Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 07/01/2022 - 06/30/2023
State of lllinois: College Insurance Program "CIP" - Blue Choice Options - BCO Plan Coverage for: Individual + Family | Plan Type: BCO

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, call 1-855-810-6537 or at
www.bcbsil.com. 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 Why This Matters:
ggﬁf&?ﬁd%g%i? I%F%(BCO): Generally, you must pay all of the costs from providers up to the deductible
What is the overall For In-Network: y amount before this plan begins to pay. If you have other family members on the
deductible? $30(indual' plan, each family member must meet their own individual deductible until the total
- For Out-of-Network: amount of deductible expenses paid by all family members meets the overall
$40(W. family 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

Yes. Certain preventive care, services that charge a
copay, prescription drugs, and emergency room
services are covered before you meet your

Are there services
covered before you meet
your deductible?

deductible. https://www.healthcare.gov/coverage/preventive-care-benefits/.
Are there other
deductibles for specific | No. You don't have to meet deductibles for specific services.
services?

For Tier 1:

$6,600 Individual/$13,200 Family

What is the out-of- R R

The out-of-pocket limit is the most you could pay in a year for covered services.

pocket limit for this R T , If you have other family members in this plan, they have to meet their own out-of-
plan? Eg;688t'_2?fﬁ'§t‘\’,3‘c',/r$i(1.3’200 FEhil pocket limits until the overall family out-of-pocket limit has been met.

Unlimited Individual
What is not included in | Premiums, balanced-billing charges, and health care | Even though you pay these expenses, they don't count toward the out-of-pocket
the out-of-pocket limit? | this plan doesn'’t cover. limit.
You pay the least if you use a provider in Blue Choice OPT (BCO). You pay more
if you use a provider in-network. You will pay the most if you use an out-of-

Will you pay less if you | Yes. See www.bcbsil.com or call network provider, and you might receive a bill from a provider for the difference
use a network provider? | 1-855-810-6537 for a list of network providers. 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?

=

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

] What You Will Pa

Blue Choice Option Out-of-Network
Network Provider In-Network Provider Provider
(You will pay the (You will pay more) (You will pay the

Limitations, Exceptions, & Other
Important Information

Common Services You May

Medical Event Need

Primary care visit to o ; : None
treat an injury or illness $30 copay/visit 20% coinsurance 40% coinsurance
If you visit a health | Specialist visit $30 copay/visit 20% coinsurance 40% coinsurance | None
care provider's - You may have to pay for services that
: o Preventive No Charge; ) . .-
office or clinic —_—= = . o aren'’t preventive. Ask your provider if
%(r)er{screenmgllmmunlz No Charge gedluctlble does not | Not Covered e e LT cvmmrny
pply Then check what your plan will pay for.
Diagnostic test (x-ray, 0/ 0/
o e e blood work) No Charge 20% cainsurance 40% coinsurance Preauthorization may be required; see
:\r/lnslgsl)ng (CT/PET scans, No Charge 20% coinsurance 40% coinsurance your benefit booklet" for detals.

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsil.com Page 2 of 8
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] What You Will Pa

. Blue Choice Option Out-of-Network o .
Common Services You May Blue Lhoice 2ption . — Limitations, Exceptions, & Other
Medical Event Need M [Pt In-Netw_orw M Important Information
(You will pay the (You will pay more) (You will pay the
§12 $12 »
copag/prescription (retail) (Cr%Ft):i)Il)/ %rr?g%rﬁtlon
and $24 =
: - .+ | copay/prescription See Summary Plan
Generic drugs (c)?é):r);/gqezscnptlon (mail (mail order) $12 description
copay/prescription copay/prescription
If you need drugs to (Mgirzf[gnancepChoice*) (Maintenance
treat your illness or Choice*)
condition $24 / . $24 / "
copay/prescription (retail) | copay/prescription o , .
More information anz 3}14% P (rert)ai)Il) gnd $4% S o Retail is 30 day supply. Mail order is 90
about prescription | Preferred brand drugs | copay/prescription (mail | copay/prescription dsscriutrirt])rrr:ary an gay syg{ply. See Summary Plan
drug coverage is order) $24 (mail order) $24 P escription.
available at copay/prescription copay/prescription .
w\\IN\:v.caremark.com or (Maintenanc (Maintenanc 90 day supply
677-232:6128 s48 s48
P(;es.cr_lpttlonddtr)ugs copag/prescription (retail) copay/pres%ription
aaministered by and $96 (retail) and $96
Caremark. ,c;lr?;;]sp referred brand copay/prescription (mail | copay/prescription ggscﬁgtrimary Plan
order) $48 (mail order) $48
copay/prescription copay/prescription
(Maintenance Choice*) | (Maintenance
Choice*)
Specialty drugs Not applicable Not applicable Not applicable See Summary Plan description
Facility fee (e.g., $200 copay/visit $200 copay/visit Preauthorizat b ired:
ambulatory surgery $200 copay/visit plus 20% plus 40% reaionization may be required, see
If you have center) CoINSUrance coinsurance your benefit booklet* for details.
outpatient surgery - - -
Physician/surgeon fees | No Charge 20% coinsurance 40% coinsurance None
$200 copay/visit; $200 copay/visit;
Emergency room care | $200 copay/visit deductible does not | deductible does not | Copay waived if admitted.
If you need apply apply
immediate medical Emeraency medical No Charge; No Charge; Preauthorization may be required for
attention - No Charge deductible does not | deductible does not | non-emergency transportation; see your
G apply apply benefit booklet* for details.
Urgent care $30 copay/visit 20% coinsurance 40% coinsurance None

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsil.com
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What You Will Pay

. Blue Choice Option Out-of-Network o .
Cc_)mmon Services You May Network Provider In-Network Provider Provider Limitations, Exceptlons,_& Other
Medical Event Need — VT PR — Important Information
(You will pay the (You will pay more) (You will pay the
Least) most)
- - $400 copay/visit . -

Facility fee (e.g., o $300 copay/visit plus 5 Preauthorization required. See your

If you have a . $250 copay/visit . plus 40% - * -

el hospital room) 20% coinsurance P e benefit booklet* for details.
Physician/surgeon fees | No Charge 20% coinsurance 40% coinsurance None

$30 copay/office visit - ,

If you need mental Outpatient services No Charge for other 20% coinsurance 40% coinsurance Egﬁzlﬁ{hgggﬁg%nféi%lg{:& See your

health, behavioral outpatient services '

health, or substance $300 - $400 copay/visit

. ; ; ‘o copay/visit plus 5 o .

abuse services Inpatient services $250 copay/visit 20% CoinsUrance f:)g:r?st? 'ﬁ] o Preauthorization required.

Copay applies to first prenatal visit (per
pregnancy).

Office visits $50 copay/visit 20% coinsurance 40% coinsurance Cost sharing does not apply for
preventive services. Depending on the
type of services, a copayment,

If you are pregnant coinsurance, or deductible may apply.
Childbirth/delivery . . Maternity care may include tests and
orofessional services | N0 Charge 207% coinsurance 40% coinsurance | geryices described elsewhere in the

SBC (i.e. ultrasound).
— - - - $400 copay/visit
Childbirth/delivery facility $250 copay/visit $300 cqpay/wsﬂ plus olus 40% None
services copay 20% coinsurance coinsurance

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsil.com
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Common

Medical Event

If you need help
recovering or have
other special health
needs

Services You May
Need

Home health care

Blue Choice Option
Network Provider

(You will pay the
Least)
$30 copay/visit

What You Will Pay

In-Network Provider
(You will pay more)

20% coinsurance

Out-of-Network
Provider
(You will pay the
most)
Not Covered

Limitations, Exceptions, & Other
Important Information

Preauthorization may be required.

Rehabilitation services | $30 copay/visit 20% coinsurance 40% coinsurance Limited to 60 visits per benefit period for
—— —— occupational therapy, 60 visits per
benefit period for speech therapy, and
Habilitation services $30 copay/visit 20% coinsurance 40% coinsurance ?hoe;’;%;s per benefit period for physical
Preauthorization may be required.
Skilled nursing care No Charge 20% coinsurance Not Covered Preauthorization may be required.

Durable medical
equipment

20% coinsurance

20% coinsurance

40% coinsurance

Benefits are limited to items used to
serve a medical purpose. DME benefits
are provided for both purchase and
rental equipment (up to the purchase
price).Preauthorization may be required.

Hospice services

No Charge

20% coinsurance

40% coinsurance

Preauthorization may be required.

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsil.com
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What You Will Pay

. Blue Choice Option | Out-of-Network o .
Cc_)mmon Services You May Network Provider In-Network Provider Provider Limitations, Exceptlons,_& Other
Medical Event Need — VT PR — Important Information
(You will pay the (You will pay more) (You will pay the
Least) most)

Children’s eye exam Not Covered Not Covered Not Covered None
If your child needs
dental or eye care Children’s glasses Not Covered Not Covered Not Covered None

Children’s dental check-

up Not Covered 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.)

o Cosmetic surgery e Private-duty nursing ¢ Routine foot care
o Dental care (Adult) ¢ Routine eye care (Adult) o Weight loss programs
e Long-term care

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

e Acupuncture ¢ Chiropractic care (limited to 30 visits per calendar year) e Infertility treatment
o Bariatric surgery e Hearing aids (up to $2,500 every 24 months) ¢ Non-emergency care when traveling outside the
u.S

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsil.com Page 6 of 8
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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 1-855-810-6537, U.S. Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.gov/ebsa/healthreform, or Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323
X61565 or www.cciio.cms.gov. 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: Blue Cross and Blue Shield of lllinois at 1-855-810-6537 or visit www.bcbsil.com, or contact the U.S. Department of Labor's Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or visit www.dol.gov/ebsa/healthreform. Additionally, a consumer assistance program can help you file your appeal.
Contact the lllinois Department of Insurance at (877) 527-9431 or visit http:/insurance.illinois.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? 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.

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-855-810-6537.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-855-810-6537.
Chinese (F130): AN FRZEE T SCHYEE D), BT A 5-151-855-810-6537.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-855-810-6537.

To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

u
L )

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 BCO network pre-natal care and a
hospital delivery)

Managing Joe’s type 2 Diabetes

(a year of routine BCO network care of a well-

controlled condition)

Mia’s Simple Fracture
BCO network emergency room visit and follow

M The plan’s overall deductible $0
W Specialist copayment $30
W Hospital (facility) copayment $0
m Other copayment $0
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 $0
Copayments $300
Coinsurance $0
What isn’t covered
Limits or exclusions $60
The total Peg would pay is $360

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

M The plan’s overall deductible $0
W Specialist copayment $30
W Hospital (facility) copayment $0
m Other copayment $0
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 $0
Copayments $700
Coinsurance $200
What isn’t covered
Limits or exclusions $20
The total Joe would pay is $920

up care)
M The plan’s overall deductible $0
M Specialist copayment $30
W Hospital (facility) copayment $0
m Other copayment $0

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 $0
Copayments $400
Coinsurance $50
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $450
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@ @ BlueCross BlueShield of Illinois

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 speak to an interpreter, call the customer service number on the back of your member card. If you are not a member, or don't have a card, call 855-710-5984,

A el ol e G850 s ol e Wiy e e Sl eSlaall e o e sl o g8 psie ) aaaill REISS A 59 e Slials Ay 5 peall e plaadly Breled] e Jpeaadl i Gadl ol ddlid sield Gadd gl b Sl S
Arabic 855-710-6984 Ao Joals @ila lld Y s
BEashi SR EE, e EAEREN A E R, Ht B8R EEEAH R RN EEESHAME. BA—IEEA FEENAEENTRFEENEPRMHEENRE. REFRWA, %G
Chinese WA, iBUE 855-710-6984.
Frangais Si vous, ou quelqu'un que vous étes en frain d'aider, avez des questions, vous avez le droit d'obtenir de I'aide et l'information dans votre langue & aucun colt. Pour parler & un interpréte, composez le numéro du
French service client indiqué au verso de volre carte de membre. Si vous n'étes pas membre ou si vous n'avez pas de carte, veuillez composer le 855-710-6984.
Deutsch Falls Sie oder jemand, dem Sie helfen, Fragen haben, haben Sie das Recht, kostenlose Hilfe und Informationen in Ihrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die
German Kundenservicenummer auf der Riickseite Ihrer Mitgliedskarte an. Falls Sie kein Mitglied sind oder keine Mitgliedskarte besitzen, rufen Sie bitte 855-710-6984 an.
EMnVIKké Edv eatic ) kbmolog mou BonBame Exete cpwtnoeig, Exete To Sikaiwpa va AdBete BofBeia kan mAnpogopieg o yAwooa oag Xwpic xpéwon. MNa va pidfoere oe évav Sicppnvia, KaAEoTe Tov apiBpd efumnpémang
Greek TEAGTWY TTOU avaypageTal oto Tiow PEpOS TG kaprag pihoug oag. Edv Bev eioTe péhog f Bev Exere kGpTa, KaAEOTE Tov apiBiud 855-710-6964.
2Ll %l Mol acl dR HeE 53] 26U dlat Aell Bl olly caulsaal Aol An. goullan WA cld 50l H2, dMl2l deauuEstl si56ll uesm wlet oUes Acl olvt2 UR Slet 53
Gujarati ol U AEAUE ol dRAdcll Slet, waal wiue{l WA 58 ool Al 855-710-6984 slol2 UR SlA 532
fedr I 3T, A1 3T FHEhT BT FY I8 & ST, WA 8, o) I 3l ST 21 Fo¥: 2o Teraeln 3R Sahid) et et 7 TUFR 8| Felr sregares & a1 i & . s seeg w5 5
Hindi SIex T 1T g AT Fa¥ UL el Y| AT HT TeEd AL £, TT IS I 1S FAGT &, & 855-710-6984 I e FL
Italiano Se tu 0 qualcuno che stai aiutando avete domande, hai il diritto di ottenere aiuto e informazioni nella tua lingua gratuitamente. Per parlare con un interprete, puoi chiamare il servizio clienti al numero riportato sul lato
Italian posteriore della tua tessera di socio. Se non sei socio o non possiedi una tessera, puoi chiamare il numero 855-710-6984.
st=0 Qe /B = HEI S= A0 2201 ALHH S RFEE St SSW HEE HoI2 HOZ 2E = 2= A2 UASLICL SR IIIE AU UA=0N MU A BHEE
Korean EEEH AL, BB 0| OtLIAI HLE 2E=D1 L2 A B 8557106984 22 EEIF &AM L.
Diné T4a ni, éi doodago ta’da bika ananilwo’igii, na’iditkidgo, ts"ida bee na ah6oti’i’ t"ad nilk’e nika a’doolwot. Ata” halne’i bich’{” hadeesdzih ninizingo éi kwe’é da’iniishgi akd anidaalwo’igii
Navajo bich’j” hodiilnih, bee nééhdzinii bine déé” bikad®. Koji atah naaltsoos nd hadit’éégoo éi doodago bee nééhozinigii Adingo koji” hodiilnih 855-T10-6984.
Polski Jesli Ty lub osoba, kiorej pomagasz, macie jakiekolwiek pytania, macie prawo do uzyskania bezplatnej informacji | pomocy we wiasnym jezyku. Aby porozmawiac z umaczem, zadzwon pod numer podany na
Polish odwrocie karty czlonkowskiej. Jezeli nie jestes czlonkiem lub nie masz przy sobie karty, zadzwon pod numer 855-710-6984.
P il Ecnu y Bac unik Yenoeeka, KOTOPOMY Bbl NOMOraETe, BOIHWKNK BONPOCE, Y BAC £CTL NPAB0 Ha BECNNaTHYI0 NOMOLL W WHOPMAaLMID, NPEAOCTABNEHHYIO HA BaLLeM A3bIKe. YToDbI NOTOBOPKTE C NEPEBOAYMKOM,
Ft{ggi‘a n NO3BOHMTE B OTAEN OGCNYXMBAHKA KNMEHTOB N0 TENedOHy, YKa3aHHOMY Ha 0OpaTHOM CTOPOHE BaLEH KAPTOHKKA YHACTHHKA. ECni Bel HE ABNABTECH Y4ACTHUKOM MK Y BAC HET KAPTOHKH, NO3BOHMTE NO

TenedoHy 855-710-6984.
Espaniol Si usted o alguien a quien usted esta ayudando tiene preguntas, tiene derecho a obtener ayuda e informacion en su idioma sin costo alguno. Para hablar con un intérprete comuniquese con el numero del Servicio al
Spanish Cliente que figura en el reverso de su farjeta de miembro. Si usted no es miembro o no posee una tarjeta, llame al 855-710-6984.
Tagalog Kung ikaw, o ang isang taong iyong tinutulungan ay may mga tanong, may karapatan kang makakuha ng tulong at impormasyon sa iyong wika nang walang bayad. Upang makipag-usap sa isang tagasalin-wika,
Tagalog tumawag sa numero ng serbisyo para sa kustomer sa likod ng iyong kard ng miyembro. Kung ikaw ay hindi isang miyembro, o kaya ay walang kard, tumawag sa 855-710-6984.
) o QSIS g el g il 0 S 8l om0 33 1S S el Gilaglaa ) ane ik (e 0l o) S e s Ve S e S el (S o S ah ol S LSl B

Urdu S JS 52 855-T10-6984 « 5 (i SIS Gy S0l g som o e ) S p 0 paly S50 S
Tiéng Viét Néu quy vi hodc nguéi mé quy vi gitip 8% c6 bt ky cAu héi ndo, quy vi c6 quyén dugc hd tro va nhén théng tin bang ngdn ngl cla minh mién phi. D& noi chuyén véi théng dich vién, goi sé dich vy khach
Vietnamese hang ndm & phia sau thé hoi vién cla quy vi. Néu quy vi khong phai 14 hoi vién hodc khong cd thé, goi sb 855-710-6984.
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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 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.

300 E. Randolph St.
35th Floor

Office of Civil Rights Coordinator Phone: 855-664-7270 (voicemail)
TTY/TDD: 855-661-6965
Fax: 855-661-6960
Email: CivilRightsCoordinator@hcsc.net

Chicago, IL 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
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