Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 08/01/2022- 07/31/2023

BlueCross BlueShield

@@ N South Holland School District #151: BA HMO Plan Coverage for: Individual + Family | Plan Type: HMO

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
#A sharethe cost for covered health care services. NOTE: Information aboutthe cost of this plan (called the premium) will be provided separately.
Thisis onlya summary. For more information about your coverage, or to geta copy of the complete terms of coverage, call 1-800-892-2803 or at
https://policy-srv.box.com/s/dkhh4nt1eih9rm6d0ryjuiydpyOckucg.
For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the
Glossary. You canview the Glossary at https://www.cms.gov/CCIIO/Resources/Forms-Reports-and-Other-Resources/Downloads/UG-Glossary-508-MM.pdfor call
1-855-756-4448 to request a copy.

ImportantQuestions ~ |Answers | Why This Matters:

What is the overall $0 See the Common Medical Events chart below for your costs for senices this plan
deductible? covers.

Are there services

covered before youmeet | No. You will have to meetthe deductible before the plan pays for any services.
yourdeductible?

Are there other

deductibles for specific | No. You don’t have to meet deductibles for specific senices.

services?

The out-of-pocket limitis the most you could pay in a year for covered senvices. If

What is the out-of-pocket

limitfor this plan? $1,500 Individual/$3,000 Family you havg qther f_amHymembersm this plan, they h_avg to meet their own out-of-
pocket limits until the overall family out-of-pocket limithas been met.

Whatis notincludedin Premiums, balanced-billed charges, and Even though you pay these expenses, they don’t counttoward the out-of-pocket

the out-of-pocketlimit? | healthcare this plan doesn’t cover. limit.

Thisplanuses a provider network. You will pay less if you use a provider in the

plan’s network. You will pay the mostif 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

RIS 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 Yes This plan will pay some or all of the costs to see a specialistfor covered services but

see a specialist? ' only if you have a Referral before you see the specialist.

Yes. See www.bcbsil.com orcall
1-800-892-2803 for a list of participating

Willyou payless ifyou
use a network provider?

Blue Cross and Blue Shield of Illinois, 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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u Al copayment and coinsurance costs shownin this chart are after your deductible hasbeen met, if a deductible applies.

What You Will Pay

Non-Participating Limitations, Exceptions, & Other Important
Provider Information
(You will pay the most)

Common
Medical Event

Services You May Need Participating Provider
(You will pay the least)

Senvices or suppliesthat are not ordered by
your Primary Care Physician or Women’s

Primary care visit to treat an

. " $10 copayhisit Not Covered Principal Health Care Provider, except
i isita health Injury or ifiness emergencyand routine vision exams, are not
youvisita health o
g?:;i‘:i?:Lm DifeD Specialist visit $30 copayhisit Not Covered Referral required.
You may have to pay for services that aren’t
Preventive care/screening/ No Charae Not Covered preventive. Ask your provider if the senices
immunization g needed are preventive. Thencheckwhat your
plan will pay for.
Sl A \?/I:rk;] ostic test (x-ray, blood No Charge Not Covered Referral required.
Imaging (CT/PET scans,MRIs) | No Charge Not Covered Referral required.
$10 p_op_ay/prescnpnon Dispensing limit mayapply to certain drugs.
Generic drugs gzeg)a(l;lz) aviorescriotion Not Covered Certain women’s preventative services will be
(m aiﬁ%yaf P covered with no cost to the member. For a full
- list of these prescriptionsand/or senices,
If you need drugs to ?2? —p—YCI;’ aylprescription please contact Customer Seniice.
retai ; i
treatyourillnessor | Preferred brand drugs - Not Covered 30 day retail/90 day mail.
cond)i,tion $40 copaylprescription Self-injectable drugs covered at $50 per
) : (mail order) prescription
More information about — ,
prescription drug $35 copay/prescription Payment of the difference betwqen the cost of
coverageis available at | Non-preferred brand drugs (retail) - Not Covered a brand name drug and a generic may be
www.bcbsil.com. $70 copaylprescription required if a generic drug is available.
(mail order)
Coverage based on group policy.
$10/$20/$35 Bii N :
, - rior authorization may be required.
Specialty drugs ?rzgt ;yl )/prescnphon Not Covered Specialty retail imited to a 30 day

* For more information about limitations and exceptions, see the plan or policydocumentat
https://policy-srv.box.com/s/dkhh4nt1eih9rm6d0ryjuiydpyOckucg.

Supply.
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Common
Medical Event

Services You May Need

What You Will Pay

Participating Provider
(You will pay the least)

Non-Participating
Provider

| Limitations, Exceptions, & Other Important

Information

(You will pay the most)

Facility fee (e.g., ambulato .
If you have outpatient surgez cen(teg i No Charge Not Covered Referral required.
surgery Physician/surgeon fees No Charge Not Covered Referral required.
Emergencyroom care $150 copayhisit $150 copayhisit Copay waived if admitted.
If you need immediate E?nirs: rr;;[?/or:edlcal No Charge No Charge Ground transportation only.
EeticaStenter Uraent care $10 copayhisit Not Covered Must be affiliated with member's chosen
vrgenteare copay medical group or referral required.
If you have a hospital Facility fee (e.g., hospitalroom) | No Charge Not Covered Referral required.
stay Physician/surgeon fees No Charge Not Covered Referral required.
If you need mental . : . e .
health, behavioral Outpatient senvices $10 copayhisit Not Covered Unlimited visits. Referral required.
health,ors_ubstance Inpatient senvices No Charge Not Covered Unlimited days. Referral required.
abuse services
Copay appliesfor the 1st prenatal visit only.
- . Cost sharing does not apply for preventive
DS 1D amme Meleeraiee senvices. Depending on the type of senvices, a
copayment may apply. Maternity care may
If you are pregnant Childbirth/delivery professional include tests and services described
senices VP No Charge Not Covered elsewherein the SBC (i.e. ultrasound).
ChiIFibirth/ gelivery facility No Charge Not Covered Referral required.
senices

* For more information about limitations and exceptions, see the plan or policydocumentat
https://policy-srv.box.com/s/dkhh4nt1eih9rm6d0ryjuiydpyOckucg.
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What You Will Pay

Cc.>mmon Services You May Need Participatina Provider Non-Parti.ciatin Limitations, Exceptions,_& Other Important
Medical Event (You will pay the least) Provider Information
(You will pay the most)
Home health care No Charge Not Covered Referral required.
Rehabilitation services $10 copayhisit Not Covered 60 visits combined for all therapies.
Habilitation services $10 copayhisit Not Covered Referral required.
If you need help Skilled nursing care No Charge Not Covered Excludes custodial care. Referral required.
recovering or have Referral required.
otherspecial health Benefits are limited to items used to serve a
needs Durable medical equipment No Charge Not Covered medical purpose. DME benefits are provided
for both purchase and rental equipment (up to
the purchase price).
Hospice services No Charge Not Covered Referral required.
. , Limited to one exam every 12 months at
If your child needs Children’seye exam No Charge Not Covered varticipating providers.
dental oreye care Children’s glasses Not Covered Not Covered None
Children’s dental check-up Not Covered Not Covered None

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.)
o Cosmetic surgery e Long-termcare o Private-duty nursing

o Custodial care ¢ Non-emergencycare when traveling outside the e Routine foot care (with the exception of person
o Dental care (Adult) us. with diagnosis of diabetes)

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

e Acupuncture e Hearingaids e Routine eye care (Adult)
e Bariatric surgery e Infertility treatment e Weight loss programs (except when non-

e Chiropractic care e Mostcoverage provided outside the United medicallysupenised)
States. See www.bcbsil.com

* For more information about limitations and exceptions, see the plan or policydocumentat 40f6
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YourRightsto Continue Coverage: There are agencies that can help if you wantto continue your coverage after it ends. The contactinformation for those
agenciesis: the plan at 1-800-892-2803, U.S. Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.goviebsa/healthreform, or Department of Health and Human Senices, 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 complaintagainstyour plan for a denial of a claim. T his complaintiscalleda
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 1-800-892-2803 or visit www.bcbsil.com, orcontactthe U.S. Department of Labor's Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or visit www.dol.goviebsa/healthreform. Additionally, a consumerassistance 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
If you don’thave 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
requirementthat you have health coverage for that month.

Does this plan meet the Minimum Value Standards? Yes
If your plandoesn’t meet the Minimum Value Standards, you may be eligible for a premium tax creditto help you pay for a plan through the Marketplace.

Language Access Services:
Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-892-2803.
Tagalog (T agalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-892-2803.

Chinese (1 3C): 2 S 75 2 SCag#E B, 1K ITIX AN 555 1-800-892-2803.
Navajo (Dine): Dinek'ehgo shika atohwol ninisingo, kwiijigo holne' 1-800-892-2803.
To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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Aboutthese Coveraage Examples:

‘n' .'I N
u
i ;

Thisis 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. Focuson the cost sharing
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this informationto 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

M The plan’s overall deductible $0
M Specialist copayment $30
M Hospital (facility) $0
® Other $0

This EXAMPLE eventincludes services like:
Specialistoffice visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialistvisit (anesthesia)

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

Deductibles $0

Copayments $40

Coinsurance $0

What isn’t covered
Limits or exclusions $60
Thetotal Peg would pay is $100

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

M The plan’s overall deductible $0
M Specialist copayment $30
W Hospital (facility) $0
® Other $0

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

Diagnostic tests (blood work)

Prescriptiondrugs

Durable medical equipment (glucose meter)

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

Deductibles $0

Copayments $700

Coinsurance $0

What isn’t covered
Limits or exclusions $60
The total Joe would pay is $760

up care)
M The plan’s overall deductible $0
B Specialist copayment $30
W Hospital (facility) $0
m Other $0

This EXAMPLE eventincludes 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
Inthis example, Miawould pay:
Cost Sharing
Deductibles $0
Copayments $300
Coinsurance $0
What isn’t covered
Limits or exclusions $0
Thetotal Miawould payis $300
6 of 6



@ @ BlueCross BlueShield of Illinois

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,

Aggall | gl ol eme oS5 0 8 ol yaae Ay el o Sl e Sl dad B e Juall o 58 i ) ool GST A 0 e lialy By 5y peiall Sila glaall g aclesall e Jgemnll 6 Bal il il s2e L padd gl ) el S o)
Arabic B55-T10-6084 e Joaild il ol Yy cug
Bt WEREE, s EFERENAYE &, BB, BEEAH R BLUENESRESHEBRME. BE—EHE SN ENEENTRFEENEPRAEANRE. nRETETAE, &8s
Chinese B, iBUE 855-710-6984.
Frangais Si vous, ou quelqu'un que vous étes en train d'aider, avez des questions, vous avez le droit d'obtenir de |'aide et l'information dans votre langue & aucun colt. Pour parler & un interpréte, composez le numéro du
French service client indiqué au verso de volre carte de membre. Si vous n'étes pas membre ou si vous n‘avez pas de carte, veuillez composer le 855-710-6964.
Deutsch Falls Sie oder jemand, dem Sie helfen, Fragen haben, haben Sie das Recht, kestenlose Hilfe und Informationen in |hrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die
German Kundenservicenummer auf der Rlckseite Ihrer Mitgliedskarte an, Falls Sie kein Mitglied sind oder keine Mitgliedskarte besitzen, rufen Sie bitte 855-710-6984 an.
EMAnVIKG Edv egeic A kamoiog ou BonBime ExeTe epwinoeic, £xeTe To Sikaiwya va ABets BorBeia ke TARPoYopies o yAwooa aag xwpic Xpéwan. MNa va wAnoete ot tvav Sieppnvéa, KaAEaTe Tov apiBpd efuTmpimmang
Greek TEAQTWY TIOU avaypageTal oTo Tiow pépog TG kaprag pikoug oag. Eav dev siote péhog A Sev Exete kapra, kahioTe Tov apiBuo 855-710-6984.
21l %l Mol wacl dA Hee 531 28U 8l Al 8 olly s AollAn. geula WA ald 50l W2, dHRL HeaAueal sidell wesn WA Yes Adl dAnz UR sl 52
Gujarati ofl VU HOUUE oll Ul Elel, watell vius{l W 58 oi2ll dl 855-710-6984 «lolz UR Sld &3l
f&ér Ie 3T, A7 37 FrEehr FETIaT Y T 8 36, e 8, 7 IRy 3l HeT #F for- ook weraran AR STl ared e o U g | Rt steqares & @ e & A s seer wE F
Hindi e for 27U 2TEe WaT HaW T Il | AME HTT Hed AET &, AT HTT I FTE 7T &, A 855-710-6984 UF Hrel L |
Italiano Se fu 0 qualcuno che stai aiutando 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 Qrek G L= HEHI S= AME0 220 AUCHH Aol REE JE S0 A2 E AGI2 02 2§ &= A= A It ASLICHL SR IIE KM A=W HHI L BSE
Korean EBIBHA A2, B0l OFLIAIHLE FIED SIS AI™ 855-710-6984 S = HEBIF A A2,
Diné T’ ad ni, ¢i doodago ta’da bika ananilwo igii, na’iditkidgo, ts’ida bee na ahddti’1” 1'aa nitk’e nika a’doolwol. Ata® halne’i bich’” hadeesdzih ninizingo éi kwe’é da’iniishgi aka anidaalwo igii
Mavajo bich’{” hodiilnih, bee nééhdzinii bine”déé” bikad™. Koji atah naaltsoos nd hadit’éégdd éi doodago bee nééhozinigii 4dingo koji” hodiilnih 855-710-6984.
Polski Jesli Ty lub osoba, kiorej pomagasz, macie jakiekolwiek pytania, macie prawo do uzyskania bezplatnej informacji | pomocy we wiasnym jezyku. Aby porozmawiac z tumaczem, zadzwon pod numer podany na
Polish odwrocie karty czlonkowskiej. JeZeli nie jestes czlonkiem lub nie masz przy sobie karty, zadzwon pod numer 855-710-6984.
— Ecnu y Bac W YenoBexa, KOTOPOMY Bbl MOMOraeTe, BO3HWKIM BOMPOCHI, ¥ BAC €CTb NPaB0 Ha BECNNaTHYD NOMOLLL W WHCIOPMALMID, NPELOCTABNEHHYI0 Ha BAWEM A3bike. YTODL! NOTOBOPUTL C NEPEBOSHMKOM,
RYU;?::B 0 NO3BOHIATE B OTAEN OGCNYXMBAKWA KNWEHTOR NO TenedoHy, YKa3aHHOMY Ha 0GPaTHOR CTOPOHE BALLEH KAPTOMKA YYACTHWKA. ECNK Bbl HE ABNAETECH YYACTHWKOM WNA Y BAC HET KADTOMKM, NO3BOHUTE NO

TenedoHy 855-710-6984.
Espariol Si usted o alguien a quien usted estd ayudando tiene preguntas, tiene derecho a obtener ayuda e informacion 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, o 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.
P oSSy e S S S8 w3318 S dusla gl gl e Cie e ) ) S Qe G Dl A0S e Sl S o Sa gl B L S ol £

Urdu S JS ;8557106984 « 5 2 so SAS Gy S Qi Lo pd el B g poaly S3JS <
Tiéng Vit Néu quy vi hodc nguei ma quy vi giip d& co bét ky cu hoi nao, quy vi co quyén dugc hé tro va nhan thong tin bAng ngon nglr clia minh mién phi. D& néi chuyén véi thang dich vién, goi s dich wu khach
Vietnamese hang ndm & phia sau thé hdi vién clia quy vi. Néu quy vi khdng phai 1a hdi vién hodc khdng cd thé, goi sb 855-710-6984.
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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 senice, or think we have discriminated in another way, contactustofile 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 complaintwith 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 TTYTDD: 800-537-7697
Room 509F, HHH Building 1019 ComplaintPortal: https://ocrportal.hhs.goviocr/portal/lobby.jsf

Washington, DC 20201 ComplaintForms: http://lwww.hhs.goviocr/officeffile/index.html|
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