Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Senvices Coverage Period: 06/24/2024 - 07/31/2025

' BlueCross BlueShield
% of ma : ACOM - Student Health Plan Coverage For: Individual + Family Plan Type: PPO

The Summary of Benefits and Coverage (SBC) document will helpyou choose a health plan. The SBC shows you howyou and the plan would share

the costfor covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

This is only asummary. Formore information about your coverage, or to geta copyof the complete terms of coverage, call 1-800-292-8868 or visit us at
AlabamaBlue.com. Forgeneral definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined
terms see the Glossary. You canview the Glossaryat www.bcbsal.org/sbcglossary/ or call 1-800-292-8868 to requesta copy.

Important Questions m Why This Matters:

From 06/24/2024 t0 07/31/2025: Generally, you mustpay all of the costs from providers up to the deductible amountbefore this plan
$500/ individual in-network ' begipstlo.pay. If you hgve othgr family membersonthep!ﬂ, each family membermu§tmeettheir
$750/ individual out-of-netWork own individual deductible until the total amount of deductible expenses paid byall family members

' meets the overall family deductible.

Thisplan covers some items and services even if you haven’t yet met the deductible amount. Buta
copaymentor coinsurance mayapply. Forexample, this plan covers certain preventive services

What is the overall
deductible?

Are there services covered | Yes. Preventive senicesin-

z::iourgt)iflz;n eetyour nme;\gf;(l)(l?rrz é:g&/g{ietz)(liebefore you without cost-sharing and before you meetyour deductible. See alist of covered preventive services
—_ EE— at https://www.healthcare.govicoverage/preventive-care-benefits/.

Are there other

deductibles for specific No. You don’thave to meetdeductible for specific senices.

services?

Forin-network $6,850/ individual o . .
$13,700/fami|$. The out-of-pocketlimitis the most you could payin a year for covered senvices. If you have other

family membersin this plan, they have to meettheir own out-of-pocketlimits until the overall family
out-of-pocketlimithas been met.

What is the out-of-pocket
limitforthis plan? Forout-of-network $6,850 /

individual $13,700/ family.
Premiums, balance-billing
charges, health care thisplan
doesn't cover, cost-sharing for
mostout-of-network benefits,pre- | Even though you pay these expenses, they don’tcounttoward the out-of-pocketlimit.
certification penalties and specialty

drug manufacturerassistance

amounts.

What is notincludedin
the out—of-pocketlimit?

Thisplan uses a provider network. You will pay lessiif you use a provider in the plan’s network. You
Yes. See AlabamaBlue.comorcall | will pay the mostif you use an out-of-network provider, and you mightreceive a bill from a provider

Willyou pay less ifyou

use a network orovider? 1-800-810-BLUE fora list of for the difference between the provider’s charge and whatyour plan pays (balance billing). Be
P ' network providers. aware your network provider mightuse an out-of-network provider for some senices (such as lab

work). Check with your provider before you get services.
Do you need a referral to No

- You can see the specialistyou choose withouta referral.
seea specialist? _—
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All copayment and coinsurance costs shownin this chartare after your deductible hasbeen met,if a deductible applies.

What You Will Pa T .
M ed?gﬂ?\?ent Services You May Need Network Provider Out-of-Network Provider ST AT Exﬁﬁg;'m:t’igno therimportant
(You will pay the least) | (You will pay the most)

If you visitahealth
care provider’s office
orclinic

If you have atest

If youneed drugs to
treatyourillness or
condition

More information about
prescription drug

coverage isavailable at
AlabamaBlue.com/phar

macy

If you have outpatient
surgery

Primary care visit to treatan
injuryor illness

Specialist visit

Preventive care/screening/
immunization

Diagnostic test(x-ray, blood
work)

Imaging (CT/PET scans,MRIs)

Tier1Drugs

Tier2Drugs

Tier3Drugs

Tier4 Drugs
Tier5Drugs
(preferred specialty)

Tier6Drugs
(non-preferred specialty)

Facilityfee (e.g., ambulatory

surgery center)

opay/v|3|t
copayhvisit

No Charge
Deductible does notapply

20% coinsurance

20% coinsurance

$20 copay (retail)

$50 copay (mail order)
Deductible does notapply
$20 copay (retail)

$50 copay (mail order)
Deductible does notapply
$40 copay (retail)

$100 copay (mail order)
Deductible does notapply
$60 copay (retail)

$150 copay (mail order)
Deductible does notapply

$120 copay (retail)
Deductible does notapply

$120 copay (retail)
Deductible does notapply

20% coinsurance

20% coinsurance after $25 40%

20% coinsurance after $25 40%

coinsurance

coinsurance

Not Covered

40% coinsurance

40% coinsurance

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

40% coinsurance

* Formore information about limitations and exceptions, see the plan or policy document at AabamaBlue.com.

Precertificationis required for some provider
administered drugs;ifno precertification is
obtained, no benefits are available;in
Alabama, out-of-network coinsurance is 50%
Please visit
AlabamaBlue.com/PreventiveSeniices. You
may have to pay for services that aren’t
preventive. Ask your provider if the services
needed are preventive. Then check whatyour
plan will pay for

Benefits listed are physician senvices; facility
benefits are also available; precertification may
be required;if no precertification is obtained,
no benefits are available;in Alabama, out-of-
network coinsurance is 50%

Precertification is required for some drugs; if
no precertification is obtained, no benefits are
available; coveredinsulin products mayhave
lower patientresponsibility; selectgeneric
specialtyand biosimilardrugs on the Select
Generic Specialtyand Biosimilar Drug Listwill
have lower member costshare

In Alabama, out-of-network not covered;
precertification maybe required;if no
precertification is obtained, no benefits are
available
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Common .
Medical Event Services You May Need

Physician/surgeon fees

Emergencyroom care

If you need immediate
medical attention
Emergencymedical

transportation
Urgentcare

Facilityfee (e.g., hospital room)

If you have a hospital

stay
Physician/surgeon fees

Ifyou need mental Outpatientsenvices

health, behavioral

health, or substance , :

e e Inpatientservices
Office visits
Childbirth/deliveryprofessional
services

If you are pregnant
Childbirth/deliveryfacility
senices

What You Will Pa

Network Provider
(You will pay the least)

20% coinsurance

Accident: 20%
coinsurance after $150

copayhisit
Medical Emergency:20%
coinsurance after $150

copayhisit
20% coinsurance

20% coinsurance after $25
copayhisit

20% coinsurance after
$150 copayhisit

20% coinsurance

20% coinsurance after $25
copayhisit

Physician: 20%
coinsurance

Hospital: 20% coinsurance

after $150 copayhisit
20% coinsurance

20% coinsurance

20% coinsurance after
$150 copayhisit

Out-of-Network Provider
(You will pay the most)

40% coinsurance

Accident:20%
coinsurance after $150

copayisit
Medical Emergency: 20%
coinsurance after $150

copayhisit
20% coinsurance

40% coinsurance

40% coinsurance after
$150 copayhisit

40% coinsurance

40% coinsurance

Physician:40%
coinsurance

Hospital:40% coinsurance

after $150 copayhisit
40% coinsurance

40% coinsurance

40% coinsurance after
$150 copayhisit

* Formore information about limitations and exceptions, see the plan or policy document at AabamaBlue.com.

Limitations, Exceptions, & Other Important
Information

In Alabama, out-of-network coinsurance is
50%

Physician charges will apply

None

In Alabama, out-of-network coinsurance is
50%

In Alabama, out-of-network benefits are only
available for medical emergencyand
accidentalinjury; precertification is required; if
no precertification is obtained, no benefits are
available

In Alabama, out-of-network coinsurance is
50%

Precertification is required forintensive
outpatient, partial hospitalization and inpatient
hospitalization; if no precertification is
obtained, no benefits are available;in
Alabama, out-of-network coinsurance is 50%
for professional services

Cost sharing does not apply for preventive
senvices. Depending on the type of senices, a

copayment, coinsurance or deductible may
apply. Maternity care mayinclude testsand
senicesdescribed elsewhereinthe SBC (i.e.,
ultrasound);in Alabama, out-of-network
coinsurance is 50% for professional services
precertification may be required for some
inpatient services; if no precertificationis
obtained, no benefits are available
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Common .
Medical Event Services You May Need

If youneed help
recovering or have
other special health
needs

If your childneeds
dental oreye care

Home health care

Rehabilitation services

Habilitation services

Skilled nursing care

Durable medical equipment

Hospice senvices

Children’s eye exam

Children’s glasses

Children’s dental check-up

What You Will Pa

Network Provider
(You will pay the least)

20% coinsurance

20% coinsurance

20% coinsurance

Not covered

20% coinsurance

20% coinsurance

No Charge

Deductible does notapply

Not Covered

No Charge
Deductible does notapply

Out-of-Network Provider
(You will pay the most)

40% coinsurance

40% coinsurance

40% coinsurance

Not covered

40% coinsurance

40% coinsurance

Not Covered

Not Covered

Not Covered

* Formore information about limitations and exceptions, see the plan or policy document at AabamaBlue.com.

Limitations, Exceptions, & Other Important
Information

In Alabama, out-of-network not covered;
benefits are also available for home infusion
services; precertification maybe required; if no
precertification is obtained, no benefits are
available

Benefits listed are for Rehabilitation &
Habilitation services; each senice hasa
combined maximum of 30 visits for
occupational, physical and speech therapyper
member per plan year. Children ages 0-18 with
an autistic diagnosis are allowed unlimited
visits for occupational, physical and speech
therapy; in Alabama, out-of-network
coinsurance is 50%

Not covered; member pays 100%
Precertification maybe required;ifno
precertification is obtained no benefits are
available;in Alabama, out-of-network
coinsurance is 50%

In Alabama, out-of-network not covered;
precertification maybe required;if no
precertification is obtained, no benefits are
available

Benefits listed are mandated preventive
senvices; please visit
AlabamaBlue.com/PreventiveServices;
additional benefits are available; limitations
apply

Not covered; member pays 100%

Benefits listed are mandated preventive
senvices; please visit
AlabamaBlue.com/PreventiveServices;
additional benefits are available; limitations

apply
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Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more informationand alist of any other excluded services.)

+ Abortion (exceptwhen necessaryto prevent a * Hearing aids * Routine foot care
serious healthrisk to the womanor asrequiredby Long-term care + Skilled nursing care
applicable laws)

* Private-duty nursing * Weight loss programs

* Acupuncture _
. Bariatric surgery * Routine eye care (Adult)
« Cosmetic surgery

* Dental care (Adult)

Other Covered Services (Limitations may apply to these services. Thisisn’tacomplete list. Please see your plan document.)

+ Chiropracticcare * Infertility treatment (Assisted Reproductive * Non-emergencycare when traveling outside the
Technologynot covered) U.S.

YourRightsto Continue Coverage: Your Rights to Continue Coverage: There are agenciesthat can help if you want to continue your coverage after itends. The
contactinformation for those agenciesis: Department of Health and Human Seniices, Center for Consumer Information and Insurance Oversight at 1-877-267-2323
x61565 or www.cciio.cms.govor Blue Cross and Blue Shield of Alabama at 1-855-350-7437. Other coverage options may be available to you too, including buying
individual insurance coverage through the Health Insurance Marketplace. Formore information aboutthe Marketplace, visitwww.HealthCare.govor 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 hiscomplaintis called a
grievance orappeal. Formore 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, ora grievance for any reason to your plan. Formore information about your rights, this notice, or assistance,
contact: The Alabama Department of Insurance at 1-334-241-4192 or Insdept@insurance.alabama.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 Minimum Value Standards? Yes
If your plan doesn’'tmeetthe Minimum Value Standards, you may be eligible fora premium tax creditto help you pay for a plan through the Marketplace.

| To see examples of how this plan might cover costs fora sample medical situation, see the next section. |

* Formore information about limitations and exceptions, see the plan or policy document at AabamaBlue.com. Page 5 of 6
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Aboutthese Coverage Examples:

Thisis not a cost estimator. T reatments 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 senvices 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 careand 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)

B The plan’s overall deductible $500
M Specialist copayment/coinsurance  $25/20%
M Hospital (facility)

copayment/coinsurance $150/20%
W Other copayment/coinsurance $150/20%
This EXAMPLE eventincludes services like:
Specialistoffice visits (prenatal care)
Childbirth/DeliveryProfessional Senices
Childbirth/DeliveryFacility Services
Diagnostic tests (ultrasounds and blood work)
Specialistvisit (anesthesia)

Total Example Cost $12,700
In this example, Peg would pay:

Cost Sharing

Deductibles $500

Copayments $200

Coinsurance $2,400

What isn’tcovered
Limits or exclusions $60
The total Peg would pay is $3,160

B The plan’s overall deductible $500
W Specialist copayment/coinsurance  $25/20%
M Hospital (facility)

copayment/coinsurance $150/20%
B Other copayment/coinsurance $150/20%

This EXAMPLE eventincludes 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
Inthis example, Joe would pay:
Cost Sharing
Deductibles $500
Copayments $700
Coinsurance $90
What isn’tcovered
Limits or exclusions $40
The total Joe would pay is $1,330

B The plan’s overall deductible $500

W Specialist copayment/coinsurance $25/20%

M Hospital (facility)
copayment/coinsurance

B Other copayment/coinsurance

$150/20%
$150/20%

This EXAMPLE eventincludes services like:
Emergencyroom care (including medical
supplies)

Diagnostic tests (x-ray)

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

Total Example Cost $2,800
In this example, Miawould pay:
Cost Sharing

Deductibles $500

Copayments $200

Coinsurance $400

What isn’tcovered
Limits or exclusions $0
The total Miawould pay is $1,100

Note: These numbersassume the patientdoes not participate in the plan’s wellness program. If you participate in the plan’s wellness program, you may be able to
reduce your costs. Formore information aboutthe wellness program, please contact: AabamaBlue.com.

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

Page 6 of 6
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Language Access Services and Notice of Nondisctimination only apply to administrative services that Blue Cross and Blue Shield of Alabama
provides to your employer.

Language Access Services and Notice of Nondiscrimination:

Blue Cross and Blue Shield of Alabama, an independent licensee of the Blue Cross and Blue Shield Association, complies with
applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex. We do
not exclude people or treat them differently be cause of race, color, national origin, age, disability, or sex.

Blue Cross and Blue Shield of Alabama:

* Provides free aids and services to people with disabilities to communicate effectively with us, such as qualified sign language interpreters and
written information in other formats (large print, audio, accessible electronic formats, other formats)

* Provides free language services to people whose primary language is not English, such as qualified interpreters and information written in other
languages

If you need these services, contact our 1557 Compliance Coordinator. If you believe that we have failed to provide these services or discriminated in
another way on the basis of race, color, national origin, age, disability, or sex, you can file a grievance in person or by mail, fax, or email at: Blue Cross and
Blue Shield of Alabama, Compliance Office, 450 Riverchase Parkway East, Birmingham, Alabama 35244, Attn: 1557 Compliance Coordinator,

1-855-216-3144,711 (TTY), 1-205-220-2984 (fax), 1557Grievance@bcbsal.org (email). If you need help filing a grievance, our 1557 Compliance
Coordinator is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, electronically through the

Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department of Health
and Human Services, 200 Independence Avenue, SW, Room 509F, HHH Building, Washington, D.C. 20201, 1-800-368-1019, 1-800-537-7697 (TDD).

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Foreign Language Assistance

Spanish: ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame al 1-855-216-3144 (T'TY: 711)

0l

Korean: F9O|: 018 A StAlE B2, 210{ K| MHIAE FE2 0|83HA £ QU&LICH 1-855-216-3144 (TTY: 711)H2 2 T3} 5H

FHAL.

Chinese: JE% : MBMFEAERDPIX, TR BEERESEYRE, FEE 1-855-216-3144 (TTY: 711)

Vietnamese: CHU Y: Néu ban n6i Tiéng Viét, c6 cic dich vit hd trg ngdn nglt mién phi danh cho ban. Goi s6 1-855-216-3144 (TTY: 711).


mailto:1557Grievance@bcbsal.org
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html

Arabic: (711 (=il @ledl) 1-855-216-3144 Juail el 2alia AAST () o Aallly 3laty Lasd 3o lise Ciladd 2a g8 e jal) Giaats i€ 1) ol

German: ACHTUNG: Wenn Sie Deutsch sprechen, stehen Thnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung. Rufnummer:
1-855-216-3144 (TTY: 711).

French: ATTENTION: Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-855-216-3144 (ATS: 711).

French Creole: ATANSYON: Si w pale Kreyol Ayisyen, gen sevis ed pou lang ki disponib gratis pou ou. Rele 1-855-216-3144 (TTY: 711).

Gujarati: 1ol BU): %] dl Ul Wlddl S1d, d] HINL AsI—Adl Adl, dHIRL I [¢1:9es Guast 8. 1-855-216-3144 UR S16 S (TTY: 711).

Tagalog: PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa
1-855-216-3144 (TTY: 711).

Hindi: 9T ¢; 3R 3TUdh! HTH &l B, al 3 o 1ot TeTadr JaTd - 3[eh SUAS § | 1-855-216-3144 (TTY: 711) TR HId HR|

Laotian: {U090: 71999 1MCSMWI1Z9 990, MVO3INWgoecHecILWIZ, LoevcSyn, ccivduwanlvinmw. tns 1-855-216-3144 (TTY: 711).

Russian: BHVMMAHUME: Ecau Bbl roBOpHTE Ha PYCCKOM A3BIKE, TO BAM AOCTYIIHBI OECIIAATHBIE YCAYIH mepeBoAa. 3soHmTe 1-855-216-3144 (reacraiim
711).

Portuguese: ATENCAO: Se fala portugués, encontram-se disponiveis servicos lingufsticos, gratis. Ligue para 1-855-216-3144 (TTY: 711).
Polish: UWAGA: Jezeli méwisz po polsku, mozesz skorzysta¢ z bezplatnej pomocy jezykowej. Zadzwon pod numer 1-855-216-3144 (TTY: 711).

Turkish: DIKKAT: Eger Tiirkce konusuyor iseniz, dil yardimi1 hizmetlerinden ficretsiz olarak yararlanabilirsiniz. 1-855-216-3144 (TTY: 711) irtibat
numaralarint arayim.

Italian: ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero
1-855-216-3144 (T'TY: 711).

Japanese: JEEEIE : AARBZEINDIGE. BHOSEXEZ CFIAWEITET, 1-855-216-3144 (TTY:711) £ T. BBEEICTS
BTN,
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