit Description

Not covered: Provocative food testing

Standard Option - You Pay
All charges

Basic Option - You Pay
All charges

 

 

Go to page 49.  Go to page 51. 

a8376318-ebd6-421f-be63-acf8c88376a1_de32b2cf-ee99-4a63-a084-a7f681d63048.html?v=93585
a8376318-ebd6-421f-be63-acf8c88376a1_68caf671-eeba-4a19-9dc9-a30841b2f268.html?v=93585

