Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 01/01/2023 - 12/31/2023
KA Biuccross Blueshieldof OKahoma . B0 preferred Bronze PPOSM 707 Coverage for: Individual/Family | Plan Type: PPO

A 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
u 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, visit www.bcbsok.com/bb/ind/bb-
bpsa87eppioko-0k-2023.pdf or by calling 1-866-520-2507. 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:

Network: Generally, you must pay all of the costs from providers up to the deductible amount before this plan
What is the overall $7,500 Individual/$15,000 Family begins to pay. If you have other family members on the plan, each family member must meet their
deductible? Out-of-Network: own individual deductible until the total amount of deductible expenses paid by all family members

$22,500 Individual/$45,000 Family meets the overall family deductible.
i S (e Yes. In-Network Preventive Health Care, | This plan covers some items and services even if you haven't yet met the deductible amount. But a
before you meet your services with a copayment, and copayment or coi.nsurance may apply. For example, this plan covers certain preventive .services_
deductible? prescription drugs are covered before  without cost sharing and before you meet your deductible. See a list of covered preventive services
e you meet your deductible. at www.healthcare.gov/coverage/preventive-care-benefits/.
Q)rrestgzcr:ﬁigtg::v—?gg:?ctlbles No. You don't have to meet deductibles for specific services.

Network: o , .

A vy o YT T . The out-of-pocket limit is the most you could pay in a year for covered services. If you have other
m:tltffr ttrr"?so:lti::i ocket %‘%tog? r{{;%'/\v/gjrﬁ?lm 8,000 Family family membe_rs !n this plan, they have to meet their own out-of-pocket limits until the overall family
T Unlimited IndividuallUnlimited Family ~ Qui-okpocket imit has been met.
¥I¥2aotl:ts- :ﬁ;gﬁgﬂ?&g Eer;:rlmu(?;?é ?&fﬁbé'gggn‘%[‘g‘g%z& and Even though you pay these expenses, they don't count toward the out-of-pocket limit.

Yes. See 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
‘a’v::ngrEagrL?’?j;y ouuse m'_%%%S_giggggufﬁf;eﬁzirgsr?g&grrk 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
DOVIGErs. work). Check with your provider before you get services.

Do you need a referral to No

see a specialist? :

You can see the specialist you choose without a referral.

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

What You Will Pay

Network Provider
(You will pay the least)

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

Limitations, Exceptions, & Other Important
Information

If you visit a health
care provider’s office
or clinic

Primary care visit to treat an
injury or illness

$50/visit; deductible does not apply

30% coinsurance

Telemedicine Visits are available. See your

benefit booklet* for details.

Specialist visit

$100/visit: deductible does not
apply

30% coinsurance

None

Preventive care/screening/
immunization

No Charge; deductible does not
apply

30% 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)

50% coinsurance

50% coinsurance

None

Imaging (CT/PET scans,
MRIs)

50% coinsurance

50% coinsurance

Preauthorization is required; see your benefit
booklet* for details.

*For more information about limitations and exceptions, see the plan or policy document at www.bcbsok.com/bb/ind/bb-bpsa87eppioko-0k-2023.pdf. Page 2 of 7




What You Will P
Common

. Limitations, Exceptions, & Other Important
Medical Event Services You May Need Network Provider Out-of-Network Provider st ‘
(You will pay the least) (You will pay the most)

Retail — Preferred Participating —

$25/prescription Retail - $25/prescription;
Generic drugs Participating — $25/prescription deductible does not apply plus 50% |, . . .
Mail - $75/prescription; deductible | additional charge Limited to a 30-day supply at retail (or a 90-
If you need drugs to does not apply day supply at a network of select retail
treat your illness or . R pharmacies). Up to a 90-day supply at mail
condition Retail - Preferred Participating - . - order. Specialty drugs limited to a 30-day
Pr $50/prescription Retail — $50/prescription plus 50% N i ired f
eferred brand drugs Participating  $50. o dditional ch supply. Preauthorization is required for
More information about chiliglpaling] —colsligsdztlio - @elthtanzl Eirzige certain drugs. Payment of the difference
prescription drug Mail - $150/prescription between the cost of a brand name drug and
coverage is avail?ble ?t Retail — Preferred Participating — a generic may also be requi][ed if a generic
www.bcbsok.com/rx23/4 $100/prescription Retail — $100/prescription plus 50% drug is available. Your cost for a covered
T Non-preferred brand drugs | paticinating - $100/prescription | additional charge insulin drug will not exceed $30 per 30-day
Mail - $300/prescription supply or $90 per 90-day supply.
T .
Specialty drugs $500/prescription $500/prescription; plus 50%

additional charge

i Facility fee (€.g., 50% coinsurance 2,000/visit plus 50% coinsurance | Preauthorization is required.
Lflz_‘;‘;r*;aVe outpatient  5mbuyiatory surgery center) |°° 70 LolNsurance $2,000Mvisit plus 50% coinsurance For Outpatient Infusion Therapy, see your
Physician/surgeon fees | 50% coinsurance 50% coinsurance benefit booklet” for details.
Emergency room care 50% coinsurance 50% coinsurance None

If you need immediate Emergency medical

medical attention TR 50% coinsurance 50% coinsurance None
Urgent care $75Nisit; deductible does not apply |30% coinsurance None
. Facility fee (e.., hospital 550, 0o irance 2 000/visit plus 50% coinsurance | Preauthorization is required. Facility:
Etggu have a hospital room) o ConSLTance LB e Preauthorization penalty: $500. See your
Physician/surgeon fees  |50% coinsurance 50% coinsurance benefit booklet" for details.
$50/office visit; deductible does not Preauthorization is required; see your benefit
If you need mental Outpatient services apply or 50% coinsurance for other |50% coinsurance booklet* for details.
health, behavioral outpatient services
health, or substance Preauthorization is required, see your benefit
abuse services Inpatient services 50% coinsurance $2,000/visit plus 50% coinsurance gooklet* for details. Preauthorization penalty:
500.

*For more information about limitations and exceptions, see the plan or policy document at www.bcbsok.com/bb/ind/bb-bpsa87eppioko-ok-2023.pdf. Page 3 of 7



http://www.bcbsok.com/rx23/4T
http://www.bcbsok.com/rx23/4T

Common

Medical Event

What You Will Pay

If you are pregnant

If you need help
recovering or have
other special health
needs

If your child needs
dental or eye care

. Limitations, Exceptions, & Other Important
Services You May Need Network Provider Out-of-Network Provider st ‘
(You will pay the least) (You will pay the most)

Primary Care: $50/initial visit
Office visits Specialist: $100/initial visit;
deductible does not apply

Childbirth/delivery
professional services

Childbirth/delivery facility

50% coinsurance

50% coinsurance

services

Home health care 50% coinsurance

Rehabilitation services $50visit; deductible does not apply
Habilitation services $50visit; deductible does not apply
Skilled nursing care 50% coinsurance

Durable medical equipment |50% coinsurance

Hospice services 50% coinsurance

No Charge; deductible does not
apply

Children’s eye exam

No Charge; deductible does not
apply

Children’s glasses

Children’s dental check-up ' Not Covered

coinsurance

Copayment applies to first prenatal visit only
(per pregnancy). 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.,
$2,000/visit plus 50% coinsurance | ultrasound).

30% coinsurance

50% coinsurance

50% coinsurance 30 visits/year. Preauthorization is required.
Outpatient: Separate 25-visit limit per benefit
30% coinsurance period for Rehabilitation and Habilitation

services, which includes physical, speech,
occupational therapy, and muscle
manipulation. Inpatient: Separate 30-day
maximum for Rehabilitation and Habilitation
services per benefit period. Preauthorization is
required. Preauthorization penalty: $500.

30 days/year. Preauthorization is required.
Inpatient Preauthorization penalty: $500.

50% coinsurance None
Inpatient: $2,000/visit plus 50%

30% coinsurance

50% coinsurance

Preauthorization is required. Inpatient
Ouftpatient: 50% coinsurance Preauthorization penalty: $500.

One visit per year. Out-of-network
Up to a $30 reimbursement is reimbursement will not exceed the retail cost.
available; deductible does not apply  See your benefit booklet* (Pediatric Vision
Care Benefits) for details.

One pair of glasses per year. Reimbursement
for frames, lenses, and lens options purchased
Out-of-network is available (not to exceed the
retail cost). See your benefit booklet* (Pediatric
Vision Care Benefits) for details.

Not Covered None

Up to a $75 Reimbursement is
available; deductible does not apply

*For more information about limitations and exceptions, see the plan or policy document at www.bcbsok.com/bb/ind/bb-bpsa87eppioko-ok-2023.pdf. Page 4 of 7




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 Abortion (unless the life of the mother is e Dental care (Adult and Child) e Routine eye care (Adult)
endangered) o Infertility treatment ¢ Routine foot care (except when medically
Acupuncture e long-term care necessary)
Bariatric surgery (for treatment of e Non-emergency care when traveling outside e Weight loss programs
obesity/weight reduction) the U.S.

e Cosmetic surgery (except accidental injury
repair and some instances for physiological
functioning improvement of a malformed body

member)
Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
e Chiropractic care (Chiropractic and e Hearing aids (limited to one each ear every e Private-duty nursing (limited to 85 visits per
Osteopathic manipulation combined with 48 months) year)
outpatient therapies limited to 25 visits per
calendar year)

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 Blue Cross and Blue Shield of Oklahoma at 1-866-520-2507 or visit www.bcbsok.com. You may also contact you state insurance department at 1-800-522-0071 or
the, Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/agencies/ebsal/about-ebsa/ask-a-question/ask-ebsa. 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, or state health insurance marketplace or SHOP.

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 on how 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:
Oklahoma Department of Insurance, Consumer Protection at 1-405-521-2991 or www.oid.ok.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? Not Applicable
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.
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Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-866-520-2507.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-520-2507 .
Chinese (H 32): an R FFZEH SCROHER, BHRFTIX 515 1-866-520-2507.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-866-520-2507.

] To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be

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-
controlled condition)

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

hospital delivery)

M The plan’s overall deductible $7,500
M Specialist copayment $100
M Hospital (facility) coinsurance 50%
M Other coinsurance 50%

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 $7,500

Copayments $60

Coinsurance $1,200

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $8,820

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

B The plan’s overall deductible $7,500
B Specialist copayment $100
M Hospital (facility) coinsurance 50%
B Other coinsurance 50%

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 $1,100
Coinsurance $0
What isn’t covered
Limits or exclusions $20
The total Joe would pay is $2,020

up care)
B The plan’s overall deductible $7,500
B Specialist copayment $100
M Hospital (facility) coinsurance 50%
B Other coinsurance 50%

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 $2,100

Copayments $500

Coinsurance $0

What isn’t covered
Limits or exclusions $0
The total Mia would pay is $2,600
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@ @ BlueCross BlueShield of Oklahoma

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. ITY/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

bcbsok.com



BlueCross BlueShield of Oklahoma

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 855-710-5584

Espafiol Si usted o dguien a quien usted esta ayudando tiene preguntas, tiene derecho a obtener ayuda e informacién en su idioma sin costo dAguno. Para hablar con unintérprete, llame

Spanish al 855-710-6984.

Arabi:*)'d' 855-710-6984 a1 ab Jocil 6g 38 po e e roatl AUSSRe oo Sa sliah iy el o o) s Banlinall gy J el 3 3l shiald dilhual soolud etk oab ) S
g )

325;;1;32 MPR, NEEERBIETE R, HEka58RE AAEFnEAnSERGRMHENR. Fa— TR, AHEH 5B 8557106984,

Frangais Si vous, ou quelqu'un que vous éles en lrain d'aider, avez des questions, vous avez le droit d'obtenir de I'aide el I'information dans volre langue & aucun colt. Pour parler a un

French interpréte, appelez §55-710-6984,

Deutsch Falls Sie oder jerand, dem Sie helfen, Fragen haben, haben Sie das Recht, kostenlose Hilfe und Informationen in hrer Sprache zu erhealten. Um mit einem Dolmetscher zu

German sprechen, rufen Sie bitte die Nummer 855-710-6984 an.

ol | ol dnel waal a3 Hee sil zall da Adl sl Wiyl Axrcl A, stadH cied sl sla, dl dHel Aot wdg, dHiel susHL HEE el

Gujerali HIBA Aoecnsd gs5 8. gouldai 8l ald sl Hi2 Wl olei? 855-710-6984 UR S1et 53U

f&dr ﬁa‘mmmﬁﬁmm%?mmﬂ%ﬁ%ﬂmn%%ﬁmwmmmﬁm@

Hindi fRUTr arAags T S HA & [0 855-710-6984 TT FIoT 1l

Itaiano Se tu o qualeuno che stai aiutando avete domande, hai il dnitto di atenere aiuto e informazioni nella tua lingua gratuitamente. Per parlare con un interprete, puoi chiamare il

Itdian numero 855-710-6984.

=0 oret 215 F= G = AHE0l 20| ACHH AGts T e FESH AYE Aot 0T B S + U= el AsLich 2t

Korean &5l AT 855-710-6984 F HE Bl M AT,

Ding ‘I"aa n1, ei doodago fa’da bika ananilwo’igii. ne’idilkadga, ts"ida bee na ahodn’s” r'aa niik’e nika a’doolwol doé bina'iditkidigii bee mit h odoonh.

Navajo Ata’dahalne’igii bich't” hodiilnih kwe’é 855-710-6984.

L o ad 1 3ledh o gie S b KK Ciga, aplat il g0 e Dl 5 Rl GGl ke A casi D3 A4S 2 e 1 ol G canBa 48 e i eSS 5 LB a8 S Y elad fI
Persian 855-710-5984 el Jrss sl
Polski Jedli Ty lub osoba, ktére] pomagasz, macie jakiekolwiek pytania, macie prawo do uzyskania bezptalnej informacii | pomocy we wdasnym jezyku. Aby porozmawiat z
Palish tlumaczem, zadzwon pod numer 855-7 10-6984.

Pycckui Ecnu y Bac UNu vyenoeeka, KoTOPOMY Bbl NOMOTaeTe, BO3HUKNY BONPOCh!, ¥ BAC eCTh NPABo Ha GecnnaTHy nomols W MHGOPMAaLMIo, NPeAOCTABNEHHYIO HA BaLLeM A3bIKe.,
Russian Urofkl cBA3ATLCA C NEPEBOLLMKOM, NO3BOHUTE N0 Tenabony 855-710-6884.
Tagalog Kung ikaw, o ang isang taong iyong finutulungan ay may mga tanong, may karapatan kang makakuha ng tulong at impormasyon sa iyong wika nang walang bayad. Upang
Tagalog makipag-usap sa isang tagasalin-wika, tumawag sa 855-7 10-5984.

s ) _ ) . ]
Urdy U S 855-710-6984 s g 26 o T o prfie e O B 20X Ol Slaghie [y saalie e (i M oSl pe g dlap e s 20 te gl el G oS ol Sl
Tiéng Viet N&u quy vij, hodc ngudi ma quy vi gitp d&, co cau hdi, thi quy vi ¢o quyén durge givp dr va nhan théng tin bang ngdn ngdr cia minh mién phi. Bé nodi chuyén viéi mot thong
Vietnamese | dich vién, goi 855-710-6984.
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