- Are there other deductibles
 for specific services?

' Do you need a referral to

Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 07/01/2021 - 06/30/2022

Diocese of Springfield in lllinois: lllinois Lay Employees PPO Plan

Coverage for: Individual + Family | Plan Type: PPO

The Summary of Benefits and Coverage (SBC) document will help you choose a heaith 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.
A This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-800-548-1686 or at
www.bebsil.com. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other

underfined terms, see the Glossary. You can view the Glossary at www.healthcare.gov/sbe-glossary/ or call 1-855-756-4448 to request a copy.

Important Questions | Answers

What is the overall | $400 Individual/$1,200 Family

deductible?

Are there services covered . . A
. Certain preventive i ered
before you meet your Yes Eve Care IS Cov

deductible? before you meet your deductible.

' No.

For In-Network:
What is the out-of-pocket | $1,500 Individual/$4,500 Family
limit for this plan? For Out-of-Network:

$2,500 Individual/$7,500 Family

What is not included in the | Premiums, balance-billing charges and
out-of-pocket limit? health care this plan doesn't cover.

Yes. See www.bcbsil.com or call
1-800-548-1686 for a list of network

| providers.

Will you pay less if you use |
a network provider?

_See_a_m? | No.

| Why This Matters:

' 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.

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/.

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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44 All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

_ _ What You Will Pay
Services You May Need In-Network Provider | Out-of-Network Provider
(You will pay the least) | (You will pay the most)

Common

Medical Event

Primary care visit to treat an injury

Limitations, Exceptions, & Other
Important Information

Virtual Visits: 10% coinsurance /visit;

o illness 10% coinsurance 40% coinsurance deductible applies. See your benefit
L booklet for details.
If you visit a health ' Specialist visi o [P r— i =
| care provider's office | SPecialist visit - 10% coinsurance - 40% coinsurance ' None
" or clinic You may have to pay for services that
Preventive care/screening/ No Charge; deductible does 40% coinsurance aren’t preventive. Ask your provider if
immunization not apply Sl the services needed are preventive.
Then check what your plan will pay for.
| ipo averaitaet  Diagnostic test (x-ray, blood work) | 10% coinsurance | 40% coinsurance Preauthorization may be required; see
; y Imaging (CT/PET scans, MRIs) 10% coinsurance 40% coinsurance your benefit booklet* for details.
Network copay plus any
$10.00 Retail 30 day supply/ | difference between the
' Ifyou need drugs to | Generic drugs $20.00 Mail Order 90 day | reasonable and customary
' treat your illness or supply cost of drug and the amount
' condition paid
| , , ‘ ) | | Network copay plus any
I e lgmtr.mat:’on about $25.00 Retail 30 day supply/ | difference between the
p p q . . .
| Breser I?n “.‘ Preferred brand drugs $50.00 Mail Order 90 day reasonable and customary | 90-day supply is available through a
coverage is available | Py d . .
e presS A supply. cost of drug and the amount | retail pharmacy or the mail order
y d H .
7:00 AM to 7:00 PM e
| Central Time Monday ' ifareca betracnits. Insulin and diabetic supplies must be
| hrough Friday $40.00 Retail 30 day supply | difference between the pp . !
| Non-preferred brand drugs / $80.00 Mail Order 90 day | reasonable and customary | Purchased through the Retail or Mail
' Phone Number: 866- supply. cost of drug and the amount | Order Benefit.
' 261-4290 paid .
. ' e —— T = 1 — — | Specialty Drugs: Coverage based on
| Specialty drugs Covered Not Covered group policy. Prior authorization 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

Common Limitations, Exceptions, & Other

Important Information

Medical Event Services You May Need | In-Network Provider ‘ Out-of-Network Provider

(You will pay the least) (You will pay the most)

HiyoulREveiolitBationt Facility fee (e.g., ambulatory

o ot o . .
e surgery center 4 10% coinsurance | 40% coinsurance | Preauthorization may be rgqunred.
n Physician/surgeon fees 10% coinsurance 40% coinsurance ' None
Emergency room care 10% coinsurance ' 10% coinsurance ' None
If you need | ' Preauthorization may be required for
immediate medical Emergency medical transportation = 10% coinsurance 10% coinsurance non-emergency transportation; see your
attention _ _ : | benefit booklet" for details.
Urgent care 10% coinsurance 40% coinsurance None
If you have a hospital = Facility fee (e.g., hospital room) 10% coinsurance ' 40% coinsurance | Preauthorization required.
stay Physician/surgeon fees 10% coinsurance 40% coinsurance None
i d - Virtual Visits: 10% coinsurance /visit;
you need menta . . . deductible applies. Preauthorization may
. 1 0, 0, ey Do FARSAZL AU S AL
health, behavioral Outpatient services 10% coinsurance | 40% coinsurance ' be required. See your benefit booklet*
health, or substance | ' for details.
L T Inpatient services 10% coinsurance \ 40% coinsurance | Preauthorization required.
D | Cost sharing does not apply for
Office visits 10% coinsurance 40% coinsurance e

' preventive services. Depending on the
- f ! - type of services, coinsurance or

g s o _ ) ' deductible may apply. Maternity care
y preg Chll@blﬂh/dellvew prOfeSSIOI'lal 10% coinsurance | 40% coinsurance may mc]ude tests and. services '
services ' described elsewhere in the SBC (i.e.
| I N | ultrasound).
- Childbirth/delivery facility services  10% 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
Services You May Need In-Network Provider |  Out-of-Network Provider
- (You will pay the least) | (You will pay the most)

Common
Medical Event

Limitations, Exceptions, & Other

Important Information

Limited to 40 visits per benefit period.

Home health care 10% coinsurance 40% coinsurance L )
- — Preauthorization may be required.

Rehabilitation services - 10% coinsurance_ . 40%_§:oinsurance

. Preauthorization may be required.

 Habilitation services - 10% coinsurance ' 40% coinsurance B 5
If you need help Skilled nursing care 10% coinsurance ‘ 40% coinsurance ' Preauthorization may be required.
recovering or have - - : ; — -
other special health Benefits are _I|m|ted to items used to
s serve a (geglcf:al gutrﬁose. EME begeﬁts
. , o i o ot are provided for both purchase an
Durable medical equipment 10% coinsurance 40% coinsurance rental equipment (up to the purchase
price). Preauthorization may be
— e . | o required. S
Hospice services 10% coinsurance 40% coinsurance : Preauthorization may be required. |
i — Children’s eye exam Not Covered Not Covered None
your child needs . . = i ——— 1 i =
dental or eye care . Ch!IdEn s glasses ~ Not Covered | Not Covered ' None .
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.)

e Acupuncture » Long term care » Routine foot care (except person with diagnosis of
¢ Cosmetic surgery e Routine eye care (Adult) diabetes)

| e Hearing aids o Weight loss programs
|rOther Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

o Bariatric surgery o Dental care (Adult, only available for accidental e Non-emergency care when traveling outside the

o Chiropractic care care) u.S.

» Infertility treatment (limited to diagnosis only) » Most coverage provided outside the e Private-duty nursing (with the exception of

United States. See www.bcbsil.com inpatient private duty nursing)

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsil.com.
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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 1-800-548-1686, U.S. Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.gov/ebsalhealthreform, 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.qov 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 1-800-548-1686 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.qov/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 hitp:/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 1-800-548-1686.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-548-1686.
Chinese ({7 30): A RFBEFXHVEER), BIRITXAN S 1-800-548-1686.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-548-1686.

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:

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)

® The plan’s overall deductible $400
W Specialist coinsurance 10%
W Hospital (facility) coinsurance 10%
® 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)
Total Example Cost $12,700
In this example, Peg would pay:
Cost Sharing
Deductibles $400
Copayments $0
Coinsurance $1,100
What isn't covered
Limits or exclusions - 960
The total Peg would pay is $1,560

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)

B The plan’s overall deductible $400
B Specialist coinsurance 10%
W Hospital (facility) coinsurance 10%
® Other coinsurance 10%

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 $400
Copayments $500
Coinsurance %200
What isn't covered
Limits or exclusions ~ $20
The total Joe would pay is $1,120

Mia’s Simple Fracture

(in-network emergency room visit and follow

up care)
W The plan's overall deductible $400
B Specialist coinsurance 10%
W Hospital (facility) coinsurance 10%
B Other coinsurance 10%

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 $400
 Copayments $10

Coinsurance $200

What isn't covered
Limits or exclusions %0
The total Mia would pay is $610
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@ @ BlueCross BlueShield of linois

It you, or someane you are helping, have questions, you have the right to get help and information in your language at o cost.
To speak to an interpreter, cafl the customer service number on the back of your member card. If you are nol a member, or don't have 2 card, call 855-710-6984.

A |t 55 B8 e Ty e S5 S s 5 e o i S 20l 5 050 om il gyl bl B leadd e Upeand (B s i sanlS a8 5l S

Arabic 855-710-6984 (sl Juaitd (il LS Y i€
3 Eiha MRE WBEEGBMHH R, HILHEN, 2AEHAKRUZNSERBNBNE. AH—GERR SYSHELOTARSTENEPMBTERE. DRETRYR, £8E
Chinese & &, 753 E 855-710-6984.
Frangais Sl vous, ou quelqu'un que vous tes en irain d'sider, avez des questions, vous avez le droit d'oblenir de I'side et Iinformation dans votre langue & aucun colt. Pour parter & un interpréle, composez fs méro dy
Franch senvice client indiqué au verso de volre carte de membre. Sivous n'dles pas merbre ou s vous i'avez pas de carte, veuillez composer le 855-710-5984.
Deutsch Falls Sie oder jemand, dem Sie helfen, Fragen haben, haben Sie das Recht, kostentose Hilfe und Informationen in threr Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die
German Kundenservicenummer auf der Riickseite lhrer Mitgliedskarte an. Falls Sie kein Mitglied sind oder keine Mifgliedskarte besitzen, rufen Sie bitte 855-710-6984 an.
EMpviG Ediv eoelc ) kdmalag ou BonBare dyere epwrijacic, £xere Yo Sikalwpa va AdBete BofBeia kar mAnpogople om yAwEsoa oo Xwpic xpéwan, Tia va Mot o tvay Siepunvia, koAfoTe Tov apiud siumpimong
Greek nEAativ nou avaypéestal ovo mow PEpog T kaprag pEhou oog. Eév Bev eiote PEAoc 1y Bev éxere xApra, koAfaTe Tov opiBpd B55-710-6084.
sradl B cilol vl R HEE 531 6 Al Al B ol aia Aol an. goulBan WA ald 53U MR, xRl HeAUEA Sidell wsn WA Wes el oivl? U et 53
Gujarafi ol WY AUCAUE oil Al S, viaal vtusll Wi sif sl dl 855-710-6984 olutz U Slet 63,
& Tf T, A7 378 TR T I E 30, W E, o IO o 31ve - o Weraa 3N ST 9T ) 9 HTOER &1 BRE aieaiees & are et e, o aee wE &
Hindi O e a1 I War Aa WA B A I Fory 7 . 71 H7 arw FE A &, 3 855-710-6984 W T FY|
ltaliano Setu 0 qualcuno che stai aiulando avete domande, hai il disitio di oltenere aiuto e informazioni nella tua fingua gratuilamente. Per parfare con un interprete, puoi chiamare il servizio clienti al numero tiportato sut lato
ltalian posteriore della tua tessera di socio. Se non sei socio o non possiedi una tessera, puoi chiamare it numero 855-710-6984.
gt=0 QHoF G EE A E= AR 20 AU AT FR2 IS EEU HEEASIY AN0Z B8 4 U R2IJ USLILHL 81 IS o0 A=DH MUIA HES
Korean SBSHIAM R, BB 0l OHULAILE FHET SIS A S 8557106984 22 HSIFTAIAN Q.
Diné T4 ni. £ doodago ta"da bikd andnilwo’igii, na”iditkidgo, 15"idd bee nd ahdGii’” 144 niik’e nikd a’doolwol. Ata” halne'{ bich’j” hadeesdzih ninizingo éf kwe'é da’indishgi dka anidaalwoTigii
Navajo bich'j" hodiilnih. bee nééhozinii bine"d¢¢” bikis™. Koji atah naalisoos né hadft'éép6d & doodago bee néshovinigii adingo koji” hodfilnih 855-710-6984.
Poiski Jesl Ty iub osoba, kidrej pomagasz, macie jakiekotwiek pytania, macle prawo do uzyskania bezpiatnej informacji | pomocy we wiasnym jezyku. Aby porozmawiat z tumaczem, zadzwort pod numer podany na
Polish odwrocie karty czionkowskiej. Jezeli nie jestes czionkiem lub nie masz prey sobie karty, zadzwon pod numer 855-710-6984.
Pyooiu | Ecrm ¥ BAC U7 4enoBeKe, KOTOPOMY Bbi NIOMOTAETE, BUSHVRNY BONPOCY!, ¥ BEC €CTb NPABO #a DBCTIRATHYID NUMOULL ¥ MHIIOPMBLWIO, NPSAOCTABAICHHYI0 HA BALEM A3biKe, UTOfb) NOFOBOPUTH C NEPEBORMIOM,
Russian | no3sonwTe B OTREN OBCNYKUBAHIR KNMEHTOB NO Tenedioy, YKaIBHHOMY HA 0GPaTHOM CTOPOHE Baled KAPTOuKY YUACTHKA, ECN Bbi He RBAABTECH YUACTHUKOM WM ¥ BaC HET KApTOMKW, NOIBCHKTE NO
renacony 855-710-6984.

Espafiol Si usted o aiguien a quien usted esté ayudando tiens 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 tarjela de miembro. Si usted no es miembro o no posee una tarjeta, llame al 855.710-6384.
Tagatog Kung ikaw, 0 ang isang taong iyong linutulungan ay may mga tanong, may karapatan kang makakuha ng tulong at impormasyon sa lyong wika nang wslang bayad. Upang makipag-usap sa isang tagasalin-wika,
Tagalog tumawag sa aumero ng serbisyo para sa kustomer sa fikod ng dyong kard g miyembro. Kung ikaw ay hingi isang miyembro, 0 kaya ay walang kard, lumawag sa 855-710-5084.

2 Weansds J!&u-‘uw.ﬁ-ﬂs~c}'éci§¢%cne.=ﬁ--::é=~ﬂciﬁd~a‘=ﬂhﬁuu‘mﬂﬁ‘w-&eju‘z‘ﬁ‘ei'ﬁc.'u?-gﬁ,duwuiss‘M_dJﬁme‘uSwﬁé}cuﬂwﬁ\a*é?‘ﬁ
Urdy 8 S 5 855-T10-6984 ¢ 5 cr i SAS iy S L cum i s b Bl b ply S5JS S
Tiéng Vita Néu quy vi hojic ngudi ma quy vi gitp d& cb b&t i cau hdi nao, quy vi cb quydn duec hb rg va nhin thong tin bing ngdn ngir clla minh mién phi. B4 ndi chuyén vevi thing dich vién, goi sé dich vy khach
Vigtnamese

hang ném & phia sau thé hai vién cia quy vi. Néu quy vi khong phai I4 héi vien hoic khdng cb thé, goi sb B55-710-6984,

bebsil.com




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.

Office of Civil Rights Coordinator Phone: 855-664-7270 (voicemail)

300 E. Randolph St. TTY/TDD: 855-661-6965

35th Floor Fax: 855-661-6960

Chicago, lllinois 60601 Email: CivilRightsCoordinator@hcsc.net

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 TTYTDD: 800-537-7697
Room 509F, HHH Building 1019 Complaint Portal: hitps:/ocrportal.nhs.gov/ocr/portal/lobby.jsf

Washington, DC 20201 Complaint Forms: hitp:/www.hhs.gov/ocr/officeffile/index.html




