$80 copay per
visit, deductible

does not appl

Designated
Network Lab:

$15 copay per

service, deductible

does not apply
X-ray: $75 copay
per service,
deductible does

Jﬁ’«h%

coin

50% coinsurance
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ceptions, & Other Important
Information e

If you receive services in addition to office visit, addition
copays, deductibles, or coinsurance may apply e.g. surgery.

If services performed in outpatient hospital setting,
deductible/coinsurance may apply.

Preauthotization required for out-of-Network for certain
services or benefit reduces to the lesser of 50% or $2,500.

For Designated Netwotk Benefits, lab services must be received
by a Designated Diagnostic Provider. Netwotk Benefits are lab
services received from a Network provider that is not a
Designated Diagnostic Provider and is covered at 50%

coinsurance .
—




°d drus Tier 1 - Your Lowest-Cost
| Option

it

ur i\/[id;ﬁnge—Cost

e
SR
o
)

e
o

T
&

Tea

SET

, G &
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Deductible does
not apply. Retail:
$10 copay
Mail-Order: $30

Deductible does
not apply. Retail:

$130 copay
Mail-Otrder: $390

copay

Specialty Drugs**

R |

Deductible does
not apply. Retail:
$10 copay
Specialty Drugs:
$10 copay

SR

53

R R SR
Deductible does
not apply. Retail:
$130 copay
Specialty Drugs:
$130 copay

S i

50% coinsurance

Provider means pharmacy for purposes of this section.

Retail: Up to a 31 day supply. Mail-Oztder*: Up to a 90 day
supply or *Preferred 90 Day Retail Network pharmacy. If you
use an out-of-Network pharmacy (including 2 mail order
pharmacy), you may be responsible for any amount over the
allowed amount.

**Your cost shown is for a Preferred Specialty Network

o7 Pharmacy and Non-Preferred Specialty Network Pharmacy.

Copay is per prescription order up to the day supply limit listed
above.

You may need to obtain certain drugs, including certain specialty
drugs, from a pharmacy designated by us.

| Certain drugs may have a preauthorization requirement ot may
| result in a higher cost. :

You may be required to use a lower-cost drug(s) ptior to
benefits under your policy being available for certain prescribed
drugs.

See the website listed for information on drugs covered by your
plan. Not all drugs are covered. '
Prescription drug List (PDL): Essential . Network: National. .
If a dispensed drug has a chemically equivalent drug, the cost

_| difference between drugs in addition to any applicable copay

| and/or coinsurance may be applied. _

| Certain preventive medications, zero cost share medicatons, and
| Tier 1 contraceptives ate covered at No Charge. .

Preauthorization required for certain services for
out-of-Network or benefit reduces to the lesser of 50% or
$2,500.
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$50 copay per If you receive services in addition to urgent care visit, additional
visit, deductible copays, deductibles, or coinsurance may apply e.g. surgety.
does not appl

:

0 :
o e R R i s

Physician/surgeon fecs coinsurance

1 s

50% coinsurance

-

20% coinsurance coinsurance zation requited for o
of 50% or $2,500.

Childbirth/delivery | Mat

professional services elsewhere in the SBC (i.e

tests and se
(L€, ult‘fasou.ﬁd)

A

o
g

4 fei el o 1 i et : ‘ ol ﬁm bR &
Home health cate 20% coinsurance | 50% coinsurance | Limited to 60 visits per calendar year.

Preauthorization required for out-of-Network ot benefit
reduces to the lesser of 50% or $2,500.
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$40 copay per 50% coinsurance dar year: Physical,
outpatient visit, ' visits each. .
deductible does Cost share applies for outpatient services only.
not apply Preauthorization required for out-of-Network Inpatient services
or benefit reduces to the lesser of 50% or $2,500.

v o ‘
< | 7 ; 11 | "g% . e5
O

Preauthorization requited for out-
equipment over §
e

$10 copay per
visit, deductible
does not ap 1»

=

0% coinsurance Cleanings covered 2
may apply.
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N

$40 copay per
outpatient Visit,
deductible does
not apply

i

oinsurance | 50% coinsurance

$10 copay per coinsurance
visit, deductible
does not appl

e %

S
Limits per calendar year:
visits each. .
Cost share applies for outpatient services only.
Preauth

s S S

Preauth n re for out-of-Network Durable medical
equipment over $1,000 or no cover
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Excluded Services & Other Covered Services:

. L

SR

‘» Acupuncture * Bariatric surgery e Cosmetic surgery e Dental care (Adult) ¢ Infertility treatment

¢ Long-term cate * Non-emergency care when e Private-duty nursing * Routine Eye Care (Adult) e Routine foot care
traveling outside the U.S.

e Weight loss programs

¢ Chiropractic care o Hearing aids

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: 1-866-444-3272 or www.dol.gov/ebsa/healthreform for the U.S. Department of Labor, Employee Benefits Security Administration. You may also
contact us at 1-800-782-3740 . 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.cov 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 tights, look at the explanation of benefits you will receive for that medical claim. Your plan
documents also provide complete information ‘on how to submit a claim, appeal, or a gtievance for any reason to your plan. For more information about
your rights, this notice, or assistance, contact: 1-800-782-3740 ; or the Employee Benefits Security Administration at 1-866-444-EBSA (3272) ot
www.dol.gov/ebsa/healthreform or the Tennessee Department of Commerce & Insurance at 1-800-342-4029 or WWw.tn.gov/commetce.

Does this plan provide Minimum Essential Coverage? Yes. :
Minimum Essential Coverage generally includes plans, health insurance available through the Matketplace or other individual market policies, Medicare,

Medicaid, CHIP, TRICARE, and cettain other coverage. If you ate eligible for certain types of Minimum Essential Coverage, you may not be eligible for the
premium tax credit. ’ / . ‘

Does this plan meet 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 1-800-782-3740 .

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Ta; alog tumawag sa 1-800-782-3740.
Chinese (EPX):%%@% EPX%@%EB}J, i%?z%mz/r% 1-800-782-3740.
Navajo (Dine): Dinek'ehgo shika at' ohwol ninisingo, kwiijigo holne' 1-800-782-3740 .

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