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

BlueCross BlueShiel
@@ b dCounty of Champaign: PPO Plan

Coverage Period: 01/01/2023 - 12/31/2024
Coverage for: Individual/Family | Plan Type:

(n1nTa

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, call 1-800-828-3116 or at

For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms, see the
Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary/ or call 1-855-756-4448 to request a copy.

Important Questions ‘Answers | Why This Matters:

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-of-pocket limit?

Will you pay less if you
use a network provider?

Do you need a referral to
see a specialist?

For In-Network:

$2,000 Individual/$4,000 Family
For Out-of-Network:

$4,000 Individual/$8,000 Family

Yes. Certain preventive care, services that

charge a copay, prescription drugs, and
emergency room services are covered
before you meet your deductible.

No.

For In-Network:

$2,000 Individual/$4,000 Family

For Out-of-Network:

$4,000 Individual/$8,000 Family
Premiums, balance-billing charges, and
health care this plan doesn’t cover.

Yes. See www.bcbsil.com or call
1-800-828-3116 for a list of network

roviders.

No.

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.

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.

Blue Cross and Blue Shield of 1llinois, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association

SBC IL Non-HMO LG - 2023
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44 All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common

Medical Event Services You May Need

In-Network Provider

What You Will Pay

Qut-of-Network Provider

Limitations, Exceptions, & Other
Important Information

You will pay the least

Primary care visit to treat an injury | $25 copayvisit;

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

Preventive care/screening/
immunization

Diagnostic test (x-ray, blood work)
If you have a test

Imaging (CT/PET scans, MRIs)

Generic drugs

If you need drugs to
treat your illness or
condition

More information about
prescription drug
coverage is available
at www.bcbsil.com

Preferred brand drugs

Non-preferred brand drugs

Specialty drugs

deductible does not apply

$50 copay/visit;
deductible does not apply

No Charge;
deductible does not apply

No Charge; after the
deductible

No Charge; after the
deductible

$7 copay/prescription (retail)
$14 copay/prescription
(mail order);

deductible does not apply
$25 copay/prescription
(retail)

$50 copay/prescription
(mail order);

deductible does not apply
$50 copay/prescription
(retail)

$100 copay/prescription
(mail order);

deductible does not apply

$100 copay/prescription
(retail);

deductible does not apply

* For more information about limitations and exceptions, see the plan or policy document at
https://policy-srv.box.com/s/re8r6i20ul87w8wg1faz7b0mh9sendev

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance
20% coinsurance

$7 copay/prescription
(retail);
deductible does not apply

$25 copay/prescription
(retail);

deductible does not apply

$50 copay/prescription
(retail);

deductible does not apply

Not Covered

Virtual Visits: $25/visit; deductible does not
apply. See your benefit booklet* for details.

None

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.

Preauthorization may be required; see your
benefit booklet* for details.

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

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

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

Specialty drug coverage based on group
policy. Specialty retail limited to 30-day
supply. Prior authorization may be required.
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Common
Medical Event

Services You May Need

What You Will Pay

In-Network Provider

Qut-of-Network Provider

Limitations, Exceptions, & Other
Important Information

If you have outpatient
surgery

If you need
immediate medical
attention

If you have a hospital
stay

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

If you are pregnant

* For more information about limitations and exceptions, see the plan or policy document at

Facility fee (e.g., ambulatory
surgery center)

Physician/surgeon fees

Emergency room care

Emergency medical transportation

Urgent care
Facility fee (e.g., hospital room)

Physician/surgeon fees

Outpatient services

Inpatient services

Office visits

Childbirth/delivery professional
services

Childbirth/delivery facility services

(You will pay the least)
No Charge; after the
deductible
No Charge; after the
deductible
$200 copay/visit;
deductible does not apply

$100 copay/visit;
deductible does not apply

$25 copay/visit;
deductible does not apply
No Charge; after the
deductible

No Charge; after the
deductible

$25 copay/office visit;
deductible does not apply
No Charge; for other
outpatient services

No Charge; after the
deductible

$25 copay/visit;
deductible does not apply

No Charge; after the
deductible

No Charge; after the
deductible

https://policy-srv.box.com/s/re8r6i20ul87w8wg1faz7b0mh9sendev

(You will pay the most)

20% coinsurance

20% coinsurance

$200 copay/visit;

deductible does not apply

$100 copay/visit;

deductible does not apply

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

Preauthorization may be required.

None

Copay waived if admitted.

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

None

Preauthorization required. See your benefit
booklet* for details.

None

Virtual Visits: $25/visit; deductible does not
apply. Preauthorization may be required.
See your benefit booklet* for details.

Preauthorization required.

Copay applies to first prenatal visit (per
pregnancy).

Cost sharing does not apply for preventive
services. Depending on the type of services,
a copayment, or deductible may apply.
Maternity care may include tests and
services described elsewhere in the SBC
(i.e. ultrasound).

None
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Common
Medical Event

Services You May Need

What You Will Pay

In-Network Provider

" Out-of-Network Provider |

Limitations, Exceptions, & Other
Important Information

If you need help
recovering or have
other special health
needs

Home health care

(You will pay the least)
No Charge; after the

(You will pay the most)

20% coinsurance

deductible
Rehabilitation services 2‘: dﬁgﬁg?ee; AT fi3 20% coinsurance
No Charae: after the Preauthorization may be required.
Habilitation services de ductib?e ’ 20% coinsurance
Skilled nursing care 2‘: dﬁgﬁlt:lgee; afteritie 20% coinsurance
Benefits are limited to items used to serve a
medical purpose. Durable Medical
. . $40 copay/visit; o Equipment benefits are provided for both
Durable medical equipment deductible does not apply 20% coinsurance purchase and rental equipment (up to the

purchase price). Preauthorization may be
required.

Hospice services

No Charge; after the

If your child needs
dental or eye care

20% coinsurance

Preauthorization may be required.

C $40 copay/visit; $40 copay/visit;
Children's eye exam deductible does not apply deductible does not apply None
Children’s glasses Not Covered Not Covered None
Children’s dental check-up Not Covered Not Covered None

* For more information about limitations and exceptions, see the plan or policy document at
https://policy-srv.box.com/s/re8r6i20ul87w8wg1faz7b0mh9sendev
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Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

e Acupuncture e Long term care o \Weight loss programs

¢ Dental care (Adult and Children) ¢ Routine foot care (with the exception of person
with diagnosis of diabetes

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

e Bariatric surgery e Hearing aids (for children 1 per ear, every 24 ¢ Non-emergency care when traveling outside the

e Chiropractic care (Chiropractic and Osteopathic months, for adults up to $2,500 per ear every 24 U.S.
manipulation limited to 30 visits per calendar months) e Private-duty nursing (with the exception of
year) e Infertility treatment inpatient private-duty nursing)

o Cosmetic surgery (only for correcting congenital e Most coverage provided outside the United e Routine eye care (Adult and Children)
deformities or conditions resulting from States. See www.bcbsil.com.

accidental injuries, scars, tumors, or diseases)

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: the plan at 1-800-828-3116, U.S. Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.gov/ebsa/healthreform, or Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323
x61565 or www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance
Marketplace. For more information about the Marketplace, visit www.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: Blue Cross and Blue Shield of lllinois at 1-800-828-3116 or visit www.bcbsil.com, or contact the U.S. Department of Labor's Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or visit www.dol.gov/ebsa/healthreform. Additionally, a consumer assistance program can help you file your appeal.
Contact the lllinois Department of Insurance at (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 1-800-828-3116.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-828-3116.
Chinese (FX): tNRFEh AR, KXFTXNSX 1-800-828-3116.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-828-3116.

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:

s

A

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

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

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

hospital delivery)

M The plan’s overall deductible $2,000
M Specialist copayment $50
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)

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

Deductibles $2,000

Copayments $0

Coinsurance $0

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $2,060

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

controlled condition)

M The plan’s overall deductible $2,000
M Specialist copayment $50
B 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)

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

Deductibles $900

Copayments $700

Coinsurance $0

What isn’t covered
Limits or exclusions $20
The total Joe would pay is $1,620

up care)
M The plan’s overall deductible $2,000
M Specialist copayment $50
B Hospital (facility) coinsurance 0%
B Other 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 $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $800
Copayments $600
Coinsurance $0
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,400
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@ @ BlueCross BlueShield of Tllinois

If you, or someone you are helping, have questions, you have the right to get help and information in your language at no cost.
To speak to an interpreter, call the customer service number on the back of your member card. If you are not a member, or don't have a card, call 855-710-6984.

Gl |l e S5 A Gl e BB gl e Sl eaall Bati o8 ) e ol og g8 pn e ) Cotaill RIS A (0 (e iy Ay y g il e plaally B lisdll Ll Jpaal B Bad) ool ciliad o3 Ls jaid gal Sl S o
Arabic .855-710-6984 e Joals il ol Y s
HRah iR SRIE RIS &, itk AR, EHRER R BN SEESHEAME. S IEHE AN ENAEENTAFEENEFRBERARE. MREFETEH, EF
Chinese WA S BIE 855-710-6984.
Frangais Si vous, ou quelqu'un que vous étes en frain d'aider, avez des guestions, vous avez le droit d'obtenir de 'aide et linformation dans votre langue & aucun colt. Pour parler & un interpréte, composez le numeéro du
French service client indiqué au verso de voire carte de membre. Si vous n'étes pas membre ou si vous n‘avez pas de carte, veuillez composer le 855-710-6984.
Deutsch Falls Sie oder jemand, dem Sie helfen, Fragen haben, haben Sie das Recht, kostenlose Hilfe und Informationen in Ihrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die
German Kundenservicenummer auf der Rickseite [hrer Mitgliedskarte an. Falls Sie kein Mitglied sind oder keine Mifgliedskarte besitzen, rufen Sie bitte 855-710-6984 an.
EAvIKG Edv eoeic f kamolog mou PonBdme EXETe spwinaeig, EXeTe To Sikaiwpa va AdBete BofBeia kan mAnpogopieg om yhwooa oag xwpic xpéwon. MNa va wAnoete ot fvav Sicppnvéa, kaAEaTe Tov apiBpd efutmnpimong
Greek mehaTiuy Tou avaypagetal ato Tiow pépog T kapTag pehoug oag. Eav Sev ciote péhog f Bev Exete kGpra, kakiote Tov apiBpd 855-710-6984.
oLl %l dMal Ul dl HEE 531 26U B2t Adl 518 olly sl Aol aH. gouMan WA ald scl HE, dHRl HeAUEat sidel wsn A Aes Acl ololR UR Sl 53l
Gujarati %l VU MEAUE oll YAl Slat, waal wiue{l Wl 518 oall Al 855-710-6984 olvlz U Slel 53
f&ér I 3T, a1 3T FHEHr FETIAT I8 & 3Tk, T 8, 71 TR oA ST 3 ¥ 2ok FeTaar 3R Sy Sree e 1 AR ) et sefares @ A e F o, s werm FE
Hindi i 2w 37w TR AT Aa O} el Y| T T Hewd AL &, AT I ITH IS AL &, @ 855-710-6984 UF rer Y|
Italiano Se fu o qualcuno che stai aiutande avete domande, hai il diritto di ottenere aiuto e informazioni nella tua lingua gratuitamente. Per parlare con un interprete, puoi chiamare il servizio clienti al numero riportato sul lato
Italian posteriore della tua tessera di socio. Se non sei socio o non possiedi una tessera, puoi chiamare il numero 855-710-6984,
=20 grot Gt £= HEH S= ALR0 2201 UCHH Aol REE JKE S S HEE A6I2 202 28§ &= A= A2 It ASLICH SR SIE KM A=DW HHIL BSE
Korean HEala A2, SR 0| OFLIAIHLE FIED 212 Al ™ 855-T10-6984 S 2 TS F LA 2.
Diné T ad ni, éi doodago ta’da bika ananilwo’igii, na’iditkidgo, 1s’ida bee na ahdoti™t’ U'aa niik’e nika a’doolwol. Ata® halne’i bich’" hadeesdzih ninizingo éi kwe’¢ da’iniishgi aka anidaalwo igii
Navajo bich’i” hodiilnih, bee nééhdzinii bine déé” bikad®. Koji atah naaltsoos né hadit’éégoo & doodago bee nééhdzinigii Adingo koji” hodiilnih 855-710-6984.
Polski Jesli Ty lub osoba, ktérej pomagasz, macie jakiekoiwiek pytania, macie prawo do uzyskania bezplatne] informacji i pomocy we wiasnym jezyku. Aby porozmawiac z thumaczem, zadzwon pod numer podany na
Palish odwrocie karty czlonkowskiej. Jezeli nie jestes cztonkiem lub nie masz przy sobie karty, zadzwon pod numer 855-710-6984.
— Ecrn y Bac unu Yenosexka, KOTOPOMY Bbl MOMOT3ETE, BO3HUKIH BOMPOCH, Y BAC €CTh NPaBo Ha GecnnaTHyro noMowb W nHopMaUmo, NPeoCTaBNEHHYIO Ha BaLEM A3bike. YTk NOrOBOPUTL C NEPEBOANMKOM,
Ryuosc:ica 0 No3BoHWTE B OTAEN 0GCNYXMBAHWA KNWEHTOB NO TenedioHy, yKasaHHOMY Ha 0GPATHON CTOPOHE BALIEH KAPTOHKA YYACTHWKA. ECNN Bl HE ABNAETECH YYACTHWKOM WNM Y BAC HET KAPTOMKM, NO3BOHMTE N0

TenedoHy 855-710-6984.
Espanol Si usted o alguien a quien usted esta ayudando tiene preguntas, tiene derecho a obtener ayuda e informacian en su idioma sin costo alguno. Para hablar con un intérprete comuniquese con el numero del Servicio al
Spanish Cliente que figura en el reverso de su tarjeta de miembro. Si usted no es miembro o no posee una tarjeta, llame al 855-710-6984.
Tagalog Kung ikaw, 0 ang isang taong iyong tinutulungan ay may mga tanong, may karapatan kang makakuha ng tulong at impormasyon sa iyong wika nang walang bayad. Upang makipag-usap sa isang tagasalin-wika,
Tagalog tumawag sa numero ng serbisyo para sa kustomer sa likod ng iyong kard ng miyembro. Kung ikaw ay hindi isang miyembro, o kaya ay walang kard, tumawag sa 855-710-6984.
5 o gm GS U Ly el (g e S 1l S S st i 3 S S el sl 5l e e pa 5 o) S ol 08 o G d e (S w0 0 S ae o S e S 0 ) S LSl B

Urdu S U8 3 855-T10-6084 « 5 — Lo SIS Ly S I b e o omee i B) 0yl LSS AS S
Tiéng Viét Néu quy vi hodc ngudi ma quy vi gilp 68 c6 bt ky cau hoi nao, quy vi 6 quyén dugc hb tro va nhan théng tin béng ngén ngir cia minh mién phi. Dé néi chuyén véi thong dich vién, goi 86 dich vy khach
Vigtnamese hang ndm & phia sau thé hoi vién cla quy vi. Néu quy vi khdng phai 1a hdi vién hodc khong b thé, goi sb 855-710-5984,

bcbsil.com




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 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.

300 E. Randolph St.
35th Floor

Office of Civil Rights Coordinator Phone: 855-664-7270 (voicemail)
TTY/TDD: 855-661-6965
Fax: 855-661-6960
Email: mailto:CivilRightsCoordinator@hcsc.net

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
200 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
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