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		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, visit www.ibx.com/LGBooklet or by calling 1-800-ASK-BLUE (TTY:711). 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 1-800-ASK-BLUE (TTY:711) to request a copy.
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	Important Questions
	Answers
	Why This Matters:

		What is the overall deductible?



	
	For In-Network providers $300 person / $900 family; For Out-of-Network providers $1,500 person / $4,500 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 plan, each family member must meet their own individual deductible until the total amount of deductible expenses paid by all family members meets the overall family deductible.




	
	Are there services covered before you meet your deductible?



	
	Yes. Preventive care, Primary care services, Specialist services and Emergency room services are covered before you meet your deductible.



	
	This plan covers some items and services even if you haven't yet met the deductible amount. But a copayment or coinsurance may apply. For example, this plan covers certain preventive services without cost sharing and before you meet your deductible. See a list of covered preventive services at https://www.healthcare.gov/coverage/preventive-care-benefits/.




	
	Are there other deductibles for specific services?



	
	No.



	
	You don't have to meet deductibles for specific services.




	
	What is the out-of-pocket limit for this plan?



	
	For In-Network providers $3,000 person / $9,000 family; For Out-of-Network providers $6,000 person / $18,000 family.



	
	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, they have to meet their own out-of-pocket limits until the overall family out-of-pocket limit has been met.




	
	What is not included in the out-of-pocket limit?



	
	Premiums, balance-billing charges, and health care this plan doesn't cover.



	
	Even though you pay these expenses, they don't count toward the out-of-pocket limit.




	
	Will you pay less if you use a network provider?



	
	Yes. See www.ibx.com/find_a_provider or call 1-800-ASK-BLUE (TTY:711) for a list of network providers.



	
	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 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 work). Check with your provider before you get services.




	
	Do you need a referral to see a specialist?



	
	No.



	
	You can see the specialist you choose without a referral.
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		All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.
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	What You Will Pay
	

	Common Medical Event
	Services You May Need
		In-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
			[bookmark: __bookmark_14]$30/Visit. Deductible does not apply.






	[bookmark: __bookmark_17]
		30% coinsurance.






	
	Telemedicine (from designated telemedicine provider, www.ibx.com/findcarenow): $10/Visit. Additional copayments may apply when you receive other services at your provider's office.




	
	
	Specialist visit



	[bookmark: __bookmark_18]
		$50/Visit. Deductible does not apply.






	[bookmark: __bookmark_21]
		30% coinsurance.






	
	Additional copayments may apply when you receive other services at your provider's office.




	
	
	Preventive care/screening/immunization



	[bookmark: __bookmark_22]
		No charge. Deductible does not apply.






	[bookmark: __bookmark_25]
		30% coinsurance. Deductible does not apply.






	
	Age and frequency schedules may apply. 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)



	
	X-Ray: $30/Visit. Deductible does not apply. 
Blood Work: No charge. Deductible does not apply.



	
	30% coinsurance.



	
	None




	
	
	Imaging (CT/PET scans, MRIs)



	
	$50/Scan. Deductible does not apply.



	
	30% coinsurance.



	
	Precertification required for certain services. *See section General Information. 20% reduction in benefits for failure to precert out-of-network or BlueCard services.




	If you need drugs to treat your illness or condition
	



	 



	
	Generic Drugs



	
	$10 copay / $25 copay



	
	Submit a direct claim form.



	
	None




	
	
	Preferred Brand



	
	$30 copay / $75 copay



	
	Submit a direct claim form.



	
	None




	
	
	Non Preferred Drugs



	
	$50 copay / $125 copay



	
	Submit a direct claim form.



	
	None




	
	SaveOnSP Specialty Drugs
	30% Coinsurance
	Not Covered
	Coinsurance for select specialty medications will equal 30%, unless you enrolled in SaveOnSP. The 30% coinsurance does not apply to deductible or out-of-pocket maximum. If you enroll in the SaveOnSP program, there is a $0 copay for Specialty Drugs on SaveOnSP Specialty Drug List. 

	
	
	Specialty Drugs



	[bookmark: __bookmark_38]
		$50 copay / prescription fill 






	[bookmark: __bookmark_41]
		30% coinsurance.






	
	This cost share amount is for specialty injectable or infusion therapy drugs covered by the medical benefit. These drugs are typically administered by a health care professional in a home/office or outpatient facility. Prior-authorization required. *See section Outpatient Services.




	
	If you have outpatient surgery



	 



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



	
	10% coinsurance.



	
	30% coinsurance.



	
	Precertification may be required. *See section General Information. 20% reduction in benefits for failure to precert out-of-network or BlueCard services.




	
	
	Physician/surgeon fees
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		No charge. Deductible does not apply.
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		30% coinsurance.






	

	
	If you need immediate medical attention



	 



	
	Emergency room care
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		$100/Visit. Deductible does not apply.






	
	Covered at In-Network level.



	
	None




	
	
	Emergency medical transportation
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		No charge. Deductible does not apply.






	
	Covered at In-Network level.



	

	
	
	Urgent care
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		$50/Visit. Deductible does not apply.






	
	30% coinsurance.



	
	Your costs for urgent care are based on care received at a designated urgent care center or facility, not your physician's office. Costs may vary depending on where you receive care.




	
	If you have a hospital stay



	 



	
	Facility fee (e.g., hospital room)
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		10% coinsurance.
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		30% coinsurance.






	
	Precertification required. 20% reduction in benefits for failure to precert out-of-network or BlueCard services.




	
	
	Physician/surgeon fees
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		No charge. Deductible does not apply.
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		30% coinsurance.






	

	
	If you need mental health, behavioral health, or substance abuse services



	 



	
	Outpatient services
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		$30/Visit. Deductible does not apply.
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		30% coinsurance.






	
	Precertification may be required. 20% reduction in benefits for failure to precert out-of-network or BlueCard services.




	
	
	Inpatient services
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		10% coinsurance.
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		30% coinsurance.






	
	Precertification required. 20% reduction in benefits for failure to precert out-of-network or BlueCard services.




	
	If you are pregnant



	 



	
	Office visits
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		$30/Visit. Deductible does not apply.
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		30% coinsurance.






	
	Office visit cost share applies to the first OB visit only. Depending on the type of services, additional copayments or coinsurance may apply. Maternity care may include tests and services described elsewhere in the SBC (i.e. ultrasound). Pre-notification requested for maternity care.




	
	
	Childbirth/delivery professional services
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		No charge. Deductible does not apply.
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		30% coinsurance.






	

	
	
	Childbirth/delivery facility services



	[bookmark: __bookmark_82]
		10% coinsurance.
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		30% coinsurance.






	
	Office visit cost share applies to the first OB visit only. Depending on the type of services, additional copayments or coinsurance may apply. Maternity care may include tests and services described elsewhere in the SBC (i.e. ultrasound). Pre-notification requested for maternity care.




	
	If you need help recovering or have other special health needs



	 



	
	Home health care
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		10% coinsurance.
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		30% coinsurance.






	
	Precertification required. 20% reduction in benefits for failure to precert out-of-network or BlueCard services.




	
	
	Rehabilitation services



	
	$50/Visit. Deductible does not apply.



	
	30% coinsurance.



	
	20% reduction in benefits for failure to precert out-of-network or BlueCard services. Physical/Occupational Therapies: 30 visits combined/Contract Year. Speech Therapy: 20 visits/Contract Year. All visit limits combined in and out-of-network.




	
	
	Habilitation services



	
	$50/Visit. Deductible does not apply.



	
	30% coinsurance.



	
	20% reduction in benefits for failure to precert out-of-network or BlueCard services. Physical/Occupational Therapies: 30 visits combined/Contract Year. Speech Therapy: 20 visits/Contract Year. All visit limits combined in and out-of-network.




	
	
	Skilled nursing care
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		10% coinsurance.
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		30% coinsurance.






	
	Precertification required. 20% reduction in benefits for failure to precert out-of-network or BlueCard services. 120 visits/Contract Year. Visit limits combined in and out-of-network.




	
	
	Durable medical equipment
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		30% coinsurance.
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		50% coinsurance.






	
	Precertification required for selected items. *See section General Information. 20% reduction in benefits for failure to precert out-of-network or BlueCard services.




	
	
	Hospice services
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		10% coinsurance.
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		30% coinsurance.






	
	Precertification required. 20% reduction in benefits for failure to precert out-of-network or BlueCard services.




	
	If your child needs dental or eye care



	 



	 



	
	Children's eye exam



	
	$0/Visit



	
	$35 reimbursement



	
	Once every contract year




	
	
	Children's glasses



	
	Covered 100% on all Davis collection



	
	$100 reimbursement



	
	Once every contract year 




	
	
	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.)




	
		•



	
	Cosmetic surgery






	
		•



	
	Dental care (Adult)






	
		•



	
	Hearing aids







	
		•



	
	Long-term care






	
		•



	
	Routine eye care (Adult)






	
		•



	
	Routine foot care







	
		•



	
	Weight loss programs






	
	






		 



	
	

	
	Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)




	
		•



	
	Acupuncture






	
		•



	
	Bariatric surgery






	
		•



	
	Chiropractic care







	
		•



	
	Infertility treatment (covered for artificial insemination and assisted reproductive technology)






	
		•



	
	Non-emergency care when traveling outside the U.S. See www.bcbsglobalcore.com






	
		•



	
	Private-duty nursing







	
	
	



	
Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. To contact the plan at 1-800-ASK-BLUE (TTY: 711)or the contact information for those agencies is: For group health coverage subject to ERISA, contact the Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform; For non-federal governmental group health plans, contact the Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, 1-877-267-2323 x61565 or www.cciio.cms.gov. Church plans are not covered by the Federal COBRA continuation coverage rules. If the coverage is insured, you should contact your State Insurance regulator regarding possible rights to continuation coverage under State law. 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: For group health coverage subject to ERISA, contact the Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform; for non-federal governmental group health plans and church plans that are group health plans, contact us at 1-800-ASK-BLUE (TTY:711); if the coverage is insured, you may also contact the Pennsylvania Insurance Department - 1-877-881-6388 - http://www.insurance.pa.gov/Consumers.



	Does this plan provide Minimum Essential Coverage? Yes.
If you don’t have Minimum Essential Coverage for a month, you’ll have to make a payment when you file your tax return unless you qualify for an exemption from the requirement that you have health coverage for that month.



	Does this plan meet 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.


––––––––––––––––––––––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 plan or policy document at www.ibx.com/LGBooklet.
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About these Coverage Examples: 
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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 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 
hospital delivery)
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		The plan's overall deductible



	
	$300
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		Specialist copayment



	
	$50
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		Hospital (facility) coinsurance



	
	10%
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		Other coinsurance



	
	10%









	
	Managing Joe's type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)
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		The plan's overall deductible



	
	$300
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		Specialist copayment



	
	$50
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		Hospital (facility) coinsurance



	
	10%
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		Other coinsurance



	
	10%









	
	Mia's Simple Fracture
(in-network emergency room visit and follow up 
care)
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		The plan's overall deductible



	
	$300
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		Specialist copayment



	
	$50
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		Hospital (facility) coinsurance



	
	10%
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		Other coinsurance



	
	10%










	
	

	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)




	



	
	

	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)




	
	




	



	
	

	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



	
	$12,800




	
	In this example, Peg would pay:




	
	Cost Sharing




	
	Deductibles



	
	$300




	Copayments
		$30




	Coinsurance
		$900




	
	What isn't covered




	Limits or exclusions
		$50




	
	The total Peg would pay is



	
	$1,280






	
		Total Example Cost



	
	$7,400




	
	In this example, Joe would pay:




	
	Cost Sharing




	
	Deductibles



	
	$300




	Copayments
		$300




	Coinsurance
		$400




	
	What isn't covered




	Limits or exclusions
		$4,300




	
	The total Joe would pay is



	
	$5,300






	
		Total Example Cost



	
	$1,900




	
	In this example, Mia would pay:




	
	Cost Sharing




	
	Deductibles



	
	$70




	Copayments
		$300




	Coinsurance
		$0




	
	What isn't covered




	Limits or exclusions
		$0




	
	The total Mia would pay is



	
	$370









			Note: These numbers assume the patient does 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. For more information about the wellness program, please contact: 1-800-ASK-BLUE (TTY:711)








	



	
		The plan would be responsible for the other costs of these EXAMPLE covered services.
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Glossary of Health Coverage and Medical Terms

o This glosary defincs many commmonly ued v, but s fl st These glosry o and deinions ee
intended t be educational and may be different from the terms and definitions in your plan ot health insurance
polcy. Some ofchese tems sl might noe havecxsely the sme meaning when wsed n yous polc or pla, and in

any case,the policy o¢ plan govemms. (Sec your Summary of Benefis and Coverage for information on how to get a

copy of your policy or plan document.)

life simation.

Allowed Amount

This i the masimum payement the plas weill pay for a
covered health care service. May also be called “cligible
expense,” “payment allowance,” or “negoriated rae.”

Appedl

Arequest that your healh insuer ot plan review 3
decison chat denies a benefic or payment (cicher in whole
or in pact).

Balance Billing

When a provides bill you fo the balance remaining on
the bill that yous plan docsn't cover, This amount isthe
difference bevween the actual billed amount and the
allowed amount. For example, if the provider's charge is
5200 and the alloeed amount is $110, the provides may
bill you for the remaining $90. This happens most often
when you sce an outof network provider (non-prefeczed
provider). A petwork provider (uefesred provider) may
ot balance bill you fo corered servics.

Qlaim

A request for a benefi (inclading reimbursement of a
health care expense) made by you or your health care
prosider o your health insusce o plan for iems o
services you think are covered.

Coinsurance

Your share of the costs
of a covered health cace
sexvice,calulated a5 2
percentage (for
example, 20%) of the

allowed amount for the

T
sexvice. You generally prn 0%
pay coinuance plis o deoled v

iny deduccibles you
owe. (For exampl, if the health insursnce or plan’s
alowed amount for an office vist is S100 and
yous deducribl, your coinsueance payment of 20%
would be $20. The healdh insurance o plan pays the rest
of the allowed amounc)

Underlined rest indicates a term defined in this Glossary
See page 6 for an example showing how deduccibles, coinsurance and our of pocker limits work together in a real

ations of
Conditions due to pregnancy, labor, and delivery that
sequire medical care to prevent serious harm to the healch
of the mother or the ferus. Moening sickness and a non
emergeney cacsasean section generally aren'e
complicaions of pregnancy.

e
A fixed amount (for exampl, $15) you pay for a coered
healh care sevice, wsualy when you eeceve the service
(sometimes called “copay”). The amount can vasy by the
pe of coered health care seevice.

Cost

Your share of costs for seeices thata plan covers that
you must pay out of your own pocket (somerimes called
“out-of-pocket costs”). Some examples of cost sharing
are copaymens, deductibles, and coinsurance. Family
cost shating is the share of cost for dedduccbles and our.
o pocket costs you and your spouse andor child(ren)
must pay out of youe own pocket. Other costs, including
you premiuins, penalcs you may have to pay, o the
costaf carc a plan docsn' cover usually aren'r considered
cost sharing.

Cost-sharing Reductions
Discounts tha rduce the amount you pay fo certin
savies conered by an indiidual pan you buy dhrough
the Markerplce, Yo may geea discount ifyour income
isbelow a estain leel, and yon choose  Silvr level
healh pln or i you'se  menber of a fedeally-
secognized txibe, which includes bing ashacholde i an
aska Natve Clams Serlement Actcorporaion.
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Deductible

An amount you could owe
during a coverage period
(usually one year) for
covered healeh care
sexvices before your plan
begins to pay. An overall

deductible spplies w all o Je s Herplan oy
almos al covered iems. 100% %

and services. A plnwith  (See page 6 for a deailed
an oveall deductble may cxample

also have sepasate deductibles that apply t specific
services or groups of srvices. A plan may also have only
separate deductbles. (For example,if your deduccible s
S1000, your plan worre pay anyrhing uneil you'se mee
your $1000 deduceble for corered healch care secvices
subject to the deductble.)

Disgnostic Test
Tess o figue oucwht you heldhproblen is. For
cxamplsan 3.2y con b » disostc test o e i ou
have a broken bone.

Darsble Medical Equipment (DME)
Equipment and supplies ordeced by a healch care providec
[ e o Vit e
equipment, wheelchairs, and crutches

Emergency Medical Condition.
An lness, nfuy,symptom (including seere pin),or
condirion svere. enough ro risk seious danger o yous
healh if you dide gee medical suention right ay. 1
you didafcgee immediate medical acention you could
resonsbly expec one of the ollowing: T) Yout heallh
would be put in serious dange; or 2) You would have
scrious poblems with your bodily fnctions;or 3) You
would hare seious damage o any partor organ o your
body

Medical Transportation
Ambulance sevices for n emergency medical condicon
Types of emergency medical transportation may include
wansportation b ai,and, or sea. Youe plan may not
coveral ypes of emesgeney medical wansportation, or
may pay s fo ceran types.

-y Room Care / Services
Services to check for an emergency medical condition and
weatyou 1o keep an emesgency medical condition from
geting worse. These sevics may b provided in a
licensed hospials cmesgeney soom o ather pace that
‘provides care for emergency medical condicions

Excluded Services
Hlealth care sevices that youe plan docsn'epay for o

Formulary
Al of deug youe plen corers. A formalary may
include hove much yous share of the cost is foe cach drvg.
Youe plan may pue dengs in diffren cose shaeng levels
or tics, For example, a formulsy sy include gencric
deug and brand mame deug tces and diffezent cort
haring amouncs will apply o each rice.

Grievance
A complaint that you communicate 10 your health insurer
o plan.

Habilitation Services

Healh car sevicesthat elp s person keep, lean o
emprore silsand funcioning for daily iving. Examplee
include therapy for » child who i’ wlking o alking st
the expected age. These services may inclade physical
and occupationsl theeapy, speech-anguage pathology,
and othes sevice for people with disbileics i a variccy

of impatient and/or oupatient seings.

Health Insurance

A contracethat requires a healh insurer o pay some or
all of youe healch cace costs in exchange for a premn.
Ahealth insuance contrace may alo be called a “policy”
o “plan

Home Health Care

Healdh care sevices and supplies you get in your home
under your doctor’s orders. Services may be provided by
nuses,thecapists, social workers, oe other icensed healdy
caee proriders. Home health care wsually doesn’ nclude
Help widh non-medical tasks, such as cooking, cleaning, or
deiving.

Hospice Services
Scavices o provide comfort and suppore for pecsons in
the s sages of  tesminal dlines and thei famil,

Hospitalization
Cae n a hospitaltha cequices admisson as an inpaienc
and wsually requices an oveigh say. Sorme plan may

considee an aveenight say for observacon as ourpaienc

e nsiad of npat

Hospital Outpatient Care
Cae i a hospitalthat usually doeentcequise an
overnightso.
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In-network Coinsurance
You share (for cxample, 20%) of the llowed semounc
for coreced health care sesvices. Youe share is usually
lowe for in-nework corered services.

In-network

A fixed amount (for example, $15) you pay for covered
health care sesvies to providess wh contract with your
healdh insurance o plan. In-network copayments usully
are lss chan our of necwork copayments.

Marketplace
Amarketplace for hesldh insussnce whee individusl,
famlics and small busincsscs can leaen about theiz plan
opions; compare plans based on costs,benefics and other
mportant festuees: pply for and receve financil help.
with premiums and cost shring based on income; and
chaose a plan and caroll n corcrage. Alio known 3¢ an
“Exchange” The Marketplce i cun by the seate n some
states and by th federal govexnment in others. In some
sates,the Mackerplace alo helps clighle consumers
encolln otbee progeams, including Medicsd and the
Childeen's Health nsucance Peogeam (CHIP). Avaible
anline, by phone, and in-person

Maximum Out-of-pocket Limit
Yearly amounethe fodeel gorermment set athe mosc
cach individua or family can be sequired to pay in ozt
sharing during the plan year for covered, in-network
Scrvices. Applies to most types of health plan: and
msurance. This smount may be highee than the out of
‘ocket limts staced for your plan-

Medically Necessary
Health care sexvices or supplies needed w prevent,
diagnose, o xcat an llee, njey,condition, discase, o
i symmptoms,including habilcaion, and that meet
accepted standards of medicine.

Minimun Essential Coverage
Minimuen cssentil covesage gencraly inclides plan,
health insucance avalabl theough the Marketp e o
other individual market policies, Medicare, Medicsid,
CHIP, TRICARE, and certain other coverage. If you are:
elighle for cectain types of minimum csential coverage,

you may not be eligible for the premmium tay credit

Minimurm Value Standard.

A basic standsed o messure the peccent of pecmieed.
costs the plan covers. If you'e offered an employer plan
chat pays for at lessc 60% of the total allowed costs of
benclit,the plan offers minimurm value and you may not
quaify for premium tax credics and costshacing
ceductions to buy a plan from the Markerplace

Network.
The faciltes, prosidess and supplicrs your health insuer
o plan has contracted with t provide health cace

Network Provider (Preferred Provider)
A providec who has a coneact with yous health insure or
‘lan who hassgeeed to provide sevice to members of 3
lan. You will pay les fyou s a provide i the
o, Ao called “prefed provider” or
participaing provider.”

Orthoties and Prosthetics

Leg, arm, back and neck beaces, anificalLegs, arms, and
eyes, and exteenal breast prosthesesaffee a mastectomy.
These services include: adjusement,repaies, and.
eeplacements required because of beeskage, wear, los, or
a change in che patient’s physical condition.

Out-of-network Coinsurance

Your share (for example, 40%) of the alloseed amount
for covered health caee services o providess who don'e
contract with your healdh insurance or plan. Out-of-
nerwork coinsurance usually costs you more than in-
nerwork coinsurance

Out-of-network Copayment

A fixed amount (for example, $30) you pay for covered
e Ty
ottt g, @it
copayments usually are more than in-nerwork
P

Out-of network Provider (Non-Preferred
Provider)

A providet who docsa't e a contract with your plan to
provide sexvices. If youe plan covrs out o nerwork
rvices, you'l usually pay more o sce an our-of necwork
provides than a preleszed provider. You policy will
explain what those costs may be. May also be called
“non prefrced” or “non participacing instead of ‘ot
ofnevvork provider.”
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Out-of-pocket Limit
The most you could psy
during a coverage period
(usualy one year) for
yousshare of the costs
of covered services.

Afer you meetchs

Lt the plan will Jamepsys  Her plan pay
usually pay 100% of the 0% 100%
allowed amount: This (.. e 6 for a decailed example

Timit helps you plan for
healh care costs. This limit nevee includes youe
prcminm, balance billed charges or healch care your plan
docsn't cover. Some plans don't count all of your
copayments, deduceibles, coinsurance payments, out-of-
necwork payments,or othe expenses towsrd ths limir.

Physician Services
Flealeh cace seevics a lcensed medical physician,
including an MD. (Medical Doctor) or D.O. {

Ostcopathic Medicine), provides or coordinaes.

Plan

Health coerage isud t you diccty (individual plan)
o through an employer, union or other group sponsor
(employer group plan) thar provides corcrage for certsin
healh care costs Also clled “heleh insurance plan,”

“policy.” “health insurance policy,” or “healdh insurance.”

Preauthorization

Adecision by your health insurer ot plan thata healch
care sevice, treaement plan, prcscrption deug or dusable
‘medical equipment (DME) is edically necessaey
Sometimes called “prior authorization,” “prior approval”
ot “precerifcation.” Your health insurance or plan may
requie preauthoeization for certain services before you
seceive them, except n an emesgency. Preauthorization
isn't a promise yous health msurance or plan will cover
the cost.

Premium

The amount that must be paid for your healh insurance
ot plan. You andior your employes usually pay it
‘monthly, quartely,or yearly.

Premnium Tax Credits

ur taxes o help you and
youe famly pay for private healdh insurance. Yoo can get
his help i you get health insugance heough the
Markerplace and youe income s below a cetain level
Advance payments of the tax credic can be used eight
away o lower your monthly preminm cost.

Prescription Drug Coverage

Corecage undee a plan chat helps pay for pcscriprion
drugs. 1 he plan'sformulary uses “tirs” (leves),
presceiption drugs are geouped together by ype or cost.
“The amotne you Il pay in cost haring will be diffecenc
forcach "tes” of covered presciption drugs.

Prescription Drugs

Drugs and medicacions chat by aw sequice a presceipeion.

Preventive Care (Preventive Service)

Routine healh cae, including cczccninge, check ups, nd
patient counseling, to prevent o discover llncss, disease,
or ocher healthproblems.

Primary Care Phy
A physicion,including an M.D. (Medical Doctor) or
D.O. Doctor of Osteopathic Medicine), who provides
o coordinates a range of halth case sexvices for yo.

Primary Care Provider

A physician,inchuding an M., (Medical Doctor) o
D.O. (Doctor of Osteopathic Medicine), mrse
practiioner, cinial musse specilist o physiian
ssistane, 3 allowed undee sate e and the tesms of the
‘plan, who provides, coordinates, o helps you sccess a
fange of health care secvices.

Provider

An individual or facilty that provides healeh care services.
Some examples of & provider include a doctor, nurse,
chivopractor, physician asiscant, hospiral, surgical cence,
silled muesing acilcy, and schabilitation center. The
‘lan may ceqie the provider t be licensed, cercfied, or
accredied as tequired by sate .

Reconstructive Surgery
Sugery and follow-up twestment needed co correce o
improve a part of the body because of bisthdefecs,
sccident,inuces, o medical condiions

Glossaey of Health Coverage and Medical Terms.
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Referral

A writzn oeder from you primacy care providec for you
 see a specilist or g certain healh care srvices. In
many health maintenance organizations (HMOs), you
need 0 gec a eeferral before you can get health care
services from anyone except your primacy care prosider
I you don't et a referal fes,the plau may not pay for
the srvices,

Rehabilitation Services

Health care srvices that help a person keep, get back, oe
improve skill and funcioning for daily living that have
been losc o impaired because a petson was sick, hurt, o
disabled. These seevices may inclade physical and
occupationl therapy, speech-language pathology, and
psychiatic rehabilication sevices in a varicry of inpatient
and/or outparient seceings.

Sereening.

Atype of peeventive care that includes tests o exems to
detectthe presence of somerhing, usually performed
when you hare no symptoms, signs, o prevailing medical
history of a discase o condition

Skilled Nursing Care

Services peformed o supersised by licensed nueses in
yout home or in a nursing home. Skl nursing care s
‘moethe same ss “skilled car zevices,” which ae zevices
pecformed by therapsts or technicians (rathee than
licensed nurss) n you home or in a nursing home.

Specialist
A provides focusing an a specific scea of medicne or &
group of patints to disgnose, manage, preven, o reat
et types of symproms and condisons.

Specialty Drug

Atype of pecscrprion deug thar, in genceal, cequices
specil handling or ongoing monitoring and asicsment
by a health care professionsl, ot i eelacvely diffcul ro
dispense. Generally, specialy drugs are the mose
expensive drugs on 4 formulecy.

UCR (Usus, Csstomazy and Reasonsble)
The amounc paid for a medical service in a geographic
area based on what psidre inthe secausualy charge
for the same or similr medial sevice. The UCR.
amount sometimes is used to determine the allowed

Urgent Care

ac for an llncs,injury, o condliton serious enough
that a seasonable person would seek care right away, buc
ok 50 severe 1 to equie cmergency coom carc
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How You and Your Insurer Share Costs - Example

Jane’s Plan Deductible: $1,500 Coinsurance: 20% Out-of-Pocket Limit: $5,000
January 1 December 317
Beginring of Coverage Feriod Endof Covarage Period
—
costs Zosts

@ﬁ\

6=

Tone pays . Her planpr Jone pays Fer gl pay Tooc pays Hee pla s
100% 0% @ 20% 80% 0% 100%
Jane hasn't reached her Jane reaches her $1,500 Jane reaches her $5,000
$1,500 deductible yet deductible, coinsurance begins out-of-pocket limit
Fler plan docsn' pay any of the costs. Jane has scen  doctoe several times and e has scen the doceor often and paid
Office vsi cost: $125 i $1,500 in toral, eaching hee $5,000 in toral. Her plan pays the ful
Jane pays: S1 deductible. o her plan pays some of the cost of her covesed healh cace seeices
Hr plan pays: $0 costs foe e mext sisc for the rest of he year
Office visic cost: $125 Office visi coss: $125
Jane pays: 20% of $12: Jone pays: $0

Hex plan pays: 50% of § Hlee plan pays:

i e b A o 195 e e s epond 1.
S Y o —

i el i gl ot O s e The i OMB s o o o
vt et e, e e e s, e e, s gl o i

oy B, R PR Rt
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Language Assistance Services

‘Spanish: ATENCION: Si habla espaiiol, cuenta con
servicios de asistencia en idiomas disponibles

de forma gratuita para usted. Llame al
1-800-275-2583 (TTY: 711).

Chinese: 7#: IALEHHL, GATLEE % R
#EIR%. B 1-800-275-2583.

Korean: 9HLEAIE: BH20{E AISSHAIS 22, @10
TS NHIAS 222 0125 + USLICH
1-800-275-2583 # 22 ESHGHIAIL

Portuguese: ATENGAO: se vocé fala portugués,
‘encontram-se disponiveis Servicos gratuitos de
assisténcia ao idioma. Ligue para 1-800-275-2583.
Gujarati: yaell, A 4R 2l deict &, A Ayes
e Ut Al Rl HE Gucion B,
1-800-275-2583 8let 5.

Vietnamese: LUU Y: Néu ban noi tiéng Viét, ching toi
& cung cap dich vu hd tro ngén ngi mién phi cho
ban. Hay goi 1-800-275-2583.

Russian: BHUMAHVE: Ecnn e rosopure no-pycck,
70 MOXeTe BeCTaTHO BOCTONL308aTLCA YCyrai
nepesona. Ten.: 1-800-275-2563

Polish UWAGA: Jezeli mowisz po polsku, mozesz

‘skorzystac z bezplatne] pomocy jezykowej. Zadzwoii
pod numer 1-800-275-2583.

halian: ATTENZIONE: Se lei parla italiano, sono
disponibili servizidi assistenza linguistica gratuiti.
Chiamare il numero 1-800-275-2583.

Arabic:
5l il st s el ) s 1y el
1-800-275-2583 52 dosdl iy ll Al

Ayisyen, gen sévis &d pou lang ki disponib gratis pou
ou. Rele 1-800-275-2583.

'Y0041_HM_17_47643 Accepted 10/1412016

‘Tagalog: PAUNAWA: Kung nagsasalita ka ng
‘Tagalog, magagamit mo ang mga serbisyo na tulong
‘sa wika nang walang bayad. Tumawag sa
1-800-275-2563.

French: ATTENTION: Si vous parlez franais, des
services d'aide linguistique-vous sont proposés
gratuitement. Appelez le 1-800-275-2583.

Pennsylvania Dutch: BASS UFF: Wann du
Pennsylvania Deitsch schwetzscht, kannscht du Hilf

griege in dei eegni Schprooch unni as es dich ennich
‘eppes koschte zellt Ruf die Nummer 1-800-275-2583.

Hindi: 17 & I/ 319 T dted & & s e
T F S T FaC ST 1 He T
1-800-275-25831

German: ACHTUNG: Wenn Sie Deutsch sprechen,
Konnen Sie kostenlos sprachiiche Unterstitzung
‘anfordem. Wahlen Sie 1-800-275-2583.

Japanese: fii% : FHIF [ ATHO 1L,
HAY—ER () & SRR
1-800-275-2583~ A K5,
Persian (Farsi):
e i e 5 Cast 8 r G s fo S o5
1-800-275-2583 » s L 32y oa bl 5 La 510 IS
K old

Navajo: Dii baa aké ninizin: Dii saad bee yanili'go
Diné Bizaad, saad bee 3ki"Anida’4wo'déé", 44 jilk'eh
‘Hodiilnih koji" 1-800-275-2583

Urdu:
P L
028 08 Gy s s gl o e Cn
1-800-275-2583

Mon-Khmer, Cambodian: A 81851 G15HIg AN,
wrnbgatunwmanss g umanig &
dgwigamandamsgiigssamnagamnwaa
17 ginagistinus 1800275256371
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Discrimination is Against the Law

“This Plan complies with applicable Federal civil ights
laws and does not discriminate on the basis of race,
color, national origin, age, disabiliy, or sex. This Plan
does ot exclude people or treat them differently
because of race, color, national origin, age, disabilty,
orsex

This Plan provides:

« Free aids and services to people with disabilfies
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).

« Free language services to people whose
primary language is not English, such as:
qualfied interpreters and information written in
other languages.

'Y0041_HM_17_47643 Accepted 10/1412016

Ifyou need these services, contact our Givil Rights.
Coordinator. If you believe that This Plan has failed
to provide these services or discriminated in another
way on the basis of race, color, national origin, age,
disabity, or sex, you can file a grievance with our Civil
Rights Coordinator. You can file a grievance i the
following ways: In person or by mail: ATTN: Civil
Rights Coordinator, 1901 Market Street,
Philadelphia, PA 19103, By phone: 1-888-377-
3933 (TTY: 711) By fax 215-761-0245, By email

fyou need
help fiing a grievance, our Givil Rights Coordinator is
available to help you

‘You can also file a civi ights complaint with the U.S.
Department of Health and Human Services, Office for
Civi Rights_electronically through the Office for Civi
Rights Complaint Portal, available at

https /locrportal hhs govioariportallobby jsf or by mail
or phone at: U.S. Department of Health and Human
Senices, 200 Independence Avenue SW.. Room
509F, HHH Building, Washington, DC 20201, 1-800-
368-1019, 800-537-7697 (TDD). Complaint forms are
available at

httpfwww. hhs.govlocrloffice/fle/index. html.

‘Tagiines as of 1011412016
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