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

Alfred Benesch and Company: PPO Plan

Coverage Period: 01/01/2027 - 12/31/2027
Coverage for: Individual/Family | Plan Type: PPO

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 1-800-458-6024 or at

www.bcbsil.com. 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?

In-Network:

$1,500 Individual / $3,000 Family
Out-of-Network:

$3,000 Individual / $6,000 Family

Yes. Certain preventive care, services that
charge a copay and prescription drugs are
covered before you meet your deductible.

No.

In-Network:

$5,000 Individual / $10,000 Family
Out-of-Network:

$10,000 Individual / $20,000 Family

Premiums, balance-billing charges, and
health care this plan doesn’t cover.

Yes. See www.bcbsil.com or call
1-800-458-6024 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 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.
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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 What You Will Pa
. Services You May Need In-Network Provider Out-of-Network Provider
Medical Event . .
You will pay the least You will pay the most

Limitations, Exceptions, & Other Important

Information

If you visit a health

care provider’s
office or clinic

If you have a test

If you need drugs
to treat your illness
or condition

More information

about prescription

drug coverage is
available at

www.Express-
Scripts.com or by
contacting
RxBenefits Member
Services at 1-800-
334-8134.

Primary care visit to treat an
injury or iliness

Specialist visit

Preventive care/screening/
immunization

Diagnostic test (x-ray, blood
work)

Imaging (CT/PET scans,
MRIs)

Generic drugs

Preferred brand drugs

Non-preferred brand drugs

Specialty drugs

$25 copay/visit; deductible
does not apply

$50 copay/visit; deductible
does not apply

No Charge; deductible does
not apply

20% coinsurance

20% coinsurance

$15 copay/prescription (retail)
$30 copay/prescription (mail
order); deductible does not
apply

$50 copay/prescription (retail)
$100 copay/prescription (mail
order); deductible does not
apply

$75 copay/prescription (retail)
$150 copay/prescription (mail
order); deductible does not
apply

20% coinsurance; deductible
does not apply

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance
40% coinsurance

$15 copay/prescription
(retail); deductible does
not apply

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

$75 copay/prescription
(retail); deductible does
not apply

Not Covered

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

Virtual visits: $20/visits; deductible applies. 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.

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

30-day supply at Retail

90-day supply at Mail Order

If a Generic Drug is available and you choose
the brand, you will pay the cost of the
difference between the generic and brand-
name drug, plus the applicable copay, unless
directed by the prescribing physician to
dispense as written.

Limited to 30-day supply per prescription. Prior
authorization required. Quantity limits may
apply. Must be ordered through Accredo at 1-
800-803-2523.
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Common
Medical Event Services You May Need

In-Network Provider
You will pay the least

What You Will Pa

Out-of-Network Provider
You will pay the most

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

Facility fee (e.g., ambulatory 20% coinsurance

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

20% coinsurance

Facility Charges:
$400 copay/visit plus 20%
coinsurance

ER Physician Charges:
20% coinsurance

20% coinsurance

20% coinsurance
20% coinsurance

20% coinsurance

$25 copay/office visit;
deductible does not apply;
20% coinsurance for other
outpatient services

20% coinsurance

$25 PCP/$50 SPC
copay/visit; deductible does
not apply

20% coinsurance

20% coinsurance

40% coinsurance

40% coinsurance

Facility Charges:

$400 copay/visit plus
20% coinsurance

ER Physician Charges:
20% coinsurance

20% coinsurance

40% coinsurance
40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

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

Prior authorization may be required.

None

Copay waived if admitted.

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

None
Prior authorization required.

None

PCP copay applies to psychotherapy office visit
only.

Prior authorization may be required; see your
benefit booklet™ for details.

Virtual visits: $20/visits; deductible applies. See
your benefit booklet* for details.

Prior authorization 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, coinsurance, 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 What Lemiel Pa Limitations, Exceptions, & Other Important
X Services You May Need In-Network Provider Out-of-Network Provider ' P . P
Medical Event . ) Information
You will pay the least You will pay the most

Home health care 20% coinsurance 40% coinsurance Prior authorization may be required.
Rehabilitation services 20% coinsurance 40% coinsurance , o ,

. , , , Prior authorization may be required.
Habilitation services 20% coinsurance 40% coinsurance

If you need help Skilled nursing care 20% coinsurance 40% coinsurance Prior authorization may be required.
recovering or have

other special health
needs

Benefits are limited to items used to serve a
medical purpose. Durable Medical Equipment

Durable medical equipment | 20% coinsurance 40% coinsurance benefits are provided for both purchase and
rental equipment (up to the purchase price).
Prior authorization may be required.

Hospice services 20% coinsurance 40% coinsurance Prior authorization may be required.
_ Children’s eye exam Not Covered Not Covered None
LT G G5 Children’s glasses Not Covered Not Covered None
dental or eye care
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.)

e Acupuncture e Long-term care ¢ Routine foot care (with the exception of person
e Dental care (Adult) ¢ Routine eye care (Adult) diagnosed with diabetes
e Hearing aids e Weight loss programs

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

e Bariatric surgery e Cosmetic surgery (only for correcting congenital e  Non-emergency care when traveling outside the
e Chiropractic care (Chiropractic and Osteopathic deformities or conditions resulting from U.S.
manipulation limited to 30 visits per calendar accidental injuries, scars, tumors, or diseases) e Private-duty nursing (with the exception of
year) o Infertility treatment (4 invitro attempt maximum inpatient private duty nursing) (unlimited visits
per lifetime) per calendar year)

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsil.com. Page 4 of 6
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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 1-800-458-6024, 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 1-800-458-6024 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 1-800-458-6024.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-458-6024.

Chinese (F130): ANRFRZEE T SCRYEE B, BT A 518 1-800-458-6024.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-458-6024.

Pennsylvania Dutch (Deitsch): Fer Hilf griege in Deitsch, rufuff 1-800-458-6024.

Samoan (Gagana Samoa): Mo se fesoasoani i le Gagana Samoa, vala’au mai i le numera telefoni 1-800-458-6024.
Carolinian (Kapasal Falawasch): ngere aukke ghut alillis reel kapasal Falawasch au fafaingi tilifon ye 1-800-458-6024.
Chamorro (Chamoru): Para un ma ayuda gi finu Chamoru, &'gang 1-800-458-6024.

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:

-
'A" N L )
' '\
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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)

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.

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

B The plan’s overall deductible $1,500
M Specialist copayment $50
M Hospital (facility) coinsurance 20%
B 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 $12,700

In this example, Peg would pay:

Cost Sharing
Deductibles $1,500

Copayments $40
Coinsurance $2,200
What isn’t covered
Limits or exclusions $60
The total Peg would pay is $3,800

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

M The plan’s overall deductible $1,500
M Specialist copayment $50

M Hospital (facility) coinsurance 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 $5,600
In this example, Joe would pay:
Cost Sharing
Deductibles $900
Copayments $800
Coinsurance $0
What isn’t covered
Limits or exclusions $20
The total Joe would pay is $1,720

H The plan’s overall deductible $1,500
M Specialist copayment $50
® Hospital (facility) coinsurance 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 $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $1,500
Copayments $500
Coinsurance $100
What isn’t covered

Limits or exclusions $0
The total Mia would pay is $2,100
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BlueCross BlueShield of lllinois

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company

MNMon-Discriminmnation Motice

Health Care Cowverage |ls Important For Everyone

Wie do mot discriminate on the basis of race, color, national origin (including limited English knowledss
amnd first language=), age, disability, or sex (as understood in the applicable regulaticn) We prowide
peaople with disakilities with reasonable modifications and free communication aids to allows for
effective communication with us. We al=o prowvide free languase sssistances services to people whose
first languages is not English.

To receive reascnable modifications, communication aids or language assistance free of charge. please
call us at 255-710-29584.

If wouw eliewe vee hawe failed to prowide a service, or think we hawve discriminated in amother wary, youw can
file a griewvamncs withi:

Office of Ciwil Rights Coordinator FPhome: E255-05A-7270 voicermail)

Arcm Office of Civil Rights Coordimator T Ty T C: B55-a51-9965

200 E. Randolph St., 25th Floor Fax: 855-a551-5260

Chicago, IL SO0501 Ermail: civilrightscoordinator@bcbh=sil.comm

You can file a grievance by mail, fax or email. I you need help filing a grievance, please call the toll-free
phomne mnumber listed on the back of yvouwr IDcard (TTY: 7110

Yo mmay file a civil rights complaint with the LS Deparoment of Health and Human Services, Offtice for
Ciwil Rights, at:

LS Drept of Health & Human Services FPhone: S00-F6E-101%2

200 Independencs Awvenoe SW T T TED: S00-537-7597

FRoorm S09F, HHH Building Complaimnt Porcal:

Washingoom, DT 20207 ocrportal.hhs.gowviocr/smartscreensrmain.jst

Complaint Forms:
hHhs.gowfcivil-rights/ffiling-a-complaintfindex. htrl

This notice is awvailable on ocur website ar becbhsil.comflegal-and-privacys mnon-discriminatiomn-motice

ATTENMTION: If you speak ancother language,. free language assistance services are available to youll
Appropriate auxiliary aids and services to provide information in accessible formats are also available
free of charge. Call 8S5-F10-6984 (TTY: F11) or speak 1o ywour proswider.

ATEMCIGOM: Si habla espafiol, tiene a su disposiciton servicios gratuitos de asistencia
Espadio limgldistica. También estan dispanibles de forma gratuita ayuda vy servicios auxiliares
Spaniskh apropiados para proporciconar informacidn en formatos accesibles. Llame al 2855-710-
GOZAL(TTY: 711} o hable con su provesedor.
P, e N e A N ERLE, IR R . IS I - PRI LIPS S | T IR, | R AT T | [ [ (e R LR | L e e e T
o = P TN TSR T I L TR T B . [P S~ SRR . S, 11
Arakbic sl pabs Al e G (TTY: T11) B55-F 159854
www.bcbsil.com IL1557_ENG_20250410

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



BlueCross BlueShield of lllinois

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company
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ATTEMNTION : S8 vwowrs parlez Frarngais, des services diassistance linguistique gratulls sont & wobre
Francas disposition. Des aides et services auxiliares approprigs powur fournir des imnformatons dans des formats
Fremch accessibles sont dgalement disponibles gratuiterm ent. Appaeler le BS5SS-FT10-05%84 [(TTY : 711) ou parlas
& wotre fowmrnisseur.

SCHTUMG: Wenn Sie Dewtsch sprechen, stehen Ihmemn Bostenloss Sprachassistenzdisnsne zwr
Cauvtsch Werfugume. Entsprecheandes Hifsmttel und Disnste zur Bersitstellung won Informationen im
(SErmian barrierefreien Form aten stehen ebenfalls kostrenbas zur Verfugung Rufen Sie BSS-F1 05954 (TTY:
711]) amn ocder sprechen Sie mit Threrm Provider.
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- T & wier g e Semat 8. | raas e H-Sresl e JarEaT A S aetesd Sel S ey W=t
g H AT WS &I 3F e Iagas ST Ora= 3T ok o f e ager=r @1 855 710-6934
[TTr: 711} 9% Solcl o6 4 O 3T WSl & =0 s %1

ATTEMIIOME: s«= parli Haliano, somo disponibil servizm di assistenza linguistca gratuitic. Sorno imodore

:I;allla_l‘ﬂ dispeonikilil gratwitaments ausili & serwvizi ausiliars adeguati per formire inmnformaziomi in formati accessikila.
s Chiama I'BSS5-F10-5224 (tty: 711} o parla con il beo formnitors,
| == 0 e wr=aod B ANIESEAl = 3% 5= 2 X & Mual=F O E%a s Rlae ok OlE Plhs s
Helo=2 e HE09s HESE=E Jp S MUl SE2s2 HEaEauoh 855-F10-
Kanean GORATTY: 711 = & FISPSEILE A W] == 5 22 58O &2 208Fal e
SHOOH: Dimng bhee yaniltiTgogo, saad bese andaawo” bee aka’'anida’awo’it’aa jiik'=h
Cobrneds na hdlg. Bee ahil hane'go bee nida“anishi t"aa akodaat @higii dod bee .
. ; Aka anida wo'i ko bee baa hane'i bee hadadilyaa bich" aboot i“igiil & a4 jikeh
awa o halG. Hohjl]" 8SSS-F10-8984 (T I : 711 hodiillnibh doodago mika'analwaoi bich )"
rarmidziik .
A L B - s L B L B B L e L LI o]
i e fgeg GG B SS-F1LO-598 4 = le s L s Sl o S ges SO0l apiete o s ieen ol oSl FIE o aseLe ST =S S el
Fars e e 3 g SRS ST T T e ce=las: [(FT11
Foiski LA SUE & Oso by e goe po podskhu mogEg skhorrystac z bezpltatne)] pormooy Erykoasre). Dhaoodls thoowsre
Palish porTroc e i ushugl Fapeswniajacs informacie w dostepmych form atach sa rdwnied dostepne bezplatmie.
@S Zadrworn pod numer 355-F10-52E84 (TTY: F11) lub porozmasssia) o swesinm costavwcag.
_ BEHKMAAHKME: ECcaim B MBSO TS HE8 [Py CC M, Bar GOcC Ty MH B GEcrnim@a T S WOy T Ao e B B O T e e B
P HRT T TEETCTE Y HI UM & BCMEAOraTEAbMHE & CReEacTES WM WoAYrH Mo Mo Tas e ED e g B 8 e 8
Russian SUSCTYNHE R POPMaATaE TakH e NPeacScTasanAsToA SecnnaatHo,. MosaoniTe o rensdony ES5- 7106984

{TTF: TT11} i OSPpaTHATECE B CEOE Y MCE TE 8 LM Y WEyYTr.

FaslLAsLsA: Eung magsasalita ka ng Tagalog. magagamit ma amig m ga libreng serbisyong tulaong =a wwik.a.
Taga |::Jg Flagagamit dimn marngg ibre anmng mMmEea naaangkop na auxilary na tulong ar serbasyo upanEe magbhigay g
iMmpormasyon Sa MEga naa-access na forrmat. Tumaswag sa B55-F10-86984 (TTy: 711) o makipag-usap
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an Independent Licensee of the Blue Cross and Blue Shield Association



