Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2022-01/01/2023
BlueCross BlueShield of 1llinois : 3535PPO B|Ue PPO SilverSM 105

Coverage for: All | Plan Type: PPO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows youhowyou and the planwould
u 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 aboutyour coverage, or to geta copy of the complete terms of coverage, visit www.bcbsil.com/member/policy-
forms/2022 or by calling 1-800-541-2768. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider,
or otherunderlined terms, see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary/ or call 1-855-756-4448 to requesta copy.

Important Questions

Whatis the overall
deductible?

Arethere servicescovered
before you meetyour
deductible?

Are there other deductibles
for specific services?

Whatis the out-of-pocket
limit for this plan?

Whatis notincludedin
the out-of-pocket limit?

Will you pay less ifyou use
a networkprovider?

Do you need areferral to
see a specialist?

Individual: Participating$7,550; Non-
Participating $15,100

Family: Participating $15,100; Non-
Participating $30,200

Yes. In-Network Preventive Health Care
services, services with a copayment, and

Why This Matters:

Generally, you mustpay all of the costs from providers up to the deductible amountbefore this plan
beginsto pay. If you have other family members on the plan, each family member must meet their
own individual deductible untilthe total amount of deductible expenses paid by all family members
meets the overall family deductible.

This plan covers some items and services even ifyou haven’tyetmetthe deductible amount. Buta
copaymentor coinsurance may apply. Forexample, this plan covers certain preventive services

some prescription drugs are covered
before you meetyour deductible.

No.

Individual: Participating $7,550; Non-
Participating $15,100

Family: Participating $15,100; Non-
Participating $30,200

Premiums, balance-billed charges, and
health care this plan doesn'tcover.

Yes. See www.bcbsil.com orcall 1-800-
541-2768 foralistof Participating
Providers.

No.

without cost-sharing and before you meetyour deductible. See a listof covered preventive services
at www.healthcare.gov/coverage/preventive-care-benefits/.

You don'thave to meetdeductibles for specific services.

The out-of-pocket limitis the mostyou could payin a year for covered services. If you have other
family membersin this plan, they have to meettheir own out-of-pocket limits until the overallfamily
out-of-pocketlimit mustbe met.

Even though you pay these expenses, they don'tcounttoward the out-of-pocket limit.

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 mightreceive a bill froma 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 aslab
work). Check with your provider before you getservices.

You can see the specialist you choose withouta referral.

Blue Cross and Blue Shield of lllinais, a Division of Health Care Senice Comporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association
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‘5 All copayment and coinsurance costs shown in this chartare after your deductible has been met, ifa deductible applies.

Common
Medical Event

Services You May Need

Non-Participating Provider

What You Will Pay

Participating Provider

Limitations, Exceptions, & Other
ImportantInformation

Primary care visitto treatan

$30Nisit; deductible does notapply

(You willpay the least)

(You willpay the most)

Virtual Visits: $30/visit. See your benefit

injuryorillness No Charge after deductible booklet* for details.

If you visita health care Specialistvisit $50Mvisit; deductible does notapply | No Charge after deductible None

glri:;gﬁofﬂce i You may have to pay for services that
Preventive care/screening/ . - - aren'tpreventive. Ask your provider ifthe
immunization No Charge; deducibledoes notapply| No Charge after deductible services needed are preventive. Then

check whatyour plan will pay for.

Diagnostic test (x-ray, blood - - Preauthorization may be required; see your

fyouhaveatest Work) No Charge after deductible No Charge after deductible benefitbooklet* for details.
Imaging (CT/PET scans, : - Preauthorization may be required; see your
MRIs) No Charge after deductible No Charge after deductible Bl e

*Formore information about limitations and exceptions, see the plan or policy documentat www.bcbsil.com/member/policy-forms/2022.
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WhatYouWillPay | | wotions. Excentions. & Other
ServicesYouMayNeed | Pparticipating Provider |  Non-Participating Provider |mporiant|n|?ormat’ion

(You will pay the least) (You will pay the most)

Retail - Preferred - No Charge
Non-Preferred - $10/prescription Retail - $10/prescription; deductible

Common

Medical Event

Preferred genericdrugs Mail - No Charge; deductible does not does notapply Limitedtoa 30-daysuppl¥atretail (orla 90-
apply I day supply ata network of selectretail
. - pharmacies). Up to a 90-day supply atmail
Retail - Preferred - $10/prescription o . |order. Specialty drugs limited to a 30-day
Non-preferredgeneric Non-Preferred - $20/prescriptiqn Retail - $20/prescription; deductible supply.
fvouneeddruasto | °TU9% Mail - $30/prescription; deductible | does notapply Paymentof the difference between the cost
trgatyourillnesgs or does notapply of a brand name drug and a generic may
condition ﬁetaié— Pfrefer(;eq$ ; %?Olprescription Retail-$70) teduct glf;lzglrgqu'red ifa genericdrugis
on-Preferred - $70/prescription etail - $70/prescription; deductible - » ,
More information about Preferred brand drugs Mail - $150/prescription: dedudtible | does notapply Al Out—oof-Net_V\./ork prescriptions are subject
e DO does notapply - to a|_50 ﬁl additional cl:/arg'e afterthe
coverage isavailable at Retail - Preferred - $100/prescription Z%Fc)iilt(i:c?n a? gﬁgfgin\]ﬁﬂ n%?g;g{; ?g :'ny
www.bcbsil.com/rx22 Non-preferredbrand drugs Non-Preferred - $1.2(.)/pr.escriptipn Retail - $120/prescription; deductible or out-of-pocketamounts.
Mail - $300/prescription; deductible | deductible does notapply The amountyou may pa?/ per 30-day
does notapply supply ofa covered insulindrug, reg$ardless
, $150/prescription; deductible does not| $150/prescription; deductible does |of quantity ortype, shall notexceed $100,
Preferred specialty drugs app|yp P not ap%')’ g when obtained from a Preferred
Non-preferredspecialty | $250/prescription; deductible does not $250/prescription; deductible does Participating or Participating Pharmacy.
drugs apply not apply

*Formore information about limitations and exceptions, see the plan or policy documentat www.bcbsil.com/member/palicy-forms/2022. Page 3 of 7




| What You Will Pay

Common Limitations, Exceptions, & Other

MedicalEvent | Services YouMayNeed | Participating Provider Non-Participating Provider | Important Information
(You will pay the least) (You will pay the most)

e e oAt Eg%u% Iﬁ?y (&%ewc enter) $200Mvisit plus plan deductible $300Avisit plus plan deductible % ;Sgsé 2%6;;;;;(13% sour
surge ! , :
gery Physician/suraeonfees | No Charae after deductible No Charae after deductible benefitbooklet" for details.
Emergency room care $500/visitplus plan deductible $500/visitplus plan deductible ﬁ]%;%:%ﬂgnmﬁggrfwwawed upon
If you need immediate Emergency medical Preauthorization may be required for non-
medical attention : No Charge after deductible No Charge after deductible emergency transportation; see your benefit
ransporiafion booklet* for details.
Urgentcare $75Nisit; deductible does notapply | No Charge after deductible None

Preauthorization required. Preauthorization

Facility fee (e.g., hospital penalty: $1,000 or50% ofthe eligible

If you have a hospital room) $2500visit plus plan deductible $350/visit plus plan deductible charge In-Network, $500 Out-of-Network.
stay See your benefitbooklet* for details.
Physician/surgeonfees No Charge after deductible No Charge after deductible Preauthorization required.

*Formore information about limitations and exceptions, see the plan or policy documentat www.bcbsil.com/member/policy-forms/2022. Page 4 of 7




Common What You Will Pay

Limitations, Exceptions, & Other

Medical Event Services You May Need Participating Provider |  Non-Participating Provider Important Information
(You willpay the least) (You willpay the most)
$30/office visits; deductible does not ot .
If you need mental Outpatientservices apply No Charge after deductible for | No Charge after deductible %mgzége”;equwed,see your
health, behavioral other outpatientservices '
health, or sybstance
abuse services Inpatientservices $250Mvisit plus plan deductible $350Misit plus plan deductible Preauthorization required.

Primary Care: $30 Copaymentapplies to first prenatal visit

Office visits Specialist: $50; deductibledoes not | No Charge after deductible ( -
s —_— per pregnancy). Costsharing does not
apply apply for preventive services. Depending
If you are pregnant Childbirth/delivery : : on the type of services, deductible may
orofessionalservices No Charge after deductible No Charge after deductible apply. M%ternityécgrelmayhincludehtesstggnd
S - - services described elsewhere in the
childoirrideliveryfacilty ' s50nisitplus plan deductible $3500isitplus plan deductible | (i.e., ultrasound),
Home health care No Charge after deductible No Charge after deductible Preauthorization may be required.
If you need help Reh.a.blllltatlon se.rwces No Charge after M No Charge after M e e
recovering or have Habilitation services No Charge after deductible No Charge after deductible
gg;%rsspeclal health 'syilled nursingcare No Charge after deductible No Charge after deductible Preauthorization may be required.
Durable medicalequipment| No Charge after deductible No Charge after deductible Preauthorization may be required.
Hospice services No Charge after deductible No Charge afterdeductible Preauthorization may be required.
: : One visitper year. Out-of-Network
Upto a $30 reimbursementis : ; ;
Children’seye exam No Charge; deductible does notapply| available; deductible does notapply ?olggbsuézey%ﬁpégﬂg%%ﬁcﬁsg Eg%{j?;?rlilc
Vision Care Benefits) for details.
: One pairofglasses peryearup to age 19.
Eg:t:{gpxengaegs Reimbursementforframes, lenses and lens
- ) : : Reimbursement is available; options purchased Out-of-Network is
Children's glasses No Charge; deductible does notapply deductible does not apply available (notto exceed the retail cost). See
your benefitbooklet* (Pediatric Vision Care
Benefits) for details.
Children’sdental check-up | No Charge after deductible No Charge after deductible None

*Formore information about limitations and exceptions, see the plan or policy documentat www.bcbsil.com/member/palicy-forms/2022. Page 5 of 7




Excluded Services & Other Covered Services:

Services Your Plan Generally DoesNOT Cover (Check your policy or plan document formore information anda list of any other excluded services.)

e Acupuncture e Long-termcare » Routine eye care (Adult)
e Dental care (Adult) e Non-emergency care when traveling outside the U.S. e Weightloss programs
Other Covered Services (Limitations may apply to theseservices. Thisisn’ta complete list. Please see your plan document)
o Bariatricsurgery o Cosmeticsurgery (only forthe correction of congenital e Private-duty nursing (withthe exception ofinpatient
e Chiropractic care (Chiropractic and Osteopathic deformities or conditions resulting from accidental private duty nursing)
manipulation limited to 25 visits per calendar year) injuries, scars, tumors, or diseases) e Routine footcare (due to systemic disease and in
e Hearing aids (for children 1 per ear every 24 months, connection with diabetes)

for adults up to $2,500 per ear every 24 months)
e Infertility treatment (4 per benefitperiod)

YourRights to Continue Coverage: There are agendes thatcan help if you wantto continue your coverage afteritends. The contactinformation for those agencies is: the
plan at1-800-541-2768, U.S. Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform, or
DepartmentofHealth and Human Services, Center for Consumer Informationand Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov. Other coverage
options may be available to you, too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace,
visitwww.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies thatcan help if you have a complaintagainstyour plan fora denial ofa claim. This complaintis called a
grievance or appeal. Formore information about yourrights, look at the explanation of benefits you will receive for thatmedical claim. Your plan documents also provide
complete informationon how to submita claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact:
Blue Cross and Blue Shield oflllinois at 1-800-541-2768 or visitwww.bcbsil.com, or contactthe U.S. Department of Labor's Employee Benefits Security Administration at 1-
866-444-EBSA (3272) or visit www.dol.gov/ebsa/healthreform. Additionally, a consumer assistance program can helpyou file your appeal. Contactthe lllinois Department of
Insurance at(877) 527-9431 or visit http://insurance.illinois.gov.

Does this plan provide Minimum Essential Coverage? Yes
Minimum Essential Coverage generally includes plans, healthinsurance available throughthe 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 notbe eligible for the premium tax credit.

Does this plan meet the Minimum Value Standards? Yes
If your plan doesn’tmeetthe Minimum Value Standards, you may be eligible fora premium tax credit to help you pay for a plan through the Marketplace.

LanguageAccess Services:

Spanish (Espafiol): Para obtenerasistenciaen Espafiol, lame al 1-800-541-2768.

Tagalog (Tagalog): Kung kailangan ninyoang tulong sa Tagalog tumawagsa 1-800-541-2768.
Chinese (H 30): an R FFZE  SCAYERDD, 1B F X515 1-800-541-2768.

Navajo (Dine): DineKehgo shika atohwol ninisingo, kwiijigo holne' 1-800-541-2768.

| To see examples of how this plan mightcover costs fora sample medical situation, see the next section.

*Formore information about limitations and exceptions, see the plan or policy documentat www.bcbsil.com/member/palicy-forms/2022. Page 6 of 7




Aboutthese Coveraage Examples:

‘n' .'v N
u
: i

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-

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.

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

hospital delivery)

M The plan’s overall deductible $7,550
B Specialist copayment $50
M Hospital (facility) copayment $250
M Other $0

This EXAMPLE eventincludesservices like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

TotalExample Cost $12,700
In this example, Peg would pay:
Cost Sharing

Deductibles $5,500

Copayments $300

Coinsurance $0

Whatisn’tcovered
Limits orexclusions $60
Thetotal Peg would pay is $5,860

The plan would be responsible forthe other costs of these EXAMPLE covered services.

controlled condition)

M The plan’s overall deductible $7,550
B Specialist copayment $50
® Hospital (facility) copayment $250
m Other $0

This EXAMPLE eventincludesservices like:
Primary care physician office visits (including
disease education)

Diagnostictests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

TotalExample Cost $5,600
In this example, Joe would pay:
Cost Sharing

Deductibles $900

Copayments $1,000

Coinsurance $0

Whatisn’tcovered
Limits or exclusions $20
The total Joe would pay is $1,920

up care)
B The plan’s overall deductible $7,550
M Specialist copayment $50
® Hospital (facility) copayment $250
m Other $0

This EXAMPLE eventincludesservices like:
Emergency room care (including medical supplies)
Diagnostictest (x-ray)

Durable medicalequipment (crutches)
Rehabilitation services (physical therapy)

TotalExample Cost $2,800
In this example, Miawould pay:
Cost Sharing
Deductibles $2,100
Copayments $500
Coinsurance $0
Whatisn’tcovered
Limits orexclusions $0
Thetotal Miawould pay is $2,600

Page 7 of 7



@ @ BlueCross BlueShield of Illinois

Health care coverage is important for everyone.

We provide free communication aids and services for anyone with a disability or who needs language assistance.
We do not discriminate on the basis of race, color, national origin, sex, gender identity, age, sexual orientation,
health status or disability.

To receive language or communication assistance free of charge, please call us at 855-710-6984.

If you believe we have failed to provide a service, or think we have discriminated in another way, contact us to file a grievance.

Office of Civil Rights Coordinator Phone: 855-664-7270 (voicemail)

300 E. Randolph St. TTY/TDD: 855-661-6965

35th Floor Fax: 855-661-6960

Chicago, lllinois 60601 Email: CivilRightsCoordinator@hcsc.net

You may file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, at:

U.S. Dept. of Health & Human Services Phone: 800-368-1019
200 Independence Avenue SW TTYMDD: 800-537-7697
Room 509F, HHH Building 1019 Complaint Portal: https:/focrportal hhs.gov/ocr/portallobby jsf
Washington, DC 20201 Complaint Forms: http://www hhs gov/ocr/office/file/index.html

bcbsil.com



@ @ BlueCross BlueShield of Illinois

If you, or someone you are helping, have questions, you have the right to get help and information in your language at no cost.
To talk to an interpreter, call 855-710-6984.

Espaiiol Si usted o alguien a quien usted esta ayudando tiene preguntas, tiene derecho a obtener ayuda e informacion en su idioma sin costo alguno. Para hablar con un intérprete, llame
Spanish al 855-710-6984.

Arabi:*)d‘ .855-710-6984 )l als Josil 65 358 aa yie awe Cazaill AASS Al (550 (e lialy Ay 5 5 peall il glaall 5 50 Lisall als J pemaall 3 (Bl laali (ALl sxc Lk (il ool 5l il (S
DR | mpe. SGEEHBONS. HLARE. SRR R0 STRENIAME. AN MITA. MREE WS 057106084,

Frangais Si vous, ou quelqu'un que vous étes en train d'aider, avez des questions, vous avez le droit d'obtenir de I'aide et l'information dans votre langue a aucun co(t. Pour parler a un
French interpréte, appelez 855-710-6984.

Deutsch Falls Sie oder jemand, dem Sie helfen, Fragen haben, haben Sie das Recht, kostenlose Hilfe und Informationen in lhrer Sprache zu erhaten. Um mit einem Ddmetscher zu
German sprechen, rufen Sie bitte die Nummer 855-710-6984 an.

oAl | ¥l dHal MUl dX HEE 53| @l slay Adl slES olly callsaal Ayl A, stabH elled Ysl 8lal, dl dHal [deolt WAR, MRl (UsHL HEE wal
Gujarati HIRL Aaaalell 855 8. geial A cld scll HIZ Wl oAedR 855-710-6984 UR SIA 53

f&er g 3mashs, A7 31T fSHbT FETIA H W & S0P, A &, A H1IH ATA1 879 F fAR[eh FeTaam AR oAl Ireed Fitel H1 HAHRE |
Hindi RFEY 3re1aTe® | a1 FNT F (AT 8557106984 X HieT Y.

Italiano Se tu o qualcuno che stai aiutando avete domande, hai il diritto di ottenere aiuto e informazioni nella tua lingua gratuitamente. Per parlare con un interprete, puoi chiamare il
Italian numero 855-710-6984.

=0l oror 15 £= Hobdl 5= A0 2F20| JCHH Flot= L2 el E3U 2 S Mokl ¢z 22 = U= A2 USLICH S AL
Korean E RSHAI'™ 855-710-6984 = HM3IGHA AIL.

Diné T aa ni, ¢i doodago la’da bika ananilwo’igii, na’idilkidgo, ts’ida bee na ahooti’1’ t'aa niik’e nika a’doolwol doo bina’idilkidigii bee mil h odoonih.

Navajo Ata’dahalne’igii bich’}” hodiilnih kwe’é 855-710-6984.

L o el Ly ol o e Ky Ly KK Crga, aad s 5 e Bl 5 K8 Yl sk 4y cagh 34048 250 1) Gl B candily 48B3 06 0 S8 5l 4y Lai aS aS Ly olad K
Persian 855-710-6984 aulei Jusla Lised,
Polski Jesli Ty lub osoba, ktorej pomagasz, macie jakiekolwiek pytania, macie prawo do uzyskania bezplatnej informacji i pomocy we wiasnym jezyk u. Aby porozmawiac z
Polish tlumaczem, zadzwon pod numer 855-710-6984.

Pycckuid Ecnu y Bac unu yenoseka, KOTOPOMY Bbl NOMOraeTe, BO3HMKNU BONPOCHI, Y Bac eCTb Npaso Ha BecnnaTHyio NOMOLb U MHD OpMaumio, NPeACCcTaBNEeHHYIo Ha Baluem A3blke.
Russian Ytobbl cBA3aTLCA C NEepeBOAYMKOM, NO3BOHUTE No TenedgoHy 855-710-6984.
Tagalog Kung ikaw, o ang isang taong iyong tinutulungan ay may mga tanong, may karapatan kang makakuha ng tulong at impormasyon sa iyong wika nang walang bayad. Upang
Tagalog makipag-usap sa isang tagasalin-wika, tumawag sa 855-710-6984.

} . . .
Ukl »J 05 S 3 855-710-6984 ogl £ 6 £ pf S opppz et O K 200 ualp Slaslaa sl saatida e () @ 55 Bl g 20 g i 0S o 008 3% oS g S 25 ol L S Gl S
Tiéng Viét | Néu quy vi, hodc ngudi ma quy vi giip d&, co cau hai, thi quy vi co quyén durgre gilp d& va nhan thong tin bang ngdn nglr ctia minh mién phi. D& néi chuyén véi mét thong
Vietnamese | dich vién, goi 855-710-6984.

bcbsil.com







