Summary of PPO Blue $0 100/80 Gold Benefits

fee or charge (in additi ar _
department or a satellite building of a hospital.

“HIGHMARK @

On the chart below,(i{olu'll see what your plan pays for specific services. You may be responsible for a facility fee, clinic charge or similar
ition to any professional fees) if your office visit or service is provided at a location that qualifies as a hospital

Benefit

Network

Out-of-Network

General Provisions

Benefit Period(1)

Contract Year

Deductible (per benefit period)

Individual $0 $500
Family $0 $1,000
Coinsurance Member’s Coinsurance obligation based :
on the Plan Allowance or Provider’s Allowable Price $0 20% after deductible
Out-of-Pocket Limit (Includes deductible, coinsurance
and copayments. Once met, plan pays 100%
coinsurance for the rest of the benefit period.)
Individual $9,100 $18,200
Family $18,200 $36,400
Office/Clinic/Urgent Care Visits
Retail Clinic Visits & Virtual Visits $35 copay 20% after deductible
Primary Care Provider Office Visits & Virtual Visits Oftice VISIt: $35 ggggg’ Virwal Visit: $0 20% after deductible
Specialist Office & Virtual Visits $80 copay 20% after deductible
Virtual Visit Provider Originating Site Fee $0 20% after deductible

Urgent Care Center Visits

$90 copay, the copayment, if any,
does not apply to urgent care services
prescribed for the treatment of mental
illness or substance abuse

20% after deductible

Preventive Care(2)

Routine Adult

Adult immunizations $0 20% after deductible
?eRs(t:iﬁéRelated Genetic Counseling and Genetic- $0 20% after deductible
Breast Cancer Screenings $0 20% after deductible
Colorectal cancer screening $0 20% after deductible
Diagnostic services and procedures $0 20% after deductible
0,
Mammograms( annual routine) $0 20% aiter deductble
Mammograms (medically necessary) $0 20% after deductible
Physical exams $0 20% after deductible
Routine gynecological exams, including a Pap Test $0 20%
Routine adult vision Screening $0 Not Covered
Routine Pediatric
Diagnostic services and procedures $0 20% after deductible
Pediatric immunizations $0 20%
Physical exams $0 20% after deductible
Pediatric Vision(3) -
Davis Vision National Network
Exam (including dilation, as professionally indicated) $0 Not Covered
Pediatric frame selection $0 Not Covered
Standard eyeglass lenses (per pair) $0 Not Covered
Contact Lens Benefit (in Tieu of eyeglasses) $0 Not Covered
Evaluation, Fitting & Follow-up Care $0 Not Covered
Collection Contact Lenses (Disposable; Planned $0 Not Covered

Replacement)

Non-Collection Contact Lenses: Materials Allowance

$150 discounted price

Not Covered

Evaluation, Fitting & Follow-up Care — Standard lens
Types and Specialty Lens Types

Not Covered

Not Covered

Pediatric Dental(3) -
United Concordia Advantage Network

Preventive Services (Exam, Cleanings, Radiographs

(all x-rays), Fluoride treatments, sealants) $0 Not Covered
Basic Services (amalgam restorations (metal

fillings), resin based composite fillings gwhite fillings)) 50% Not Covered
Major Services (crowns, inlays, onlays, crown repalir,

enéodontic therapy (root canals, etc.)) 0% Not Covered
Orthodontics(4) (Medically necessary with prior 50% Not Covered

approval)

Hospital and Medical/Surgical Expenses (including maternit

N

Hospital Inpatient

20% after deductible

Hospital Outpatient (Non-Surgical)

500 copay per day, up to 5 days
$0

20% after deductible

Outpatient Surgery (8) $250 copay 20% after deductible
(l;/lﬁge{]rt]étry (non-preventive facility) including dependent $0 20% after deductible
Medical Care gncludln inpatient visits and $0 20% after deductible

consultations)/Surgical Expenses

Emergency Services

Emergency Room Services (Facility Fee)

Emergency Room Services (Professional Fee)

$500 copay (walived if admitted)
$0




Benefit

Network | Out-of-Network

Ambulance (9)

Ambulance — Non-Emergency (10) $0 [ 20% after deductible
Therapy, Rehabilitative and Habilitative Services
Physical Medicine (Rehabilitative and Habilitative) $80 copay 20% after deductible

Physical Medicine — Benefit Maximum
- Combined with Occupational Therapy

Limit: 30 rehabilitative and 30 Habilitative visits /benefit period - Limit does not
apply to therapy services for the treatment of a Mental Health or Substance

Respiratory Therapy

Abuse diagnosis
$0 20% after deductible

Speech Therapy (Rehablilitative and Habilitative)

$80 copay 20% after deductible

Speech Therapy- Benefit Maximum

Limit: 30 rehabilitative and 30 Habilitative visits /benefit period - Limit does not
apply to therapy services for the treatment of a Mental Health or Substance
Abuse diagnosis

Occupational Therapy (Rehabilitative and Habilitative)

$80 copay 20% after deductible

Occupational Therapy — Benefit Maximum
- Combined with Physical Therapy

Limit: 30 rehabilitative and 30 Habilitative visits /benefit period - Limit does not
apply to therapy services for the treatment of a Mental Health or Substance
Abuse diagnosis

Spinal Manipulations

$80 copay 20% after deductible

Limit: 20 visits/benefit period

Other Therapy Services (Cardiac Rehab, Infusion
Therapy, Chemotherapy, Radiation Therapy and
Dialysis)

$0 20% after deductible

Mental Health/Substance Abuse

Inpatient $500 copay per day, up to 5 days 20% after deductible
Inpatient Detoxification/Rehabilitation $500 copay per day, up to 5 days 20% after deductible
Outpatient Office Visit: $80 copay Virtual Visit: $0 ;

includes Virtual Behavioral Health Visits cogay 20% after deductible

Other Services

Allergy Extracts and Injections $0 20% after deductible
Artificial Insemination $0 20% after deductible
Dental Services Related to Accidental Injury $0 20% after deductible

Diagnostic Services

Advanced Imaging (MRI, CAT, PET scan, etc.)

Member Savings Site = $150 co;aal:
All Other Network Providers = $30
copay, the copayment, if any, does not
apply to diagnostic services prescribed
for the treatment of mental iliness or
substance abuse

20% after deductible

Basic Diagnostic Services (standard imaging,
diagnostic medical)

Member Savings Site = $80 copay:
All Other Network Providers = $160
copay, the copayment, if any, does not
apply to diagnostic services prescribed
for the treatment of mental iliness or
substance abuse

20% after deductible

Lab/Pathology

Member Savings Site = $0

All Other Network Providers = 20% 20% after deductible

Durable Medical Equipment

20% after deductible

Orthotics and Prosthetics $0 20% after deductible
$0 20% after deductible
Home Health Care Limit: 60 visits/benefit period
$0 Not Covered

House Call Program

Limited to one (1) per benefit period

Hospice

$0 20% after deductible

Respite care limit of 7 days every 6 months

Infertility Counseling, Testing and Treatment(s) $0 20% after deductible
- - . $300 copa 20% after deductible

Skilled Nursing Facility Care > >I/_lmlt: 120 days/benefit perlod0

Transplant Services $0 20% after deductible

Precertification Requirements(s) YES
Prescription Drugs
Prescription Drug Deductible
Individual None
Family N/A

Prescription Drug Program(7)

Sensible Rx Complete

Defined by the National Plus Pharma(cfv Network - Not
Physician Network. Prescriptions filled at a non-network
pharmacy are not covered.

Your plan uses the HCR Comprehensive Formulary with
an Incentive Benefit Design.

Retail Drugs (31/60/90-day Sugply)
$3/$6 / $9 low cost generic copay -- $15 / $30/ $45 standard generic copay
$65 / $130 / $195 formulary brand copay
$150 / $300 / $450 non-formulary copay
20% formulary specialty coinsurance -- $350 Maximum (31-day supply-Retail)
30% non-formulary specialty coms%ranc.g -- $500 Maximum (31-day supply-
etai

Maintenance Drugs through Mail Orderéup to 90-day Supply)
$3 low cost generic copay -- $15 standard generic copay
$130 formulary brand copay
$300 non-formulary brand copay
20% formulary specialty coinsurance -- $700 Maximum (Mail Order)
30% non-formulary specialty coinsurance -- $1000 Maximum (Mail Order)

This is not intended as a contract of benefits. It is designed purely as a reference of the many benefits available under your program.
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Benefit | Network | Out-of-Network

To access more information about the drug formulary, including tiering, please go to:
http://www.highmark.com/transparency-in-coverage or for a paper copy, call 1-855-873-4106.

(I) Your group’s benefit period is based on a Contract Year. The Contract Year is a consecutive 12-month period beginning on your employer's effective date.

Contact your employer to determine the effective date applicable to your program.

2) Benefits are provided as further detailed in the Preventive Schedule, and the frequency and eligibility of services is subject to change.
Pediatric vision and dental benefits are only available to dependent children or health plan members under age 19.
4) A MedicaIIY Necessary orthodontic service'is an orthodontic procedure that occurs as part of an approved orthodontic plan that is intended to treat a severe
dentofacial abnormality. Prior approval is required. See your benefit booklet for more details.
(5) Treatment includes coverage for the correction of a physical or medical problem associated with infertility. Infertility drug therapy may or may not be covered
depending on your group’s prescription drug program.
(6) If you receive services from an out-of-area provider or an out-of-network provider, you must contact Highmark Utilization Management prior to a planned
inpatient admission, prior to receiving certain outpatient services or within 48 hours of an emergency or unplanned inpatient admission to obtain any required
precertification. If precertification is not obtained and it is later determined that all or part of the services received were not medically necessary or
aﬁproprlate, you will be responsible for the payment of any costs not covered by your health plan. ) ) ] o
The formulary is a listing of Prescription Drugs and Over-the-Counter Drugs selected by Highmark for their quality, safety and effectiveness. This listing is
subject to periodic review and modification by Highmark or a designated committee of Physician or pharmacists. Your program includes coverage for both
formulary and non-formulary drugs at the specific copayment or coinsurance amounts listed above. Under SensibleRx Complete, you are responsible for the
payment differential when ac?eneric drug is available and you purchase a brand name drug. Your payment is the price difference between the brand name
drug and generic drug in addition to the brand name drug copayment or coinsurance amounts, which may apply.
8) Refers to outpatient surgical procedure provided in a hospital or ambulatory facility setting.

Benefits for Emergency Ambulance Services rendered by an OutofNetwork Provider will be paid at the Network Services level and subject to the Deductible
amount, if an?/, applicable to Network Services. The Member will not be responsible for any amounts billed by the OutofNetwork Provider that are in excess
of the Plan Allowance for such Services.

(10) Benefits for Ambulance Services provided by air and rendered by an OutofNetwork Provider will be Faid at the Network Services level and subject to the

Deductible amount, if any, that is applicable to Network Services. The Member will not be responsible for any amounts billed by the OutofNetwork Provider

that are in excess of the Plan Allowance for such Services.

@)

Discrimination is Against the Law

The Claims Administrator/Insurer complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age,
disability, or sex, including sex stereotypes and gender identity. The Claims Administrator/Insurer does not exclude people or treat them differently because of
race, color, national origin, age, disability, or sex assigned at birth, gender identity or recorded gender. Furthermore, the Claims Administrator/Insurer will not deny
or limit coverage to any health service based on the fact that an individual's sex assigned at birth, gender identity, or recorded gender is different from the one to
which such health service is ordinarily available. The Claims Administrator/Insurer will not deny or limit coverage for a specific health service related to gender
transition if such denial or limitation results in discriminating against a transgender individual. The Claims Administrator/Insurer:

. Provides free aids and services to people with disabilities to communicate effectively with us, such as:
- Qualified sign language interpreters
- Written information in other formats (large print, audio, accessible electronic formats, other formats)
. Provides free language services to people whose primary language is not English, such as:
- Qualified interpreters
- Information written in other languages
If you need these services, contact the Civil Rights Coordinator.
If you believe that the Claims Administrator/Insurer has failed to provide these services or discriminated in another way on the basis of race, color, national origin,
age, disability, or sex, including sex stereotypes and gender identity, you can file a grievance with: Civil Rights Coordinator, P.O. Box 22492, Pittsburgh, PA
15222, Phone: 1-866-286-8295, TTY: 711, Fax: 412-544-2475, email: CivilRightsCoordinator@highmarkhealth.org. You can file a grievance in person or by mail,
fax, or email. If you need help filing a grievance, the Civil Rights Coordinator is available to help you. You can also file a civil rights complaint with the U.S.
Department of Health and Human Services, Office for Civil Rights electronically through the Office for Civil Rights Complaint Portal, available at

https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/officeffile/index.html.




ATTEMTION: If you speak English, language assistance services, free of charge, are available to you, Call the number on the back of your ID card (TTY; 711).

ATENCION: Si usted habla espafiol, servicios de asistencia lingiistica, de forma gratuita, estan disponibles para usted, Llame al ndmero en la parte posterior de su
tarjeta de identificacion (TTY: 711),

iR - IR I - SR R e W S R R - TR B HER ERY S (TTY 2 711D -
CHU ¥: Méu quy vi ndi tigng Viét, ching téi cung cdp dich vy hd trg ngdn ngd mién phi cho quy vi. Xin goi 58 dign thoai & mat sau thé 1D cda quy vi (TTY: 711).

L HIANE ASENE EEE FH PE L0 HBELICLIDNE SHH s HEE FASEAZ (TTY: T11).

ATENSYON: Kung nagsasalita ka ng Tagalog, may makukuha kang mga libreng serbisyong tulong sa wika. Tawagan ang numero
sa likod ng ivong 1D card (TTY: 711).

BHUMAHWE: EcnM 8o roBopuTe NO-RYCOKK, Bb MOKETE BOCMONLIOBATLCA BECNNATHBIMA YOMYTAMH ATLIKOBOR NoAQeDHKA. [TOIBOHITE NO HOMEDY, YKAIAHHOMY Ha
oBOpOTE BAWER MASHTHGHKALWOHHOR KADTH (HOMED ONA TeKCT-TenedomnHmx yeTporcTe (TTY ) 711).
AT ol g mandl g g 5 g2 JcaB | o)) oflp b AB0ag il 3 g pall o 0y leaB ) Aalin il Al 8 &0 gunall e Sigh oiy palh AR e i W gD

Kominike : S e Krevdl Ayisyen ou pale, gen sévis entéprét, gratis-ticher, ki la pou ede w. Rele nan nimewa ki nan do kat idantite wla (TTY: 711,

ATTENTION: Si vous parlez frangais, les services d'assistance linguistique, gratuitement, sont 3 votre disposition,
Appelez le numéro au dos de votre carte didentité (TTY: 711),

UWAGA: DMa osob mowigcych po polsku dostepna jest bezplatna pomoc jezykowa. Zadzwen pod numer podany na odwrocie karty
ubezpieczenia zdrowotnego (TTY: 711).

ATENCAD: Se a sua lingua é o portugués, temos atendimento gratuito para vocé no seu idioma. Ligue para o nimero no verso da sua identidade (TTY: 711).

ATTENZIOME: se parla italiano, per lei sono disponibili servizi di assistenza linguistica a titolo gratuito,
Contatti il numera ripartato sul retro della sua carta d'identita (TTY: 711).

ACHTUNG: Wenn Sie Deutsch sprechen, steht hnen unsere fremdsprachliche Unterstitzung kastenlos zur Verflgung.
Rufen Sie dazu die auf der Riickseite Ihres Versicherungsausweises (TTY: 711) aufgefihrte NMummer an.

i AAEBABEBONIIHET 28 A =BT R R R,
ID = FORECHBEA T ARSI WIEE BT < a0 (TTY: T1D

A S (TTY: THL ) a2 A8 Sty 3 il g el el o s 2 o0 5 S g o 5 Bl Dt o2 e S e S8 0 B g

Uas_BCES_G_M_1Col_spt_blk_ML

This is not intended as a contract of benefits. It is dwgned purely as a reference of the many benefits available under your program.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

Highmark Senior Health Company: PPO Blue $0 100/80 Gold

Coverage Period: 01/01/2026 - 12/31/2026
Coverage for: Individual/Family Plan Type: PPO

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

aA

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, www.myhighmark.com or call 1-800-457-4062. 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 1-800-457-4062 to request a copy.

Important Questions

What is the overall deductible?

Are there services
covered before you meet your
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-

$0 individual/$0 family network.
$500 individual/$1,000 family out-of-network.

Yes. Emergency room care is covered before you
meet your out-of-network deductible.

Copayments and coinsurance amounts don'’t count
toward the out-of- network deductible.
No.

$9,100 individual/$18,200 family network out-of-
pocket.
$18,200 individual/$36,400 family out-of-network.

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 on the
plan, each family member must meet their own individual deductible until the total
amount of deductible expenses paid by all family members meets the overall
family deductible.

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.

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.

Premiums, balance-billed charges, and health care

of-pocket limit?
Will you pay less if you
use a network provider?

Do | need a referral to see a
specialist?

An example of a benefit book can be found at https://shop.highmark.com/sales/#!/sbc-agreements.

this plan doesn’t cover.

Yes. See www.mvyhighmark.com or call 1-800-457-
4062 for a list of network providers.

No.

Even though you pay these expenses, they don't count toward 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 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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."\l
A All copayment and coinsurance costs shown in this chart are after your overall deductible has been met, if a deductible applies.

What You Will Pay

Common Medical Limitations, Exceptions, & Other Important

Event SHTUEES L L 67 1 O6E Netvyork Provider (You Pro%pay Information
will pay the least) T
If you visit a health Primary care visit to treat an injury or | $35 copay/visit 20% coinsurance You may have to pay for services that aren’t
care provider’s office | illness preventive. Ask your provider if the services
or clinic Specialist visit $80 copay/visit 20% coinsurance needed are preventive. Then check what your
plan will pay for.
Preventive No charge 20% coinsurance
care/screening/immunization Please refer to your preventive schedule for
additional information.
If you have a test Diagnostic test (x-ray, blood work) Member savings site 20% coinsurance Copayments, if any, do not apply to diagnostic
No charge services prescribed for the treatment of mental
(lab) health or substance abuse.
$80 copay/visit Precertification may be required.
(x-ray)

All other providers
20% coinsurance
(lab)

$160 copay/visit
(x-ray)

Imaging (CT/PET scans, MRIs) Member savings site 20% coinsurance
$150 copay/visit
All other providers
$300 copay/visit
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Common Medical
Event

Services You May Need

Network Provider (You
will pay the least)

Out-of-Network
Provider (You will pay

Limitations, Exceptions, & Other Important
Information

the most)
If you need drugs to | Low Cost Generic drugs $3/$6/$9 Not covered Up to 31/60/90-day supply retail pharmacy.
treat your iliness or copay/prescription
condition (retail) Up to 90-day supply maintenance prescription
$3 copay/prescription drugs through mail order.
More information about (mail order)
prescription drug Generic drugs $15/$30/$45 copay Not covered This plan uses an HCR Comprehensive
coverage is available Iprescription Formulary.
at (retail)
www.myhighmark.com. $15 copay/prescription
(mail order)
Formulary Brand drugs $65/$130/$195 copay Not covered
Iprescription
(retail)
$130 copay/prescription
(mail order)
Non-Formulary Brand drugs $150/$300/$450 copay Not covered
Iprescription
(retail)
$300 copay/prescription
(mail order)
Formulary Specialty drugs 20% coinsurance, $350 Not covered Up to 31-day supply specialty drugs retail
maximum/prescription pharmacy.
(retail)
20% coinsurance, $700 Up to 90-day supply maintenance specialty
maximum/prescription prescription drugs through mail order.
(mail order)
Non-Formulary Specialty drugs 30% coinsurance, $500 Not covered This plan uses an HCR Comprehensive
maximum/prescription Formulary.
(retail)
30% coinsurance, $1,000
maximum/prescription
(mail order)
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Common Medical
Event

Services You May Need

Network Provider (You
will pay the least)

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

Limitations, Exceptions, & Other Important
Information

If you have Facility fee (e.g., ambulatory surgery | $250 copay/visit 20% coinsurance Precertification may be required.
outpatient surgery center)
Physician/surgeon fees $50 copay/visit 20% coinsurance Precertification may be required.
If you need Emergency room care $500 copay/visit $500 copay/visit Copay waived if admitted as an inpatient.
immediate medical Deductible does not
attention apply.
Emergency medical transportation No charge No charge Out-of-network: Subject to network deductible.
Urgent care $90 copay/visit 20% coinsurance The copayment, if any, does not apply to urgent

care services prescribed for the treatment of
mental health or substance abuse.

If you have a hospital
stay

Facility fee (e.g., hospital room)

$500 copay per day, up to
5 days, then no charge

20% coinsurance

Precertification may be required.

Physician/surgeon fees

No charge

20% coinsurance

Precertification may be required.

If you have mental Outpatient services $80 copay/visit 20% coinsurance Precertification may be required.

health, behavioral

health, or substance | Inpatient services $500 copay per day, up to | 20% coinsurance Precertification may be required.

abuse services 5 days, then no charge

If you are pregnant Office visits No charge 20% coinsurance Cost sharing does not apply for preventive
Childbirth/delivery professional No charge 20% coinsurance services.
services Depending on the type of services, a
Childbirth/delivery facility services No charge 20% coinsurance copayment, coinsurance, or deductible may

apply.

Maternity care may include tests and services
described elsewhere in the SBC (i.e.
ultrasound.)

Network: The first visit to determine pregnancy
is covered at no charge. Please refer to the
Women'’s Health Preventive Schedule for
additional information.

Precertification may be required.
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Common Medical
Event

If you need help
recovering or have
other special health
needs

Services You May Need

Home health care

Network Provider (You
will pay the least)

No charge

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

20% coinsurance

Limitations, Exceptions, & Other Important
Information

Combined network and out-of-network: 60 visits
per benefit period, aggregate with visiting nurse.
Precertification may be required.

Rehabilitation services

$80 copay/visit

20% coinsurance

Combined network and out-of-network: 30
combined physical medicine and occupational
therapy visits and 30 speech therapy visits per
benefit period.

Copayment, if any, does not apply to therapy
services prescribed for the treatment of mental
health or substance abuse.

Limit does not apply to services for the
treatment of a mental health or substance
abuse diagnosis. Precertification may be
required.

Habilitation services

$80 copay/visit

20% coinsurance

Combined network and out-of-network: 30
combined physical medicine and occupational
therapy visits and 30 speech therapy visits per
benefit period.

Copayment, if any, does not apply to therapy
services prescribed for the treatment of mental
health or substance abuse.

Limit does not apply to services for the
treatment of a mental health or substance
abuse diagnosis. Precertification may be
required.

Skilled nursing care

$300 copay/visit

20% coinsurance

Combined network and out-of-network: 120
days per benefit period.
Precertification may be required.

Durable medical equipment

No charge

20% coinsurance

Precertification may be required.

Hospice services

No charge

20% coinsurance

Combined network and out-of-network: Respite
care limit of 7 days every 6 months.
Precertification may be required.
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Common Medical

Limitations, Exceptions, & Other Important

Event SETEES EIL L 67 O6E Netvylc:rk Prc;‘viclier (You Prompay Information
will pay the least) T the most)
If your child needs Children’s eye exam No charge Not covered Network: One eye exam per 12-month period
dental or eye care up to age 19.
Children’s glasses No charge Not covered Network: One pair frames/lenses every 12
months.
Children’s dental check-up No charge Not covered Network: One exam every 6 months.
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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 Hearing aids e Routine eye care (Adult)
e Cosmetic surgery e Long-term care e Routine foot care
e Dental care (Adult) e Private-duty nursing e Weight loss programs

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

e Chiropractic care

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: Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. Department of Health
and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov. The Pennsylvania Department of
Consumer Services at 1-877-881-6388. Other options to continue coverage are available to you too, including buying individual insurance coverage through the
Health Insurance Marketplace. For more information about the Marketplace, visit http://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 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 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:

e Highmark, Inc. at 1-800-457-4062.

e The Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform.

e Additionally, a consumer assistance program can help you file your appeal. Contact the Pennsylvania Department of Consumer Services at 1-877-881-6388.

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.

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:

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)

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

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

W The plan’s overall deductible $0
W Specialist copayment $80
B Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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)

W The plan’s overall deductible $0
W Specialist copayment $80
MW Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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)

care)
EThe plan’s overall deductible $0
B Specialist copayment $80
W Hospital (facility) coinsurance 0%
mOther coinsurance 0%

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 | $12,700  Total Example Cost | $5600  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 $1,400 Copayments $1,000
Coinsurance $0 Coinsurance $0 Coinsurance $0
What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0
The total Peg would pay is $260 The total Joe would pay is $1,420 The total Mia would pay is $1,000

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

Highmark Senior Health Company is an independent licensee of the Blue Cross Blue Shield Association




Insurance or benefit administration may be provided by Highmark Blue Shield, Highmark Benefits Group, Highmark Health Insurance Company, or
Highmark Senior Health Company all of which are independent licensees of the Blue Cross and Blue Shield Association.

To find more information about Highmark’s benefits and operating procedures, such as accessing the drug formulary or using network providers,
please go to http://www.highmark.com/transparency-in-coverage; or for a paper copy, call 1-855-873-4110.



Discrimination is Against the Law

The Claims Administrator/Insurer complies with applicable Federal civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability, or sex, including sex sterectypes and gender identity. The Claims
Administrator/Insurer does not exclude people or treat them differently because of race, color, national origin, age,
disability, or sex assigned at birth, gender identity or recorded gender. Furthermore, the Claims Administrator/Insurer
will not deny or limit coverage to any health service based on the fact that an individual’s sex assigned at birth, gender
identity, or recorded gender is different from the one to which such health service is ordinarily available. The Claims
Administrator/Insurer will not deny or limit coverage for a specific health service related to gender transition if such
denial or limitation results in discriminating against a transgender individual. The Claims Administrator/Insurer:

« Provides free aids and services to people with disabilities to communicate effectively with us, such as:

- Qualified sign language interpreters

- Written information in other formats (large print, audio, accessible electronic formats, other formats)

« Provides free language services to people whose primary language is not English, such as:

- Qualified interpreters
- Information written in other languages

If you need these services, contact the Civil Rights Coordinator.

If you believe that the Claims Administrator/Insurer
has failed to provide these services or discriminated in
another way on the basis of race, color, national origin,
age, disability, or sex, including sex stereotypes and
gender identity, you can file a grievance with:

Civil Rights Coordinator

P.O. Box 22492

Pittsburgh, PA 15222

Phone: 1-866-286-8295 (TTY: 711), Fax: 412-544-2475
Email: CivilRightsCoordinator@highmarkhealth.org

You can file a grievance in person or by mail, fax,
ar emcil. If you need help filing a grievance, the Civil
Rights Coordinator is available to help you.

You can also file a civil rights complaint with the
U.S. Department of Health and Human Services,
Office for Civil Rights electronically through the
Office for Civil Rights Complaint Portal, available
at ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail
ar phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

Phone: 1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at
hhs.gov/ocr/office/file/index.html.

ATTENTION: If you speak English, free language translation and interpretation services are available to you.
Appropriate auxiliary aids and services (such as large print, audio, and Braille) to provide information in accessible
formats are also available free of charge. Call the number on the back of your ID card (TTY: 711) for help.

ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de traduccién e interpretacion de idiomas.
También hay disponibles ayudas y servicios auxiliares adecuados (como letra grande, audio y Bruaille) para
propercionar informacion en formatos accesibles sin cargo. Llame al nimero que figura al dorso de su tarjeta de

identificacién (TTY: 711) si necesita ayuda.

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose Ubersetzungs- und Dolmetscherdienste zur

Verfiigung. AuBerdem sind kostenlos entsprechende Hilfsmittel und Dienstleistungen (wie GroBdruck, Audio und
Blindenschrift) zur Bereitstellung von Informationen in barrierefreien Formaten erhdltlich. Wahlen Sie hierfur bitte die
Nummer auf der Riickseite Ihrer Ausweiskarte (TTY: 711).

ATANSYON: Si w pale Kreyol Ayisyen, gen sévis tradiksyon ak entépretasyon aladispozisyon w gratis nan lang ou pale a.
Ed ak s&vis siplemanté apwopriye (télke gwo lét, odyo, Braille) pou bay enfomasyon nan fama aksesib yo disponib
gratis tou. Rele nimewo ki sou do Kat ID w lan (TTY: 711) pou jwenn &d.
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BHWUMAHWE: Ecnu Bel roBopuTe Ha pycckom si3bike, Bam gocTynHbl 6ecnnaTHeIe yeayri nepesoaa Ha APYrom ssbik.
TakKe NpefocTaBNAETCA JONONHUTENBHAS 6ECNNATHASA NOMOLLL 1 YCNYri oTo6pasKeHWsa MHPOPMALMK B OCTYMHBIX
dopmarax (Hanpumep, kKpynHeiM WpKbToM, wpudTom bparnng nnu B Buge aygrozanuci). Ing nonydeHma nomMoLm
MO3BOHWTE MO HOMEPY, YKA3OHHOMY HO 06pATHOM CTOpOHE Balle# ngeHTMdMKauMoHHon kapTel (TTY: 711).

ATTENZIONE: se parla italiano, sono disponibili servizi gratuiti di traduzione e interpretariato. Sono inoltre disponibili
gratuitamente adeguati supporti e servizi ausiliari (ad esempio caratteri grandi, audio e Braille) per fornire
informazioni in formati accessibili. Per assistenza, chiami il numero riportato sul retro della Sua tessera di
identificazione (TTY: 711).

ATTENTION : si vous parlez frangais, des services de traduction et d’interprétation gratuits sont & votre disposition. Vous
pouvez aussi bénéficier gratuitement de l'accés & des outils et services auxiliaires appropriés (affichage en gros
caractéres, audio et le braille) dans des formats accessibles. Veuillez appeler le numéro qui se trouve au verso de votre
carte d'identification (TTY : 711) pour obtenir de l'aide.

AKIYESI: Ti 0 bd nso &dé Yoruibd, awon ise itumo ati dgbufo &dé war ni arowots 16féé fun 0. Awon ise itoja atiiranlowd 16
ye (bii titewé nla, gbigbo ohun, ati iwé afdju) lati pésé iwifinni ni awon ona irddye si wa pelu [0féé, Pe nomba 16 wa
lehin kaddiiddnimo re (TTY: 711) fun irénlowo.
[Y70'097'0 YAIVNYA TRYDN |19 1D 0YOTINYO AIYWOYNTIRT [IN AUXYTIVAR TRIOY [YNIFTRL 1R DIY7 BTN OTYY 1R 2R A0
119 "9 WAIZRY 1X RT IR [VIVT [ORAIRD UD'72IVAIY ' YENAIRDTN [ZVOWIX 1¥ (7'V12 IR RITIR 71T YO'INA 'IIMTR) OVO'IINYO |IX
970 9 (TTY: 7711) 707K{7 VYV'VIV TR WIN 19 0T VIYTIR T O'IX NI DYT VDN 7KYON
&l Ao Ll (Jhe) il saebieall ol s Jilos gl Ul 3555 Ulaa 2y 5 gdll Fam il 5 3y pnt) e ) il ) 830 iy al) )l anas i 13) 1
Jsmanll (TTY: 711) cliysa il el o gl o8 )0 e o) 2805 ol (550 (ro Laall a5l S0 ity o shacall sl (ol e B pha 5 62 goall Jils 511
RTINS
JEE  MBEEE - MIVTAERMEFRMESHENOFERS - B4 BRIOMODERHREBNVEE TREMRES (10XZ2
& EMAEXN ) MEEHRICESEINER - B - BHRITEMNID FEEMNSE (MEALERESE : 711) .

e2llel vl %l dR oAl Gletdl Slet, dl dHIRlL HI2 [Bhges el efalle A BozY ot a2 Guaetd B. Yao
Aol HBAl YRl wsal M2 201 Aslas AUARMIAl ol Al (BH 3 W Doz, 2B wa Aset) url [:yes
Guciod 8. HeE M2 dHzl a8l st8ell won sulal oz (TTv: 711) UR sld 53

CHU Y: Néu quy vi néi tiéng Viét, chiing téi cé dich vu bién dich var phién dich ngdn ngi mién phi danh cho quy vi.
Chuing 18i cling cung cdp mién phi cdc dich vu vé hé trg bd sung thich hop (nhu chi in I&n, tép &@m thanh va chik ndi)
dé cung cdp théng tin & cdc dinh dang d& tiép can. Vui long goi sb dién thoai trén mat sau clia thé nhan dang cla quy
vi (TTY: 711) dé duoc tro gidp.

el feefgre; e qUe AuTel slevfges e, dURels fol:3[eeh #IT 3feale T A HaTg® 3eisty Tl | Tgadley
SIEBEAT SNl Yeldl Tl 3Ugehad Hglgeh Fiafer T fames (S goll fee, 3133 T 3er) 9fer 3o 39eretr o)
FEEAP! AT TUSH! D FSH TSISH FFate Fel Aefprd (TTY: 711)1

Foa e & afe 39 B Sed 8, 3o AT fgwa ST sqare AR sarer d@e @A suee §1 teee
A WY BIHE H o 3T I & U IugFd Heras @ R dare (S8 @3 e, sifsar s s
fe:gloeh 3ucleds &1 Weral & v 9= ggaie F1E & N o dax (TTY: 711) W &Il Hi|

= 0 HY B Y MH|AE 0|80t 5= IEULE E2 7tset A2 FEE
CH 8L H[ A0 2 2X)L 202 HAHE 222 0|2 5 AUSLICH =50 EastAIH

.

FohA A 2(TTY: 717).
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