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

@ BlueCross BlueShield of Ilinois

e eseommanss sy Amnerican Library Association: PPO Plan

Coverage Period: 01/01/2024 — 12/31/2024

Coverage for: Individual/Family | Plan Type: PPO

The Summary of Benefits and Coverage (SBC) document willhelp 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, call 1-800-458-6024 or at

https://policy-srv.box.com/s/qvj6tyvj6rkf8rhefqi8p420u98uzilp.

Forgeneral 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/shc-glossary/ or call 1-855-756-4448 to request a copy.

Important Questions _ Why This Matters:

What is the overall

For In-Network:
$500 Individual / $1,500 Family

Generally, you must pay all of the costs from providers up to the deductible
amount before this plan begins to pay. If you have other family members

deductible? For Out-of-Network: on the plan, each family member must meet their own individual deductible
—_— $700 Individual / $2,100 Family until the total amount of deductible expenses paid by all family members
Three Month Carryover meets the overall family deductible.
You will have to meet the deductible before the plan pays for any services.
Are there services Yes. Certain preventive care, prescription drugs and For example, this plan covers certain preventive services without cost

covered before you meet
your deductible?

emergency room services are covered before you meet
your deductible.

sharing and before you meet your deductible. See a list of covered
preventive services at www.healthcare.gov/coverage/preventive-care-
benefits/.

Are there other
deductibles for specific
services?

No.

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

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

For In-Network: $1,800 Individual / $5,400 Family
For Out-of-Network: $10,000 Individual / $30,000
Family

Prescription drug expense limit: $1,000 Individual /
$3,000 Family

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 out-of-pocket limit has
been met.

What is notincluded in
the out-of-pocket limit?

Premiums, balance-billing charges, and health care this
plan doesn’t cover.

Even though you pay these expenses, they don’t count toward the out-of-
pocket limit.

Will you pay less if you
use a network provider?

Yes. See www.bcbsil.com or call 1-800-458-6024 for a
list of network providers.

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.

Do you need a referral to
see a specialist?

No.

You can see the specialist you choose without a referral.

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 (herein called BCBSIL)
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4\ 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
(You will pay the least)

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

Limitations, Exceptions, & Other
Important Information

If you visit a health
care provider’s office
or clinic

Primary care visit to treat an
injury orillness

20% coinsurance

40% coinsurance

Virtual visits: 20% coinsurancelvisit;
deductible applies. See your benefit
booklet™ for details. No benefits will be
provided for services which are not, in the
reasonable judgment of Blue Cross and
Blue Shield, medically necessary.

Specialist visit

20% coinsurance

40% coinsurance

None

Preventive care/screening/
immunization

No Charge;
deductible does not
apply

40% coinsurance

You may have to pay for services that aren’t
preventive. Ask your provider if the services
needed are preventive. Then check what
your plan will pay for.

If you have a test

Diagnostic test (x-ray, blood
work)

No Charge;
deductible does not
apply

20% coinsurance;
deductible does not apply

Preauthorization may be required; see your

Imaging (CT/PET scans,
MRIs)

No Charge;
deductible does not
apply

20% coinsurance;
deductible does not apply

benefit booklet* for details.

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 (herein called BCBSIL)
*For more information about limitations and exceptions, see the plan or policy document at
https://policy-srv.box.com/s/qvj6tyvj6rki8rhefqi8p420u98uzilp.
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What You Will Pay

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

Limitations, Exceptions, & Other
Important Information

Common Medical
Event

Services You May Need

If you need drugs to
treat your iliness or
condition

More information about
prescription drug
coverage is available at
www.bcbsil.com/rx-
drugs/drug-lists/drug-lists

Generic drugs

$10/prescription (retail)
$20/prescription (mail
order);

deductible does not

apply

$10/prescription (retail);
deductible does not apply

Preferred brand drugs

$40/prescription (retail)
$80/prescription (mail
order);

deductible does not

apply

$40/prescription (retail);
deductible does not apply

Non-preferred brand drugs

$60/prescription (retail)
$120/prescription (mail
order);

deductible does not

apply

$60/prescription (retail);
deductible does not apply

34-day supply at Retail
90-day supply at Mail Order

Rx Out-of-Pocket Expense Limit:
$1,000 Individual / $3,000 Family

For Out-of-Network drug provider, you are
responsible for 25% of the eligible amount

after the copayment.

Certain women's preventive services will be
covered with no cost to the member. Fora
full list of these prescriptions and/or
services, please contact Customer Service.

The amount you may pay per 30-day supply
of covered insulin drug, regardless of
quantity or type, shall not exceed $100,
when obtained from a Preferred Participating
or Participating Pharmacy.

Specialty drugs

$80/prescription (retail);
deductible does not

apply

$80/prescription (retail);
deductible does not apply

Specialty drug coverage based on group
policy. Prior authorization may be required.

Specialty drugs are limited to a 30-day
supply except for certain FDA-designated

dosing regimens.

If you have outpatient
surgery

Facility fee (e.g., ambulatory

No Charge; deductible

20% coinsurance;

Preauthorization may be required.

surgery center) does not apply deductible does not apply
Physician/suraeon fees No Charge; deductible 20% coinsurance; None
y 9 does not apply deductible does not apply

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 (herein called BCBSIL)
*For more information about limitations and exceptions, see the plan or policy document at
https://policy-srv.box.com/s/qvj6tyvj6rki8rhefqi8p420u98uzilp.
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Common Medical
Event

Services You May Need

What You Will Pay

Out-of-Network Provider

In-Network Provider
(You will pay the least)

(You will pay the most)

Limitations, Exceptions, & Other
Important Information

If you need immediate
medical attention

Emergency room care

$150Nvisit; deductible
does not apply

$150Nvisit; deductible
does not apply

Emergency room copayment waived if
admitted.

Emergency medical
transportation

20% coinsurance

20% coinsurance

Preauthorization may be required for non-
emergency transportation; see your benefit
booklet* for details.

Urgent Care

20% coinsurance

40% coinsurance

None

If you have a hospital
stay

Facility fee (e.g., hospital
room)

20% coinsurance

40% coinsurance

Preauthorization required.

Physician/surgeon fees

20% coinsurance

40% coinsurance

None

If you need mental

No Charge; deductible

20% coinsurance;

Virtual visits: 20% coinsurance/visit;
deductible applies. See your benefit booklet*

) Outpatient services . for details.
Eea::n, beha\élotral does not apply deductible does not apply Preauthorization may be required: see your
SR, CIFE DL EEY benefit booklet* for details.
abuse services
Inpatient services 20% coinsurance 40% coinsurance Preauthorization required.
. . _ Cost sharing does not apply for preventive
Office visits 20% coinsurance 40% coinsurance services. Depending on the type of services,

If you are pregnant

Childbirth/delivery
professional services

20% coinsurance

40% coinsurance

a coinsurance or deductible may apply.
Maternity care may include tests and service
described elsewhere in the SBC (i.e.
ultrasound).

Childbirth/delivery facility
services

20% coinsurance

40% coinsurance

None

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 (herein called BCBSIL)
*For more information about limitations and exceptions, see the plan or policy document at
https://policy-srv.box.com/s/qvj6tyvj6rki8rhefqi8p420u98uzilp.
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What You Will Pa
o —

Common Medical

Event Services You May Need In-Network Provider | Out-of-Network Provider Important Information
(You will pay the least) | (You will pay the most)

Home health care 20% coinsurance 40% coinsurance Preauthorization may be required.

Preauthorization may be required.
Limited to 70 visits per calendar year for
occupational therapy, 48 visits per calendar

Habilitation services 20% coinsurance 40% coinsurance year for speech therapy, and 111 visits per
calendar year for physical therapy.

Rehabilitation services 20% coinsurance 40% coinsurance

If you need help

recovering or have Skilled nursing care 20% coinsurance 40% coinsurance Preauthorization may be required.

other special health

needs Benefits are limited to items used to serve a

medical purpose. Durable Medical
Equipment benefits are provided for both

. . o o
Durable medical equipment | 20% coinsurance 40% coinsurance ourchase and rental equipment (up to the
purchase price).
Preauthorization may be required.
Hospice services 20% coinsurance 40% coinsurance Preauthorization may be 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 (herein called BCBSIL)

*For more information about limitations and exceptions, see the plan or policy document at Page 5 of 8
https://policy-srv.box.com/s/qvj6tyvj6rki8rhefqi8p420u98uzilp.



What You Will Pay

Common Medical Limitations, Exceptions, & Other

Event Services You May Need In-Network Provider | Out-of-Network Provider Important Information
(You will pay the least) | (You will pay the most)

Eye exam coverage at 100% per calendar

Children’s eye exam Not Covered Not Covered year. Limited to 1 exam per calendar year.

Under the age of 19, allow coverage at

If your child needs , , 100% per calendar year of one pair of
dental or eye care Children’s glasses Not Covered Not Covered glasses (lenses and frames) and one pair of

contacts.

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.)

e Acupuncture e Long-term care o Weightloss programs
e Dental care (Adult)

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

e Bariatric surgery o Infertility Treatment (4 invitro attempt maximum e Private-duty nursing (with the exception of

e Chiropractic care (Chiropractic and Osteopathic with special approval up to 6 per benefit period) inpatient private duty nursing) (limited to 48 visits
manipulation limited to 30 visits per calendar e Most coverage provided outside the United per calendar year)
year) States. See www.bcbsil.com ¢ Routine eye care (Adult)

e Cosmetic surgery (only for correcting congenital e Non-emergency care when traveling outside the e  Routine foot care (only in connection with
deformities or conditions resulting from us. diabetes)

accidental injuries, scars, tumors, or diseases)

o Hearing aids (for children 1 per ear every 24
months, for adults up to $2,500 per ear every 24
months)

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 (herein called BCBSIL)

*For more information about limitations and exceptions, see the plan or policy document at Page 6 of 8
https://policy-srv.box.com/s/qvj6tyvj6rki8rhefqi8p420u98uzilp.



YourRights to Continue Coverage: There are agendes thatcan help if you wantto continue your coverage afteritends. The contactinformation for those agenciesis: For
group health coverage contact the plan Blue Cross and Blue Shield of lllinois at 1-800-458-6024 or visit www.bcbsil.com. For group health coverage subject to ERISA
contact the U.S. 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 Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 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 Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

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 complaintis 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 informationto submita 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: Blue Cross and Blue Shield of lllinois at 1-800-458-6024 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 helpyou file
your appeal. Contact the 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, 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.

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-458-6024.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-458-6024.
Chinese (P X ): IR FEP XHIE R, 1BKITX NS5 1-800-458-6024.

Navajo (Dine): Dinek'ehgo shika atohwol ninisingo, kwiijigo holne' 1-800-458-6024.

| To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

xI I "

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
hospital delivery)

B The plan’s overall deductible $500
B Specialist coinsurance 20%
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

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 | $12,700
In this example, Peg would pay:

Cost sharing
Deductibles $500
Copayments $0
Coinsurance $1,300

What isn’t covered
Limits or exclusions $60

The total Peg would pay is $1,860

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

B The plan’s overall deductible $500
B Specialist coinsurance 20%
B Hospital (facility) coinsurance 20%
B Other coinsurance 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 $500
Copayments $700
Coinsurance $300

What isn’t covered
Limits or exclusions $20
The total Joe would pay is $1,520

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

Mia’s Simple Fracture

(in-network emergency room visit and follow up

care)
B The plan’s overall deductible $500
B Specialist coinsurance 20%
B Hospital (facility) coinsurance 20%
B Other coinsurance 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 | $2,800

In this example, Mia would pay:
Cost sharing

Deductibles $500

Copayments $200

Coinsurance $300
What isn’t covered

Limits or exclusions $0

The total Mia would pay is $1,000
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BlueCross BlueShield of Illinois

A Dision f Heath Care Senice Corporatin, a Mutyal gl Resenve Company

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

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
Independence Avenue SW TTY/TDD: 800-537-7697
Room 509F, HHH Building 1019 Complaint Portal:  https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Washington, DC 20201 Complaint Forms: http:/www.hhs.gov/ocr/office/file/index.html

bcbsil.com



@ @ BlueCross BlueShield of Tllinois

A Dision of Health Care Senice Corporation, a Mutual Legsl Reserve Company

Ifyou, or someone you are hedping, have queshons, you have the night fo get help and information in your language at no cost
To talk to an interpreter, call 855-710-6984,

Espalial
Spanish

5i usted o dgueen a quien usted esti ayudands bene preguntas, tene deracho a oblener ayuda & informacian en su idoma sin costo alguno. Para hablar con un intérprele, || ame
al Bo5-710-5584

o

BESTI06064 » 0 al hus g 2 b s s s Dol S Ay 0 o il B g gl il y sl s J ] ) g Al s i g i IS

R

Chinese

Rl fEESGRONS. Hiakm GaRhafuEnGEEANBIoRE. Re—{IER. IR Wl 85571046984,

Frangais
French

Si vous, ou quelgu'n que vous &les en rain d'aider, avez des quesBons, vous avez le droil doblenir de Maide e Iinformation dans voire langue a aucun codt. Pour parler & un
inberpréte, appelez 8557 10-6984.

Deutsch
German

Falls Sie oder jemand, dem Sie hafen, Fragen haben, haben Sie das Rechi, kostenlose Hife und Informabonen in Ihrer Sprache zu erhialten. Um mil einem Dometscher 2u
sprechen, rufen Sie bitie die Nummer B55-710-6884 an.

ol el WA f‘" HEE B3l 280 &2 Well sleS amaeuma Ayl du, saky n-utgll sl B2, ol Ml deotl Wiz, el slslsl HEE Wal
HBAl Amacuel s5 &, goulau wd aid s2e L 53,

Bl olol7 8557106984 U7 Sle

doa
fd

%m.mmmﬂmmmtm_ma&wMMMwﬁnﬁﬂmmmwmmmm

FEEE § A9 T F A0 455-710-5084 o7 ®iF FI,

Itdiang
Itaian

Se tu o qualcuna che stai siutando avete domande, haid dnfto d ottenere aiut e informazioni nella tua lingua gratuitamente. Per padare con un interprete, puoi chiamare i
numera 855-710-5584.

a1
Komean

ohay el £ Sl B MEO SF0 UMM A= FES 1P LR 328 62 MHE BE 4+ U Al ASUL, ZAM)
W5 OhAID B55710-6984 & HEBIE MY,

Havajo

T i, éi doodago la"da biki andnilwo’igii, na idilkidgo, " ida bee nd ahoot™’ Uid niik'e nika a"doolwol dod bina"idilkidigii bee ml h odoonih
Ata'dabalneigii bach")' hodiilnsh kwe'é BS5-T10-5584,

o sy g in S SO o, sy o el 3 S S5 s 44350 (R34S 303 3 G G 03000 001 e g S g LS Sy L
BE5-TI0-6084 e adla Ly

Polski
Polish

Judli Ty lubrosoba, kidrey) pomagasz, maciy jakiskoiwiek pytania, mack prawo oo wzyskania bezplaine informac | pomocy wi whasnym jezyku. Aby parazmawiac 2
Bumaczem, Zadzwon pod numer 855-7 10-6584

Pyccunit
Russan

Ecnny et Ani YEN0BEKE, KOTODONY Bl NOMOTAETE, BOIHMENK BONPOCH, Y BAC 8CTE NPABO Ha BECANATHYIO NOMOLL M HHGOP MALAK, NDEN0CTARNEHHYID HA BALLEM A3bIKE,
Urobis CBAZATLCA ¢ NEPEROTNMNOM, NOIBOMNTE NC Tenedony 8557106584,

Tagalog
Tagalog

Kung ikaw, o ang isang taong iyong tinutulungan ay may mga tanong, may karapatan kang makakuha ng tulong al impormasyon $a iyong wika nang walang bayad Lpang
makipag-usap sa isang tagasalin-wika, lumawag sa B55-710-6584

»i
Urdy

ot S 3 BESTAOHBOEM s ol 28 i S o pr e i i 6 i oty e s gl 3tiis g i M 8 ol v v it e s o a3 ol il g g ol apingld 0

Tiéng Vigd
Vietnamese

N quy vii, hode ngur ma quy vi gilp 88, cb clu héi, thi quy vi co quyn duere gidp d& v nhin thang tin bing ngén ngir cisa minh midn phi. DE néi chuyén v mdt thing
dich wén, goi 855-710-6584

bcbsil.com




