Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

CommonSpirit Health

Direct Primary Care (DPC) Plan Select: Blue Cross® and Blue Shield® of Nebraska

25

Coverage Period:01/01/2024 - 12/31/2024
Coverage for: Individual & Family | Plan Type: Standard PPO

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 http://nome.commonspirit.org/employeecentral/mybenefits or call
855.475.4747 option 1. 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 855.475.4747, option 1, to request a copy.

Important Questions

What is the overall
deductible?

Are there services covered
before you meet your
deductible?

Are there other deductibles
for specific services?

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

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

Will you pay less if you use
a network provider?

Do you need a referral to
see a specialist?

Enhanced Network Provider (CIN):

$0 individual /$0 family per calendar year
Out-of-Network Provider:

$6,000 individual /$12,000 family per calendar year

Yes. Well-child care, your drug costs, first colonoscopy and
mammogram of the benefit period, ambulance services, in-
network mental health/substance abuse, in-network office
services, preventive care, and services subject to
copayments are covered before you meet your deductible.

Generally, you must pay all 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.

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
www.healthcare.gov/coverage/preventive-care-benefits/.

No.

Enhanced Network Provider (CIN):

$4,000 individual /$8,000 family per calendar year
Out-of-Network (OON) Provider:

$12,000 individual /$24,000 family per calendar year
Premiums, pre-service review penalties, balance-billed
charges, and health care this plan doesn’t cover.

Yes.

Enhanced Network: Blueprint Health Network
Primary Care Network. See
www.NebraskaBlue.com/FindADoctor or call
844.908.4534 for a list of network providers.

No.

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

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.

Even though you pay these expenses, they don’t count toward the

out-of-pocket limit.

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.

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.

Common

Medical Event

Services You May
Need

Enhanced Network
Provider/CIN

What You Will Pay

Out-of- Network
Provider

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

You will pay the least

No charge for DPC
providers only

Not covered for all other
providers

You will pay the most

Not covered

Allergy injections, dialysis, labs/x-rays, surgery
and second surgical opinions are covered with
15% coinsurance In-Network and 60%
coinsurance Out-of-Network. All other primary
care services MUST be provided by the Direct
Primary Care.

Specialist visit

$30 copay per provider per
date of service

60% coinsurance

Applies to Non-PCP provider types. Chiropractic
services apply deductible and coinsurance.

Deductible does not apply
No charge See www.healthcare.gov for preventive care
B t Deductible does not apply guidelines. There may be additional benefits
Preventive T available. See your Employer Summary Plan
care/screening/ go dche;.rgle does not ol Out-of ’.‘etW”k coverage folr Description for details. You may have to pay for
immunization =eauctibe does notapply preventive care covered only | ggpyices that aren't preventive. Ask your

when unavailable from the

Direct Primary Care provider.

provider if the services needed are preventive.
Then check what your plan will pay for.

If you have a test

Diagnostic test (x-ray,

15% coinsurance

60% coinsurance

For a test in a provider's office or clinic, your cost
is included in the cost-share listed above. Waive

blood work) Deductible does not apply coinsurance on first mammogram and
colonoscopy of the benefit period.

Imaging (CT/PET 15% coinsurance 60% coinsurance For a test in a provider's office or clinic, your cost

scans, MRIs) Deductible does not apply S is included in the cost-share listed above.

For more information about limitations and exceptions, see your plan document or call the Benefits Contact Center at 855.475.4747, option 1.
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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

Enhanced Network
Provider/CIN

What You Will Pay

Out-of- Network
Provider

Limitations, Exceptions, & Other Important
Information

If you need drugs
to treat your
illness or
condition

More information
about
prescription drug
coverage is
available at
WWW.Cap-rx.com
For specialty
prescriptions,
goto

www.dignity
health.org/
arizona/

locations/

stjosephs/
services/

pharmacy

Generic drugs

(You will pay the least)

CommonSpirit Health
Pharmacy: $5 copay

Other retail: 10% copay
Home delivery: $12.50 copay
Deductible does not apply

(You will pay the most)

Retail: 60% coinsurance
Deductible does not apply
Home delivery: N/A

Preferred brand drugs

CommonSpirit Health
Pharmacy: 15% coinsurance
$20 min/$55 max

Other retail: 30% coinsurance
$40 min/$110 max

Home delivery: 15%
coinsurance

$50 min/$87.50 max
Deductible does not apply

Retail: 60% coinsurance
Deductible does not apply
Home delivery: N/A

Non-preferred brand
drugs

CommonSpirit Health
Pharmacy: 25% coinsurance
$32.50 min/$80 max

Other retail: 50% coinsurance

$65 min/$160 max

Home delivery: 25%
coinsurance

$80 min/$162.50 max
Deductible does not apply

Retail: 60% coinsurance
Deductible does not apply
Home delivery: N/A

Specialty drugs

Refer to above costs

Refer to above costs

Covers up to a 30-day supply from an in-
network retail pharmacy or a 90-day supply from
a home delivery pharmacy.

If you fill a brand-name prescription when a
generic equivalent is available, you will pay the
brand-name coinsurance plus the difference
between the generic and brand-name.

Maintenance medications must be filled for a 90-
day supply using a CommonSpirit Health-owned
pharmacy or the CommonSpirit Health home
delivery pharmacy.

Any combination of diabetic supplies and insulin
purchased at a network retail pharmacy on the
same day are subject to one copayment or the
applicable coinsurance amount. Additional
copayment / coinsurance amounts will apply to
any combination of supplies purchased
separately from an insulin purchase.

Specialty prescriptions must be processed
through the CommonSpirit Health Specialty
Pharmacy. If the CommonSpirit Health
Specialty Pharmacy can't fill your medication,
your prescription will be routed to the Capital
Rx Specialty Pharmacy partner please call
1.844.306.6254.

For more information about limitations and exceptions, see your plan document or call the Benefits Contact Center at 855.475.4747, option 1.
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‘N 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

Enhanced Network
Provider/CIN

Out-of- Network
Provider

Limitations, Exceptions, & Other Important
Information

Facility fee (e.g.,

(You will pay the least)

15% coinsurance

(You will pay the most)

Waive coinsurance on first colonoscopy of the

o
If you have g;nnt:glr;atory Surgery Deductible does not apply 60% goinsurance benefit period.
outpatient
surgery Physician/surgeon 15% coinsurance o
fees Deductible does not apply S TN None
50% coinsurance applies to non-emergency
$200 copay per facility per date | $200 copay per facility per date | medical services. For emergency medical
Emergency room care of service for facility and of service for facility and conditions treated out-of-network, you may be
physician(s) services combined | physician(s) services combined | balance billed. Dental treatment for accidental
Deductible does not apply Deductible does not apply injury is limited to care completed within 12
months of the injury.
If you need
immediate . .
medical attention | £rnorqency medical | No charge No charge MBI SEEER R iGEN ALl
, . . network provider may balance bill the difference in
transportation Deductible does not apply Deductible does not apply

the billed amount and the allowed amount.

Urgent care

$50 copay per provider per
date of service
Deductible does not apply

$75 copay per provider per date
of service
Deductible does not apply

None

If you have a
hospital stay

Facility fee (e.g.,
hospital room)

15% coinsurance
Deductible does not apply

60% coinsurance

Reduction for failure to pre-certify out-of-network
services is $500 per admission.

Physician/surgeon
fees

15% coinsurance
Deductible does not apply

60% coinsurance

None

For more information about limitations and exceptions, see your plan document or call the Benefits Contact Center at 855.475.4747, option 1.
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‘N 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

Enhanced Network
Provider/CIN

What You Will Pay

Out-of- Network
Provider

Limitations, Exceptions, & Other Important
Information

(You will pay the least)

15% coinsurance

(You will pay the most)

. Outpatient services Deductible does not apply 60% coinsurance None
you need D
mental health,
behavioral
health, or
substance abuse Residential treatment is covered with no 24-hour
services . . 15% coinsurance o i nursing supervision requirement. Reduction for
Inpatient services D . 60% coinsurance . . o
eductible does not apply failure to pre-certify out-of-network services is
$500 per admission.
Maternity care may include tests and services
described elsewhere in the SBC (i.e. ultrasound).
$30 copay per provider per Cost sharing does not apply to certain preventive
Office visits date of service 60% coinsurance services. Any Enhanced network services that fall
Deductible does not apply outside of preventive care/routine obstetric care,
will pay at the most appropriate benefit in the plan
document.
If you are
pregnant Benefits shown reflect OB/GYN practitioner

Childbirth/delivery
professional services

15% coinsurance
Deductible does not apply

60% coinsurance

services which may be globally billed at time of
delivery for pre-natal, post-natal and delivery
services. Not all services are billed globally.

Childbirth/delivery
facility services

15% coinsurance
Deductible does not apply

60% coinsurance

None

For more information about limitations and exceptions, see your plan document or call the Benefits Contact Center at 855.475.4747, option 1.
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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

Enhanced Network
Provider/CIN

Out-of- Network
Provider

Limitations, Exceptions, & Other Important
Information

If you need help
recovering or
have other
special health
needs

Home health care

(You will pay the least)

15% coinsurance
Deductible does not apply

(You will pay the most)

60% coinsurance

None

Rehabilitation
services

15% coinsurance
Deductible does not apply

60% coinsurance

In-Network and Out-of-Network outpatient/office
physical, speech and occupational therapies are
limited to 30 combined visits per calendar year.
CommonSpirit Health Provider/Facility aka
Enhanced Network is not subject to 30-visit
maximum.

Habilitation services

15% coinsurance
Deductible does not apply

60% coinsurance

In-Network and Out-of-Network outpatient/office
physical, speech and occupational therapies are
limited to 30 combined visits per calendar year.
CommonSpirit Health Provider/Facility aka
Enhanced Network is not subject to 30-visit
maximum.

Skilled nursing care

15% coinsurance
Deductible does not apply

60% coinsurance

Reduction for failure to pre-certify out-of-network
services is $500 per admission.

Durable medical
equipment

15% coinsurance
Deductible does not apply

60% coinsurance

One wig per calendar year is covered when
related to medical condition. 2 pair of foot
orthotics covered per calendar year.

Hospice services

15% coinsurance

60% coinsurance

Hospice respite care is limited to 15 inpatient and

check-up

Deductible does not apply 15 outpatient days per lifetime.
Children’s eye exam | Not covered Not covered None
If your child . :
s, o Children’s glasses Not covered Not covered None
eye care
Children’s dental Not covered Not covered None

For more information about limitations and exceptions, see your plan document or call the Benefits Contact Center at 855.475.4747, option 1.
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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 Cosmetic Surgery e Classes e Routing eye care — Adult
e Custodial care —in home or facility e Hearing aids * Routine foot care

e Dental e Long-term care e Weight loss programs

e Eye exam e Massage therapy

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

o Acupuncture (10 visits per calendar year) e Infertility treatment ($15,000 LTM, $5,000 LTM e Private-duty nursing — short-term intermittent
o Bariatric surgery for infertility medications, excludes some home skilled nursing
e Chiropractic care (20 visits per calendar year) services)

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 U.S. Department of Labor, Employee Benefits Security Administration at 866.444.EBSA (3272) or www.dol.gov/ebsa/healthreform. 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 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: CommonSpirit Health Benefits Contact Center at 855.475.4747, option 1; 844.908.4534 or visit us at www.NebraskaBlue.com or Employee
Benefits Security Administration at 866.444.EBSA (3272) or www.dol.gov/ebsa/healthreform.

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.

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 your plan document or call the Benefits Contact Center at 855.475.4747, option 1. 7o0f 8
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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 in-network pre-natal care and a
hospital delivery)

M The plan’s overall deductible $0
M Specialist copayment $30
M Hospital (facility) coinsurance 15%
B Other coinsurance 15%

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 $12,840
In this example, Peg would pay:
Cost Sharing

Deductibles $0

Copayments $300

Coinsurance $1,872

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $2,232

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

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

M The plan’s overall deductible $0
M Primary care copayment $0
M Hospital (facility) coinsurance 15%
M Other coinsurance 15%

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 $7,460
In this example, Joe would pay:
Cost Sharing

Deductibles $0

Copayments $200

Coinsurance $1,080

What isn’t covered
Limits or exclusions $60
The total Joe would pay is $1,340

Mia’s Simple Fracture

(in-network emergency room visit and follow

up care)
M The plan’s overall deductible $0
B Emergency room copayment $200
M Hospital (facility) coinsurance 15%
B Other coinsurance 15%

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 $2,010
In this example, Mia would pay:
Cost Sharing
Deductibles $0
Copayments $200
Coinsurance $271
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $471
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Federally Required Notices
Discrimination is Against the Law

Blue Cross and Blue Shield of Nebraska (BCBSNE) complies with applicable Federal civil rights
laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex.
BCBSNE does not exclude people or treat them differently because of race, color, national origin,
age, disability, or sex.

BCBSNE:

* Provides free aids and services to people with disabilities to communicate
effectively with us, such as:
* Qualified sign language interpreters
+ Written information in other formats (large print, audio, accessible electronic
formats, other formats)

* Provides free language services to people whose primary language is not English, such as:
» Qualified interpreters
+ Information written in other languages

If you need these services, contact Customer Service at (800) 991-5840.

If you believe that BCBSNE has failed to provide these services or discriminated in another way on
the basis of race, color, national origin, age, disability, or sex, you can file a grievance with:
Manager, Corporate Compliance, P.O. Box 3248, Omaha, NE 68180-0001, Toll Free (800) 991-
5840, Fax 402-392-4130, civilrights@nebraskablue.com. You can file a grievance in person or by
mail, fax, or email. If you need help filing a grievance, our Manager, Corporate Compliance is
available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services 200
Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

ATTENTION*: This notice may have important information about your application or coverage. Look
for key dates in this notice. You may need to take action by certain deadlines to keep your health
coverage or get help with costs. If you or someone you're helping has questions, you have the right
to get help and information in your language at no cost. To talk to an interpreter, call 1-800-991-
5840.

*This notice is translated as federally required.
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Arabic
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Chinese Traditional
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German

Achtung: Diese Mitteilung kann wichtige Informationen lber Ihren Antrag oder die Versicherungsdeckung
beinhalten. Beachten Sie wichtige Fristen in dieser Mitteilung. Sie missen unter Umstanden MaRnahmen
innerhalb bestimmter Fristen ergreifen, um lhren Krankenversicherungsschutz zu erhalten oder eine
Kostenerstattung zu erhalten. Wenn Sie oder jemand, dem Sie helfen, Fragen hat, konnen Sie kostenlos Hilfe
und Informationen in Ihrer Sprache erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte 1-800-
991-5840 an.

Spanish (Mexico)

ATENCION: Este aviso puede contener informacién importante sobre su solicitud o cobertura. Ponga
atencion a las fechas clave en este aviso. Puede ser que usted necesite realizar algunas acciones para
determinadas fechas y asi mantener su cobertura de salud o para obtener ayuda con los costos. Si usted o
alguien a quien usted ayuda tiene alguna pregunta, tiene el derecho de recibir informacién y ayuda en su
propio idioma sin costo. Para hablar con un intérprete, llame al 1-800-991-5840.

Farsi
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French (Europe)

ATTENTION : Cet avis peut contenir des informations importantes concernant votre demande ou votre
garantie. Prétez attention aux dates clés indiquées. Il vous faudra peut-étre prendre des mesures avant une
certaine date pour pouvoir conserver votre assurance-santé ou bénéficier d’aides au paiement. Si vous ou une
personne que vous aidez avez des questions, vous pouvez obtenir gratuitement de I'assistance et des
informations dans votre langue. Pour parler a un interprete, appelez le 1-800-991-5840.



Japanese
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Korean
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Kurdish
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Nepali

EATATRYOT: AT FAATHT TUTSeh! Tl et AT LT TRAT Hgecd U STeTeh] EREE] N GAATHAT HEY
TATIEE EolgIe]| AU TAELT eIl AT SITTHT HE TTCc el TS ol [ Ted FHIHAT 7 ShReTer
foregaret geraeras| oTOTS a7 TS of HETAHT IhT AL STATHTER Sl 81t TATSHIT AT SHTSTHAT Fol: 2ok
HETAC T SATAeh T JTC 3ot TR | STHTSHET 7 3Tt 1-800-991-5840 T el Ie{eIH|

Oromo

HUBAACHIISA: Beeksisi kun odeeffannoo barbaachisaa waa’ee iyyata keetii yookaan waa’ee tajaajiloota
gabaachuu mala. Beeksisa kana irraa guyyoota barbaachisoo ta’an ilaali. Tajaajila fayyaa kee itti fufsiisuuf
guyyoota murtaa’an irratti tarkaanfiin ati fudhattu yookaan kaffaltiidhaan gargaarsi ati argattu jiraachu mala.
Yoo ati ykn namni ati gargaartu, gaaffii gabaattan, gatii malee gargaarsaa fi oddeeffanno afaan
dandeessaaniin argachuun mirga keessaani. Warra afaan hikkaaniif lakkoofsa kanaan bilbilaa 1-800-991-5840.

Russian

BHUMAHMUE! B faHHOM yBEAOMIEHUM MOXKET COAEPKATLCA BarKHasA MHGOPMaLUMA O Ballel 3asBKe Uan
CTpaxoBKe. B HeM TaK»Ke yKasaHbl KAtoveBble AaTbl. Bam morKeT noTpeboBaTbCA BbINOJHUTL HEKOTOPbIE
OENCTBUA K onpeaesieHHOMY CPOKY A8 COXPAaHEHMA Ballen MeANUMHCKOM CTPAaXOBKU MAN NONYYeHUS
NOMOLLM B OrnJiaTe pacxofoB. Ecin y Bac nan y 4enoseka, KOTOPOMY Bbl MOMOraeTe, BOSHUKHYT BOMpPOCHI,
Bbl MMEETe NPaBo NOJYYUTb MOMOLLb M MHPOPMALMIO HA CBOEM si3blKe BecnanaTHO. YTo6bl NOroBOPUTb €
nepesBoa4YnKom, No3BoHUTe No Homepy 1-800-991-5840.

Vietnamese

CHU Y: Théng bao nay cé thé chira théng tin quan trong vé don dang ky hodc bao hiém cla quy
vi. Tim nhirng ngay chinh trong théng bao nay. Quy vi c6 thé can hanh déng truéc mét sb thei han
dé duy tri bao hiém strc khde cia minh hodc duoc gitp d& cé tinh phi. Néu quy vi hodc ngudi quy
vi dang gilp d&, co thac méc, quy vi cé quyén lay théng tin va dwoc tro giip bang ngdén ngir ctia
minh mién phi. D& néi chuyén vé&i mét thong dich vién, goi sé 1-800-991-5840.
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