BiuePrint PPO 90/70

$250/$500 DEDUCTIBLE - $500 OPX - $10 COPAY
Plans BPP42212, BPP42213

BENEFIT HIGHLIGHTS

BlueCross BlueShield
of Hlinois

PPO Network

This provides only highlights of the benefit plans(s). After enroliment, members will receive a Certificate that more fully describes the terms of coverage.

Non-PPO
{Out-of-Network} - -

Program Basics

Lifetime Benefit Maximum
Per individual

- PPO

{In-Network}

$5,000.000

Individual Coverage Deductible
Program deductible does not apply to services that have a copaymenl.

$250

$500

Family Coverage Deductible
The family deductible maximum is ecual to three individual deductibles.

3x individuai

Individual Coverage Out-of-Pocket Expense (OPX) Limit
The amount of money that any individual will have lo pay toward covered health care expenses during any one
calendar year. The foflowing items will not be applied to the out-of-pocket expense lmit:

Deductibles

Copayments

Reducticns in benefits due to non-compliance with utilization management program requirements

Charges that exceed the efigible ¢harge or the Schedule of Maximum Allowances (SMA)

Services that are asterisked below ()

L I T R

$500

$1.500

Family Coverage Qut-of-Pocket Expense (OPX) Limit

$1,500

$4, 500

E

Prescription Drug Card (Retail and Mail Service)
Please refer lo the Three Tier Formulary Prescription Diig Card Benefi! Highlight Sheet for the covered benefits.

Physician Services

Physician Office Visits
One copayment per day. Surgeries, therapies, allergy injections or treatments and certain diagnostic
procedures performed in a physician's office may be subject to the deductible andfor coinsurance.

$i0 copay,
then 100%

70% ofter deductibie

Well Aduft Care (age 16 and over)
Coverage for annuai physical exam including routine diagnostic test received or ordered on the same day as
the physical exam.
«  Limited lo one physical exam plus one gynecological exam per calendar year,

$i0 copay,
then 100%

70% ofter deduclible
$500 maxirmumm per
catendor year

Well Child Care (to age 16)
Coverage for physical exams, immunizations and routine diagnostic tests.

$i0 copay,
then 1007

70% atter deductibie,
$500 maximum per
calendar yeor

Maternity Services
Copayment applies to first prenatal visit (per pregnancy). All other malernity physician covered services are
peid the same as Medical / Surgical Services.

$10 copay.
then 100%

70% afier deducfible

Medical / Surgical Services
Coverage for surgical procedures, inpatient visits, therapies, allergy injections or trealments, and certain
diagnostic procedures as weil as other physician services.

S0% after deductible

70% ofier deduciible

Hospi tal Services... .

Hospital Admission Deductible
Per adimission, per individual

G

$300

Inpatient Hospital Services
Coverage includes services received in a hospital, skilled nursing facility, coordinated home care and hospice.
Room allowances based on the hospital's most common semi-privale 1oom fates.

Q0% ofter deductible

70% ofter deductibie

Outpatient Hospital Services

Coverage for services includes, buf is not fimited to outpatient or ambulatory surgical procedures, x-ray, lab 90% after deduclible 70% ofter deductible
tesls, chemotherapy, radiation therapy, renal dialysis, and mammograms performed in a hespital or ambulatory
surgicat center. Routing mammograms performed in an in-network outpatient hospital setting are payable at
100%, no deductible will apply.
Qutpatient Emergency Care (Accident or fiiness)
The copayment applies to both in- and out-of-nelwork emergency room visils. The copayment is waived ¥ the 350 copay.
member is admitted 1o the hospital. then 100%

20244.0905

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Biue Gross and Blue Shield Association

O P
. )

7y Page 10of 2

i



BluePrint PPO 90/70 | BlueCross BlueShield
$250/$500 DEDUCTIBLE - $500 OPX - $10 COPAY of Hlinos

Plans BPP42212, BPP42213

BENEFIT HIGHLIGHTS PPO Network

1 ' .. PPO Non-PPO
Mental Health& Chemical Dependency gFPO

Serious Mental liiness Treatment

. inpatient: Limited to 45 days per calendar vear. Inpatient: Inpatient:
Q0% after deductible $300 hospital
deductibie,

then 70% after program
deductibie is met

= Quipatient: Limited o 35 visits per calendar year (copayment applies if in physician's office). Outpatient: Cutpatient:
$10 copay, 70% after deductible
then 100%
Other Mental Health & Chemical Dependency Treatment Services™
»  inpatlent: Limited to 30 days per calendar year. inpatient: Inpatient:
0% after deductible $300 hospital
deductibie,
then 50% after program
deductible i met
«  Quipatient: Limited to 30 visits per calendar year. Lifetime maxirum 100 visits. Quipatient: Cutpatient:
&0% ofter deduclible 50% ofter deductibie

Additional Services

Muscle Manipulation Services*
Coverage for spinal and muscle maniputafion services provided by a physician or chiropractor, Related office 90% after deductible 70% after deduyctibie

visits are paid the same as other Physician Office Visits.
s $1,000 maximum per calendar year.
Therapy Services — Speech, Occupational and Physical*
Coverage for services provided by a physician or therapist. Q0% after deductible 70% after deductibie
« $5.000 maximum per therapy per calendar year

Temporomandibular Joint (TMJ) Dysfunction and Related Disorders™

e $2,500 lifetime maximum | 90% after deduchible [ 70% ofter dedyctible
Other Covered Services
o Privale duty nursing® - $3,000 maximum per month » Ambulance services 80% after deductibie
s Naprapathic services' - $1,000 maximum per calendar year  »  Ortholic appliances
* Prosthefic appliances

¢ Artficial limbs and other prosthetic devices
+  Blood and blood components *  Medical suppfies
See paragraph below regarding Schedule of Maximum Altowances (SMA).

= Does not apply to any out-f-pocket limits
Curable Medical Equipment (DME} is a covered benefit. Please refer fo Certificate for details.

Discounts on Eye Exams, Prescription Lenses and Eyewear
Members present their 10 cards for discounts on eye exams, prescription lenses and eyewear af participating vision centers. Call (866) 273-0813 fo focate a provider.

Biue Care Connection (BCC)
When members receive covered inpatient hospital services, coordinated home care, skilled nursing fadiiity or private duly nursing from & participating provider In the state of iliinois, the

provider will be responsible for contacting the BCC pre-notification line. When using ron-participating #inois providers and out-of-state providers, members are required to contact the
BCC pre-notification line 1 business day prior {o any elective inpatient admission or within 2 business days after an emergency or maternity admission. Failure to pre-notify with the
BCC when required will result in benefits being reduced by $1,000.

Schedule of Maximum Allowances (SMA)
The Schedule of Maximum Allowances (SMA) is not the same as a Usual and Customary fee (U&C). Blue Cross and Blue Shield of fiiincis' SMA is the maximum aflowable charge for

professional services, including but not limited lo those listed under Medical/Surgical and Other Covered Services above. The SMA is the amount that professional PPO providers have
agreed 1o accept as payment in full. Providers who do not participate in the PPO network are nof obligated o accept the SMA as payment in full and may bilt for the balance of their
actual charge above and beyend the SMA. When members use PPO providers, they aveld any batance billing other than applicable deductible, coinsurance and/or copayment.

To Locate a Participating Provider: Visit our Web site at www.bchsil.comiproviders and use our Provider Finder® fool.
in addilion, benefits for covered individuals who live outside Hiinois will meet all extraterritorial requirements of those states, if any, according to the group's funding arrangements.
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Three Tier Formulary Prescription Drug Card
$10/820/$35 COPAY OPTION

BENEFIT HIGHLIGHTS

Retail
Copayments are for up to a 34-day supply at a coatracting refail pharmacy.

BlueCross BueShicld
of Hlinois

$10/320/%35

Mail Service
Maintenance medications are available for up to a 90-day supply and are subject to the
appropriate copayment amount.

$20/3407%70

Contraceptives
Available at retail and mail service at the appropriate copayment level based on drug

classification.

As indicated above

Self-Injectibles
Available at retail and mail service at the appropriate copayment level.

As indicated above

Diabetic Supplies
Available at retail and mail service at the formulary brand copayment level.
«  Supplies include: blood glucose test strips, lancets, diagnostic agents used with urine festing,
glucagons.

$20

Reimbursement for non-contracting pharmacies

Benefifs at a non-contracting pharmacy are covered at 75% of the amount that would have been paid at a contracting pharmacy minus the appropriate copayment amaunt.

What is the Blue Cross and Blue Shield of lllinols formulary?

The BCBSIL formulary is a continually updated fist of preferred drugs reviewed by a national commiltee of physicians and pharmacists. A drug on the formutary benefils Blue
Cross members as if gives them access fo valuable medications at a lower oul-of-pockel expense. All generic drugs and select brand name drugs thal provide effeclive, safe
and appropriate drug therapies are listed on the formulary. The BCBSIL formulary is “open,” meaning that benefits are payable for diugs that are not on the formulary, but are

subject {o the highest copayment level.

How can ! find out if a drug is on the formulary, and if it is a generic or a brand name drug?

As part of the enrollment literature, members may receive a fist of some of the most commonly prescribed formufary drugs. If a parficular drug does not appear on the list,

members cam
«  Referto the pocket edition of the BCBSIL formulary.
. Visif the BCBSIL Web sile at www.bcbsil.com.

«  Discuss the mos appropriate drug therapy with their physician or pharmacist. Using generic drugs whenever possible will help save money.

How can | find a contracting pharmacy?
Visit our Web site at www.bcbsil.com to find a contracting pharmacy.
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