Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2019-12/31/2019
BlueCross BlueShield
@@ SO : S7100PT Blue Options Silver PPO™ 304 Coverage for: Individual/Family | Plan Type: PPO

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, visit
https://www.bcbsok.com/member/policy-forms/2019 or by calling 1-800-942-5837. 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 https://www.cms.

gov(CCIIO[Resources[Forms Reports-and-Other-Resources/Downloads/UG-Glossary-508-MM.pdf or call 1-855-756-4448 to request a copy.
Important Questions | Answers ______ Why This Matters:

What is the overall Network: $3,750 Generally, you must pay all of the costs from providers up to the deductible amount before

deductible? Individual/$11,250 Family this plan begins to pay. If you have other family members on the plan, each family member
Out-of-Network: §7,500 must meet their own individual deductible until the total amount of deductible expenses paid
Individual/$22,500 Family by all family members meets the overall family deductible.

Are there services covered | Yes. In-Network Preventive This plan covers some items and services even if you haven't yet met the deductible amount.

before you meet your Health, services with a copay, and | But a copayment or coinsurance may apply. For example, this plan covers certain preventive

deductible? prescription drugs are covered | services without cost-sharing and before you meet your deductible. See a list of covered
before you meet your deductible. | preventive services at https://www.healthcare.gov/coverage/preventive-care-benefits/.

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

deductibles for specific

services?

What is the out-of-pocket | Network: $7,000 Blue Preferred, | The out-of-pocket limit is the most you could pay in a year for covered services. If you have

limit for this plan? $7,300 Blue Choice Individual; | other family members in this plan, they have to meet their own out-of-pocket limits until the

$14,000 Blue Preferred, $14,600 | overall family out-of-pocket limit has been met.
Blue Choice Family

Out-of-Network: Unlimited

Individual, Unlimited Family

What is not included in the | Premiums, balance-billed Even though you pay these expenses, they don't count toward the out-of-pocket limit.
out-of-pocket limit? charges, and health care this plan
doesn't cover.
Will you pay less if you use | Yes. For a list of network This plan uses a provider network. You will pay less if you use a provider in the plan’s network.
a network provider? providers please call You will pay the most if you use an out-of-network provider, and you might receive a bill from
1-800-942-5837 or see www. a provider for the difference between the provider's charge and what your plan pays (balance
bcbhsok.com. 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 | No. You can see the specialist you choose without a referral.

see a specialist?

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

Blue Preferred
Provider
(You will pay the

What You Will Pay

Blue Choice
Provider
(You will pay

Out-of-Network
Provider
(You will pay the

Limitations, Exceptions, & Other Important
Information

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

least)

more)

most)

If you have a test

Pr.|mary gare visit to treat an $40/V|§|t, $40/V|§|t, 30% coinsurance Virtual Visits are available. See your benefit
injury or illness deductible does deductible does booklet* for details
not apply not apply ’
Specialist visit $60/visit; $60/visit; 30% coinsurance
deductible does ' deductible does None
not apply not apply
Preventive care/screening/  No Charge; No Charge; 30% coinsurance You may have to pay for services that aren't
immunization deductible does deductible does preventive. Ask your provider if the services
not apply not apply needed are preventive. Then check what your
plan will pay for.
Diagnostic test (x-ray, blood  20% coinsurance 30% coinsurance 50% coinsurance L .
work) PreauThorlzatloE may be'reqmred; see your
Imaging (CT/PET scans, MRIs) 20% coinsurance 30% coinsurance 50% coinsurance benefit booklet* for details.

*For more information about limitations and exceptions, see the plan or policy document at https://www.bchsok.com/member/policy-forms/2019.
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Common
Medical Event

Services You May Need

Blue Preferred
Provider
(You will pay the

What You Will Pay

Blue Choice
Provider
(You will pay

Out-of-Network
Provider
(You will pay the

Limitations, Exceptions, & Other Important
Information

If you need drugs to
treat your illness or
condition

More information about

prescription drug
coverage is available at

https://www.myprime.
com/content/dam/
prime/memberportal/
forms/AuthorForms/
HIM/2019/2019 OK 6T
HIM.pdf

Preferred generic drugs

least)

Retail - Preferred

No Charge
Non-Preferred -
$10/prescription
Mail - No
Charge;

deductible does

not apply

more)
Retail - Preferred
No Charge
Non-Preferred -
$10/prescription
Mail - No
Charge;
deductible does
not apply

most)
Retail -
$10/prescription;

deductible does

not apply

Non-preferred generic drugs

Retail - Preferred
$10/prescription
Non-Preferred -
$20/prescription
Mail -
$30/prescription;

deductible does

not apply

Retail - Preferred
$10/prescription
Non-Preferred -
$20/prescription
Mail -
$30/prescription;
deductible does
not apply

Retail -
$20/prescription;
deductible does
not apply

Preferred brand drugs

Retail - Preferred
$50/prescription
Non-Preferred -
$70/prescription
Mail -
$150/prescription;

deductible does

not apply

Retail - Preferred
$50/prescription
Non-Preferred -
$70/prescription
Mail -
$150/prescription;
deductible does
not apply

Retail -
$70/prescription;
deductible does
not apply

Non-preferred brand drugs

Retail - Preferred
$100/prescription
Non-Preferred -
$120/prescription
Mail -
$300/prescription;
deductible does

not apply

Retail - Preferred
$100/prescription
Non-Preferred -
$120/prescription
Mail -
$300/prescription;
deductible does

not apply

Retail -
$120/prescription;
deductible does

not apply

Limited to a 30-day supply at retail (or a
90-day supply at a network of select retail
pharmacies). Up to a 90-day supply at mail
order. Specialty drugs limited to a 30-day
supply. Payment of the difference between
the cost of a brand name drug and a generic
may also be required if a generic drug is
available. All Out-of-Network prescriptions
are subject to a 50% additional charge after
the applicable copay/coinsurance. Additional
charge will not apply to any deductible or
out-of-pocket amounts.
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Common
Medical Event

Services You May Need

Blue Preferred
Provider
(You will pay the

What You Will Pay

Blue Choice
Provider
(You will pay

Out-of-Network
Provider
(You will pay the

Limitations, Exceptions, & Other Important
Information

least)

more)

most)

If you have outpatient
surgery

Preferred specialty drugs $150/prescription;  $150/prescription;  $150/prescription;
deductible does deductible does | deductible does
not apply not apply not apply
Non-Preferred specialty drugs A $250/prescription; $250/prescription;  $250/prescription;
deductible does ' deductible does ' deductible does
not apply not apply not apply
Facility fee (e.g., ambulatory | $200/visit plus ' $200/visit plus | $300/visit plus | Preauthorization may be required.

surgery center)

20% coinsurance

30% coinsurance

50% coinsurance

Physician/surgeon fees

20% coinsurance

30% coinsurance

50% coinsurance

For Outpatient Infusion Therapy, see your
benefit booklet* for details.

If you need immediate
medical attention

Emergency room care

$500/visit plus
20% coinsurance

$500/visit plus
20% coinsurance

$500/visit plus
20% coinsurance

None

Emergency medical
transportation

20% coinsurance

20% coinsurance

20% coinsurance

Preauthorization may be required for

non-emergency transportation; see your
benefit booklet* for details.

Urgent care

20% coinsurance

30% coinsurance

50% coinsurance

None

If you have a hospital
stay

Facility fee (e.qg., hospital
room)

$300/visit plus
20% coinsurance

$300/visit plus
30% coinsurance

$400/visit plus
50% coinsurance

Physician/surgeon fees

20% coinsurance

30% coinsurance

50% coinsurance

Preauthorization required. Preauthorization

penalty: $500. See your benefit booklet* for
details.

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

Outpatient services

$40/office visits
or 20%

coinsurance for

other outpatient

$40/office visits
or 30%

coinsurance for
other outpatient

30% coinsurance
for office visits
or 50%

coinsurance for

services services other outpatient
services
Inpatient services $300/visit plus | $300/visit plus | $400/visit plus

20% coinsurance

30% coinsurance

50% coinsurance

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

Preauthorization required.

*For more information about limitations and exceptions, see the plan or policy document at https://www.bchsok.com/member/policy-forms/2019.
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Common
Medical Event

Services You May Need

Blue Preferred
Provider
(You will pay the

What You Will Pay

Blue Choice
Provider
(You will pay

Out-of-Network
Provider
(You will pay the

Limitations, Exceptions, & Other Important
Information

If you are pregnant

Office visits

least)

Primary Care:

$40

Specialist: $60;
deductible does

not apply

more)
Primary Care:
$40

Specialist: $60;
deductible does

not apply

most)
50% coinsurance

Childbirth/delivery professional
services

20% coinsurance

30% coinsurance

50% coinsurance

Childbirth/delivery facility
services

$300/visit plus
20% coinsurance

$300/visit plus
30% coinsurance

$400/visit plus
50% coinsurance

Copay applies to first prenatal visit (per
pregnancy). Cost sharing does not apply to
certain preventive services. Depending on the
type of services, coinsurance may apply.
Maternity care may include tests and services
described elsewhere in the SBC (i.e.
ultrasound).

If you need help
recovering or have
other special health
needs

Home health care

20% coinsurance

30% coinsurance

50% coinsurance

30 visits/year. Preauthorization may be
required.

Rehabilitation services

20% coinsurance

30% coinsurance

50% coinsurance

Habilitation services

20% coinsurance

30% coinsurance

50% coinsurance

Preauthorization may be required. Outpatient:
Combined 25 visit limit per benefit period for
physical, speech, occupational therapy and
muscle manipulation. Inpatient: 30 day
maximum per benefit period. Preauthorization
penalty: $500.

Skilled nursing care

20% coinsurance

30% coinsurance

50% coinsurance

30 days/year. Preauthorization may be
required. Inpatient Preauthorization penalty:
$500.

Durable medical equipment

20% coinsurance

30% coinsurance

50% coinsurance

Preauthorization may be required.

Hospice services

20% coinsurance

30% coinsurance

50% coinsurance

Preauthorization may be required. Inpatient
Preauthorization penalty: $500.

If your child needs
dental or eye care

Children’s eye exam No Charge; No Charge; Not Covered . . .
deductible does | deductible does One VISIT[ per year. See your benefit booklet
VT VT for details.
not apply not apply

Children’s glasses No Charge; No Charge; Not Covered One pair of alasses per vear. See vour benefit
deductible does deductible does P glasses peryear. -eey

booklet* for details.

not apply not apply

Children’s dental check-up No Charge No Charge No Charge None

*For more information about limitations and exceptions, see the plan or policy document at https://www.bchsok.com/member/policy-forms/2019.
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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.)

- Abortion (Unless the life of the mother is - Dental care (Adult) « Routine eye care (Adult)

endangered) « Infertility treatment « Routine foot care (Except for diabetic subscribers)
» Acupuncture  Long-term care « Weight loss programs
« Bariatric surgery (For treatment of obesity/weight « Non-emergency care when traveling outside the

reduction) u.s.

- Cosmetic surgery (With exception of accidental
injury repair and some instances for physiological
functioning improvement of a malformed body
member)

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

» Chiropractic care (Limited to 25 visits per calendar » Hearing aids (Limited to one each ear every 48 < Private-duty nursing (Limited to 85 visits per year)
year.) months)

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 1-800-942-5837, 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 Oklahoma at 1-800-942-5837 or visit www.bchsok.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. Contact the Oklahoma Department
of Insurance at 1-405-521-2991 or www.oid.ok.gov.

Does this plan provide Minimum Essential Coverage? Yes

If you don’t have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax return unless you qualify for an exemption
from the requirement that you have health coverage for that month.

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.
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Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-942-5837.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-942-5837.
Chinese (F[1): PN Ffol flI~y pufiizh iﬁ?}f;—zf“ﬁ T )45 1-800-942-5837.

Navajo (Dine): Dinek'e J_]o shika at'ohwol ninisingo, kwiijigo holne' 1-800-942-5837.

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

(deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you

.ii depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts

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
care)

M The plan's overall deductible $3,750
B Specialist copayment $60
M Hospital (facility) copay/coins. $300 + 20%
M Other coinsurance 20%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost $12,800
In this example, Peg would pay:
Cost Sharing

Deductibles $3,750

Copayments $300

Coinsurance $1,700

What isn't covered
Limits or exclusions $60
The total Peg would pay is $5,810

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

B The plan's overall deductible $3,750
B Specialist copayment $60
B Hospital (facility) copay/coins. $300 + 20%
M Other coinsurance 20%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $7,400
In this example, Joe would pay:
Cost Sharing

Deductibles $1,900

Copayments $1,100

Coinsurance S0

What isn't covered
Limits or exclusions $60
The total Joe would pay is $3,060

B The plan's overall deductible $3,750
B Specialist copayment $60
B Hospital (facility) copay/coins. $300 + 20%
M Other coinsurance 20%

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $1,900
In this example, Mia would pay:
Cost Sharing

Deductibles $1,400

Copayments $500

Coinsurance S0

What isn't covered
Limits or exclusions S0
The total Mia would pay is $1,900
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BlueCross BlueShield of Oklahoma

If you, or someone you are helping, have guestions, 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.
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GWY hAZ, DS YGT 6 HoOSPOEY, AG°6°Lo0S, hsd Gobr 660Y RGPc0S1A DS RGZ4J1 CH GOhAc0JA EWOY DANVN°, 660YZ DJ1PAcOY Gool&SZP AT, QPAHBWE’b 660YOT P hGooy
Cherokee DOLo0SPc0Y 660Y PPT GTVP $JI6°> DThAcOJA SAQAT J460.1. JIPO hPRO bY, DS DThfc0J1 hGOvO bY, Oc0bWGS Dolh 855-710-6984.
Eh | WRE EEERNER, HILERE SEEN R EUCHERESENIAR. A UlES BYENEEHNEE TS ENEPRBERESRN. MRETRES, 3558
Chinese T8+, FEBE 855-710-6984,
Francais Sivous, ou quelqu'un que vous étes en train d'aider, avez des questions, vous avez le droit d'obtenir de I'aide et I'information dans votre langue a aucun codt. Pour parler a un interpréte, composez le numéro du service
French client indiqué au verso de votre 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 Riickseite Ihrer Mitgliedskarte an. Falls Sie kein Mitglied sind oder keine Mitgliedskarte besitzen, rufen Sie hitte 855-710-6984 an.
Hmoob Yog koj, los yog tej tus neeg uas koj pab ntawd muaj lus nug txog, koj muaj cai hais kom lawv pab muab cov ntaub ntawv sau ua koj hom lus pub dawb rau koj. Xav tham nrog ib tug kws txhais lus, hu rau tus nab
Hmong npawb xovtooj pab cuam neeg ghua uas nyob sab tom gab ntawm koj daim npav tswv cuab. Yog koj tsis yog ib tug neeg tswv cuab, los yog koj tsis muaj npav, hu rau 855-710-6984.
st=20 Qtet Gt £ = Aot 5= A0l 2 20| JCHH Adote RE2 et T3U FEE Ao AU EE = U= A2 JASULCHL IR IE KN J=02H MUl A
Korean HSZ SO AI2. 3[R 0| OtLIAIALE IEEDE L2 Al ™ 855-710-6984 L 2 Mot F=A AL,
WI99292 | 19U G SuiivonmIyloimivgoscdeDamaw, tmbSosdimmgoscie ez 2yucduwizizeguinldlosdie,
Laotian 9999, (WOIVTIVVIVCCUWIZ, m"?mtmcuw')e)t'):)n'mgnmmue_),mmpguozw‘)qnaagm‘)u NIVIVOCHVTELIFN, B VHVO, 1o nmacD 855-710-6984.
Diné T’44a ni, éi doodago ta’da bika ananilwo’igii, na’iditkidgo, ts’ida bee na ah6oti’i’ t’aa niik’e nika a’doolwol. Ata’ halne’{ bich’i” hadeesdzih ninizingo €i kwe’¢é da’infishgi aka anidaalwo’igii bich’{’
Navajo hodiilnih, bee nééhdzinii bine’d¢¢’ bikaa’. Koji atah naaltsoos na hadit’éégo6 éi doodago bee nééhozinigii adingo koji’ hodiilnih 855-710-6984.

jegty Ladi ¢y gadac Q)lSA"_\Je‘)Jﬂ\S ) o ladi 4 (5 yidia Ciladd Ly ‘shlﬁ;:e;)md_w\bqusg&@; %JLMQB\JJJuLG)\L\;Mu&\JJ}LM e plyaaSahaly ol Ga cm.\:l_\mhé\}u c.gﬁsaadasﬂmmﬂ\swﬁggm)g\
Persian e Juals Gl 855-710-6984 o lad Ly ey )i Cy gume oS L ey gume &) 2 580 (el ol 02 7 5
Espafiol Si usted o alguien a quien usted esta ayudando tiene preguntas, tiene derecho a obtener ayuda e informacion en su idioma sin costo alguno. Para hablar con un intérprete comuniquese con el nimero 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.
Tne mnaal wiaruiaaiadvhaudafidasedule 9 aafidgnivasldsuamudianda wastdayaluavvavaalaiaa Lifis 13
Thai waauduanaadasadauinnsgnAivunaaIuAssusunaviasaun winbildsundnuialifilins nandasarivuneiay 855-710-6984

) S 52 0SS o e sm S () S S8k s e 2 Ga 1S S eala laslaa gl ane i (e ) B S e 2 Gpd Dl S cOn o S0 G (S om S0l S LSl S

Urdu - S S 53 855-710-6984 ¢ 55 = (o SIS Gy S Gl b e e mee R z y caly (STS
Tiéng Viét Néu quy vi hoac nguoi ma quy vi gitip d& ¢ bat ky cau héi nao, quy vi c6 quyén dugc hd tr va nhan thong tin bang ngon ngl ciia minh mién phi. D& ndi chuyén véi thong dich vién, goi s6 dich vu khach
Vietnamese | hang nam & phia sau thé hgi vién cla quy vi. Néu quy vi khdng phai la hdi vién hodc khong cé thé, goi s6 855-710-6984.
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tel:855-710-6984

BlueCross BlueShield of Oklahoma

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.

Office of Civil Rights Coordinator Phone:  855-664-7270 (voicemail)
300 E. Randolph St. TTY/TDD: 855-661-6965
35th Floor Fax: 855-661-6960
Chicago, lllinois 60601 Email:  CivilRightsCoordinator@hcsc.net
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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