Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2023 - 12/31/2023
Baxter Healthcare Corporation: HSA Option PPO Plan Coverage for: Individual/Family | Plan Type: HSA

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 1-800-985-6241 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 _ Why This Matters:

For In-Network:
What is the overall $2,000 Individual / $4,000 Family
deductible? For Qut-of-Network:

$4,000 Individual / $8,000 Family

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
policy, the overall family deductible must be met before the plan begins to pay.

This plan covers some items and services even if you haven't yet met the
Are there services covered deductible amount. But a copayment or coinsurance may apply. For example,

before you meet your @t?iﬂ&%ﬂ 15 G e 1o this plan covers certain preventive services without cost sharing and before you

deductible? meet your deductible. See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits/.
Are there other deductibles No. You don’t have to meet deductibles for specific services.

for specific services?

For In-Network:
What is the out-of-pocket | $4,000 Individual / $8,000 Family
limit for this plan? For Out-of-Network:

$8,000 Individual / $16,000 Family

What is not included in the | Premiums, balance-billing charges, and health care | Even though you pay these expenses, they don’t count toward the out-of-pocket
out-of-pocket limit? this plan doesn't cover. 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

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, the overall family out-of-pocket
limit must be met.

Will you pay less if you Yes. See www.bcbsil.com or call you might receive a bill from a provider for the difference between the provider's
use a network provider? | 1-800-985-6241 for a list of network providers. 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.

Do you need a referral to

. No. You can see the specialist you choose without a referral.
see a specialist? Specialist y reterral
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4 Al 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

If you visit a health

care provider’s
office or clinic

Primary care visit to treat an injury or
illness

What You Will Pa

In-Network Provider
ou will pay the least

20% coinsurance

Qut-of-Network Provider
ou will pay the most

40% coinsurance

Limitations, Exceptions, & Other
Important Information

Virtual Visits; 20% coinsurance/visit,
deductible applies. See your benefit
booklet* for details.

Specialist visit

20% coinsurance

40% coinsurance

None

Preventive care/screening/immunization

No Charge; deductible
does not apply

40% coinsurance

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.

If you have a test

Diagnostic test (x-ray, blood work)

20% coinsurance

40% coinsurance

Imaging (CT/PET scans, MRIs)

20% coinsurance

40% coinsurance

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

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsil.com.
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Common .
Medical Event Services You May Need

In-Network Provider

What You Will Pa

Qut-of-Network Provider

Limitations, Exceptions, & Other

If you need drugs to
treat your iliness or
condition

More information

about prescription

drug coverage is
available at

www.caremark.com.

If you have
outpatient surgery

If you need
immediate medical
attention

Generic drugs
Preferred brand drugs

Non-preferred brand drugs

Specialty drugs

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

Physician/surgeon fees

Emergency room care

Emergency medical transportation

Urgent care

ou will pay the least

20% coinsurance after
deductible
20% coinsurance after
deductible
40% coinsurance after
deductible

0% Coinsurace if enrolled

in the PrudentRx
program;

30% Coinsurance if not

enrolled in the Prudent
Rx program

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

ou will pay the most

20% coinsurance after
deductible
20% coinsurance after
deductible
40% coinsurance after
deductible

0% Coinsurace if enrolled
in the PrudentRx program;

30% Coinsurance if not
enrolled in the Prudent Rx
program

40% coinsurance

40% coinsurance

20% coinsurance

20% coinsurance

40% coinsurance

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

Important Information

Certain generics are not subject to the
deductible

N/A

N/A
Deductible applies

Prior authorization required

Enrollment in the PrudentRx Program will
determine what you will pay.

PrudentRx may be reached at 1-800-578-
4403.

Cost of drugs eligible for the copay
assistance program (though reimbursed
by the manufacturer at no cost to you) will
not be applied towards your out of pocket
maximum

Preauthorization may be required.

None

Non-Emergency Out-of-Network;
40% coinsurance after deductible.

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

None
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What You Will Pay |
In-Network Provider Out-of-Network Provider
(You will pay the least) (You will pay the most)

Limitations, Exceptions, & Other
Important Information

Common
Medical Event

Services You May Need

If you have a
hospital stay

Facility fee (e.g., hospital room)

20% coinsurance

40% coinsurance

Preauthorization required.

Physician/surgeon fees

20% coinsurance

40% coinsurance

None

abuse services

If you need mental
health, behavioral
health, or substance

Outpatient services

20% coinsurance

40% coinsurance

Applied behavior analysis (ABA) benefits
for autism spectrum disorder available for
Occupational Therapy and Physical
Therapy.

Additional Outpatient Speech Therapy for
the treatment of Pervasive Developmental
Disorder is available. Unlimited.
Preauthorization may be required. See
your benefit booklet* for details.

Inpatient services

20% coinsurance

40% coinsurance

Preauthorization required.

Office visits

20% coinsurance

40% coinsurance

If you are pregnant

Childbirth/delivery professional services

20% coinsurance

40% coinsurance

Cost sharing does not apply for preventive
services. Depending on the type of

services, coinsurance, or deductible may
apply. Maternity care may include tests
and services described elsewhere in the
SBC (i.e. ultrasound).

Childbirth/delivery facility services

20% coinsurance

40% coinsurance

None

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsil.com.
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What You Will Pay |
In-Network Provider Out-of-Network Provider
(You will pay the least) (You will pay the most)

Common
Medical Event

Limitations, Exceptions, & Other
Important Information

Services You May Need

If you need help

needs

Home health care

20% coinsurance

40% coinsurance

Limited to 120 visits per benefit period
Out-of-Network.
Preauthorization may be required.

Rehabilitation services

20% coinsurance

40% coinsurance

Habilitation services

20% coinsurance

40% coinsurance

90 combined visits for speech,
occupational, physical and cardiac rehab
therapies.

Preauthorization may be required.

recovering or have
other special health

Skilled nursing care

20% coinsurance

40% coinsurance

Limited to 90 days per benefit period.
Preauthorization may be required.

Durable medical equipment

20% coinsurance

40% coinsurance

Benefits are limited to items used to serve
a medical purpose. Durable Medical
Equipment benefits are provided for both
purchase and rental equipment (up to the
purchase price).

Preauthorization may be required.

Hospice services

20% coinsurance

40% coinsurance

Preauthorization may be required.

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

Common . | . . ‘ Limitations, Exceptions, & Other
Medical Event REREES N e M LT Mk [Pl Important Information
(You will pay the least) (You will pay the most)
Children’s eye exam Not Covered Not Covered None
If your child needs
dental or eye 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.)

e Custodial Care e Routine eye care (Adult) o Weight loss programs

e Long-term care ¢ 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 Acupuncture (limited to 20 visits per e  Dental care (Adult, only available for accidental care) e Most coverage provided outside the United States.
calendar year) e Hearing aids (limited to 1 hearing aid for each ear, See www.bebsil.com. _ ,
Bariatric surgery every 2 years.) o sosr?-emergency care when traveling outside the

e Chiropractic care (Chiropractic and " - , , S.

Osteoppathic manié)ulatior:l limited to Infertiity treatment (imited to diagnosis only) o Private-duty nursing (with the exception of inpatient
20 visits per calendar year) private duty nursing) (Limited to 120 visits per

o Cosmetic surgery (only for correcting benefit period Out-of-Network.)
congenital deformities or conditions
resulting from accidental injuries,
scars, tumors, or diseases)

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsil.com. Page 6 of 8
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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 1-800-985-6241, 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 1-800-985-6241 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 1-800-985-6241.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-985-6241.
Chinese (H130): AR FFEZE P SCAYEE), 1BIRFTX A 515 1-800-985-6241.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-985-6241.

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

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsil.com. Page 7 of 8
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About these Coverage Examples:

":' £ 3
u
i i

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)

B The plan’s overall deductible $2,000
M Specialist coinsurance 20%
M Hospital (facility) coinsurance 20%
W 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 $2,000

Copayments $0

Coinsurance $2000

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $4,060

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 coinsurance 20%
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 $2,000
Copayments $0
Coinsurance $700
What isn’t covered
Limits or exclusions $20
The total Joe would pay is $2,720

up care)
M The plan’s overall deductible $2,000
M Specialist coinsurance 20%
M 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 $2,000

Copayments $0

Coinsurance $200

What isn’t covered
Limits or exclusions $0
The total Mia would pay is $2,200
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BlueCross BlueShield of Illinois

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,

sexual orientation, health status 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

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

bcbsil.com



@ 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 talk to an interpreter, call 855-710-6984.

Espéﬁol 'Visuuﬂedoalgu-enaq.nenusledeslaayudandouenepteguntas benedenechoa netayudae
Spanish nformacion en su idloma sin costo alguno. Para hablar con un intérprete, Bame al 855-710-6984
A sl U»w&hg),)‘hd‘,hd',.&u-"#d,‘d‘”@ M.&‘“PJJI"MJSJ
iRz | mRE, ﬁefgns&gmqu& ﬂitﬁ&m ERNNIRUIENSIREENEOFoRe.
inese AR —IEEIE R MRIE WS 855-710-6984 .
Frangais Si vous, ou quelqu'un que vous &les en train d'aider, avez des gquestions, vous avez le drodt d'obtenir de
French Faxde et Nnformation dans votre langue a aucun codt. Pour parier a un interpréte, appelez 855-710-6984.
Deutsch Falls Sie oder jemand, dem Sie helfen, Fragen haben, haben See das Recht, kostenlose Hilfe und
German Informationen in lhrer Sprache zu erhailten. Um mit einem Dolmetscher zu sprechen, rufen Sie bite die
Nummer 855-710-6984 an.
ol u cu M MEE 53 2 Sl vdl sl ol calsael ul AL sL2ASM
mzﬂ % A [Qott vl cudl GuNHL HEE WA ut@&[%wlqcu 555 D.
Eou cu« S MLS WL 1612 B55-710-6984 U2 Sl 53l
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Hindi wsmsmmmm T HTFIT &1 1HAT Fjaras & aﬂ#‘“‘%‘-w 10-6984
itabano Sewoq:alwnodleslauautandoavetedomande hai il dintto di ottenere aiuto e & : nella tua
Italian lingua gratuitamente. Per parfare con un interprete, puoochlamarenlnumetosss-?10-6984
£ =204 el FS £ = Aol S= AlIZOI AIV|OI AU AISI= RS st e E N J3EES
IKoman B2 LOIZEST S = Us NEIOPUSLICE ESHAIDE R 23T AID! 855-710-6984 =
TSt Al 2.
Diné T°aa ns, éi doodago ia"da bika ananilwo igii, na’idilkidgo, t57ida bee na ahooti™i”™ t7aa niik’e
Navajo tului;: doolwol dod bina® iditkidigii bee nit h odoonih. Awa"dahalne’igii bich™t” hodnlnlh kwe'ée
33 SRR S e A w3h TAu S Aa S 3y 13 1 5 D) B eutiy ASZs T e o Al aS S L el S
Persian bl Jealon 4D B55-T10-65984 » Al U ,au-.-.,--g..,&-l’:-» e e e
Polski bez ool pomocy wias zykn Aby i ﬂumamm zaazmnpod
i i we n poroz:namac
Polish B ) .
Pyccxwi Ecnm y 8aC wne SenN0BeKa, KOTOPOMY Bl NOMOrSaTE, BOSHMKNK BONPOCH!, ¥ BaC eCcTe Npaso Ha GecnnarHyo
Russian NOMOLLS M MHDODMAUMI0, NDEACCTABNSHHYIO Ha Salem Aasike. YToDN Caa3aTecs C NePeBOHMKOM,
NOsBoMMTE NO Tenedony 855-710-6584.
Kungikaw © ang isang taong t!nutulunganaymay a tanong, may karapatan makakuha ng
Tagalog m "3‘1“9
tulong at impormasyon sa iyong walang makipag-usap sa isang asalin-wika,
Tagalog mmawagsaass 710-6984. o
=P S e M )sw-"uﬂﬁ i s M s 58S e s S 3 S > S A S eSS
Urdu -5 2z 855-7 :Jé:l)s e o i s 3w S S—ela Claslna N e
Tiéng Viét Néu quy vi, hodc ngudi ma 4%, 6 cau hoi. thi quy vi c& quyén dwgc giup d& va nhan thong tin
Vietnamese bingngénng&cuamidtnlnph%nbldmyénv@méth&tgdnhwén 90:825-7 10-6984.
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