21§ AcademicBlue”

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

an Independent Licensee of the Blue Cross and Blue Shield Association

300 E. Randolph Street Chicago, IL 60601
1-800-538-8833

SCHEDULE OF BENEFITS

Your benefits are highlighted below. However, to fully understand your benefits, it is very important that you read this entire
policy. Although you can go to the hospital or provider of your choice, benefits under this policy will be greater when you
use the services of a network provider. Your deductible applies to all benefits described below, unless otherwise stated.

Deductible:

Network Provider

Out-of-Network Provider

Per Covered Person per Benefit Period:

$500

$1,000

Out-of-Pocket Maximum:

Network Provider

Out-of-Network Provider

Per Covered Person per Benefit Period:

$8,150

$16,300

Per Family per Benefit Period:

$16,300

$32,600

Prior Authorization Penalty:

Network Provider

Out-of-Network Provider

Penalty for failure to obtain Prior Authorization for
Inpatient admissions or other services needing
Prior Authorization as shown in the Prior
Authorization Requirements section of this Policy.

$500

$500

Covered Expenses

Network Provider
Covered Person Pays

Out-of-Network Provider*
Covered Person Pays

Inpatient Expenses

Hospital Expenses

20% of Allowable Amount

50% of Allowable Amount

Surgical Expenses for a Primary Procedure

20% of Allowable Amount

50% of Allowable Amount

- Remaining Eligible Procedures

20% of Allowable Amount

50% of Allowable Amount

- Assistant Surgeon Services

20% of Allowable Amount

50% of Allowable Amount

- Anesthetist Services

20% of Allowable Amount

50% of Allowable Amount

Doctor’s Visits

20% of Allowable Amount

50% of Allowable Amount

Mental Health Care/Chemical Dependency

20% of Allowable Amount

50% of Allowable Amount

Substance Use Disorder

20% of Allowable Amount

50% of Allowable Amount

STUIL2026SOBSAIC

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




Outpatient Expenses

Surgical Expenses for a Primary Procedure

20% of Allowable Amount

50% of Allowable Amount

- Remaining Eligible Procedures

20% of Allowable Amount

50% of Allowable Amount

- Assistant Surgeon Services

20% of Allowable Amount

50% of Allowable Amount

- Anesthetist Services

20% of Allowable Amount

50% of Allowable Amount

Day Surgery/Outpatient Surgical Expenses

20% of Allowable Amount

50% of Allowable Amount

Day Surgery Miscellaneous Expenses

20% of Allowable Amount

50% of Allowable Amount

Mental Health Care/Chemical Dependency

20% of Allowable Amount

50% of Allowable Amount

Substance Use Disorder

20% of Allowable Amount

50% of Allowable Amount

Emergency Room

Accidents and Emergency Care (including Accidents, and Emergency Care and Non-Emergency Care for Behavioral Health Services)

Facility Charges
(excluding certain diagnostic procedures)

20% of Allowable Amount
$300 Copayment (Waived if admitted to the Hospital as an Inpatient
immediately following emergency treatment)

Physician Charges

20% of Allowable Amount

Diagnostic X-Ray and Laboratory Services

20% of Allowable Amount

Emergency Room
Non-Emergency Care

Facility Charges
(excluding certain diagnostic procedures)

20% of Allowable Amount
$300 Copayment

Physician Charges

20% of Allowable Amount

20% of Allowable Amount

Diagnostic X-ray and Laboratory Services

20% of Allowable Amount

20% of Allowable Amount

Other Expenses

Ground and Air Ambulance Transportation**

20% of Allowable Amount

Urgent Care

$50 Copayment
Deductible Waived

50% of Allowable Amount
$30 Copayment
Deductible Waived

Preventive Care Services No Charge 50% of Allowable Amount
Routine Well-Baby Care No Charge 50% of Allowable Amount
Routine Pediatric Hearing Examinations No Charge 50% of Allowable Amount
Office Visits $30 Copayment 50% of Allowable Amount

Including Office Visits for Behavioral Health Services

Deductible Waived

$30 Copayment
Deductible Waived

Specialist Office Visits $30 Copayment 50% of Allowable Amount
Deductible Waived $30 Copayment
Deductible Waived
Telehealth Visits $30 Copayment 50% of Allowable Amount
Including Telehealth Visits for Behavioral Health Deductible Waived $30 Copayment
Services Deductible Waived
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Specialist Telehealth Visits
Including Specialist Telehealth Visits for Behavioral
Health Services

$30 Copayment
Deductible Waived

50% of Allowable Amount
$30 Copayment
Deductible Waived

Radiation and Chemotherapy Services

20% of Allowable Amount

50% of Allowable Amount

Allergy Testing and Allergy Injections
(Copayment and/or Coinsurance may apply if billed
in the office)

20% of Allowable Amount

50% of Allowable Amount

Chiropractic and Osteopathic Manipulation
Benefits will be limited to 25 visits per Benefit Period

20% of Allowable Amount

50% of Allowable Amount

Additional Surgical Opinion

20% of Allowable Amount

50% of Allowable Amount

Autism Spectrum Disorder
Visit limitations are not Applicable to treatment of
Autism and Autism Spectrum Disorders

20% of Allowable Amount

50% of Allowable Amount

Durable Medical Equipment

20% of Allowable Amount

50% of Allowable Amount

Orthotic Devices
Benefits will be limited to 2 orthotic devices or 1
pair of foot orthotic devices per Benefit Period

20% of Allowable Amount

50% of Allowable Amount

Habilitative Services and Devices

20% of Allowable Amount
$30 Copayment

50% of Allowable Amount
$30 Copayment

Dental Treatment (Injury only to sound, natural teeth)

20% of Allowable Amount

Tests and Procedures

20% of Allowable Amount

50% of Allowable Amount

Blood and Blood Components

20% of Allowable Amount

50% of Allowable Amount

Naprapathic Services
Benefits will be limited to 15 visits per Benefit Period

20% of Allowable Amount

50% of Allowable Amount

Bariatric Surgery

20% of Allowable Amount

50% of Allowable Amount

Organ and Tissue Transplants

20% of Allowable Amount

50% of Allowable Amount

Injections — when administered in the Doctor’s Office
and charged on the Doctor’s statement
Deductible Waived

20% of Allowable Amount

50% of Allowable Amount

Abortion Services

20% of Allowable Amount

50% of Allowable Amount

Extended Care Expenses

Skilled Nursing Facility
No Benefit Period Visit Maximum

20% of Allowable Amount

50% of Allowable Amount

Coordinated Home Health Care
No Benefit Period Visit Maximum

20% of Allowable Amount

50% of Allowable Amount

Hospice Services
No Benefit Period Visit Maximum

20% of Allowable Amount

50% of Allowable Amount

Private Duty Nursing Services
No Benefit Period Visit Maximum

20% of Allowable Amount

50% of Allowable Amount

Cardiac Rehabilitation Services
Benefits will be limited to 36 visits per Benefit Period

20% of Allowable Amount
$30 Copayment

50% of Allowable Amount
$30 Copayment

Pulmonary Rehabilitation Therapy

20% of Allowable Amount
$30 Copayment

50% of Allowable Amount
$30 Copayment
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Needlestick — Only for Students doing course work No Charge
or Hospital training

The copayment and coinsurance amounts mentioned above are subject to change or increase as permittable by applicable
law.

* You will be responsible for the difference between the allowable amount and the billed charges, when receiving covered
services from an out-of-network provider. For questions concerning out-of-network providers, please call Blue Cross and Blue
Shield of lllinois Customer Service at the toll-free telephone number on the back of your identification card.

** Notwithstanding anything else described herein, providers of ambulance transportation will be paid based on the amount
that represents the billed charges from the majority of the ambulance providers in the Chicago metro area, as submitted to
Blue Cross and Blue Shield of Illinois.
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SCHEDULE OF BENEFITS FOR OUTPATIENT PRESCRIPTION DRUGS

Certain covered drugs may be available at no cost through a participating pharmacy for the following categories

of medication:

Severe allergic reactions
Hypoglycemia

Opioid overdoses

e Nitrates

For further information, call the toll-free telephone number on the back of your identification card.

Retail Pharmacy Benefit

Retail Pharmacy:

Participating Pharmacies
Covered Person Pays

Non-Participating Pharmacies
Covered Person Pays**

Preferred Generic Drugs; and
Preferred Generic diabetic supplies, insulin, and
insulin syringes

$15 Copayment

50% of Allowable Amount
$15 Copayment

Non-Preferred Generic Drugs; and
Non-Preferred Generic diabetic supplies, insulin,
and insulin syringes

$15 Copayment

50% of Allowable Amount
$15 Copayment

Preferred Brand Name Drugs; and

Preferred Brand Name diabetic supplies, insulin,
and insulin syringes

The amount you may pay per 30-day supply of a
covered insulin drug, regardless of quantity or type,
shall not exceed $35 when obtained from a
Participating Pharmacy.

$35 Copayment

50% of Allowable Amount
$35 Copayment

Non-Preferred Brand Name Drugs; and $50 Copayment 50% of Allowable Amount
Non-Preferred Brand Name diabetic supplies, $50 Copayment
insulin, and insulin syringes for which there is a

Generic Drug or supply available

The amount you may pay per 30-day supply of a

covered insulin drug, regardless of quantity or

type, shall not exceed $35 when obtained from a

Participating Pharmacy.

Preferred Specialty Drugs N/A N/A
Non-Preferred Specialty Drugs N/A N/A

* One prescription means up to a 30 day supply of a drug (except for certain drugs).

You can purchase a 90-day supply for 3 times the schedule amount listed above.

** Non-participating pharmacies: When you obtain prescription drugs, including diabetic supplies from a non-
participating pharmacy, benefits will be provided at 50% of the amount you would have received had you
obtained drugs from a network pharmacy minus the copayment amount or coinsurance amount.
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Mail Order Prescription Drug Program

Mail Order Pharmacy Benefit*:

Mail Order Pharmacy
Covered Person Pays

Preferred Generic Drugs; and
Preferred Generic diabetic supplies, insulin, and insulin
syringes

$45 per prescription

Non-Preferred Generic Drugs; and
Non-Preferred Generic diabetic supplies, insulin, and insulin
syringes

S45 per prescription

Preferred Brand Name Drugs; and
Preferred Brand Name diabetic supplies, insulin, and insulin
syringes

$105 per prescription

Non-Preferred Brand Name Drugs; and

Non-Preferred Brand Name diabetic supplies, insulin, and
insulin syringes for which there is a Generic Drug or supply
available

$150 per prescription

Preferred Specialty Drugs

N/A

Non-preferred Specialty Drugs

N/A
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Specialty Pharmacy Benefit

Coverage for specialty drugs is limited to a 30-day supply. However, some specialty drugs have FDA approved
dosing regimens exceeding the 30-day supply limited and may be allowed greater than a 30 day-supply, if allowed
by your plan benefits. Cost-share will be based on the day supply dispensed, (1-30 day supply; 31-60 day supply;

61-90 day supply).

Specialty Pharmacy Benefit*:

Specialty Pharmacy
Covered Person Pays

Preferred Generic Drugs; and N/A
Preferred Generic diabetic supplies, insulin, and insulin

syringes

Non-Preferred Generic Drugs; and N/A
Non-Preferred Generic diabetic supplies, insulin, and insulin

syringes

Preferred Brand Name Drugs; and N/A
Preferred Brand Name diabetic supplies, insulin, and insulin

syringes

The amount you may pay per 30-day supply of a covered

insulin drug, regardless of quantity or type, shall not exceed

$35 when obtained from a Participating Pharmacy.

Non-Preferred Brand Name Drugs; and N/A

Non-Preferred Brand Name diabetic supplies, insulin, and
insulin syringes for which there is a Generic Drug or supply
available

The amount you may pay per 30-day supply of a covered

insulin drug, regardless of quantity or type, shall not exceed
$35 when obtained from a Participating Pharmacy.

Preferred Specialty Drugs

Same as Retail

Non-Preferred Specialty Drugs

Same as Retail
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SCHEDULE OF BENEFITS FOR PEDIATRIC VISION CARE SERVICES

Only for Covered Persons under the age of 19

Vision Care Services

EyeMed Provider Benefit

Non-Contracting Provider
Reimbursement Amount

Exam (with dilation as necessary): No Copayment Up to $30
Frames:
Any available frame at provider location No Copayment on provider-designated Up to $75
frame
$150 allowance on non-provider
designated frame
20% off balance over $150
Standard Plastic Lenses:
Single Vision No Copayment Up to $25
Bifocal No Copayment Up to $40
Trifocal No Copayment Up to $55
Lenticular No Copayment Up to $55
Lens Options:
UV Treatment No Copayment Up to $12
Tint (Fashion & Gradient & Glass-Grey) No Copayment Up to $12
Standard Plastic Scratch Coating No Copayment Up to $12
Standard Polycarbonate No Copayment Up to $32
Glass No Copayment Up to $12
Oversized No Copayment N/A
Photochromic / Transitions Plastic No Copayment Up to $57
Contact Lenses:
(Contact Lens allowance includes materials only)
Conventional 1 pair from selection of provider Up to $150
designated contact lenses
Disposable Up to 3 month supply of daily Up to $150

disposable, single vision spherical
contact lenses
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Medically Necessary No Copayment, Up to $210

Note: In some instances, Participating Providers Paid-in-Full
may charge separately for the evaluation, fitting,
or follow-up care relating to contact lenses. Should
this occur and the value of the contact lenses
received is less than the allowance, a Covered
Person may submit a Claim for the remaining
balance (the combined reimbursement will not
exceed the total allowance).

Frequency:
Examinations, Lenses, or Contact Lenses Once every benefit period
Frames Once every benefit period

Routine eye exams do not include professional services for contact lens evaluations. Any Applicable fees are the responsibility of the
patient.

Value-added features:
Laser vision correction: 15% off Retail Price or 5% off promotional price.

Additional Pairs Benefit: Members also receive a 40% discount off complete pair eyeglass purchases and a 15% discount off
conventional contact lenses once the funded Benefit has been used.

Additional Benefits

Medically Necessary contact lenses: Contact lenses may be determined to be medically necessary and appropriate in the treatment of
patients affected by certain conditions. In general, contact lenses may be medically necessary and appropriate when the use of contact
lenses, in lieu of eyeglasses, will result in significantly better visual and/or improved binocular function, including avoidance of diplopia
or suppression. Contact lenses may be determined to be medically necessary in the treatment of the following conditions:

e Keratoconus, pathological myopia, aphakia, anisometropia, aniseikonia, aniridia, corneal disorders, post- traumatic disorders,
irregular astigmatism

e Medically necessary contact lenses are dispensed in lieu of other eyewear. Participating Providers will obtain the necessary Prior
Authorization for these services.

Low Vision: Low vision is a significant loss of vision but not total blindness. Ophthalmologists and optometrists specializing in low vision
care can evaluate and prescribe optical devices and provide training and instruction to maximize the remaining usable vision for Our
Covered Persons with low vision. Covered low vision services (both Contracting and Non-Contracting) will include one comprehensive
low vision evaluation every 5 years; items such as high-power spectacles, magnifiers, and telescopes; and follow-up care — four visits in
any five-year period. Participating Providers will obtain the necessary Prior Authorization for these services.

Warranty: Warranty limitations may apply to Provider or retailer supplied frames and/or eyeglass lenses. Covered Persons should ask
their Provider for details of the warranty that is available to them.

Note: Additional discounts on materials may be available.

*The covered charge is the rate negotiated with network providers for a particular covered service.

**The plan pays the lesser of the maximum allowance noted or the retail cost. Retail prices vary by location.
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BlueCross BlueShield of llinois

ADivision of Health Care Service Corporation, a Mutual Legal Reserve Company

Non-Discrimination Notice

Health Care Coverage Is Important For Everyone

We do not discriminate on the basis of race, color, national origin (including limited English knowledge
and first language), age, disability, or sex (as understood in the applicable regulation). We provide
people with disabilities with reasonable modifications and free communication aids to allow for
effective communication with us. We also provide free language assistance services to people whose
first language is not English.

To receive reasonable modifications, communication aids or language 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, you can
file a grievance with:

Office of Civil Rights Coordinator Phone: 855-664-7270 (voicemail)

Attn: Office of Civil Rights Coordinator TTY/TDD: 855-661-6965

300 E. Randolph St., 35th Floor Fax: 855-661-6960

Chicago, IL 60601 Email: civilrightscoordinator@bcbsil.com

You can file a grievance by mail, fax or email. If you need help filing a grievance, please call the toll-free
phone number listed on the back of your ID card (TTY: 711).

You may file a civil rights complaint with the US Department of Health and Human Services, Office for
Civil Rights, at:

US Dept of Health & Human Services Phone: 800-368-1019

200 Independence Avenue SW TTY/TDD: 800-537-7697

Room 509F, HHH Building Complaint Portal:

Washington, DC 20201 ocrportal.hhs.gov/ocr/smartscreen/main.jsf

Complaint Forms:
hhs.gov/civil-rights/filing-a-complaint/index.html

This notice is available on our website at bcbsil.com/legal-and-privacy/non-discrimination-notice

ATTENTION: If you speak another language, free language assistance services are available to you.
Appropriate auxiliary aids and services to provide information in accessible formats are also available
free of charge. Call 855-710-6984 (TTY: 711) or speak to your provider.

) ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia

Espaficl linglistica. También estan disponibles de forma gratuita ayuda y servicios auxiliares

Spanish apropiados para proporcicnar informacién en formatos accesibles. Llame al 855-710-

6984 (TTY: 711) o0 hable con su proveedor.

] et gt Al Ciledd g Baelie Jiluy 855 LeS Aplaadt 4y gallt sacliadl Cleas ol 4 g0ied g palt Al Conats CS 1Y) A
o 0 e Gl e Ll g (s ity e bl

Arabic Faaal aie Y as3 f (TTY: 711) 855-710-6984
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BlueCross BlueShield of llinois

ADivision of Health Care Service Corporation, a Mutual Legal Reserve Company
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_ ATTENTION : Si vous parlez Frangais, des services d'assistance linguistique gratuits sont a votre
Frangais disposition. Des aides et services auxiliaires appropriés pour fournir des informations dans des formats
French accessibles sont également disponibles gratuitement. Appelez le 855-710-6984 (TTY : 711) ou parlez
a votre fournisseur.
ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlose Sprachassistenzdienste zur
Deutsch Verfligung. Entsprechende Hilfsmittel und Dienste zur Bereitstellung von Informationen in
German barrierefreien Formaten stehen ebenfalls kostenlos zur Verfligung. Rufen Sie 855-710-6984 (TTY:
711) an oder sprechen Sie mit Ihrem Provider.
S 2dlot U % AR 922Ul Gl el 8l ol Hg et elntSlad Usldl Al dHIRLHER GuEeu .
Euiarat 2|02y A(EJIA] usl2 uol AsAR e sz UL 1B Ayl ws au mizoll Qeudl wjl (Aot e
] GUAe B, 855-710-6984 (TTY: 711) UR Sl 53 AUl AHLRL YELL AU el 52U
5 oM &: 1S 31y g aerd 8, T 3o g Figees WS HaraaT Hary Suetsy gl 3 | gers WRef
i B TSR TEH B3 & [T Sugad ggme wied ok Sart o Fgew Suasy §1855-710-6984
(TTY: 711) R BId P2 TT 307 WaTd] I a9 B
ltaliano ATTENZIONE: se parli Italiano, sono disponibili servizi di assistenza linguistica gratuiti. Sono inoltre
Itali disponibili gratuitamente ausili e servizi ausiliari adeguati per fornire informazioni in formati accessibili.
talian Chiama I'855-710-6984 (tty: 711) o parla con il tuo fornitore.
5t 0 Fo|: ot=0 E MEStA = 49 7= A0 X2 MH|A5 0| 25Hd == /UHLICt 0|2 7ttt
o Hho2 HEE NRsE MES 2x 7|7 U NHAE D22 K3 855-710-
orean 6984(TTY: 711) 12 2 MBS A LE MH|A K|S X 0 22lstAAI2,
SHCQOH: Diné bee yanitti‘gogo, saad bee and’awo’ bee aka’anida’awo’it’aa jiik’'eh
Diné na holg. Bee ahit hane’go bee nida’anishi t'aa akodaat’éhigii doo bee
) aka'anida’'wo’i ako bee baa hane’l bee hadadilyaa bich’|" ahoot'i"igii éi t'aa jiik'eh
Navajo hélg. Kohjj’ 855-710-6984 (TTY: 711) hodiilnih doodago nika’analwo’l bich’j’
hanidziih.
s Gy Gleds 5 S fuamen 315 )18 L (uiend 10 OBGL (U5 Glelsy ladd (el s Cumnpn (5018 5 4 g5
) @ 1odls) 855-710-6984 o)lak b il 2 33790 OBl Jabds e s (b1 LB 53 Oledhol a5l (Sl amslis
Farsi S s 295 0Bk b b S eled (711
Polski UWAGA: Osoby mdwigce po polsku mogg skorzystaé z bezptatnej pomocy jezykowej. Dodatkowe
polish pomoce i ustugi zapewniajace informacje w dostepnych formatach sg rowniez dostepne bezptatnie.
olIs Zadzwon pod numer 855-710-6984 (TTY: 711) lub porozmawiaj ze swoim dostawcg.

. BHUMAHMWE: Ecnn BBl rOBOPWTE Ha PYCCKMIA, Bam AOCTYMHEI BecnaaTHLIEe YCAYTM A3blKOBOW NOALEPKKNA.
PYCCKHM CooTBETCTBYIOLME BCIOMOraTebHEIE CPeACTBa M YCAYTM MO NpeaocTasaeHnio uHdopmaLun B
Russian AOCTYNMHBIX PopmMaTax TakxKe npegocTasaatotes becnnaTtHo. MNo3soHWTE No TenedoHy 855-710-6984

(TTY: 711) unn o6paTTeCh K CBOEMY NMOCTABLLMKY YCAYT.
PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng serbisyong tulong sa wika.
Tagalog Magagamit din nang libre ang mga naaangkop na auxiliary na tulong at serbisyo upang magbigay ng
Tagalog impormasyoen sa mga naa-access na format. Tumawag sa 855-710-6984 (TTY: 711) o makipag-usap
sa iyong provider.
iy Slaghas (o eten® Gl LU -y ol wlids §ode cde § 0L W & 0T 35 cum e sl 0T 8 1000 da g
2L S JE o (711:TTY) 855-710-6984 Ly ol Cadn Lo walods g1 alial Oglas Cewlis o § 3,5 0yl
Urdu uf;sabdowﬁfb—g
3 LUU Y: Néu ban néi tiéng Viét, chung téi cung cdp mién phi cac dich vu hé tro ngén ngr.
Viet Cac ho tro dich vu phu hgp dé cung cap théng tin theo cac dinh dang dé tiep can cling dwoc
Viethamese | cung cap mien phi. Vui long goi theo so 855-710-6984 (Ngudi khuyét tat: 711) hodc trao doi
v&i nguwdi cung cap dich vu cla ban.
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