Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 01/01/2026-01/01/2027

Coverage for: All | Plan Type: HMO
@ @ BlueCross BlueShield of lllinois
v e s opncn isss e ey + PHETPSN Blue Precision Platinum HMOSM 110 — Rx Copays

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.bcbsil.com/il/documents/group/benefit-booklets/2026/bb_phsa01bavsilo_il_2026.pdf or by calling 1-800-892-2803. 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 1-855-756-4448 to request a copy.

Important Questions Answers  |WhyThis Matters:

Generally, you must pay all of the costs from providers up to the deductible amount before this plan

What is the overall Individual: Participating $1,100 begins to pay. If you have other family members on the plan, each family member must meet their
deductible? Family: Participating $3,300 own individual deductible until the total amount of deductible expenses paid by all family members

meets the overall family deductible.
Yes. In-Network Preventive Health Care
services, certain services with a

Are there services covered | copayment, diagnostic, imaging services, 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

gzggtﬁ:?meet your gomerglgglthpﬁ;;?éigﬁ/rsgrlg ergﬁdslgil/i - without cost sharing and before you meet your deductible. See a list of covered preventive services

at www.healthcare.gov/coverage/preventive-care-benefits/.

and prescription drugs are covered
before you meet your deductible.

Are there other deductibles
for specific services?

=

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

The out-of-pocket limit is the most you could pay in a year for covered services. If you have other
family members in this plan, they have to meet their own out-of-pocket limits until the overall family

What is the out-of-pocket | Individual: Participating $3,100

limit for this plan? Family: Participating $9,300 s o e T s S sl
What is not included in Premiums, balance billing charges, and \ f -
the out-of-pocket limit? health care this plan doesn't cover. Even though you pay these expenses, they don't count toward the out-of-pocket limit.
Ve @2 This plan uses a provider network. You will pay less if you use a provider in the plan’s network. You

Will you pay less if you use | www.bcbsil.com/blueprecisionhmo or call will pay the most if you use an out-of-network provider, and you might receive a bill from a provider

X TR . - for the difference between the provider's charge and what your plan pays (balance billing). Be
a network provider? TEbC S e [y P2 aware your network provider might use an out-of-network provider for some services (such as lab

Providers. work). Check with your provider before you get services.
Do you need a referral to Yes This plan will pay some or all of the costs to see a specialist for covered services but only if you

see a specialist? have a referral before you see the specialist.
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A 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 Limitations, Exceptions, & Other

(You will pay the least) (You will pay the most)
mj"r];g ﬁﬁ]rgs\é's't fotreat an $30isit; deductible does not apply Not Covered None

If you visit a health care Specialist visit $60/visit; deductible does not apply Not Covered Referral required.

‘cmﬁ office or You may have to pay for services that
Preventive care/screening/ . - aren't preventive. Ask your provider if the
immunization No Charge; deductible does not apply |Not Covered services needed are preventive. Then

check what your plan will pay for.
\?vi;k?OStiC test (x-ray, blood No Charge; deductible does not apply |Not Covered Referral required.

If you have a test imaaing (CT/PET

I\rﬂnsg;g ( SCans,  INo Charge; deductible does not apply Not Covered Referral required.

Blue Cross and Blue Shield of lllinois, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company,

an Independent Licensee of the Blue Cross and Blue Shield Association

*For more information about limitations and exceptions, see the plan or policy document at www.bcbsil.com/il/documents/group/benefit-
booklets/2026/bb_phsa01bavsilo_il_2026.pdf
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Common
Medical Event

Services You May Need

What You Will Pay

Limitations, Exceptions, & Other
Important Information

Generic drugs (Preferred)

Generic drugs (Non-
Preferred)
If you need drugs to
treat your illness or
condition Brand drugs (Preferred)
More information about
prescription drug Brand drugs (Non-

coverage is available at | Preferred)
www.bcbsil.com/rx26h/6T

Specialty drugs (Preferred)

Specialty drugs (Non-
Preferred)

Facility fee (e.g.,

If you have outpatient  ampyiatory surgery center)

surgery Physician/surgeon fees

Emergency room care

If you need immediate  Emergency medical
medical attention transportation

Urgent care

Facility fee (e.g., hospital
If you have a hospital | "oom)

sta
y Physician/surgeon fees

Blue Cross and Blue Shield of lllinois, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company,

Network Provider Out-of-Network Provider
(You will pay the least) (You will pay the most)

Retail - $5/prescription
Mail - $15/prescription; deductible Not Covered
does not apply

Retail - $15/prescription
Mail - $45/prescription; deductible Not Covered
does not apply

Retail - $60/prescription
Mail - $180/prescription; deductible | Not Covered
does not apply

Retail - $110/prescription
Mail - $330/prescription; deductible | Not Covered
does not apply

$250/prescription; deductible does not

apply Not Covered
$350/prescription; deductible does not Not Covered
apply

$150Misit plus 20% coinsurance Not Covered

No Charge; deductible does not apply |Not Covered

$400/visit plus 20% coinsurance
20% coinsurance

$60/visit; deductible does not apply Not Covered

$200/visit plus 20% coinsurance Not Covered

No Charge; deductible does not apply | Not Covered

an Independent Licensee of the Blue Cross and Blue Shield Association
*For more information about limitations and exceptions, see the plan or policy document at www.bcbsil.com/il/documents/group/benefit-

booklets/2026/bb phsa01bavsilo il 2026.pdf
SBC IL HMO SG-2026

$400/visit plus 20% coinsurance

20% coinsurance

Limited to a 30-day supply at retail (or a 90-
day supply at a network of select retail
pharmacies). Up to a 90-day supply at mail
order. Specialty drugs are limited to a 30-
day supply except for certain FDA-
designated dosing regimens. Payment of
the difference between the cost of a brand
name drug and a generic may also be
required if a generic drug is available. Any
differences between the cost of the generic
drug and the cost of the brand name drug
will apply to the deductible or out-of-pocket
maximum. The applicable cost sharing (by
tier) and the cost difference between the
generic and brand will never exceed the
overall cost of the drug. The amount you
may pay per 30-day supply of a covered
insulin drug, regardless of quantity or type,
shall not exceed $35, when obtained from a
Participating Pharmacy.

Referral required.
For Outpatient Infusion Therapy, see your
benefit booklet* for details.

Per occurrence copayment waived upon
inpatient admission.

None

Must be affiliated with member's chosen
medical group or referral required.

Referral required.

Referral required.
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Common
Medical Event

Services You May Need

What You Will Pay

Limitations, Exceptions, & Other
Important Information

If you need mental
health, behavioral
health, or substance
abuse services

If you are pregnant

If you need help
recovering or have
other special health
needs

If your child needs
dental or eye care

Blue Cross and Blue Shield of lllinois, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company,

Outpatient services
Inpatient services

Office visits

Childbirth/delivery
professional services

Childbirth/delivery facility
services

Home health care

Rehabilitation services
Habilitation services

Skilled nursing care
Durable medical equipment

Hospice services

Children’s eye exam

Children’s glasses

Children’s dental check-up

Network Provider Out-of-Network Provider
(You will pay the least) (You will pay the most)

No Charge for office visits;
20% coinsurance for other outpatient
services

$200/visit plus 20% coinsurance

Primary Care: $30/initial visit
Specialist: $60/initial visit; deductible
does not apply

No Charge; deductible does not apply

$200isit plus 20% coinsurance

No Charge; deductible does not apply
No Charge; deductible does not apply
No Charge; deductible does not apply
20% coinsurance
No Charge; deductible does not apply
20% coinsurance

No Charge; deductible does not apply

No Charge; deductible does not apply

30% coinsurance

an Independent Licensee of the Blue Cross and Blue Shield Association
*For more information about limitations and exceptions, see the plan or policy document at www.bcbsil.com/il/documents/group/benefit-
booklets/2026/bb_phsa01bavsilo_il_2026.pdf
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Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered
Not Covered
Not Covered
Not Covered
Not Covered
Not Covered

Not Covered

Not Covered

Not Covered

Referral may be required. Telepsychiatry
benefits are available; see your benefit
booklet* for details.

Referral required.

Copayment applies to first prenatal visit
(per pregnancy). Cost sharing does not
apply for preventive services. Depending
on the type of services, a copayment,
coinsurance, or deductible may apply.
Maternity care may include tests and
services described elsewhere in the SBC
(i.e., ultrasound).

Referral required.
Referral required.

Referral required.
Referral required.
Referral required.

One visit per year. See your benefit
booklet* for details.

One pair of glasses per year up to age 19.
See your benefit booklet* for details.

None
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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.)

e Acupuncture e Long-term care o Weight loss programs

o Dental care (Adult) e Non-emergency care when traveling outside the U.S.

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

e Bariatric surgery e Hearing aids (1 per ear every 24 months) e Routine eye care (Adult, 1 visit per benefit period)

e Chiropractic care (Chiropractic and Osteopathic e Infertility treatment (covered for 4 procedures per e Routine foot care (when medically necessary)
manipulation limited to 25 visits per calendar year) benefit period)

o Cosmetic surgery (only for the correction of congenital e Private-duty nursing (with the exception of inpatient
deformities or conditions resulting from accidental private-duty nursing)

injuries, scars, tumors, or diseases)

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: the
plan at 1-800-892-2803 or www.bcbsil.com, U.S. Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.gov/ebsa/healthreform, or Department of Health and Human Services, Center for Consumer Information and 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, visit www.GetCovered.lllinois.gov or call 1-866-311-1119, TTY 711.

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:
Blue Cross and Blue Shield of lllinois at 1-800-892-2803 or visit www.bcbsil.com, or contact the 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 help you file your appeal. Contact the lllinois Department of
Insurance at 1-877-527-9431 or visit http:/insurance.illinois.gov.

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 the Minimum Value Standards? Yes.
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.

Blue Cross and Blue Shield of lllinois, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company,
an Independent Licensee of the Blue Cross and Blue Shield Association
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Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-892-2803.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-892-2803.
Chinese (71 30): 4N R FFZE P LAY AL, 1BIRFTX1>513 1-800-892-2803.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-892-2803.

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

Blue Cross and Blue Shield of lllinois, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company, Page 6 of 7
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About these Coverage Examples:

Peg is Having a Baby

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

Managing Joe’s Type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

Mia’s Simple Fracture

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.

(in-network emergency room visit and follow

up care)

M The plan’s overall deductible
M Specialist copayment

M Hospital (facility) copay/coins
M Other coinsurance

This EXAMPLE event includes services like:

Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)

Specialist visit (anesthesia)
Total Example Cost

In this example, Peg would pay:

Cost Sharing
Deductibles
Copayments
Coinsurance
What isn’t covered
Limits or exclusions

The total Peg would pay is

$1,100
$60

$200+20%

20%

$12,700

$1,100
$200
$1,200

$60
$2,560

M Hospital (facility) copay/coins
B Other coinsurance 20%

M The plan’s overall deductible $1,100
B Specialist copayment $60

$200+20%

This EXAMPLE event includes services like:
Primary care physician office visits (including disease

education)

Diagnostic tests (blood work)
Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing
Deductibles $0
Copayments $900
Coinsurance $0
What isn’t covered
Limits or exclusions $20
The total Joe would pay is $920

M The plan’s overall deductible
B Specialist copayment

M Hospital (facility) copay/coins
W Other coinsurance

$1,100
$60

$200+20%

20%

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost

In this example, Mia would pay:

Cost Sharing
Deductibles
Copayments
Coinsurance
What isn’t covered
Limits or exclusions

The total Mia would pay is

The plan would be responsible for the other costs of these EXAMPLE covered service

Blue Cross and Blue Shield of lllinois, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company,
an Independent Licensee of the Blue Cross and Blue Shield Association

SBC IL HMO SG-2026

$2,800

$1,100
$500
$50

$0
$1,650
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A [Easion of Hedith Care Serviee Dorpoation, 4 Muteal Legal Resens Company

Non-Discrimination Notice

Health Care Coverage |s Important For Everyone

We do not discriminate on the basis of race, color, national origin (including limited English knowledge
and first language), age, disability, or sex (as understood in the applicable regulation). We provide
people with disabilities with reasonable modifications and free communication aids to allow for
effective communication with us. We also provide free language assistance services to people whose

first language is not English.

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

If you believe we have failed to provide a service, or think we hawve discriminated in another way, you can
file a grievance with:

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

Attn: Office of Civil Rights Coordinator TIY/TDD: 855-661-6965

300 E. Randolph St., 35th Floor Fax: 855-661-6960

Chicago, IL 60601 Email: civilrightscoordinator@bcbsil.com

You can file a grievance by mail, fax or email. If you need help filing a grievance, please call the toll-free
phone number listed on the back of your ID card (TTY: 711).

You may file a civil rights complaint with the US Department of Health and Hurman Services, Office for
Civil Rights, at:

US Dept of Health & Human Services Phone: 800-368-1019

200 Independence Avenue SW TTY/TDD: 800-537-7697

Room 509F, HHH Building Complaint Portal:

Washington, DC 20201 ocrportal.hhs.gov/ocr/smartscreen/main.jsf

Complaint Forms:
hhs.gov/civil-rights/filing-a-complaint/index.htmil

This notice is available on our website at bcbsil.com/legal-and-privacy/non-discrimination-notice

ATTENTIONM: If you speak another language, free language assistance services are available to you.
Appropriate auxiliary aids and services to provide information in accessible formats are also available
free of charge. Call 855-710-65984 (TTY: 711) or speak to your provider.

ATENCIOM: Si habla espafiol, tiene a su disposicidon servicios gratuitos de asistencia
Espafid lingdistica. También estan disponibles de forma gratuita ayuda y servicios auxiliares
Spanish apropiados para proporcionar informacion en formatos accesibles. Llame al 855-710-
G984 (TTY: 711) 0 hable can su proveedor.
sl il Alie daai g Bae e (il g b il LaS dgilacall Ay palll ol Cheza S b sk sl el Aadll e i 13b raga
_ " Al e (Loath Ulaa Ll Jpec b ey iy e gl
Arabic Aoaaall adia Moo 0 (TTY: 711) B55-710-6984
bcbsil.com IL1557_ENG_20250410

Blue Cross and Blue Shield of lllinois, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company,
an Independent Licensee of the Blue Cross and Blue Shield Association
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@ @ BlueCross BlueShield of lllinois

A Division of Heakth Care Seneice Covporation, & St Legal Reserse Company

o PR, R EE G, R RN BIRIE S EIR S . FLAE S BT PSS At T A
Ehinese BR%. CIAEMEH RTS8, Bd 855-710-6984 (SrAdiiF: 7110 8005 MR S48 &
[i58
: ATTEMTIOM : 5i vous parlez Frangais, des services d'assistance linguistigue gratuits sont a votre
Frangais disposition, Des aides et services auxiliaires appropriégs paur fournir des informations dans des formats
French accessibles sont également disponibles gratuitement. Appelez |e 855-710-6984 (TTY : 711} ou parlez
avotre fournisseur.
ACHTUMNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlose Sprachassistenzdienste zur
Deutsch Werflgung. Entsprechende Hilfsmittel und Dienste zur Bereitstellung von Informationen in
German barrierefreien Formaten stehen ebenfalls kostenlos zur Verfugung. Rufen Sie B55-710-6984 (TTY:
711} an oder sprechen Sie mit lhrem Provider.
. w2l ol 2l L A3 9wl sllotett 81 ol Mgl e slas uelalcl Dl LR HIE GUEeR, B,
R iaat 2102 W(ERE I vszl WA AsARoc giHzul JlE Al Yyl ws o dzell cuzad ug&l [Sen 34
1 Gucletd B, 855-710-69384 (TTv: 711) W Slct 521 s 2ial cAHdl2L Welal 8 alal 521,
e oy & Tt o el sherd €, A anads g Freggee wmen werde Sang guere gl §) gers wedt
o T BT e -] @ [0 JUgad SeTe wreE S Hart of Fhgew Sues €1 855-710-6984
(TT¥: 711) 9X Hel 6 T HI Wal<dl I = Bl
italiano ATTEMZIOME: se parli Italiano, sono disponibili servizi di assistenza linguistica gratuiti. Sono inoitre
[tali disponibili gratuitamente ausili e servizi ausiliari adeguati per fornire informazioni in formati accessibili.
2T Chiama I'855-710-6984 (tty: 711} o parla con il tue fernitare.
=304 Fo. =20 8 AIESHA|= E3F F2 ¢0] X R MB|A8 0| 514 4= g L|CH 0|8 “I=T
E - EaoR2 Heg Hadshs AT EE TS 8 M 222 5ZE L 855-710-
arean 6934TTY: 711)H 2 2 FSHISIHLE AfH| 2 M2 A0 225 Al 2.
SHOOH: Diné bee yanilti‘gogo, saad bee ana’awo’ bee aka’anida’awo’it'aa jiik'eh
Dine na halg. Bee ahil hane'go bee nida‘anishi t'aa akodaat'ehigil dod bee
: aka'anida'wo’l 4ko bee baa hane'l bee hadadilyaa bich’]” ahoot'i"igii &i t"aa jiik'eh
Navajo halg. Kohjl’ 855-710-6984 (TTY: 711) hodiilnih doodago nika‘analwo’i bich'}’
hanidziibh.
it Gleafiy Silads o LauSLE rpinad ls 18 La pepaed 3 0800 (Jl) (Sladio Sileds A€ e Comen | gugls S T o3
. B IpBals) B55-710-6984 sylat b bzl s 3aorsn OB0L jalod o iws (LlE (slae 15 cileShial @il (8l o awlin
Farsi S a9 £ hABIAI b b S eles [T
Polski UWaAGA: Osoby mowiace po polsku moga skorzystac z bezptatnej pomocy jezykowej. Dodatkowe
lish pomoce i ustugi zapswniajgce informacje w dostepnych formatach s3 rowniez dostepne bezptatnie.
Polis Zadzwon pod numer 855-710-6984 (TTY: 711) lub porozmawiaj ze swoim dostawca.

- BHHMMAHME: Ecnuv Bol roBopMTe Ha PYCCKMIA, BEM SOCTYNHE DECNNaTHEIE YOAYTM ASLIKOBON NOGOERHHEM.
PYCCHKIL CoOoTESTCTBY D WM S BCNOMOraTENbHbI€ CRPSACTES M YOAYIH NO NDeA0CTABNSHUID HHGORMILHMK B
Russian AOCTYNHEX GOpPMaTax TarHe NpegocTasnAwToA SecnnatHo. NozpoHKTE No TenedoHy 855-710-6984

{TTY: 711) naw obpaThTecs K CBOEMY MOCTABWLMKY VCAYT.
PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng serbisyong tulong sa wika.
Tagalog MMagagamit din nang libre ang mga naaangkop na auxiliary na tulong at serbisyo upang magbigay ng
Tagalog impormasyon sa mga naa-access na format. Tumawag sa 855-710-6984 (TT¥: 711) o makipag-usap
sa iyong provider.
g3 ilaghng oo Gebiali Jlog JulS g cobiTes cileds (§ ocie e F O o § 0T 55 wonr alas 23l T S50 3000 doegs
el b S JE G (FTHTTY) B55-710-6984 _ny olies Cubo e amledts jal alisl Oglas nlis o2 5 5 8 aul,d
Lirda S Sl 0555 eyl
: LU ¥: Néu ban néi tiéng Viét, chung téi cung cap mién phi cac dich '.rt,:_hé; tror ngén ngir.
Viet Cac héltn_:v dich vu phi hop dé cung cap théng tin theo cac dinh danp dé tiép can cing dl.rg;c
Vietnamese cung cap mién phxi. Vui léng geoi theo s6 855-710-6984 (Nguwdéi khuyat tat: 711) hodc trao doi
wé&ri ngudri cung cap dich vy cda ban.
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