Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

N epnr e rce O Local 542 PPO P3 Beneﬂt

Coverage Period: Beginning on or after 07/01/2025
Coverage for: Family |Plan Type: PPO

n The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share the cost
' for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.ibx.com/LGBooklet or by calling
1-800-ASK-BLUE (TTY:711). For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other
underlined terms see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary/ or call 1-800-ASK-BLUE (TTY:711) to request a copy.

Answers

Important Questions

What is the overall $0
deductible? ’

Are there services covered
before you meet your Yes.
deductible?

Are there other deductibles
for specific services?

What is the out-of-pocket
limit for this plan?

What is not included in the
out-of-pocket limit?

No.
Not Applicable.

Not Applicable.

Yes. See www.ibx.com/find_a provider or call
1-800-ASK-BLUE (TTY:711) for a list of network

roviders.

Will you pay less if you
use a network provider?

Do you need a referral to

e No.
see a specialist?

OMB control number: 0938-1146/Expiration date: 05/31/2026

Why This Matters:
See the Common Medical Events chart below for your costs for services this plan covers.

This plan covers some items and services even if you haven't yet met the deductible amount.
But a copayment or coinsurance may apply. For example, this plan covers certain preventive
services without cost sharing and before you meet your deductible. See a list of covered
preventive services at https://www.healthcare.gov/coverage/preventive-care-benefits/.

You don't have to meet deductibles for specific services.

This plan does not have an out-of-pocket limit on your expenses.

This plan does not have an out-of-pocket limit on your expenses.

This plan uses a provider network. You will pay less if you use a provider in the plan's
network. You will pay the most if you use an out-of-network provider, and you might receive
a bill from a provider for the difference between the provider's charge and what your plan
pays (balance billing). Be aware your network provider might use an out-of-network provider
for some services (such as lab work). Check with your provider before you get services.

You can see the specialist you choose without a referral.
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“ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

Common Medical Event Services You May Need In-Network Provider Out-of-Network Provider (You | Limitations, Exceptions, & Other Important
(You will pay the least) will pay the most) Information

Primary care visit to treat an

. ) Not covered. Not covered. None.
injury or illness
If you visit a health Specialist visit Not covered. Not covered. None
care provider's office Age and frequency schedules may apply. You
or clinic . . may have to pay for services that aren't
Preventive care/screening/ . S :
. - No charge. Not covered. preventive. Ask your provider if the services
iImmunization -
needed are preventive. Then check what your
plan will pay for.
3?rk?ostlc test (x-ray, blood Not covered. Not covered. None
If you have a test Precertification required for certain services.
* H H 0 1
Imaging (CT/PET scans, MRIs) Not covered. Not covered. .See septlon Ge.neral et 07 FE e o
in benefits for failure to precert out-of-network
or BlueCard services.
If you need drugs to  Generic Drugs Not covered. Not covered.
treat your illness or  Preferred Brand Not covered. Not covered. None
Sl Non Preferred Drugs Not covered. Not covered.

This cost share amount is for specialty
injectable or infusion therapy drugs covered by
the medical benefit. These drugs are typically

Specialty Drugs Not covered. Not covered. administered by a health care professional in a
home/office or outpatient facility. Prior-
authorization required. *See section Outpatient
Services.

Facility fee (e.g., ambulatory L Precertification may be required. *See section
surgery center) $T5NVisit. No charge. General Information. 0% reduction in benefits

surgery . for failure to precert out-of-network or BlueCard
Physician/surgeon fees No charge. No charge. SEIVICes.

If you have outpatient

*For more information about limitations and exceptions, see plan or policy document at www.ibx.com/LGBooklet. Page 2 of 6
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What You Will Pay

Common Medical Event Services You May Need In-Network Provider Out-of-Network Provider (You | Limitations, Exceptions, & Other Important
(You will pay the least) will pay the most) Information
$100/Visit visits 1-4 (visits 5-14,
Emergency room care $200/Visit; after visit 14, $500/ | Covered at In-Network level.
Visit). None
If you need |mmedlate Emerqency medical Not covered. Not covered.
medical attention transportation
Your costs for urgent care are based on care
Uraent care $50/Visit. No charge. received at a designated urgent care center or

facility, not your physician's office. Costs may
vary depending on where you receive care.

If you have a hospital i : $75/Day. Max of 5 Copayment | $75/Day. Max of 3 Copayment |Precertification required. 0% reduction in
stay Facillty fee (e.g. hospital room) (s)/Admission. (s)/Admission. benefits for failure to precert out-of-network or
Physician/surgeon fees No charge. No charge. BlueCard services.

Precertification may be required. 0% reduction

If you need mental , . Office: Not covered. Office: Not covered. . , .
health, behavioral Cigalien sefiezs All Other Services: Not covered. |All Other Services: Not covered. | bensits tor fallnure {jprecetoutaImewonK
or BlueCard services.
health, or substance P . . .
N . . Prece_rt|f|cat|on required. 0% reduction in
Inpatient services Not covered. Not covered. benefits for failure to precert out-of-network or
BlueCard services.
Office visits No charge. No charge. Office visit cost share applies to the first OB

visit only. Depending on the type of services,
additional copayments or coinsurance may
apply. Maternity care may include tests and
$75/Day. Max of 5 Copayment  $75/Day. Max of 3 Copayment  services described elsewhere in the SBC (i.e.

Childbirth/delivery professional

: No charge. No charge.
services

If you are pregnant

Childbirth/delivery facility services

(s)/Admission. (s)/Admission. ultrasound). Pre-notification requested for
maternity care.
Precertification required. 0% reduction in
If you need help Home health care No charge. Not covered. benefits for failure to precert out-of-network or
recovering or have BlueCard services.
other special health Rehabilitation services Not covered. Not covered. 0% reduction in benefits for fallure to precert
needs out-of-network or BlueCard services.

0% reduction in benefits for failure to precert

Habilitation services Not covered. Not covered. out-of-network or BlueCard services.

*For more information about limitations and exceptions, see plan or policy document at www.ibx.com/LGBooklet. Page 3 of 6
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What You Will Pay

Common Medical Event Services You May Need In-Network Provider Out-of-Network Provider (You | Limitations, Exceptions, & Other Important
(You will pay the least) will pay the most) Information

Precertification required. 0% reduction in
Skilled nursing care No charge. No charge. benefits for failure to precert out-of-network or

BlueCard services.
Precertification required for selected items.
*See section General Information. 0% reduction

Durable medical equipment Not covered. Not covered. in benefits for failure to precert out-of-network
or BlueCard services.
Precertification required. 0% reduction in
Hospice services No charge. Not covered. benefits for failure to precert out-of-network or
BlueCard services.
If your child needs Children's eye exam Not covered. Not covered. None
dental or eye care Children's glasses Not covered. Not covered. None
Children's dental check-up Not covered. Not covered. None

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

. Acupuncture . Hearing aids . Routine eye care (Adult)
. Chiropractic care . Infertility treatment . Routine foot care

. Cosmetic surgery . Long-term care . Weight loss programs

. Dental care (Adult) . Private-duty nursing

Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)

. Bariatric surgery . Non-emergency care when
traveling outside the U.S. See
www.bcbsglobalcore.com

*For more information about limitations and exceptions, see plan or policy document at www.ibx.com/LGBooklet. Page 4 of 6
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. To contact the plan at 1-800-ASK-BLUE (TTY: 711) or
the contact information for those agencies is: For group health coverage subject to ERISA, contact the Department of Labor's Employee Benefits Security Administration at
1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform; For non-federal governmental group health plans, contact the Department of Health and Human Services, Center for
Consumer Information and Insurance Oversight, 1-877-267-2323 x61565 or www.cciio.cms.gov. Church plans are not covered by the Federal COBRA continuation coverage
rules. If the coverage is insured, individuals should contact their State Insurance regulator regarding their possible rights to continuation coverage under State law. Other
coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the
Pennsylvania Health Insurance Marketplace, visit www.Pennie.gov or call 1-844-844-8040.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance or
appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete information
on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact: For group health coverage
subject to ERISA, contact the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform; for non-federal
governmental group health plans and church plans that are group health plans, contact us at 1-800-ASK-BLUE (TTY:711); if the coverage is insured, you may also contact the
Pennsylvania Insurance Department - 1-877-881-6388 - http://www.insurance.pa.gov/Consumers.

Does this plan provide Minimum Essential Coverage? Yes.
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP,
TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet Minimum Value Standards?
If your plan doesn't meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

To see examples of how this plan might cover costs for a sample medical situation, see the next section.

*For more information about limitations and exceptions, see plan or policy document at www.ibx.com/LGBooklet. Page 5 of 6
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About these Coverage Examples:

Pt

&

&% This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different

depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts
(deductibles, copayments, and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might

pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care and a

Managing Joe's type 2 Diabetes

(a year of routine in-network care of a well-

Mia's Simple Fracture
(in-network emergency room visit and follow up

hospital delivery) controlled condition) care)
m The plan's overall deductible $0 m The plan's overall deductible $0 = The plan's overall deductible $0
Hm Specialist coinsurance 0% B Specialist coinsurance 0%  m Specialist coinsurance 0%
m Hospital (facility) copayment $75 m Hospital (facility) copayment $75  m Hospital (facility) copayment $75
m Other coinsurance 0% = Other coinsurance 0%  m Other coinsurance 0%
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) Primary care physician office visits (including Emergency room care (including medical
Childbirth/Delivery Professional Services disease education) supplies)
Childbirth/Delivery Facility Services Diagnostic tests (blood work) Diagnostic test (x-ray)
Diagnostic tests (ultrasounds and blood work) Prescription drugs Durable medical equipment (crutches)
Specialist visit (anesthesia) Durable medical equipment (glucose meter) Rehabilitation services (physical therapy)
Total Example Cost $12,700  Total Example Cost $5,600 Total Example Cost $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:

Cost Sharing Cost Sharing Cost Sharing

Deductibles $0  Deductibles $0  Deductibles $0
Copayments $200  Copayments $0  Copayments $100
Coinsurance $0  Coinsurance $0  Coinsurance $0

What isn't covered What isn't covered What isn't covered
Limits or exclusions $1,300  Limits or exclusions $5,300  Limits or exclusions $1,700
The total Peg would pay is $1,500  The total Joe would pay is $5,300  The total Mia would pay is $1,800

Note: These numbers assume the patient does not participate in the plan's wellness program. If you participate in the plan's wellness program, you may be able
to reduce your costs. For more information about the wellness program, please contact: 1-800-ASK-BLUE (TTY:711)

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Glossary of Health Coverage and Medical Terms

#  Thes glossary defines many commonly used terms, but isn'c a full list. These glm-.un terms and definitions are
mtended ro be educarional and may I'H" different froom shie terms and defintions i your lan or healeh insurance
pobiey. Some of these terms also rn:g;ht nat have cxactly the samc meaning when used i1 vour policy or plan, and
ATy (=17 |'J1|: Eln' ||:!.' or M gnw:rru_ |'_"u:-t' !,'m.ll.‘ "u.nnrn.lh 1'_“||- ['n("rltf'fj :.n-d fm.t'ﬁgr !|-L'|r |n!|-u|.‘.|I|.d[|n|:|. (] ]!u.ll.' T grl! |

copy of your policy or plan document. )

*  Llnderlined text indicates a term defined in this Glossary.

b g |.Ts|.g_r f ﬁ’tlr an l:'i-].lTl]J[l’ ]!‘mn’ilg I'u‘Ju' -.inl-u.-rululn, UM s CREE i.nd ||l.|I--.'-|'-|1| wket lumats m:rj‘. rug('tl'u.‘r o I'E-lJ

life sivuanon,

Allowed Amount

This is the maximam payment the plan will pay for 2
covered bealth care serviee, May also be called “chgble
I:‘[[TI'LM:‘,'_ "pJ:,‘n'rnt .‘.llll.ll.'|.';.|n|.‘|:',"r o "'m;'guliplrl:r ral['.'I

Appeal
A request that your health insurer or plan review 2
decision thar denies a benefit or payment (either in whaole

or in part .
Balance Balling

When a provider bills you for the halance remaming om
the ball that your plan doeso't cover. This amounr is the
difference between the actual billed amount and the
allowed amount, For example, if the provider’s charge is
szm ;md il .:|E|:mt'|.i Armoaisi s 5] ]ﬂ, I!]:q rlluﬂdl"r [Ty
il yonu for the eI SS9, Thas |1:|.|.'IFII:'IH- micst olften
when you see an out-of-perwork provider {non-prefemed

proveder). A peowork peovider (prefemed provider) may

not balance hill you for covered services.

Claim

A request for a benefir (including rembursement of a
health care expense) made by you or your health care
proweder 1o your health insurer or plap for items or

services you think are covered,

Coinsurance
=

example, 20%] of the

Your share of the costs
of a covered health care
service, caboulated as a
pereentage [ for
allowed smowat for the | : T EREN P

. " Ak pays e plan payas
BIYECE. .‘l LR ]N] grl'l"lu_" EU% mrll_-'n
’!l.:!r (e TURESET ) T
any J-l_li||-. il les |.*1:|u

allowed amount for an U-ﬂ-EE uslt is 5100 and}cru Ve et

your deducnible, your comnsurance payment of 20%

waould be 33 The health megrance ar M pays the ress
of the allowed amount.)

[See p.upu 6 for a devasled example.

Complications of

Conditions due 1o pregnancy, labor, and delivery thar
require medical care to prevent serious harm to the health
of the mother or the fetus. Mommng sickness and a2 nons
emergency caesarean section generally aren't
complications of pregnancy.

L
A fixed sanount :_rnr r:r.implr. £13) you pay For a vovered
Il['ilth Cair :.t'n'-n?-r, LI!IJFL“'" 'I'I'II:']'I }.ﬂu TeCeIve II‘lL' TVIE
{sometimes called “copay™ . The amoum can vary by the
rype of covered health care service.

Cost i

Your share of costs for services that a plan covers thar
vou must pay out of your own pocker (somenimes called
“out-af-pocket costs™ ). Some examples of cost shanng
are sopavmenis, deducnbles, and gowramnce, Family
cost sharing is the share of cost for deductibles and our-
of-pocket costs you and your spouse and/or child{ren)
Tt pay out of youir o I\-’H'_'Itzl_ Ohther cosrs, En.l_‘luﬂ'lng_
yourr premiumns, penalties you may have 1o pay, or the
cost of care a plan doesn't cover usually aren’t considered
cost sharing,

Cost-sharing Reductions

Dhscounts that reduce the amount yoar pay for certain
services covered by an individual plan vou buy through
the Markarplice, You may get a discount if your income
i3 below a certamn kevel, and you choose a Silver level
health plin or if you're a member of a federally-
ll:n:b.'.lgnizr..l tribe, which includes bcing a shareholder 1 an
Alaska Mative Claims Settlement At corporation,

Ol cvmmind sl SR | Ihl'i:l||-'llr-| haars (387 BB 200
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Deductible

An amount you could owe
during a coverage period
(usually one vear) for
covered health care
services before your plan
begins o pay. An overall

deductzble applies 1o all or Janc pays Her plan pays
almaost all coversd ems 100% 0%

and services, A plan with Sew page 6 for a deailed
an overall deductible may cxample,

also have separate dedusctibles ehae :I.I:lplr T .l:pﬂ:'iﬁ:
services or groups of services. A plan may also have only
separate deducribles. (For example, if your deducrible is
1000, your plan won't pay anything unul you've met
your $ 1000 deductible for covered health care services
subyject to the deductible. )

Diagnostic Test
Tests to figure oat whar your health problem is. For

example, an x-ray can be a diagnostic sest ro see if}'-:u.l
have a broken bone,

Durable Medical Equipment (DME)
Equipment and sspplies ordered by a health care provider
for everyday or extended use. DME may include: oxygen

equipment, wheelcharrs, and crutches.

Am illness. injury. symptom [(including severe pain), or
condition severe enough to nsk senous danger to your
health il':r-nu didn'e ger micdical atrention righl: away. It
vou didn't get immediate medical attention you could
reasonably expeet one of the following: [) Your healeh
would be put in serious danger; or 2) You would have
serious problems with your bodily funcrions: or 37 You
wauld have senious damage to any part or argan of your

bady.

Emergency Medical Transportation

Ambulance services for an emergency medical condivon.
Types of emergency medical transportacion may include
transportation by air, land, or sea. Your plan may not
cover all types of ecmergency medical transportation, or
may pay less for certam Ve

Room Care / Emergency Services
Services va check For an emeroency medical condimon and
treat you to keep an emergency medieal conaditin frasm
getting worse, | hese serveces may be provided ina
licersed hospral’s emergency room or other place tha
provides care for gmergency medical condinions.

Excluded Services
Health care services that your plan doesn’t pay for or

COVET.

Formulary

A lise of drugs your plan covers. A formulary may
include how much your share of the cost s for each drug,
Your plan may put drugs m different coa-sharng levels
or ters, For -r.w.ﬂ'l]'llr. 4 Ipurrmlla:rr ey trieliide e laats
dirug and brand name dioeg vers and different cos-
sharing amouns will apply to each ver.

Grievance
A ﬂnmpi:.l'nl thae PO COMUMALIICATE 10 YOur health visurer
& pulad

Health care servees that |'||:'|p a person keep, leaen or
improve skills and funcrioning for duly lving. Examples
include therapy for a child who isa't walking or talking at
the expected age. These services may include physical
and oecupational therapy, speech-Linguage pathology,
;mr[ El[h['l ﬂnrirﬁ foor Fn;'nrllq with -ﬂlnhtlmﬁ m & 1.—,.|rir1':.'
af mpatient andfor outpatient settigs.

Health Insurance

A contract thar requires a health snsurer 1o pay some or
all ui-].'rh.l:l' health care costs in E]:CI'HJ‘!E( for a ek
A health insurance contracr may also be called a "policy™
or ~plan.”

Home Health Care

Health care services and supplies you ger i your home
under your docror’s orders. Services may be provided by
nurses, therapists, social workers, or ocher hicensed healch
cape providers. Home health care usually deesn’t mclude
help with non-medical tasks. such as cooking, cleaning. or
drving.

Hospice Services
Services to provide comfort and support for persons in
the lase sages af & terminal fllness and their Families.

Care in 2 hospital that requares admission as an impatient
and wsually requares an -i:l'a"l.'ﬂ'li!.:‘l'lt stay, Some plass may
mmﬁdcr i u\Tmiﬂhl :In!r l'm cbmervaton as l‘lul]j.itit'm
care instead of inpatient care.

Care in 2 hospiral thar wswally doesn't requare an

i:-\':mighl stay.

Glossary of Health Coverage and Medical Terms
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In-network Coinsurance

Your share (for example, 207 of the allowed amouns
for covered health care services, Your share i wsesally
]m-r::r rrrr i'l'.lll!:‘['l'l.'ﬂ'k l‘Lnt"n'_\.i !llT'ﬂI:l":-\.

In-network

A fixed amount (for example, $15] you pay for covered
health care gervices ra providers who contrace with
bealth anisiianes o &L In-setwork copaymenls H:'u:ll}'

are less than our-al-scrwork copaynme nes.

Marketplace

& m:lﬂ:l:'-i'lnl.:rl:' for healih msarrance where mdivaduals,
Farmalies and small businesses can leasn aboue thar plan
options: compare plans based on eosts, benefies and ather
imporant features; apply for and receive financial help
with promiving and gost shapng based on income; and
choose a plan and enrall in coverage. Alsa known as an
“Exchange.” The Markeeplace 1s man by the state in some
states and by the lederal governmenst m others. In some
states, the M:rl-c:-:rl.:r: alza ]mlPs -I'ti“ﬂ.‘l[-l.' COMSUINeTE
etivesl] i other prograims, intludmg Medieard and the
Chuldren's Health Insurance Program (CHIP). Available
online, by phone, and in-peson.

Yearly amount the federal government sets as the most
each individual or family can be required to pay in cosg
sharing during the plap year for covered, in-network
services, Applies to mast types of health plans and
insurance, This amount may be higher than the gut-of-
pocket limnaes stared for your plan,

Medically Necessary

Health care services or supplies needed to prevent,
:||:m1m-r o treat an illness, I.'I'.|||I'I'}' condition. .:Il:-c.ﬂr. or
s S pRoms, |_1i|:|'|.|-|.'|l|:'|gl |‘|.|]3|i|:|!:l1m!| aned thar meer
accepted standards of medicine,

Minimum essential coverage generally includes plans,
becalth insuranee available lhmug_h thie Markciplace or
other individual marker policies, Medicare, Medicad,
CHIP. TRICARE, and certaun other coverage. If you are
eligible for cervain types of minimum essential coverage,

you may not be eligible for the premium tax creds,

Minimum Value Standard

A basic standard to measure the pereent of permitted
costs the plan covers. [f you're offered an employer plan
I|1;|l ILiF!- rur ai Irasl! 50 n|.1|1: |l:||:il] .ill.l.lhl.‘(‘l:l cimsis -1_1-1l
benedirs, the plan affers mimmemn valoe and YOU My 1o
-:||.|.E||EF:.' fing e fas mﬁ and %H!IJ g
teducnions o buy a plan from the Markerplace.

Network

The facilivies, providers and supplices your health msrer
or plan has coneracred with to provide health care
SETVICEs.

Network Provider (Preferred Provider)

A provider who has a contracr with your health insurer or
plan who has ageeed o provide serviees o members of a
plan. You will pay less of you see a prosvider in dhe
nerwork, Also called *preferred provider™ or
“participating provider.”

Orthotics and Prosthetacs

Leg, amm. back and neck braces, artificial legs, arms, and
eyes, and external breast prostheses after 2 mastectony,
These services include: adjustment, repairs, and
replacements required because of breakage. wear, loss. or
a change in the patient’s physacal condition,

Cut-of-network Coinsurance

Wour share I:ﬁ:r rlarn|:-||:. ¥ of the allowed anwouni
|;JE n.'dw:l‘m] ]h’.il[ll Cif € ®Civics B0 L] iulrl:- l'rln_'n duu'l
congract with your health msurance or plan. Ow-of -
merwork coinsurance wsually costs you more than -

DLWk CoInsUTANCE-

Qut-of-network

A fixed amount (for example, $30) you pay for covered
healch care services from providers who do oot conteact
with your health insamance or plan, Our-of-network
copayments wsually are more than -network
COpaymEnts.

Our-of-network Provider (Non-Preferred
Provider)

A prosder who doesn't have a contract with your plan o
provide services, If your plan covers om-of-netwark
SCTYICCS, :|.'\'I:II..Il" '|.u-|.|'.1[|:|.' pay mare B se¢ an aut-of-neiwark
]#ﬁtu.‘iu.‘lﬁ I!!'lan a |1rch'rrn3 |1r-.'--.1d-.'r_ Yo [!:Itll:'l' wi”
explain whar those costs may be. May also be called
“non-preferred” or “nos-parucipaning” instead of "our-
of-network provider.”

Glossary of Health Coverage and Medical Terms
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Out-of-pocket Limit
The most you could pay
during a coverage period
(usually one year) for
your share of the costs
of covered services.

After you meer this

lernin the plan will Jarse pays Her plan pays
usually pay 1009 of the 0% 100%
allowed amount, This

limit helps you plan for
heabth care costs, This himat never ineludes Ty
promicim. balsnce-billed -E!H:I'Ee.': af health care your plan
doesn't cover. Some plans don't counr all of your
copayments. deductibles, coipsurance payments, out-of-
nerwark payments, of other expenses toward this limir,

Phvsician Servi
Healeh care services a licensed medical physician,
including an M.D. (Medical Doctor) or [LO, (Dactor of

Osreopathic Medicine ), provides or coordinares.

Plan

Health coverage ssued o pou directly (individual plan}
or through an employer. union or other group sponsor
(emplayer group plan} that provides coverage for certain
health care costs. Also called “health insurance plan,”
—Fllll'iﬂ}",_ﬂ “health insurance [u!l[iqr_" or “health msamance ™

p o
A decision by your health insurer or plan that a health

Care Service, treatment p-]:l.n, prescrption drug or duralle

medical equpmment (LIME] ds |:||.r.||:..'.|]ﬂ:, fEeas ATy,

Somenmes called “pror authorization,” “prios approaal,”
or "precertification” Your health insumanse o plan may
require preauthorization for cemain services before you
receive them, except i an emergency,  Preawthonzanon
isn't a promise your health marance or plan wall cover

the cosr,

Premium

The amount thae mest be paid for your health msurnce
or plan. You and'or your employer usually pay it
maonthly, quarterly. ar yearly.

See page 6 for a decailed example.

Premium Tax Credits

Financial help that lowers your raxes to help you and
vourr family pay fiar private health msurance, You can get
1]1“ !lfl]" ]I l.'nql: H': EI!’JIlI'I EILSLEf JIac T EIq‘uus:h 1]1;'
Markerplace and your income 1= below a certain level
Advaner payments of the rax credin can be used nghn
away to lower your monthly preminm costs

Caverage m&m that helps pay for prescription
dougs. 1f the plan's formulary uses "teers”™ (lewels},
presenprion drugs are grouped wogether by type or cost.
The amount you'll pay m gost shaning will be different

for each “tier” of covered prescripiion s,

p sotion T
[hrugs and medicanons that by law require a preseripnom,
Routine health care, including screemngs, check-ups, and

patient counseling, to prevent or discover illness, diseast,
or other health problems.

Primary Care Physician
A physician, including an ML, (Medical Doctor) or
3O [Dlocior -:-fﬂ'stmp.uhw Medicine |, who provides

or coordinaes a range of health care services for you,

Primary Care Provider
A physician, including an M.D, (Medical Docror) or
DO (Doctor of Osteopathic Medicme ), nurse
practitioner, clinical nurse specialist, or physician
assistant, as allowed under state Liw and the terms of the
plan, wha 'Frrn'i:[ﬂ, caonrdinates, or EIE:PI ¥ AcCRas 3
rarge of health eare services.

Provider

A imdivadual o I-:l-riJilj' thit ].1ri!-\'i|‘|.l'5 ealth care services.
Some examples of a provider inclode 3 docror, nurse,
chiropractor, physician assistant, hospital, surgical center,
skilled nursing faciliry, and rehabilitation center. The

plan may require the provider to be licensed, cermified, or

accredited as required by stare Law,

Surgery and follow-up mreatment needed 1 correct or
improve a part of the body because of birth defects,

accidents, mjuncs, or medical conditions.
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Referral Urgent Care

A writtem order from your primary care provider for you Care for an illness, injury, or condition serious enough
to sec 4 specualist or get certan health care services, In that a reasonable person would seck care right away, bt
many Bicalth mantenance organzanons [ HMOs L, you MOQ S0 SeVETe A 10 equIne EINCIREncy Tonm Care.

need o get a referral before you can gee health care
seEvices [rom anpons exCepl ywoul prmaty, cafe L":I'll'l'lﬂ.
If you don'e ger a referral firse, the plan may nor pay for
the services,

Health care services char help a person keep, get back, or
improve skills and funcuioning for daily living thar have
been bast or irnpairfn:l because a person was sick, hurt, or
disabled. These services may include physical and
oceupational therapy., :pw:h language pathology, and
pevchiatric rehabilitation serrces in a vanety of ipatient
and/or cutpatient setmngs.

Atype af PICYETLINE Safe that inelides pets or exdims Lo
detect the presence of something, wually performed
when you have no symproms, signs, or prevailing medical
history of a disease or condigion,

Services performed or supervised by licensed murses in
your home or i a nursing home,  Skilled nursing care 15
mot the same as “skilled care services,” which are services

perfommed by therapists or technicians {rather than
licensed nuCses | In pour home or m 2 nursEng hiome.

A provider focusing on a spesific area of medicine or
gﬂhup |:|IE- Fm.li:nl:-i T Jingn-t:ur. MAnage. rcrrwnl. ot Ereak
certam types of symprtoms and conditions.,

Specialty Drug

A type of prescnpiion drug ithat, m g:rrm]. requUires
special handling or angoing monitoring and assessmem
by a health care professional, or is relanively diffienle ro
:luptn.u' Generally, specialty diugs ave the most

expensive drugs on a formulary.

The amount paid for a medical seevice i a geographic
area based on whar providers im the area usually charge
for the same or similar medscal service, The UCR

amouni someimees 15 used o derermune the allowed
ATERTLIEN,
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How You and Your Insurer Share Costs - Example

Jane's Plan Deductible: £1,500

Coinsurance: 20%

QOut-of-Pocket Limit: $5,000

-2 k]
January 1% December 37
Eggn'!rl.-,rlg af Iﬂuueraga Parioa End of Covarage Paniod

@/r’

lanc pays Her plan pays

100% 0%

@@=

'/:J—am hasn't reached her -\.

$1,500 deductible yet

Her plan doesn’t pay any of the coses.
Offfice visit costs; S125

Her plan pays: S0

- A

® @

AN TEIYS I ||."I "-I.'I'I'I [t LB ]
lane 3 plan

20%  B0%

"’j;na reaches her $1,500 1\\
deductible, coinsurance begins
[ane has seen a doctor several omws and
|*-.r|.'| S1.500 in total, .|:|'|||'|!5 her
MI_I;M. Sonher i"lil Py womec of the
costs for her near visin

Ofhice visit costs: S125

linr pays 208 ol sl25 =525

\l_'l{l' plan pays: S0°%6 of §125 = illy

—
mong

coElE

@ lase pays Hei plai pays
@ 0% 100%

if:ﬂﬂﬂ reaches her $5,000 j\

put-of-pocket lirmit
Jane has seen the docror often and pard
5,000 in total, | iulr]r:.'m pavs the fudll
(mary | Ill-:!l_[ u'L"h'I—:I.'-\.l |!-|'.|I'!I| AT BUTVIERLCS
for the rest of the vear

Office visit costs: $123

Jane pays: S0

Her plan pays: 3125 j

-L..h-.lm:g 1 gl |";|lu rnsl Bobseoon Ao of [995, e persgss gy eeapenresd oo wespeons] o 3 oollecrion ol ifommansees pnless o Jogelaps o waled OONER cowprme] mapmler, e valil CIE comripad mupedier Tor dhes. ol oy
coldiecnms is D381 146, The rmse reausined s commplene thes infismanon oolfecrssn i@ evnimaned 1o srerage D008 hosrs per respesse. ineclidmg ohee cime e pevies s oo, send eostng dits ressnon, gather the dira seeded. snd mgplete andd reves
e eslorrnmpies coolleomnen. I vn) e u"'!ll'"'--""‘-’l"'l":‘_ll"' U woll o hie e e | H-q_ﬂlu-ll-‘--' g I"llJ'Hm.i'!"-" wrrir e U0 -""'"""-:"\-1:. Pesalranl Ae P4 H"i wre | Desrpnr £ 0Ty, Mlad e U didiS,
M rrrwiwr, Aoy Laned 20 240 1850
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Languags Azsistance Sarvices

Spanksh: ATENCION: Si habla aspaficd, cuenta con
Earvichya de asisloncas en diomes dGaponibles

de forma gratuita pars usied. Liame al

1-800-2T5- 2583 (TTY: T11),

Chinese: iF& . Yoo, e wy ol oo Gt i
it % #ob 1-800-275-2583.

Konean: 2HLHARE: BI0I @ MELMANE 3%, HH
I3 AblA8 FE= (IS = WASLILE
1-800-275-2563 M5 M ksl sl N 2

Portuguase: ATENCAD: 58 vocé fala porlugués,
encontram-22 disponivets servicos gratuilos de

assislini 30 idiomd. Lgud para 1-800-275-2583,

Gujarat: - ¥ Al opweadl Wlao 8 al Foyes
BNl MBI Hentll A Mg Gussy B
1-B00-275-2583 Sl &3

Vietnamese: LLIU ¥ Néu ban ndl tifng Vidt, ching i
&4 cung cip dich vy b frg ngdn ngl midn phi cho
ban. Hiy ool 1-800-275-2583.

Russian: BHAMAHWE: EChn b rosopMTe fa-pyoca,
TO MoxaTe ecnnaTHn BOCNONSI0BATECA FCITTEME
nepesona. Ten.: 1-B00-275-2583.

Polish LWAGA: Jedoll miwisz po polsku, mozesz
EXOrZYSIEE 7 bezphatng] pomocy jpeeykowa). Zadrwan
pod numer 1-800-275-2583,

Hadian: ATTENZIONE: Sa lei pars italano, sono
disponibili serdzi i assisienza linguistea gratuil.
Chiamnarg i umen 1-800-275-2583.

Arabc:
Ayl fen bl dask 06 cAp el Bl et ol 1 AR el
N-B00-ZT5-2583 B el el ol Aalis

French Creocla: ATAMNSYOMN: 5w pale Kreydd

SRR, e SevE &0 pou Bang ki Eponib grans pou
ou. Rede 1-B00-275-2583.

Telugus &5 Swg & w830 Do Duxb arh Ay codody |
wawd, fo Fodh Dot ordiciole oo adoormuble
oo 1-BO00-275-2563 (TTY: 711} oo daded

Tagalog: PALINAWA: Kung nagsasaita ki ng
Tagaksg, magagamit ma ang mga sarbisyo na lulang
sa wika nang walang bayad Tumawag sa
1-800-275-2583,

French: ATTENTION: 5i vous parlez frangads, des
senvices Jpide lnguisSque-wous 5ont proposés
gratuiterment. Appalaz le 1-800-275- 2583,

Pennaylvania Dutch: BASS UFF: Wann du
Poennsylvania Daitsch schwelzschi, kannschi du Hill
griaga in dei eagni Schprooch unnl as es dich annich
eppes koschia zelll. Rul dis Nummer 1-B00-275-2583.

Hindk: tum & afy 39 D d=d & o ok R
W A ST WETO AETY Iaeey 1 WA
1-800-2 TH-25831

German: ACHTUNG: Wenn S Deutsch sprechen,
kinnen She kostanios sprachiene UntersiOzung
andordem, Wahlen S 18002752583,

Japanase: &S EFINASH ARG T, TRT A
W= R () & MR E
1-000-275-258 3~ 1afidd < 12 S
Persian (Farsi):
e e L e P ey T
1-B00-275-2583 » ol U 22 ol Lz 5l R
Ay

Navajo: Ddi boa akd mipizin: DH ssad bee vindhi‘go
[3iné Bivand, saad bee dka dnida awodied’, o'aa jik eh.
Hodbitlmh kogy" 1-800-275-2 383,

Undu:
I S0 - SRR PR P e g < L TR
b B S g il et (g () e ks
J1-800-275-2583

Mon-Khmer, Cambodian: fl b [HE 01 DRI 0003
[l gsliygnfan wmanoa-lg ymanigs i
tgignmandn e nige dasinnnga i sn
Anlg guargeedinig 1-800-275-2583
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Discrimination is Against the Law

This plan comgses with applicatie Federal civll ights laws
and does nol discriminale on the basis of race, color, national
peapie OF treat them less favorably because of race, Color,
nafional ongin, age. disabiiy, or sox.

This plan;

* Prowvidas peopla with disabdities reasonable modifications
and free appropriate auxdliary alds and services o
comimimcate efectively with us, such as;

— Qualified sign language interpretars
— Writlan mformation in othar formals (large pred. audio,
accessible edecinonic formats, other formais).

» Prosadies fri languadge assistancs Senioes 10 peopls

whase primany langusge ks not English, which may inchude:
— Cualified interpreters
— Infiprmation writhen in other languages.

H youi nied reasonable modibicalions, appropriale awdiary
aids and services, o language assistance senices, Coniac
o Civil Raghls Coondinalor.

H you bisbeve thal this Plan has failked 1o provids thisss
servioes or discriminaied in another way on the basis of race,
ok, hatanal ofigin, agoe, dsability, oF sk, you can ik 8
grievance with: our Civil Righls Coondinalor, in parsan or by
miail; 1901 Market Street. Philadeiphia, PA 19103, by phone.
1=888-377=3503 (TTY: 711}, by fax; 2957610245, or by
email: changhtscoordinaloni 180 Imarkel com.

iow can fle 3 grievance in person or by mad, fax, or email, i
you need help fiing a grevancs, our Givil Rights Coordinator
is avaiabia o help you.

iow can also fike a el dghts complam] wilth e LS. Depatment
of Health and Human Servicas, Cifice for Civil Rights,
eleciromcaly through the Office for Cial Rights Complaint Podal,
availatie at https focrportalhhs.goviecr/porialiobby jsf

or by mall or phone at

U.S. Depanment of Health and Human Senices

200 Independence SAvenue, SW

Room 509F, HHH Building

Weashingion, D.C. 20201

1-800-388-101%, 800-537-7607 (TOD)

Conpland lomig are availabhe al

hitp:ifweww hhs. goviocrofficeddfilefindes. html

This nolice & available al the following website:
wierw. haalthinsurancehosting.cominotices.
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