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T
h

e Su
m

m
ary of B

en
efits an

d
 C

overage (SB
C

) d
ocu

m
en

t w
ill h

elp
 you

 ch
oose a h

ealth
 p

lan
. T

h
e SB

C
 sh

ow
s you

 h
ow

 you
 an

d
 th

e p
lan

w
ou

ld
 

sh
are th

e cost for covered
 h

ealth
 care services. N

O
T

E
: In

form
ation

 ab
ou

t th
e cost of th

is p
lan

(called
 th

e p
rem

iu
m

) w
ill b

e p
rovid

ed
 

sep
arately.

T
h

is is on
ly a su

m
m

ary. For m
ore inform

ation about your coverage, or to get a copy of the com
plete term

s of coverage, call 1-800-722-1471 (TTY
: 1-

800-842-5357)or visit us at w
w

w
.prem

era.com
.  For general definitions of com

m
on term

s, such as allow
ed am

ount, balance billing, coinsurance,
copaym

ent, deductible, provider, or other underlined
term

s see the G
lossary.  Y

ou can view
 the G

lossary at https://w
w

w
.healthcare.gov/sbc-glossary/

or
call 1-800-722-1471 (TTY

: 1-800-842-5357) to request a copy.

Im
p

ortan
t Q

u
estion

s
A

n
sw

ers
W

h
y T

h
is M

atters:

W
h

at is th
e overall 

d
ed

u
ctib

le?

N
etw

ork*: $1,500 Individual / $3,000 Fam
ily 

N
on-N

etw
ork*: $1,500 Individual / $3,000 Fam

ily 
per calendar year. *D

eductiblescross-apply
D

oes not apply to services listed below
 as “N

o 
Charge”.

G
enerally, you m

ust pay all of the costs from
 providersup to the 

deductible
am

ount before this plan
begins to pay. If you have other 

fam
ily m

em
bers on the policy, the overall fam

ily deductible
m

ust be m
et 

before the plan
begins to pay.

A
re th

ere services 
covered

 b
efore you

 
m

eet you
r d

ed
u

ctib
le?

Y
es. Preventive Care

services are covered before 
you m

eet your deductible.

This plan
covers som

e item
s and services even if you haven’t yet m

et the 
deductible

am
ount. But a copaym

entor coinsurance
m

ay apply.For 
exam

ple, this plan
covers certain preventive

servicesw
ithout cost-sharing

and before you m
eet your deductible. See a list of covered preventive

servicesat https://w
w

w
.healthcare.gov/coverage/preventive-care-

benefits/.
A

re th
ere oth

er
d

ed
u

ctib
les

for sp
ecific 

services?
N

o, there are no other deductibles.
Y

ou don’t have to m
eet deductiblesfor specific services.

W
h

at is th
e ou

t-of-
p

ocket lim
it

for th
is 

p
lan

?

For netw
ork

provider*: $3,500 Individual / $7,000 
Fam

ily 
For out-of-netw

ork
providers*: $3,500 Individual 

/ $7,000 Fam
ily per calendar year *O

ut-of-
pockets cross-apply

The out-of-pocket lim
itis the m

ost you could pay in a year for covered 
services. If you have other fam

ily m
em

bers in this plan, the overall fam
ily 

out-of-pocket lim
itm

ust be m
et.

W
h

at is n
ot in

clu
d

ed
 in

th
e ou

t-of-p
ocket lim

it?

Prem
ium

s, balance-billing
charges,  health care 

this plan
doesn’t cover, penalties for failure to 

obtain pre-notification for services.

E
ven though you pay these expenses, they don’t count tow

ard the out-
of-pocket lim

it.
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Im
p

ortan
t Q

u
estion

s 
A

n
sw

ers 
W

h
y T

h
is M

atters: 

W
ill you

 p
ay less if you

 
u

se a n
etw

ork p
rovid

er? 
Y

es. See w
w

w
.prem

era.com
/T-M

obile or call 1-
866-358-2300 for a list of netw

ork providers. 

This plan uses a provider netw
ork. Y

ou w
ill pay less if you use a provider 

in the plan’s netw
ork. Y

ou w
ill pay the m

ost if you use an out-of-
netw

ork provider, and you m
ight receive a bill from

 a provider for the 
difference betw

een the provider’s charge and w
hat your plan pays 

(balance billing). Be aw
are your netw

ork provider m
ight use an out-of-

netw
ork provider for som

e services (such as lab w
ork). Check w

ith your 
provider before you get services. 

D
o you

 n
eed

 a referral 
to see a sp

ecialist? 
N

o. 
Y

ou can see the specialist you choose w
ithout a referral. 

 

A
ll copaym

ent and coinsurance costs show
n in this chart are after your deductible has been m

et, if a deductible applies. 
 

C
om

m
on

  
M

ed
ical E

ven
t 

Services Y
ou M

ay N
eed

 

W
h

at Y
ou

 W
ill P

ay 
 

L
im

itation
s, E

xcep
tion

s, &
 O

th
er 

Im
p

ortan
t In

form
ation

 
N

etw
ork P

rovid
er 

(Y
ou

 w
ill p

ay th
e least) 

O
u

t-of-N
etw

ork 
P

rovid
er 

(Y
ou

 w
ill p

ay th
e 

m
ost)  

If you
 visit a h

ealth
 

care p
rovid

er’s office 
or clin

ic 

Prim
ary care visit to treat an 

injury or illness 
20%

 coinsurance 
40%

 coinsurance 
N

one 

Specialist visit 
20%

 coinsurance 
40%

 coinsurance 
N

one 

Preventive care/screening/ 
im

m
unization 

N
o charge 

N
o charge 

Y
ou m

ay have to pay for services that aren’t 
preventive. A

sk your provider if the 
services you need are preventive. Then 
check w

hat your plan w
ill pay for.  

If you
 h

ave a test 

D
iagnostic test (x-ray, blood 

w
ork) 

20%
 coinsurance 

 
20%

 coinsurance 
Prior A

uthorization required for certain 
services. 

Im
aging (CT/PE

T scans, 
M

RIs)  
20%

 coinsurance 
 

20%
 coinsurance 

Prior authorization required for non-
netw

ork. 
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C
om

m
on

  
M

ed
ical E

ven
t 

Services Y
ou M

ay N
eed

 

W
h

at Y
ou

 W
ill P

ay 
 

L
im

itation
s, E

xcep
tion

s, &
 O

th
er 

Im
p

ortan
t In

form
ation

 
N

etw
ork P

rovid
er 

(Y
ou

 w
ill p

ay th
e least) 

O
u

t-of-N
etw

ork 
P

rovid
er 

(Y
ou

 w
ill p

ay th
e 

m
ost)  

If you
 n

eed
 d

ru
gs to 

treat you
r illn

ess or 
con

d
ition

 
 M

ore inform
ation 

about p
rescrip

tion
 

d
ru

g coverage is 
available at  
w

w
w

.Carem
ark.com

.  

G
eneric O

ption  
Retail: 20%

 coinsurance 
M

ail O
rder: 20%

 
coinsurance 

Retail: N
ot covered 
 

Retail: 30 day m
ax. M

ail-O
rder: 90 day m

ax. 

Preferred O
ption  

Retail: 20%
 coinsurance 

M
ail O

rder: 20%
 

coinsurance 

Retail: N
ot covered 
 

Retail: 30 day m
ax. M

ail-O
rder: 90 day m

ax. 

N
on-Preferred O

ption  
Retail: 20%

 coinsurance 
M

ail O
rder: 20%

 
coinsurance 

Retail: N
ot covered 
 

Retail: 30 day m
ax. M

ail-O
rder: 90 day m

ax. 

Specialty D
rugs O

ption 
20%

 coinsurance 
N

/A
 

Specialty D
rugs are only covered at CV

S 
Specialty Pharm

acy. Lim
ited to a 30-day 

supply. Please call CV
S custom

er care at 
844-757-0417 for m

ore inform
ation on 

w
hat is covered. To get started w

ith CV
S 

specialty call 800-237-2767. 

If you
 h

ave 
ou

tp
atien

t su
rgery 

Facility fee (e.g., am
bulatory 

surgery center) 
20%

 coinsurance 
40%

 coinsurance 
Prior A

uthorization required for certain 
procedures. 

Physician/surgeon fees 
20%

 coinsurance 
40%

 coinsurance 
Prior A

uthorization required for certain 
procedures. 

If you
 n

eed
 

im
m

ed
iate m

ed
ical 

attention
 

E
m

ergency room
 care 

20%
 coinsurance 

20%
 coinsurance 

N
o coverage for non-em

ergency use. 
E

m
ergency m

edical 
transportation 

0%
 coinsurance 

0%
 coinsurance 

N
on-em

ergency transport: not covered, 
except if pre-authorized. 

U
rgent care 

20%
 coinsurance 

40%
 coinsurance 

N
one 
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C
om

m
on

  
M

ed
ical E

ven
t 

Services Y
ou M

ay N
eed

 

W
h

at Y
ou

 W
ill P

ay 
 

L
im

itation
s, E

xcep
tion

s, &
 O

th
er 

Im
p

ortan
t In

form
ation

 
N

etw
ork P

rovid
er 

(Y
ou

 w
ill p

ay th
e least) 

O
u

t-of-N
etw

ork 
P

rovid
er 

(Y
ou

 w
ill p

ay th
e 

m
ost)  

If you
 h

ave a 
h

osp
ital stay 

Facility fee (e.g., hospital 
room

) 
20%

 coinsurance 
40%

 coinsurance 

Prior authorization recom
m

ended for all 
planned inpatient stays. Penalty for out-of-
netw

ork: no penalty. Prior authorization 
required for non-netw

ork. 
Physician/surgeon fees 

20%
 coinsurance 

40%
 coinsurance 

N
one 

If you
 n

eed
 m

en
tal 

h
ealth

, b
eh

avioral 
h

ealth
, or su

b
stan

ce 
ab

u
se services 

O
utpatient services 

20%
 coinsurance 

40%
 coinsurance 

Prior authorization required for non-
netw

ork. 

Inpatient services 
20%

 coinsurance 
40%

 coinsurance 
Prior A

uthorization required for inpatient. 

If you
 are p

regn
an

t 

O
ffice visits 

20%
 coinsurance 

40%
 coinsurance 

Cost sharing does not apply for preventive 
services.  D

epending on the type of 
services, a coinsurance m

ay apply.  
M

aternity care m
ay include tests and 

services described elsew
here in the SBC 

(such as, ultrasound).   

Childbirth/delivery 
professional services 

20%
 coinsurance 

40%
 coinsurance 

Cost sharing does not apply for preventive 
services.  D

epending on the type of 
services, a coinsurance m

ay apply.  
M

aternity care m
ay include tests and 

services described elsew
here in the SBC 

(such as, ultrasound).   

Childbirth/delivery facility 
services 

20%
 coinsurance 

40%
 coinsurance 

Cost sharing does not apply for preventive 
services.  D

epending on the type of 
services, a coinsurance m

ay apply.  
M

aternity care m
ay include tests and 

services described elsew
here in the SBC 

(such as, ultrasound).   
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C
om

m
on

  
M

ed
ical E

ven
t 

Services Y
ou M

ay N
eed

 

W
h

at Y
ou

 W
ill P

ay 
 

L
im

itation
s, E

xcep
tion

s, &
 O

th
er 

Im
p

ortan
t In

form
ation

 
N

etw
ork P

rovid
er 

(Y
ou

 w
ill p

ay th
e least) 

O
u

t-of-N
etw

ork 
P

rovid
er 

(Y
ou

 w
ill p

ay th
e 

m
ost)  

If you
 n

eed
 h

elp
 

recoverin
g or h

ave 
oth

er sp
ecial h

ealth
 

n
eed

s 

H
om

e health care 
20%

 coinsurance 
40%

 coinsurance 
Lim

ited to 120 visits per calendar year Prior 
authorization required for non-netw

ork 

Rehabilitation services 
20%

 coinsurance 
40%

 coinsurance 
O

ccupational/Physical 60 visits com
bined 

per calendar year. Speech 60 visits per 
calendar year. 

H
abilitation services 

20%
 coinsurance 

40%
 coinsurance 

Com
bined m

axim
um

 of 120 visits per 
calendar year for speech, physical and 
occupational therapy for congenital 
anom

alies, developm
ental delay, cerebral 

palsy and hearing im
pairm

ent. N
o lim

its for 
autism

. 

Skilled nursing care 
20%

 coinsurance 
40%

 coinsurance 
60 days per calendar year. 120-day lim

it for 
Inpatient Rehab per calendar year. Prior 
authorization required for non-netw

ork. 

D
urable m

edical equipm
ent 

20%
 coinsurance 

40%
 coinsurance 

Prior authorization recom
m

ended to buy 
som

e m
edical equipm

ent. Penalty for out-
of-netw

ork: no penalty.  
Lim

ited to 1 durable m
edical equipm

ent for 
sam

e/sim
ilar purpose. 

H
ospice services 

20%
 coinsurance 

40%
 coinsurance 

Prior authorization required for non-
netw

ork. 

If you
r ch

ild
 n

eed
s 

d
en

tal or eye care 

Children’s eye exam
 

N
ot covered 

N
ot covered 

N
one 

Children’s glasses 
N

ot covered 
N

ot covered 
N

one 
Children’s dental check-up 

N
ot covered 

N
ot covered 

N
one 
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E
xclu

d
ed

 Services &
 O

th
er C

overed
 Services: 

  Services Y
our P

lan
 G

en
erally D

oes N
O

T
 C

over (C
h

eck you
r p

olicy or p
lan

 d
ocu

m
en

t for m
ore in

form
ation

 an
d

 a list of an
y oth

er 
exclu

d
ed

 services.) 
 

 

 
A

dult routine vision exam
 (i.e. refraction) 

 
Child dental check-up 

 
Child routine vision exam

 (i.e. refraction) 

 
Child vision glasses 

 
Cosm

etic Surgery 
 

D
ental Care (A

dult) 

 
Long-term

 care 
 

W
eight loss program

s - E
xcept for required 

preventive services 
  O

th
er C

overed
 Services (L

im
itation

s m
ay ap

p
ly to th

ese services. T
h

is isn
’t a com

p
lete list. P

lease see you
r p

lan
 d

ocu
m

en
t.)  

 
 

 
A

cupuncture -lim
ited to 30 visits per calendar 

year 
 

Bariatric Surgery 
 

Chiropractic care - 30 visits per calendar year 

 
H

earing aids – lim
ited to $6,000 every three 

calendar years  
 

Infertility treatm
ent - $25,000 lifetim

e 
m

axim
um

 
 

N
on-em

ergency care w
hen traveling outside 

the U
.S. 

 
Private-duty nursing 

 
Routine foot care 

  Y
ou

r R
igh

ts to C
on

tin
u

e C
overage: There are agencies that can help if you w

ant to continue your coverage after it ends. The contact inform
ation for 

those agencies is: for E
RISA

 plans, contact the D
epartm

ent of Labor’s E
m

ployee Benefit’s Security A
dm

inistration at 1-866-444-E
BSA

 (3272) or 
w

w
w

.dol.gov/ebsa/healthreform
. For governm

ental plans, contact the D
epartm

ent of H
ealth and H

um
an Services, Center for Consum

er Inform
ation and 

Insurance O
versight, at 1-877-267-2323 x61565 or w

w
w

.cciio.cm
s.gov. For church plans and all other plans, call 1-800-562-6900 for the state insurance 

departm
ent, or the insurer at 1-800-722-1471 or TTY

 1-800-842-5357. O
ther coverage options m

ay be available to you too, including buying individual 
insurance coverage through the H

ealth Insurance M
arketplace. For m

ore inform
ation about the M

arketplace, visit w
w

w
.H

ealthCare.gov or call 1-800-318-
2596.   
 Y

ou
r G

rievan
ce an

d
 A

p
p

eals R
igh

ts: There are agencies that can help if you have a com
plaint against your plan for a denial of a claim

. This com
plaint is 

called a grievance or appeal. For m
ore inform

ation about your rights, look at the explanation of benefits you w
ill receive for that m

edical claim
. Y

our plan 
docum

ents also provide com
plete inform

ation to subm
it a claim

, appeal, or a grievance for any reason to your plan. For m
ore inform

ation about your 
rights, this notice, or assistance, contact:  your plan at 1-800-722-1471 or TTY

 1-800-842-5357, or the state insurance departm
ent at 1-800-562-6900, or 

D
epartm

ent of Labor’s E
m

ployee Benefits Security A
dm

inistration at 1-866-444-E
BSA

 (3272) or w
w

w
.dol.gov/ebsa/healthreform

.  
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 D
oes th

is p
lan

 p
rovid

e M
in

im
u

m
 E

ssen
tial C

overage?  Y
es. 

M
inim

um
 E

ssential Coverage generally includes plans, health insurance available through the M
arketplace or other individual m

arket policies, M
edicare, 

M
edicaid, CH

IP, TRICA
RE

, and certain other coverage.  If you are eligible for certain types of M
inim

um
 E

ssential Coverage, you m
ay not be eligible for 

the prem
ium

 tax credit. 
 D

oes th
is p

lan
 m

eet th
e M

inim
u

m
 V

alu
e Stan

d
ard

s?  Y
es. 

If your plan doesn’t m
eet the M

inim
um

 V
alue Standards, you m

ay be eligible for a prem
ium

 tax credit to help you pay for a plan through the M
arketplace. 

 L
an

gu
age A

ccess Services: 
Spanish (E

spañol): Para obtener asistencia en E
spañol, llam

e al 1-800-722-1471. 
Tagalog (Tagalog): K

ung kailangan ninyo ang tulong sa Tagalog tum
aw

ag sa 1-800-722-1471. 
Chinese (

): 
1-800-722-1471. 

N
avajo (D

ine): D
inek'ehgo shika at'ohw

ol ninisingo, kw
iijigo holne' 1-800-722-1471. 

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

era Blue C
ross is an Independent Licensee of the Blue C

ross Blue Shield Association. 
W

A 20097 | 4022154 1-H
EFG

Z7.1 

Peg is Having a Baby 
(9 months of in-network pre-natal care and a 

hospital delivery) 

Mia’s Sim
ple Fracture 

(in-network emergency room visit and follow up 
care) 

Managing Joe’s type 2 Diabetes 
(a year of routine in-network care of a well-

controlled condition)  

   

  
  

       
 T

h
e p

lan
’s overall d

ed
u

ctib
le 

$1,500 
 Sp

ecialist coin
su

ran
ce 

20%
 

 H
osp

ital (facility) coin
su

ran
ce 

20%
 

 O
th

er coin
su

ran
ce 

20%
 

 T
h

is E
X

A
M

P
L

E
 even

t in
clu

d
es services 

like:  
Specialist office visits (prenatal care) 
Childbirth/D

elivery Professional Services 
Childbirth/D

elivery Facility Services 
D

iagnostic tests (ultrasounds and blood work) 
Specialist visit (anesthesia)  
 

T
otal E

xam
p

le C
ost 

$12,700 
  In

 th
is exam

p
le, P

eg w
ou

ld
 p

ay: 
Cost Sharing 

D
eductibles 

$1,500 
Copaym

ents 
$0 

Coinsurance 
$2,000 

W
hat isn’t covered 

Lim
its or exclusions 

$60 
T

h
e total P

eg w
ou

ld
 p

ay is 
$3,560 

 

       
 T

h
e p

lan
’s overall d

ed
u

ctib
le 

$1,500 
 Sp

ecialist coin
su

ran
ce 

20%
 

 H
osp

ital (facility) coin
su

ran
ce 

20%
 

 O
th

er coin
su

ran
ce 

20%
 

 T
h

is E
X

A
M

P
L

E
 even

t in
clu

d
es services 

like:  
Prim

ary care physician office visits (including 
disease education) 
D

iagnostic tests (blood work) 
Prescription drugs 
D

urable m
edical equipm

ent (glucose meter)  
 

T
otal E

xam
p

le C
ost 

$5,600 
  In

 th
is exam

p
le, Joe w

ou
ld

 p
ay: 

Cost Sharing 
D

eductibles 
$1,500 

Copaym
ents 

$0 
Coinsurance 

$800 
W

hat isn’t covered 
Lim

its or exclusions 
$20 

T
h

e total Joe w
ou

ld
 p

ay is 
$2,320 

  

         The plan’s overall deductible 
$1,500 

 Specialist coinsurance 
20%

 
 Hospital (facility) coinsurance 

20%
 

 Other coinsurance 
20%

 
 This EXAMPLE event includes services like:  
Emergency room care (including m

edical 
supplies) 
Diagnostic test (x-ray) 
Durable medical equipment (crutches) 
Rehabilitation services (physical therapy) 
 

Total Exam
ple Cost 

$2,800 
  In this exam

ple, Mia would pay: 
Cost Sharing 

Deductibles 
$1,500 

Copayments 
$0 

Coinsurance 
$300 

W
hat isn’t covered 

Limits or exclusions 
$0 

The total Mia would pay is 
$1,800 

About these Coverage Exam
ples: 

 
 

 

This is not a cost estim
ator. 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.    



 

 


