Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2025 - 12/31/2025
Highmark Blue Cross Blue Shield: EPO Blue Coverage for: Individual/Family Plan Type: EPO

A 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, www.myhighmark.com or call 1-800-822-
8753. 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 1-800-822-8753 to request a copy.

Important Questions _ Why This Matters:

What is the overall $200 individual/$400 family network. Generally, you must pay all of the costs from providers up to the deductible
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.

Are there services covered Yes. Office visits, preventive care services, This plan covers some items and services even if you haven't yet met the
before you meet your emergency room care, emergency medical deductible amount. But a copayment or coinsurance may apply. For
deductible? transportation, urgent care, outpatient mental example, this plan covers certain preventive services without cost-sharing

health, outpatient substance abuse, rehabilitation and before you meet your deductible. See a list of covered preventive
services, and prescription drug benefits are covered | services at https://www.healthcare.gov/coverage/preventive-care-benefits/.
before you meet your network deductible.

Copayments and coinsurance amounts don't count
toward the network deductible.

Are there other deductibles | No. You don't have to meet deductibles for specific services.

for specific services?

What is the out-of-pocket Up to a total maximum out-of-pocket of $7,150 The out-of-pocket limit is the most you could pay in a year for covered

limit for this plan? individual/$14,300 family. 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 not included in the Network: Premiums, balance-billed charges, and Even though you pay these expenses, they don't count toward the out-of-

out—of-pocket limit? health care this plan doesn't cover do not apply to pocket limit.

your total maximum out-of-pocket.

An example of a benefit book can be found at https://shop.highmark.com/sales/#!/sbc-agreements. 10f 10
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Will you pay less if you use a | Yes. See www.myhighmark.com or call 1-800-822- | This plan uses a provider network. You will pay less if you use a provider in
network provider? 8753 for a list of network providers. 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 | No. You can see the specialist you choose without a referral.
a specialist?

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 SETUEES EIL L7 1 OeE NetV\_lork Provider (You P%m(ill Information
will pay the least) Ty
If you visit a health | Primary care visit to treat an injury | $25 copay/visit No covered You may have to pay for services that aren’t
care provider’s orillness Deductible does not preventive. Ask your provider if the services
office or clinic apply. needed are preventive. Then check what your
Specialist visit $50 copay/visit No covered plan will pay for.
Deductible does not
apply. Please refer to your preventive schedule for
Preventive No charge No covered additional information.
care/screening/immunization Deductible does not
apply.
If you have a test Diagnostic test (x-ray, blood work) | No charge No covered Copayments, if any, do not apply to diagnostic
Imaging (CT/PET scans, MRIs) No charge No covered services prescribed for the treatment of mental
health or substance abuse.
Precertification may be required.
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| What You Will Pa

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

Limitations, Exceptions, & Other Important
Information

Common Medical
Event

Services You May Need

Network Provider (You
will pay the least)

If you need drugs
to treat your illness
or condition

More information

about prescription

drug coverage is
available at

www.myhighmark.co

Generic drugs

$10 copay per
prescription
(retail)

$20 copay per
prescription
(mail order)

Deductible does not

apply.

Not covered

Formulary Brand drugs

m.

$25 copay per
prescription

(retail)

$50 copay per
prescription

(mail order)
Deductible does not

apply.

Not covered

Non-Formulary Brand drugs

$50 copay per
prescription

(retail)

$100 copay per
prescription

(mail order)
Deductible does not

apply.

Not covered

Specialty drugs

$150 copay per
prescription

(retail)

$150 copay per
prescription

(mail order)
Deductible does not

apply.

Not covered

Up to 34-day supply retail pharmacy.
Up to 90-day supply maintenance prescription
drugs through mail order.

Specialty drugs are limited to a 31-day supply.
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Common Medical
Event

Services You May Need

What You Will Pay

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 No charge Not covered Precertification may be required.
outpatient surgery | surgery center)
Physician/surgeon fees No charge Not covered Precertification may be required.
If you need Emergency room care $200 copay/visit $200 copay/visit Copay waived if admitted as an inpatient.
immediate medical Deductible does not Deductible does not
attention apply. apply.
Emergency medical transportation | No charge Nocharge @ |-—————————- none——----------
Deductible does not Deductible does not
apply. apply.
Urgent care $25 copay/visit Not covered The copayment, if any, does not apply to urgent
Deductible does not care services prescribed for the treatment of
apply. mental health or substance abuse.
If you have a Facility fees (e.g., hospital room) | No charge Not covered Precertification may be required.
hospital stay Physician/surgeon fees No charge Not covered Precertification may be required.
If you need mental = Outpatient services $25 copay/visit Not covered Precertification may be required.
health, behavioral Deductible does not
health, or apply.
substance abuse Inpatient services No charge Not covered Precertification may be required.
services
If you are pregnant = Office visits No charge Not covered Cost sharing does not apply for preventive
Childbirth/delivery professional No charge Not covered services.
services Depending on the type of services, a copayment,
Childbirth/delivery facility services | No charge Not covered 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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| What You Will Pa

Out-of-Network
Provider (You will

Limitations, Exceptions, & Other Important
Information

Common Medical
Event

Services You May Need

Network Provider (You
will pay the least)

pay the most)
If you need help Home health care No charge Not covered Precertification may be required.
recovering or have | Rehabilitation services $50 copay/visit Not covered Network: 20 physical medicine visits, 12 speech
other special health Deductible does not therapy, and 12 occupational therapy visits per
needs apply. benefit period.
Limit does not apply to therapy services
prescribed for the treatment of mental health or
substance abuse.
Precertification may be required.
Habilitation services Not covered Not covered | -—————————- none——----------
Skilled nursing care No charge Not covered Network: 60 days per benefit period.
Precertification may be required.
Durable medical equipment No charge Not covered Precertification may be required.
Hospice services No charge Not covered Precertification may be required.
If your child needs | Children’s eye exam Not covered Notcovered | ——————————- none—----------
dental or eye care | Children’s glasses Not covered Notcovered | ——————————— none-—----—-——-—
Children’s dental check-up Not covered Not covered | -——————————- 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 Habilitation services * Routine eye care (Adult)
e Cosmetic surgery e Hearing aids e Routine foot care
e Dental care (Adult) e Long-term care e Weight loss programs

e Private-duty nursing

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

o Bariatric surgery e Infertility treatment e Non-emergency care when traveling outside
the U.S. See http://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, or the 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 1-800-822-8753.

o 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

WThe plan’s overall deductible $200
W Specialist copayment $50
M 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)

WThe plan’s overall deductible $200
W Specialist copayment $50
M 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)
HThe plan’s overall deductible $200
B Specialist copayment $50
M 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 $200 Deductibles $200 Deductibles $200
Copayments $10 Copayments $800 Copayments $600
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 $270 The total Joe would pay is $1,020 The total Mia would pay is $800

Note: These numbers assume the patient does not participate in the plan’s wellness program. If you participate in the plan’s wellness program, you may be able to
reduce your costs. For more information about the wellness program, please contact: 1-800-822-8753.

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

Highmark Inc. d/b/a Highmark Blue Cross Blue Shield is an independent licensee of the Blue Cross and Blue Shield Association.
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To find more information about Highmark’s benefits and operating procedures, such as accessing the drug formulary or using network providers, please go
to DiscoverHighmark.com; or for a paper copy, call 1-855-873-4106.



Discrimination is Against the Law

The Plan 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 Plan 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 Plan 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 Plan 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 Plan:

« 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 Plan 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
persan 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.5. 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.5. 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/office/file/index.html.
If you speak English, language assistance services, free of charge, are available to you. Call 1-888-269-8412.

Si usted habla espariol, servicios de asistencia linglistica, de forma gratuita, estan disponibles para usted.
Llame al 1-888-269-8412.

IR - AR PES RS - SHEE 1-888-269-8412,

Néu quy vi noi tiéng Viét, chuing téi cung cap dich vu hé trg ngdn ngl mién phi cho quy vi. Xin goi sé
1-888-269-8412,



S0 E MESHAE 2= Flol & SH0| ME=ELILH 1-888-269-8412 = &3},

Kung nagsasalita ka ng Tagalog, may makukuha kang mga libreng serbisyong tulong sa wika. Tumawag sa
1-888-269-8412.

Ecnu Bl roBOpUTE NO-PYCCKK, Bbl MOMKETE BOCMONb30BATLCA BECNNATHBIMKA YCNYraMi A3bIKOBOW NOAAEPHKKN.
3soHuTe 1-888-269-8412.

. 1-888-269-8412 41l e Joail ol Aalia ilaall Zall 3 4 glaall cilass ligh ey jall Zalll ot oS 13
Si se Kreyol Ayisyen ou pale, gen sévis entépret, gratis-ticheri, ki la pou ede w. Rele nan 1-888-269-8412.

Sivous parlez francais, les services d'assistance linguistique, gratuitement, sont a votre disposition. Appelez
au 1-888-269-8412.

Dla osob moéwigcych po polsku dostepna jest bezptatna pomoc jezykowa. Zadzworn 1-888-269-8412.

Se asua lingua € o portugués, temos atendimento gratuito para vocé no seu idioma. Ligue para
1-888-269-8412,

Se parla italiano, per lei sono disponibili servizi di assistenza linguistica a titolo gratuito. Chiamare
1'1-888-269-8412.

Wenn Sie Deutsch sprechen, steht lhnen unsere fremdsprachliche Unterstlitzung kostenlos zur Verfliigung.
Rufen Sie 1-888-269-8412.

HAGBSREROFIIERT Y AX A« —E 22 BEC AW E4,  1-888-269-8412

. 1-888-269-8412 s jad Ly e L i85 (b ) SeaS Slatd c2i€ oo Camea o i Gl au Lad S



Resumen de beneficios y cobertura: Lo que cubre este plan y lo que usted paga por los servicios Periodo de cobertura: 01/01/2025 - 31/12/2025
cubiertos
Highmark Blue Cross Blue Shield: EPO Blue Cobertura para:

Individual/Familiar Tipo de plan: EPO

ﬁ El documento Resumen de Beneficios y Cobertura (SBC) le ayudara a elegir un plan de salud. El SBC le muestra como usted y el plan
compartirian el costo de los servicios de atencion médica cubiertos. NOTA: La informacion sobre el costo de este plan (llamado prima) se
proporcionara por separado.

Esto es solo un resumen. Para obtener mas informacion sobre su cobertura, o para obtener una copia de los términos completos de la cobertura,
www.myhighmark.com o llame al 1-800-822-8753. Para obtener definiciones generales de términos comunes, como monto permitido, facturacion de saldo,
cosequro, copago, deducible, proveedor u otros términos subrayados, consulte el Glosario. Puede ver el Glosario en www.HealthCare.gov/sbc-glossary/ o llamar al
1-800-822-8753 para solicitar una copia.

Preguntas importantes Por qué es importante:

¢Cual es el deducible $200 individual/$400 por familia dentro de la red. Por lo general, debe pagar todos los costos de los proveedores hasta el
general? monto del deducible antes de que este plan comience a pagar. Si tiene

otros miembros de la familia en el plan, cada miembro de la familia debe
cumplir con su propio deducible individual hasta que el monto total de los
gastos deducibles pagados por todos los miembros de la familia alcance el
deducible familiar general.

¢ Hay servicios cubiertos Si. Las visitas al consultorio, los servicios de Este plan cubre algunos articulos y servicios, incluso si aun no ha

antes de alcanzar su atencion preventiva, |a atencion en la sala de alcanzado el monto del deducible. Pero se puede aplicar un copago o

deducible? emergencias, el transporte médico de emergencia, | coseguro. Por ejemplo, este plan cubre ciertos servicios preventivos sin
la atencién de urgencia, la salud mental para costos compartidos y antes de que alcance su deducible. Consulte una lista
pacientes ambulatorios, el abuso de sustancias de servicios preventivos cubiertos en https://www.healthcare.gov/coverage/
para pacientes ambulatorios, los servicios de preventive-care-benefits/.

rehabilitacion y los beneficios de medicamentos
recetados estan cubiertos antes de alcanzar el
deducible de su red.

Los montos de los copagos y cosegquros no cuentan
para el deducible de la red.
¢Hay otros deducibles para | No. No tiene que cumplir con |os deducibles por servicios especificos.
servicios especificos?
¢ Cudl es el limite de gastos | Hasta un desembolso maximo total de $7,150 por | El limite de gastos de bolsillo es lo maximo que podria pagar en un afio por
de bolsillo para este plan? persona/$14,300 por familia. los servicios cubiertos. Si tiene otros miembros de la familia en este plan,
tienen que cumplir con sus propios limites de gastos de bolsillo hasta que
se haya alcanzado el limite general de gastos de bolsillo de la familia.

Un ejemplo del libro de beneficios se puede encontrar en https://shop.highmark.com/sales/#!/sbc-agreements. 10f10
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file://///HMPRDNACIF04.HIGHMARK.COM/HOME/LIDX6B4/SBC%20Translation_Spanish/000-%20PENDING%20TRANSLATIONS/UFCW%20Health%20&%20Welfare%20Fund%20of%20Northeastern%20Penn%20Empire%20Kosher/https:/shop.highmark.com/sales%23!/sbc-agreements
http://www.myhighmark.com/

¢Qué no esta incluido enel | Red: Las primas, los cargos facturados por el saldo | Aunque usted pague estos gastos, no cuentan para el limite de gastos de
limite de gastos de bolsillo? | y la atencion médica que este plan no cubre no se | bolsillo.
aplican a su desembolso maximo total.

¢Pagara menos si usa un Si. Consulte www.myhighmark.com o llame al 1- Este plan utiliza una red de proveedores. Pagara menos si usa un
proveedor de la red? 800-822-8753 para obtener una lista de proveedor de la red del plan. Pagaré mas si usa un proveedor fuera de la
proveedores de la red. red, y es posible que reciba una factura de un proveedor por la diferencia

entre el cargo del proveedor y lo que paga su plan (facturacién del saldo).
Tenga en cuenta que su proveedor de red puede usar un proveedor fuera
de la red para algunos servicios (como analisis de laboratorio). Consulte
con su proveedor antes de recibir servicios.

¢Necesita una referencia No. Puede consultar al especialista que elija sin necesidad de una referencia.
para ver a un especialista?

L Todos los costos de copago y cosequro que se muestran en esta tabla son después de que se haya alcanzado su deducible general, si se aplica un
deducible.

Evento Médico Limitaciones, excepciones y otra

Servicios que puede necesitar

Proveedor fuera de

Comun Proveedor d'e la red Ia red (usted pagara informacién importante
(Usted pagara menos) .
Si visita el Visita de atencion primaria para | Copago de $25 /visita No cubierto Es posible que tenga que pagar por servicios
consultorio o la tratar una lesion o enfermedad No se aplica deducible. que no son preventivos. Preguntele a su
clinica de un Visita al especialista Copago de $50 por visita | No cubierto proveedor si los servicios necesarios son
proveedor de No se aplica deducible. preventivos. A continuacion, compruebe lo que
atencion médica Atencién Sin cargo No cubierto pagara su plan.
preventiva/deteccidn/inmunizaci | No se aplica deducible.
on Consulte su programa preventivo para obtener
informacion adicional.
Si se hace una Prueba diagndstica (radiografia, | Sin cargo No cubierto Los copagos, si los hubiera, no se aplican a los
prueba analisis de sangre) servicios de diagndstico recetados para el
Diagndstico por imagenes Sin cargo No cubierto tratamiento de la salud mental o el abuso de
(tomografias sustancias.
computarizadas/PET, Es posible que se requiera una certificacion
resonancias magnéticas) previa.
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Lo que pagaras

Evento Médico
Comtun

Limitaciones, excepciones y otra

rvici n itar ) e e
Servicios que puede necesita informacion importante

Proveedor fuera de
la red (usted pagara

mas)

Proveedor de la red
(Usted pagara menos)

Si necesita
medicamentos para
tratar su enfermedad
o condicion

Para obtener mas
informacion sobre la
cobertura de
medicamentos
recetados, visite
www.myhighmark.com

Medicamentos genéricos

Copago de $10 por

receta

(venta al por menor)
Copago de $20 por

receta

(pedido por correo)

No se aplica deducible.

No cubierto

Farmacia minorista con suministro de hasta 34
dias.

Hasta 90 dias de suministro de medicamentos
recetados de mantenimiento a través de pedidos
por correo.

Los medicamentos especializados estan

Medicamentos de marca del

formulario

Copago de $25 por
receta

(venta al por menor)
Copago de $50 por

No cubierto

limitados a un suministro de 31 dias.

receta
(pedido por correo)

No se aplica deducible.

Medicamentos de marca_que no | Copago de $50 por
estan incluidos en el formulario | receta
(venta al por menor)
Copago de $100 por
receta
(pedido por correo)

No se aplica deducible.
Copago de $150 por
receta
(venta al por menor)
Copago de $150 por
receta
(pedido por correo)

No se aplica deducible.
Tarifa del centro (p. €j., centro Sin cargo No cubierto Es posible que se requiera una certificacion
de cirugia ambulatoria) previa.

Honorarios del médico/cirujano | Sin cargo No cubierto Es posible que se requiera una certificacion
previa.

No cubierto

Medicamentos especializados No cubierto

Si se somete a una
cirugia ambulatoria
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Evento Médico
Comtn

Servicios que puede necesitar

Proveedor de la red

(Usted pagara menos)

Proveedor fuera de
la red (usted pagara
mas)

Limitaciones, excepciones y otra
informacion importante

Si necesita atencion | Atencion en la sala de Copago de $200 /visita | Copago de $200 /visita = No se aplica el copago si se admite como
médica inmediata emergencias No se aplica deducible. | No se aplica paciente hospitalizado.
deducible.
Transporte médico de Sin cargo Sincargp | —mmm——————- Ninguno-----------
emergencia No se aplica deducible. | No se aplica
deducible.
Atencion de urgencia Copago de $25 /visita No cubierto El copago, si lo hubiera, no se aplica a los
No se aplica deducible. servicios de atencidn de urgencia recetados
para el tratamiento de la salud mental o el abuso
de sustancias.
Si tiene una estadia | Tarifas de instalaciones (p. €j., Sin cargo No cubierto Es posible que se requiera una certificacién
en el hospital habitacion de hospital) previa.
Honorarios del médico/cirujano | Sin cargo No cubierto Es posible que se requiera una certificacion
previa.
Si necesita servicios | Servicios ambulatorios Copago de $25 /visita No cubierto Es posible que se requiera una certificacién
de salud mental, No se aplica deducible. previa.
salud conductual o | Servicios para pacientes Sin cargo No cubierto Es posible que se requiera una certificacion
abuso de sustancias | hospitalizados previa.
Si esta embarazada | Visitas al consultorio Sin cargo No cubierto Los costos compartidos no se aplican a los
Servicios profesionales de parto | Sin cargo No cubierto servicios preventivos.
Servicios de centros de parto Sin cargo No cubierto Dependiendo del tipo de servicios, se puede

aplicar un copago, un coseguro_ o un deducible.
La atencién de maternidad puede incluir pruebas
y servicios descritos en otras partes del SBC (es
decir, ecografia).

Red: La primera visita para determinar el
embarazo esta cubierta sin cargo. Consulte el
Programa Preventivo de la Salud de la Mujer
para obtener informacion adicional.

Es posible que se requiera una certificacién
previa.
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Lo que pagaras

Evento Médico Limitaciones, excepciones y otra

Servicios que puede necesitar Proveedor fuera de

Comun Proveedor d'e la red la red (usted pagaré informacion importante
(Usted pagaramenos) | — ' .
mas)
Si necesita ayuda Cuidado de la salud en el hogar | Sin cargo No cubierto Es posible que se requiera una certificacion
para recuperarse o previa.
tiene otras Servicios de rehabilitacién Copago de $50 por visita | No cubierto Red: 20 visitas de medicina fisica, 12 de terapia
necesidades No se aplica deducible. del habla y 12 visitas de terapia ocupacional por
especiales de salud periodo de beneficios.

El limite no se aplica a los servicios de terapia
recetados para el tratamiento de la salud mental
0 el abuso de sustancias.

Es posible que se requiera una certificacién

previa.
Servicios de habilitacion No cubierto No cubieto | ——————————- Ninguno-----------
Atencién de enfermeria Sin cargo No cubierto Red: 60 dias por periodo de beneficios.
especializada Es posible que se requiera una certificacion
previa.
Equipos médicos duraderos Sin cargo No cubierto Es posible que se requiera una certificacién
previa.
Servicios de hospicio Sin cargo No cubierto Es posible que se requiera una certificacién
previa.
Si su hijo necesita Examen de la vista para nifios No cubierto No cubieto | —————————- Ninguno—--------——-
atencion dental u Gafas para nifios No cubierto No cubieto | —=—————---- Ninguno-—-------—-
oftalmolégica Chequeo dental para nifios No cubierto No cubierto | ——————————- Ninguno-----------
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Servicios excluidos y otros servicios cubiertos:

Servicios que su plan generalmente NO cubre (Consulte el documento de su péliza o plan para obtener mas informacién y una lista de cualquier otro
servicio excluido).

e Acupuntura e Servicios de habilitacidn e Cuidado oftalmoldgico de rutina (Adulto)
o Cirugia estética e Audifonos e Cuidado rutinario de los pies
e Cuidado dental (Adulto) e (Cuidados a largo plazo e Programas de pérdida de peso

e Enfermeria privada

Otros servicios cubiertos (Es posible que se apliquen limitaciones a estos servicios. Esta no es una lista completa. Consulte el documento de su plan ).

e Cirugia bariatrica o Tratamiento de la infertilidad o Atencion que no sea de emergencia cuando
se viaja fuera de los EE. UU. Ver
http://www.bcbsglobalcore.com

e Atencion quiropréactica

Sus derechos para continuar con la cobertura: Hay agencias que pueden ayudarlo si desea continuar con su cobertura después de que finalice. La informacion
de contacto de esas agencias es: Administracion de Seguridad de Beneficios para Empleados del Departamento de Trabajo al 1-866-444-EBSA (3272) o
www.dol.gov/ebsa/healthreform, o el Centro de Informacién al Consumidor y Supervision de Seguros del Departamento de Salud y Servicios Humanos, al 1-877-
267-2323 x61565 o www.cciio.cms.gov. El Departamento de Servicios al Consumidor de Pensilvania al 1-877-881-6388. También tiene a su disposicion otras
opciones para continuar con la cobertura, incluida la compra de cobertura de seguro individual a través del Mercado de Seguros Médicos. Para obtener mas
informacion sobre el Mercado, visite http://www.HealthCare.gov o llame al 1-800-318-2596.

Sus derechos de quejas y apelaciones: Hay agencias que pueden ayudarlo si tiene una queja contra su plan por la denegacidn de un reclamo. Esta queja se
denomina queja o apelacion. Para obtener mas informacion sobre sus derechos, consulte la explicacion de los beneficios que recibira por esa reclamacién médica.
Los documentos de su plan también proporcionan informacién completa para presentar una reclamacion, una apelacién o una queja por cualquier motivo a su plan.
Para obtener mas informacién sobre sus derechos, este aviso 0 asistencia, comuniquese con:

« Highmark, Inc. al 1-800-822-8753.

« La Administracién de Seguridad de Beneficios para Empleados del Departamento de Trabajo al 1-866-444-EBSA (3272) o www.dol.gov/ebsalhealthreform.

« Ademas, un programa de asistencia al consumidor puede ayudarle a presentar su apelacién. Comuniquese con el Departamento de Servicios al

Consumidor de Pensilvania al 1-877-881-6388.

¢ Este plan proporciona una cobertura esencial minima? Si

La Cobertura Esencial Minima generalmente incluye planes, seguro de salud disponible a través del Mercado u otras poélizas del mercado individual, Medicare,
Medicaid, CHIP, TRICARE y algunas otras coberturas. Si es elegible para ciertos tipos de Cobertura Esencial Minima, es posible que no sea elegible para el crédito
tributario de prima.

¢ Este plan cumple con los Estandares de Valor Minimo? Si
Si su plan no cumple con los Estandares de Valor Minimo, puede ser elegible para un crédito tributario de prima para ayudarlo a pagar un plan a través del Mercado.

Para ver ejemplos de como este plan podria cubrir los costos de una situacion médica de muestra, consulte la siguiente seccion.
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Acerca de estos ejemplos de cobertura:
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Esto no es un estimador de costos. Los tratamientos que se muestran son solo ejemplos de como este plan podria cubrir la atencion
médica. Sus costos reales seran diferentes segun la atencidn real que reciba, los precios que cobren sus proveedores y muchos otros
factores. Concéntrese en los montos de costos compartidos_(deducibles, copagos y coseguros) y los servicios excluidos del plan. Use esta

cobertura se basan en la cobertura individual.

informacion para comparar la parte de los costos que podria pagar bajo diferentes planes de salud. Tenga en cuenta que estos ejemplos de

Peg va a tener un bebé

(9 meses de atencién prenatal dentro de lared y
un parto en el hospital)

BE deducible general del plan $200
W Copago de especialistas $50
M Coaseguro hospitalario (centro) 0%
mOtros coasequros 0%

Este evento de EJEMPLO incluye servicios
como: Visitas al consultorio de especialistas
(atencion prenatal)

Servicios profesionales de parto

Servicios de instalaciones de parto

Pruebas diagnésticas (ecografias y analisis de
sangre)

Visita al especialista (anestesia)

Manejo de la diabetes tipo 2 de Joe
(un afio de atencion rutinaria dentro de_la red de
una afeccién bien controlada)

WE| deducible general del plan $200
W Copago de especialistas $50
M Coaseguro hospitalario (centro) 0%
M Otros coasequros 0%

Este evento de EJEMPLO incluye servicios
como: Visitas al consultorio del médico de
atencidn primaria (incluida la educacion sobre
enfermedades)

Pruebas diagnésticas (analisis de sangre)
Medicamentos recetados

Equipo médico duradero (medidor de glucosa)

La fractura simple de Mia

(visita a la sala de emergencias dentro de la red y
atencion de seguimiento)

ME| deducible general del plan $200
M Copago de especialistas $50
M Coaseguro hospitalario (centro) 0%
W Otros coasequros 0%

Este evento de EJEMPLO incluye servicios
como: Atencion en la sala de emergencias
(incluidos suministros médicos)

Prueba diagnéstica (rayos X)

Equipo médico duradero (muletas)

Servicios de rehabilitacidn (fisioterapia)

Costo total del ejemplo | $12,700  Costo total del ejemplo \ $5,600  Costo total del ejemplo \ $2,800
En este ejemplo, Peg pagaria: En este ejemplo, Joe pagaria: En este ejemplo, Mia pagaria:
Costos compartidos Costos compartidos Costos compartidos
Deducibles $200 Deducibles $200 Deducible $200
Copagos $10  Copagos $800  Copagos $600
Coasequro $0 Coasequro $0 Coasequro $0
Lo que no esta cubierto Lo que no esta cubierto Lo que no esta cubierto
Limites o exclusiones $60 Limites o exclusiones $20 Limites o exclusiones $0
El total que pagaria Peg es $270 El total que pagaria Joe es $1,020 El total que pagaria Mia es $800

Nota: Estos numeros asumen que el paciente no participa en el programa de bienestar del plan. Si participa en el programa de bienestar del plan, es posible que
pueda reducir sus costos. Para obtener mas informacion sobre el programa de bienestar, comuniquese al: 1-800-822-8753.

El plan seria responsable de los demas costos de servicios cubiertos en estos EJEMPLOS.

Highmark Inc., que opera bajo el nombre comercial de Highmark Blue Cross Blue Shield, es un licenciatario independiente de Blue Cross and Blue Shield Association.
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Para obtener mas informacion sobre los beneficios y los procedimientos operativos de Highmark, como el
acceso al formulario de medicamentos o el uso_de proveedores de la red, visite DiscoverHighmark.com; o
para obtener una copia impresa, llame al 1-855-873-4106.




Discrimination is Against the Law

The Plan 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 Plan 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 Plan 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 Plan 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 Plan:

« 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 Plan 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/office/file/index.html.
If you speak English, language assistance services, free of charge, are available to you. Call 1-888-269-8412.

Si usted habla espafiol, servicios de asistencia lingistica, de forma gratuita, estan disponibles para usted.
Llame al 1-888-269-8412.

AR T3 > AR R TE S IR SS - 552 1-888-260-8412.

Néu quy vi néi tiéng Viét, ching t6i cung cap dich vu ho trg ngdn ngr mién phi cho quy vi. Xin goi s6
1-888-269-8412.
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Kung nagsasalita ka ng Tagalog, may makukuha kang mga libreng serbisyong tulong sa wika. Tumawag sa
1-888-269-8412.

Ecnu Bbl roBOpUTE NO-PYCCKN, Bbl MOXETE BOCMO/b30BaTbCA HECMNaTHbIMK YC/TyramMmun A3bIKOBOW NOAAEPXKN.
3BoHuTe 1-888-269-8412.

. 1-888-269-8412 43l e Juail oll dalia dplaall Zalll 3 4 glaall cilard lligh iy yal) Aalll Caaati i 13
Si se Kreyol Ayisyen ou pale, gen sévis enteprét, gratis-ticheri, ki la pou ede w. Rele nan 1-888-269-8412.

Si vous parlez francais, les services d’assistance linguistique, gratuitement, sont a votre disposition. Appelez
au 1-888-269-8412.

Dla 0sé6b moéwiacych po polsku dostepna jest bezptatna pomoc jezykowa. Zadzwon 1-888-269-8412.

Se a sua lingua é o portugués, temos atendimento gratuito para vocé no seu idioma. Ligue para
1-888-269-8412.

Se parla italiano, per lei sono disponibili servizi di assistenza linguistica a titolo gratuito. Chiamare
I'1-888-269-8412.

Wenn Sie Deutsch sprechen, steht Ihnen unsere fremdsprachliche Unterstltzung kostenlos zur Verfligung.
Rufen Sie 1-888-269-8412.
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