WOLFCHASE HONDA-NISSAN
2016-2017 Medical Plan Options

Plan #1 Plan #2 Plan #3
Plan Name PPO 5000,/6000 PPO 3500/5000 PPO 5000/6600
Plan Type PPO PPO PPO
IN-NETWORK BENEFITS:
Provider Network Metwaork 5 MNetwork S MNetwork 5
Provider Directory Website www.bchst.com www bebst.com www.bcbst.com
Methodist, 5t. Francis, Methodist, 5t. Francis, Methodist, 5t. Francis,
Local Hospitals LeBonheur, Regional Medical | LeBonheur, Regional Medical | LeBonheur, Regional Medical
Center St Jude Center, 5t. Jude Center, St. lude
Wellness S0; deductible woived 50; deductible walved S0; deductible waived

Primary Care Office Visit

30%%; deductible walved

3084, deductible walved

30%; deductible woived

Specialist Office Visit

30%; deductible walved

30%; deductible waived

30%; deductible walved

Walk In Clinics

30%%; deductible wolved

30%%; deductible walved

30%; deductible walved

Diagnostic Lab, In Physician Office

30%; deductible walved

30%%; deductible waived

30%; deductible waived

Diagnostic X-ray, In Physician Office

30%; deductible woived

30%; deductible wohed

30%: deductible waived

24 Hour Telehealth (MDLive)

$318 co-pay; deductible wakved

538 co-pay; deductible waived

538 co-pay; deductible wolved

Urgent Care, Physician Charges

30%; deductible woived

30%%; deductible wahved

30%; dedwctible woived

Emergency Room 5250; deductible waked 5250; deductible waived 5250 deductible walved
Prescription Drugs:
Generic S8 co-pay; deductible walved 58 co-pay; deductible wolved 510 co-pay; deductible walved
Preferred Brand 540 co-pay; deductible waived | 540 co-pay; deductible waived | 575 co-pay; deductible wolved
Non-Preferred Brand 560 co-pay; deductible waived | 560 co-pay; deductible waived | 5150 co-pay; deductibie waled
Specialty 5120 ca-pay; deductible waived | 5120 co-pay; deductible waived | 5300 co-pay; deductible waived
Complex Imaging (MRI, CAT Scans, etc.) 30%; after deductible 30%; after deductible 30%: afrer deductible
Surgery 30%; after deductible 30%%; after deductible 30%; after deductible
In / Outpatient Hospital 3050; after deductible 30%%; ofter deductible 30%; after deductible
Deductible $5,000 53,500 §5,000
Deductible, Maximum for Family nl xd %2
BlueCross Colnsurance 70% 70% 70%
Annual Out-of-Pocket Maximum $6.000 ¢5,000 $6,600
{Includes deductible, coinsurance & co-pays)
Out-of-Pocket, Maximum for Family nZ %2 %2

Benefit Year Period

Calendar Year

Calendar Year

Calendar Year

510,000 Deductible; 50%

$7,000 Deductible; 50%

510,000 Deductible; 50%

OUT-OF-NETWORK BENEFITS: colnsurance; 18,000 Out-of- | eoinsurance; 515,000 Out-of- | coinsurance; $19,800 Out-of-
Pocket Pocket Pocket
Weekly Employee Contributions
Single Coverage $32.01 540.30 $24.03
Employee & Spouse Coverage 5124.35 5141.75 £107.57
Employee & Children Coverage $101.68 5116.85 S87.07
Employee & Family Coverage $202.83 $227.99 5178.59

Al Payroll Deductions are before-tax via our
Section 125 Cafeteria Plan

MUST ENROLL NOW OR WAIT UNTIL OPEN ENROLLMENT [MAY 15T) UNLESS QUALIFYING FOR SPECIAL ENROLLMENT

This is a brief overview only. Refer to your BlueCross Evidence of Coverage ar the Summary of Benefits and Comparison for details.




BlueCross BlueShield of TN - Network S
Walk-In Clinics and Urgent Care Clinics

Walk-In Clinics

The Little Clinic (Kroger)
11630 Highway 51 S,
Atoka, TN 38004
\.(901) 837-5020

The Little Clinic (Kroger)
7615 US Highway 70
Memphis, TN 38133

%. (901) 969-1773

The Little Clinic (Kroger)
9025 Highway 64
Arlington, TN 38002

. (901) 387-2998

The Little Clinic (Kroger)
11635 US Highway 70
Arington, TN 38002

. (901) 290-9270

The Little Clinic (Kroger)
1675 N Germantown Pkwy
Cordova, TN 38016

. (901) 969-1405

The Little Clinic (Kroger)
3444 Plaza Ave
Memphis, TN 38111

S (801) 730-4204

TakeCare Clinic (Walgreens)
43 Tabb Dr

Munford, TN 38058

.(855) 925-4733

TakeCare Clinic (Walgreens)
6697 Stage Rd

Memphis, TN 38134

. (B55) 925-4733

TakeCare Clinic (Walgreens)
8048 Macon Rd

Cordova, TN 38018

L. (855) 925-4733

TakeCare Clinic (Walgreens)
1863 Union Ave

Memphis, TN 38104

s (B55)925-4733

TakeCare Clinic (Waigreens)
4680 Poplar Ave

Memphis, TN 38117

. (855) 925-4733

As of 04/7/16; behst.com

TakeCare Clinic (Walgreens)
8001 Winchester Rd,
Memphis, TN 38125

.(855) 925-4733

MinuteClinic (CVS Rx)
6670 Stage Rd
Memphis, TN 38134
.(866) 389-2727

MinuteClinic (CVS Rx)

786 N Germantown Pkwy #
TNOO5

Cordova, TN 38018

. (866) 380-2727

TakeCare Clinic (Waigreens)
6958 Goodman Rd

Olive Branch, MS 38654
\.(855) 925-4733

TakeCare Clinic (Walgreens)
1501 Goodman Rd West
Horn Lake, MS 38637

% (B55) 925-4733

Urgent Care Clinics
Medpost Urgent Care
1520 Bonnie Lane
Cordova, TN 38016
%.(901) 791-9060

Methodist LeBonheur
Urgent Care

8035 Club Pkwy
Cordova, TN 38016
$.(801) 758-6000

LeBonheur Urgent Care
8093 Club Pkwy
Cordova, TN 38016

% (901) 758-6000

LeBonheur Urgent Care
50 N Dunlap Street
Mermphis, TN 38103

%( (901) 287-6756

LeBonheur Urgent Care
848 Adams Avenue
Memphis, TN 38103
((901) 287-5437

LeBonheur Urgent Care
806 Estate Place
Memphis, TN 38120
S4( (901) 287-4000

Methodist LeBonheur
Urgent Care

8071 Winchester Road
Memphis, TN 38125
S.( (901) 759-2030

MedPost Urgent Care
1941 S Germantown Rd,
#103

Germantown, TN 38138
$.(901) 624-6055
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We're Here to Help
NURSELINE PEACE OF MIND

No question is too big or too small -

Call us 24 hours a day, 7 days a week. I S J U ST A
Health questions come up at all times during the day and night. It's not PHON E CA LL

easy to predict when you might get sick or injured, but with Nurseline,

part of your BlueCross BlueShield of Tennessee health plan, nurses are A W A Y

available 24/7/365 at no cost to you.

CALL NURSELINE

1-800-818-8581
(OPTION 1)

1-888-308-7231 (TTY)

Answers to all your medical questions are just a phone call away,
Or if you prefer, connect with Nurseline via live online chat.

Advice When You Need It

Mo matter what the health concemn - a cut finger, child's fever, possible food

poisoning, skin rash and sprained ankle - an experienced, caring nurse will CHAT ONLINE

help you decide what kind of care you need. Q Log in to BlueAccess™
on bebst.comte

Our nurses also provide support and guidance for major S

health care decisions.

If you are thinking about surgery or facing a major health decision, you
don't have to make a decision alone. A nurse can help you make the
best choice for you and your family.
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o BlueHealth
@uf’l‘ennessee SOLUTIONS

$38 MDLive Consultation Felle'

THEDOCTORIS IN SAVING YOU MONEY

ON YOUR PHONE, TABLET

OR COMPUTER You pay less using telehealth than
you would visiting an Urgent Care

MDLIVE, powered by BlueHealth Solutions, connects or Emergency Room.

you with doctors 24 hours a day, 7 days a week. _
® Average Urgent Care visit costs $150
Use telehealth to avoid the hassle of scheduling time

with your doctor or spending hours in an ER or Urgent

Care waiting room. All you need is a telephone,
smartphone, tablet or computer.’ LEARN MORE ABOUT HOW TO

CONNECT TO A DOCTOR 24/7

= Average Emergency Room visit costs $750

When Should | Use Telehealth?

= When it's not an emergency Visit bebst.com/blueaccess

and select the My Health and

= When it's not easy to schedule with your doctor Wellness tab

= When you're traveling
= When you're too busy to go to your doctor’s office @ Or call 888-283-6691



What Common Conditions
Can Telehealth Doctors Treat?

= Allergies
Asthma
Bronchitis
Cold & flu
Ear infections
Fever
Infections

Sinus infections
Respiratory infections
Skin infections

Sore throat

Sports injuries

Urinary Tract infections
And more™

Common Pediatric
Conditions Include:™

Cold & flu
Constipation
Ear infections
Fever

Mausea

Pink eye

Vomiting

How Do | Use Telehealth?
You can connect with a doctor via the phone or the internet.

Registering for MDLIVE is simple. Be sure to have the primary
subscriber’s birthday and Social Security Number handy.

® Visit becbst.com/blueaccess

= Complete and confirm your medical history
-~ (this can be completed before your consultation)
® Request a consultation
= Stand by for your doctor to contact you for
your consultation
" Ser state exclusions apply.
™ Some state Liws require that 2 doctor can only prescribe medication
in cenain situations and can be subject to certain imitations. BlueCross
membsers should have their prescriptions filed at a network pharmacy
In compliance with the BlueCross drug formuliny.
*Children under the age of 2 with a fever will be automatically sent
1o the padiatrican on call
@. ﬁnl‘ Tennessce 1 Cameren Hill Circle | Chartanooga, TH 37402 | bebst.eom
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To age 26
Mot Included
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o hetworkBenefits @000 Out-of-Networ kBenefits [2]

T0%

50% after Deductible

T0% 50% after Deductible

70% after Deductible 50% after Daductible
T0% 50% after Deductible

T0% after Deductible 50% after Deductible
£$120 Copay 50% after Deductible
100% 50% aftar Deductible

100% 50% after Deductible

100% 50% after Deductible

100% 50% after Deductible

100% 50% after Deductible

100% 50% after Deductible

100% 50% after Deductible

70% after Deductible 50% after Deductible

T0% after Deductible
T0%

70% after Deductible

T0% after Deductible

50% after Deductible
50% after Deductible
50% after Deductible
50% after Deductible

T0% after Deductible 50% after Deductible
$250 Copay 5250 Copay
70% after Deductible 70% after Deductible
70% after Deductible 50% after Daductible
T0% after Deductible 50% after Deductible
70% after Deductible 50% after Deductible
Inpstient: Uinfimited days per calender annual benefit period 70% after deductible 50% after Deductible
| Cutpatient: Uiniimited das per calendar annusl benafit period T0% 50% after Daductible
| Therapeutic Services [G] ; ;
Wwﬂ 70% after Deductible 50% after Deductible
Shilled Nursing Fadility & Rehabilitation Fadility Senices
Lirrited 1060 diays cortined g 70% after Deductible 50% after Deductible |
Horme Health Services [3]
Limited io 60 visits per annual benefiit pericd 70% after Deductible 50% after Deductible
“Hospice Services TOG% 5% afier Deductble
Ambulance Sendca 70% after Deductible 70% after Deductible
Phanmacy
Presiption 111 SB/S40/560 Copays 50% after Deductible
| S e 575, $120 Copay Not Covered

Nolips:

1. Limitations and Exdusions. These pages surmmenize the bonefits of your haalth cane plan. Your Budencs of Coverage: (EOC) and riders deefing the full tenms and conditions in grester
detal. Shaud any questions ansa conoaming banafits, the EOC will govemn. For a corplete list of Rmitations and eschusions, plessa nofer o your EOC

2 Out-of-nateork benalit payment based on BueCross BlueShisd of Tennesses medmunm siowebie charpe. Yow am responsibla for pedng any amount eaeading the mesdemam
aflowabia chame.

3 Reguires prior authorization.

4 Cerin Cutpatiert Surgeries andior proceckres iy reguine prior authorization

A If prior suthorization ks nacuined, when using network providens outside Tennessen and all out-al-network providens, benefits will ba recuced 10 4075 If prior authorzadion is not chtaned

and sondons ane rmadically neocssany. Iif services ane not modically naonssany no banefits wil be provided.
B a@um::“mmmm rjesion restments, fracture tredtmionts, apoications of casts and splints, sulunes, and invesve diagnostic sendans (g, colonosnony,

sigmodoscopy
7. CAT scone, PET Scars, MRis, nudear medkdne and offher simiiar tedhrclogies.

B Indudes servoes such o8 dhermotherapy, rdiation therapy, and renal diahysis.
i occupasioral Seranies o lrmied o 20 vists per tharapy type per annunl benalil penod. Cariac and pulmonany refabiditat e herapies ane limited
poricd

uﬂ:tu:rjhrrum recoyTnencied ack it inTrunizations, vision and heering soeenings perfonmed by the physician during e preventhee hesith

Bhuelroys BlusShiokd of Tenrasses. Inc., an indepandent mdhmmmmm
& Registorad Marks of the BiusCross BuunShisld Association, on Association of independant BlusCross BlusShisld Plans



Preventive Health Services
Covered at 100% In-Network

In-network preventive services that are covered with no cost share include:

L]
L]

L

Primary care services with an A or B recommendation by the United States Preventive Services Task Force (USPSTF)
Immunizations recommended by the Advisory Committee on Immunization Practices that have been adopted by the
Centers for Disease Control and Prevention (CDC)

Bright Futures recommendations for infants, children and adolescents that are supported by the Health Resources and
Preventive care and screening for women as provided in the guidelines supported by HRSA

The following preventive care services are covered.
Coverage of some services may depend on age and/or risk exposure.
All Mermbers:

One-a-year preventive health exams. More frequent preventive exams are covered for children upto age 3
All standard immunizations adopted by the CDC
Screening for colorectal cancer (age 50 —75), high cholesteral and lipids, high blood pressure, obesity, diabetes, and

depression

Screening for HIV and certain sexaally transmitted diseases, and counseling for the prevention of sexually transmitted
diseases

Screening and counseling in primary care setting for alcohol misuse and tobacco use; tobacco cessation counseling in
the primary care setting will be limited to eight visits per year

Dietary counseling for adults with hyperlipidemia, hypertension, Type 2 diabetes, obesity, coronary artery disease and
congestive heart failure; limited to six visits per year

Women:

L]

& & & 8 8@

Annwal well-worman visit, including annual sesaally transmitted infection (STT) counseling and annual domestic violence
screening & counseling
Cervical Screening

of pregnant women for anemmia, iron deficiency, bacteriuria, hepatitis B virus, Rh factor incompatibility,

onal diabetes
ﬂmﬁmm@uﬂm&dim&miﬁ{wlaﬁmmﬁﬁtaﬂmﬁh'nﬂpl.rrpinmil.n:ﬁmﬁﬂl
each birth)
Counseling women at high risk of breast cancer for chemoprevertion, including risks and benefits
Memmography screening at age 40 and over, and evaluation for genetic testing for BRCA breast cancer gene
o) L -

testing once ng at age

I-I@su'mngaﬁ-::ﬁdlg

- o and barmier methaods, I fi

Mﬁﬂmhﬁmmmmmﬂm ier sterilization for women
Rx plan: Generic oral & injectable contraceptives, vaginal contraceptive, patch, prescription emergency contraception

Men:

L]
L

Prostate cancer screening at age 50 and older
Abdominal aortic aneurysm screening at age 65 —75 (for men who have ever smoked)

Children:

L B BN

Newbom screening for hearing, phenylketonuria (PKU), thyroid disease, sickde cell anemia, and cystic fibrosis
Development delays and autism screening
Iron deficiency screening
Screening for major depressive disorders
BluaCress BhuaSheold of Tennesses, Inc., an Indepencond Licenseas of tha BiueCross BlueShisld Assocabon
& Registonad Marks of the BlueCimss BiueShiesd Associaton, an Association of Independeni BiueCrods BluaShiald Plans



K2 @t rennessee: Wolfchase Honda-Nissan Medical (OPT#1)
Summary of Benefits & Coverage: What this Plan Covers & What it Costs

Coverage Period: 05/01/2016 - 04/30/2017
Coverage for: Individual or Family | Plan Type: PPO

This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the coverage
document at www.bchst.com or by calling 1-800-565-9140. Coverage documents are not available until after the effective date of your

‘A

coverage, but you may obtain a sample at http://www.bcbst.com/samplepolicy/2016/L.G . This sample may not match your benefits
exactly, so you should review your coverage document once it is available.

Contributions made by you and/or your employer to health savings accounts (HSAs), flexible spending arrangements (FSAs), or health
reimbursement arrangements (HRAs) may help pay your deductible or other out-of-pocket expenses.

Important Questions

What is the overall
deductible?

Answers

In-network: $5,000 person/$10,000
family

Out-of-network: $10,000
person/$20,000 family

Doesn’t apply to preventive care.
Copays do not apply to the deductible.

Are there other
deductibles for specific
_services?

Why this Matters:

You must pay all the costs up to the deductible amount before this plan begins
to pay for covered services you use. Check your policy or plan document to see
when the deductible starts over (usually, but not always, January 1st). See the
chart starting on page 2 for how much you pay for covered services after you
meet the deductible.

No,

You don’t have to meet deductibles for specific services, but see the chart
starting on page 2 for other costs for services this plan covers.

Is there an out—of—

pocket limit on my
expenses?

Yes. In-network: $6,000
person/$12,000 family
Out-of-network: $18,000
person/$36,000 family

The out-of-pocket limit is the most you could pay during a coverage period
(usually one year) for your share of the cost of covered services. This limit helps
you plan for health care expenses.

What is not included in

the out—of—pocket
limit?

Premium, balance-billed charges,
penalties, and health care this plan
doesn't cover.

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

Is there an overall
annual limit on what
the plan pays?

Does this plan use a

| network of providers?

No.

The chart starting on page 2 describes any limits on what the plan will pay for
specific covered services, such as office visits.

Yes, This plan uses Network S. For a
list of in-network providers, sce
www.bcbst.com or call 1-800-565-
0140,

If you use an in-network doctor or other health care provider, this plan will pay
some or all of the costs of covered services. Be aware, your in-network doctor or
hospital may use an out-of-network provider for some services. Plans use the
term in-network, preferred, or participating for providers in their network. See
the chart starting on page 2 for how this plan pays different kinds of providers.

BlueCross BlueShield of Tennessee, Inc., an Independent Licensee of the BlueCross BlueShield Association.
Questions: Call 1-800-565-9140 or visit us at www.bebst.com,

If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary
at www.dol.gov/ebsa/pdf/SBCUniformGlossa ry.pdf or call 1-800-565-9140 to request a copy.

1of 8
(Grp#/Q#BAT/HCR)




Important Questions Answers | Why this Matters:

I referral to | No. You don't need a referral to sec a . . wicios :
M IEEG B TCAELE 10 B39 You can see the specialist you choose without permission from this plan.

| see a specialist? | specialist. _ i o
| Are there services this Yes | Some of the services this plan doesn’t cover are listed on page 5. See your policy

_plan doesn’t cover?

| or plan document for additional information about excluded services.
A e Copayments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.

» Co-insurance is vour share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example,
if the plan’s allowed amount for an overnight hospital stay is $1,000, your co-insurance payment of 20% would be $200. This may
change if you haven’t met your deductible.

¢ The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the
allowed amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay
and the allowed amount is $1,000, vou may have to pay the $500 difference. (This is called balance billing.)

s This plan may encourage you to use in-network providers by charging you lower deductibles, co-payments and co-insurance amounts.

Your cost if you use a

Common

Services You May Need Out-Of-Network . Limitations & Exceptions

Medical Event ; In-Network Provider =1
Provider
| | Primary care visit to treat an I T
injury o Sl 30% co-nsurance 50% co-insurance none
es:

If vou visit a health Specialist visit | 30%co-insurance | 50% co-insurance L
l:al:fe eSidirta | Therapy visits limited to 20 per type per
nfﬁcfﬁh&T Other practitioner office visit | 30% co-insurance 50% co-insurance | year. Cardiac/Pulmonary Rehab visits

| limited to 36 per type per year.

i Preventive care / screening /

RaLAG No Charge | 50% co-insurance none |
I 3;}%30““: tesb{x-ray; blved 30% co-insurance 50% co-insurance none
L YOILRARCACH Imaglng (CT/PET scans, 30% cominsurance SR eh insirants Prior Authorization rEquircd. Your cost |
MRIs) i " u | share may increase to 60% if not obtained. |
If you need drugs to 30-day supply retail; up to 90 day supply |
treat vour illness or ieneric drugs co-pa 50% co-insurance home delivery or Select90 network. Co-
3 1l |{= 1c drug | $8 co-pay 500 i | delivery or Select90 k0
! cundh:iﬂn | ! — | _| pay per 30-day _suplpl},r.
More information | | 30-day supply retail; up to 90 day supply
S | o Al o M ALY 4 L
about prescription | Preferred brand drugs $40 co-pay 50% co-insurance H10He dos s VeLy OF WRISGOU CBWORE: -0

drug coverage is | pay per 30-day supply. When a Brand Drug
| available at | | is chosen and a Generic Drug equivalent is

03/30/2016 05:50 PM 2 of 8




Common
Medical Event

www.bcbst.com.

Services You May Need

| Non-preferred brand drugs

| Self-Administered Specialty
| drugs

Your cost if you use a

In-Network Provider

360 co-pay

pharmacy network

Out-Of-Network
Provider

| 50% co-insurance

Limitations & Exceptions

available, Your cost share will increase by
the difference between the cost of the
| Brand Drug and the Generic Drug.

$120 co-pa;} at spécialt}*

‘ Mot Covered

! Up to a 30 day supply. Must use a
| pharmacy in Specialty pharmacy network.

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

30% co-insurance

‘ 50% co-insurance

| Prior Authorization required for certain
| outpatient procedures. Your cost share

immediate medical
attention

_transportation

30% co-insurance

Urgent care

See Limitations &
Exceptions

See Limitations &
Exceptions

Urgent Care benefits are determined by

place of service, such as physician's office
or ER.

If you have a | may increase to 60% if not obtained. .
outpatient surgery | Prior Authorization required for certain |
Physician/surgeon fees 30% co-insurance 50% co-insurance | outpatient procedures. Your cost share '

. | may increase to 60% if not obtained. .

Emergency room services $250 co-pay/visit | $250 co-pay/visit | none — |

If you need Emergency medical 30% co-insurance | none !
|

If you have a
hospital stay

Facility fee (e.g., hospital
room)

Ph}fsicianfsu-r:genn fee

30% co-insurance

I
| 50% co-insurance

30% co-insurance

50% co-insurance

Prior Authorization required. Your cost

| share may increase to 60% if not obtained.

nonc

If you have mental
health, behavioral

| health, or substance
l abuse needs

|

Mental/Behavioral health
outpatient services

30% co-insurance

Mental/Behavioral health
inpatient services

|
30% co-insurance

Substance use disorder
| outpatient services

Substance use disorder
| inpatient services

| 30% co-insurance
|

30% co-insurance

|
I 50% co-insurance

Prior Authorization required for electro-
convulsive therapy (ECT). Your cost share

| 50% co-Insurance

Prior Authorization required. Your cost

50% co-insurance

50% co-insurance

share may increase to 60% if not obtained.

Prior Authorization required for electro-
convulsive therapy (ECT). Your cost share
_may increase to 60% if not obtained.

share may increase to 60% if not obtained.

Prior Authorization required. Your cost

If you are pregnant

 Prenatal and postnatal care

30% co-insurance

| Delivery and all inpatient
| services

30% co-insurance

50% co-insurance

nonc

50% co-insurance

nonc
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Your cost if you use a

Common

Services You Mav Need -Of-Network @ Limitations & Exceptions
Medical Event CrVIcEs You Rty et In-Network Provider | Out-Of-Network | Limitations & Exceptions
Provider
Home health care 30% co-insurance 50% co-insurance | Limited to 60 visits. =
Rehabilitation services J__?lﬂ“i”u_ggtinﬁugngc___ | 50% co-insurance | Therapy limited to 20 visits per type per
Habilitation services l 30% co-insurance 50% co-insurance YAl flflrdmcfPulmnnary e
. 36 visits per year. " —
If you need help Skilled nursing care 30% co-insurance 50% co-insurance S,k'!l'fd Nursing and Rehahllqatmn Facility
récovering of have |_:I]"I:"IITLd to 6U_da}fsf}fcar coml_:-mgg.
other special health E;‘:rrhgtlm&zahmé ‘mal}r be 1requ1r;:dYF-:]r
needs Durable medical equipment | 30% co-insurance 50% co-insurance s e cqulp;n g
cost share may increase to 60% if not
5= AT . obtained. D,
Prior Authorization required for Inpatient
Hospice service No Charge 50% co-insurance | Hospice. Your cost share may increase to
60% if not obtained.
Eye exam Not Covered NotCovered | — none —
iﬁ:{;“:ﬁt‘;‘:f:g Glasses Not Covered Not Covered | none —
Dental check-up Not Covered Not Covered | none |
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Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy or plan document for other excluded services.)

e Acupuncture ¢ Hearing aids for adults ¢ Routine eye care (Adult)

» Bariatric surgery * [nfertility treatment e Routine eye care (Children)

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

» Dental care (Children)

Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered services and your costs for these
services.)

e Chiropractic care e Hearing aids for children under 18 * Non-emergency care when traveling outside
the U.S.

Your Rights to Continue Coverage:

If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep
health coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the
premium you pay while covered under the plan. Other limitations on your rights to continue coverage may also apply.

For more information on your rights to continue coverage, contact the plan at 1-800-565-9140. You may also contact your state insurance
department, the U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the U.S.
Department of Health and Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov.

Your Grievance and Appeals Rights:
If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For
questions about your rights, this notice, or assistance, you can contact:

e Your Plan at 1-800-565-9140 or www.bcbst.com.

e The Department of Labor’s Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa/healthreform.

¢ Consumer Insurance Services within the Tennessee Department of Commerce and Insurance at 1-800-342-4029 or visit
www.tn.gov/insurance/consumerRes.shtml,

Additionally, a consumer assistance program can help you file your appeal. Contact the Tennessee Department of Commerce and Insurance (TDCI)
at 1-800-342-4029, https://sbs-tn.naic.org/Lion-Web/servlet/org naic.sbs.ext.onlineComplaint.OnlineComplaintCtrl ?spanishVersion=N, or email
them at CIS.Complaints@state.tn.us. You may also write them at 500 James Robertson Pkwy, Davy Crockett Tower, 6th Floor, Nashville, TN
37243,

Does this Coverage Provide Minimum Essential Coverage?
The Affordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.” This plan or policy
does provide minimum essential coverage.
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Does this Coverage Meet the Minimum Value Standard?

The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value).

This health coverage does meet the minimum value standard for the benefits it provides.

Language Access Services:
Spanish (Espaiiol): Para obtener asistencia en Espafiol, llame al 1-800-565-9140.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-565-9140.

Chinese ("P30): I FTF 8 b 3 BEE), WRITXDNSH 1-800-565-9140.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-565-9140.

To see examples of how this plan might cover costs for a sample medical situation, see the next page.—
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Having a bab M [ '
About these Coverage ;?.; -..-n-.;? L.gsm-r;..-_;.y aniﬁ:ﬂg- :{lﬁii.iﬁgems
Exa mp[ES: a well-controlled condition)
These examples show how this plan might B Amount owed to providers: $7,540 B Amount owed to providers: $5,400
cover medical care in given situations, Use B Plan pays $1,760 B Plan pays $3,700
these examples to see, in general, how much B Patient pays $5,780 B Patient pays $1,700
financial protection a sample patient might get
if they are covered under different plans. Sample care costs: Sample care costs: |
Hospital charges (mother) | $2,700 Prescriptions | _S_E_Qi_lﬂ
i = | Routine obstetric care | $2,100 Medical Equipment and Supplies | $1,300
2 This is Hospital charges (baby) L 8900 Office Visits and Procedures | 8700
A not a cost Anesthesia B | $900 Education | 8300
estimator. Laboratory tests . 8500 Laboratory tests _ | 8100
Prescriptions . 8200 f Vaccines, other preventive |__$100
Don’t use these examples to Radiology | 8200 | Total | 85400
estimate your ac'ma] COSts Vaccines, other preventive | 540 Patient pays:
under this plan. The actual Total $7,540 Deductibles T S0
care you receive will be EEEHDICS — t s
different from these Patientpays: : Copays — | $1,400
examples, and the cost of Deductibles | 25,000 Co-insurance $300
that care will also be Copays . 550 Limits or exclusions | 50
different. Co-insurance | $700 | Total  $1,700
See the next page for Limil__‘-; a8 ﬁXCIUEiﬂTL —'%— = —$-3'Q'
important information about Total 193,180
these examples.
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@@nrmﬂm:Wquchase Honda-Nissan Medical (OPT#1)

Coverage Examples

Coverage Period: 05/01/2016 - 04/30/2017

Coverage for: Individual or Family | Plan Type: PPO

Questions and answers about the Coverage Examples:

What are some of the assumptions
behind the Coverage Examples?

e (Costs don't include premiums.

# Sample care costs are based on national
averages supplied by the U.S.
Department of Health and Human
Services, and aren’t specific to a
particular geographic area or health
plan.

# The patient’s condition was not an
excluded or preexisting condition.

e All services and treatments started and
ended in the same coverage period.

e There are no other medical expenses for
any member covered under this plan.

o (Out-of-pocket expenses are based only
on treating the condition in the
example.

e The patient received all care from in-
network providers. If the patient had
received care from out-of-network
providers, costs would have been
higher.

What does a Coverage Example
show?

For each treatment situation, the Coverage
Example helps you see how deductibles,
copavments, and co-insurance can add up.
It also helps you see what expenses might be
left up to you to pay because the service or
treatment isn't covered or payment is
limited.

Does the Coverage Example predict
my own care needs?

X No. Treatments shown are just
examples. The care you would receive for
this condition could be different based on
your doctor’s advice, your age, how
serious your condition is, and many other
factors.

Does the Coverage Example predict
my future expenses?

x No. Coverage Examples are not cost
estimators. You can’t use the examples to
estimate costs for an actual condition.
They are for comparative purposes only.
Your own costs will be different
depending on the care you receive, the
prices your providers charge, and the
reimbursement your health plan allows.

Questions: Call 1-800-565-9140 or visit us at www.bchst.com.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary Bof8
at www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf or call 1-800-565-9140 to request a copy.

Can I use Coverage Examples to
compare plans?

‘/m When you look at the Summary of
Benefits and Coverage for other plans,
you'll find the same Coverage Examples.
When you compare plans, check the
“Patient Pays™ box in each example. The
smaller that number, the more coverage
the plan provides.

Are there other costs 1 should
consider when comparing plans?

‘/l’_g_s_ An important cost is the premium
you pay. Generally, the lower your
premium, the more you'll pay in out-of-
pocket costs, such as copayments,
deductibles, and co-insurance. You
should also consider contributions to
accounts such as health savings accounts
(HSAs), flexible spending arrangements
(FSAs) or health reimbursement accounts
(HRAs) that help you pay out-of-pocket
expenses.



BlueCross BlueShield
ol Tennessee
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allowiiie chame.
A Requines prior authorizaton,
4. Certan Quipstiant Surpenes andior procedunes. mery recuire prior auihonzation,

B Surgeries indude incisons, excisions, bopsies,
SgrTECORCOEy ard aroecpy ). )

7. CAT scare, PET Scars, MREs, nudiear medicing and ather simiiar technologies.

B, Inchucies sendoss such as chemotherepy, radiation therspy, and renal dahyss.

o 3 visits per therapy type per anrus benefit period.
10 Copay, il appicatie, werved i acimitied Lo hospital.

12 Rader b waaw ot com for Spedialty Prarmacy Dnug List

wmm 0% 50% after Deductible
st Offica \Visits T0% 50% after Deductibla
Cffice i T0% after Deductible 50% after Deductible
Fevtine APy, & 0% 50% after Deductible
Advanced j m:&ﬁn 70% after Deductible 50% after Deductible
Provider-Administened Speciaty Orucs [12] $120 Copay 50% after Deductible
Prevertive Health Cane Senices
Wl wmmﬂ 100% 50% after Deductible
Arrusl e Soreening A0 :%% %2 m %uﬂﬁ:{e
= uctible
Mﬂm - 100% 50% after Deductible
Anrual Prostate Cancer Soreening - age S+ 100% 50% after Deductible
Imrrurizaiions (lo.age 6) 100% 50% after Deductible
Wil MME?E 6 and upj [14] 100% 50% after Deductible
Senvices Received at a Facility (includes professional and facility charges)
WM[% 70% after Daductible 50% after Deductible
ﬂmtﬂlmygd =] 700% after Deductible 50% after Deductible
Foutine . T0% 50% after Deductible
Advarced Fadc A= T0% after Deductible 50% after Deductible
Prowider Dnxs[12] 70% after Deductible 50% after Deductible
mmm T0% after Deductible 50% after Deductible
Emerency Care jeal Imaging [7] 70% after ﬂadu{tlhla 70% after Deductible
Medical
Durstie ! Equiprment 70% after Deductible 50% afier Deductible
Prosthetics 70% after Deductible 50% after Deductible
Crihatic 70% after Deductible 5% after Deductible
Beharvioral
Irpetient: Unfiited deys per calender annusl benefit T0% after deductible 50% after Deductible
| Cuipatient: Uinimitied days per calendar arnual taﬁ:;od 0% 50% after Deductible
Therapeuthc Sanvices [9]
Mmﬁzmmm 70% after Deductible 50% after Daductibla
Sidlled Facdility & Rehabiltation Services (35
Lirrited 1o 60 corrhined 70% after Deductible 50% after Deductible
Hormo Health Services [3]
Lirmiterd o 60 visits per annual benefit pericdd 70% after Deductible 50% after Deductible
E 100° 50% after Deductible
Armbudance Serdos 70% after Deductible 70% after Deductible
Pharmecy
: 1101 S8/540/560 Copays 50% after Deductible
m&% $120 Copay Not Covered
Motes:

1, Limitstons and Exchusions. These poces surmmontaes the benefits of your health care plan. Your Esidencs of Coverage (EOC) and riders define the full temms and conditions in grester
detal. Should any questions arss conoming benefits, the EOC will goven. For a conplate B= of Timitations and esdusions; plasee refer o your EOC
Z WWWMmMWdTmmmmm“mthmmmm

5 W prior authorizaion bs requind, when using netwerk providers outssde Tennessee and oll oul-of-netwerk providens, benefits will be recuced o 409 if prior authorizsion s net dbtsined
and sendces are medicaly necessary, M sendces ang nol medicaly necessany no boredits will be provided,
InpencEion trestments, fracture restments, spplications of cests and gpfings, sulures, and invasive dagnosiic sendoes (a0, colonosoopy,

8 Physical, speech, menipulative, and ooupatonal tharanies ane mited o 20 visits: per therpy fype per annusl benefil peciod. Cardiac and pulmonany nitatlitate thorepies ano mited

13 Copeny per prascription, up o X0 dey suply.
14 Services induder anmusl physical, childhood immmunizations, reconmenceed ad it immunizagons, vision and heaning Screenings pesiormmed by the physicion during e preventhag health
T
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Preventive Health Services
Covered at 100% In-Network

Innetwork preventive services that are covered with no cost share include:

-
L]

Primary care services with an A or B recommendation by the United States Preventive Services Task Force (USPSTF)
Immunizations recommended by the Advisory Committes on Immunization Practices that have been adopted by the
Centers for Disease Control and Prevention (CDC)

Bright Futures recommendations for infants, children and adolescents that are supported by the Health Resources and
Services Administration (HRSA)

Preventive care and screening for women as provided in the guidelines supported by HRSA

The following preventive care services are covered.
Coverage of some services may depend on age and/or risk exposure.
All Members:

One-a-year preventive health exams. More frequent preventive exams ane covered for childrenup toage 3
All standard immunizations adopted by the CDC
Screening for colorectal cancer (age 50—75), high cholesteral and lipids, high blood pressure, cbesity, diabetes, and

depression

Screening for HIV and certain sexamlly transmitted diseases, and counseling for the prevention of sexually trarsmitted
diseases

Screening and counsaling in primary care setting for alcohol misuse and tobacco use; tobaceo cessation counseling in
the primary care setting will be limited to eight visits per year

Dietary counseling for adults with hyperfipidemia, hypertension, Type 2 diabetes, cbesity, coronary artery disease and
congestive heart failure; limited to six visits per year

Women:

-

LI B B B

Annual well-woman visit, including annual sexually transmitted infection (ST1) counseling and annual domestic vidlence
screening & counseling
Cervical Cancer Screening
an:im pregnant women for anemia, iron deficiency, bacteriuria, hepatitis B virus, Rh factor incompatibility,
Breastfeeding support/counseling & supplies (one lactation consultant visit and manual breast purmp in conjunction with
each birth)
Counseling women at high risk of breast cancer for chemoprevention, including risks and benefits
I'Lh'rlmgrghysumi o %ﬁaﬂm ﬂmmhmmﬁfmmhﬁvﬂmm
wmw@ hagmrgatmem

once every
Mﬁwﬂmaﬁﬁﬁdim
FDA-approved contraceptive methods and counseling
Mecdiical plan: Injectable or implantable hormonal contraceptives and barrier methods, sterilization for women
Rx plan: Generic oral & injectable contraceptives, vaginal contraceptive, patch, prescription emengency contraception

Men:

Prostate cancer screening at age 50 and older
Abdarrinal aortic aneurysm screening at age 65 —75 (for men who have ever smoked)

Children:

Newbom screening for hearing, phemylketonuria (PHL), thyroid disease, sicde cell anemia, and cystic fibrosis

BluaCross BluaShiskd of Tennaases, Inc., 8 iIndapantdsn! Licansea of tha BlueCross BiueShield Associaton
& Registered hatcs of the BiusCress BiuaShickd Associalion, an Aasociation of indepandent BlueCmss BlueShiald Plans



‘E@urnnnm:wmfchase Honda-Nissan Medical (OPT#2)
Summary of Benefits & Coverage: What this Plan Covers & What it Costs

Coverage Period: 05/01/2016 - 04/30/2017
Coverage for: Individual or Family | Plan Type: PPO

This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the coverage
document at www.bhchst.com or by calling 1-800-565-9140. Coverage documents are not available until after the effective date of your
coverage, but you may obtain a sample at http://www.bebst.com/samplepolicy/2016/LG . This sample may not match your benefits
exactly, so you should review your coverage document once it is available.

Contributions made by you and/or your employer to health savings accounts (HSAs), flexible spending arrangements (FSAs), or health

o

reimbursement arrangements (HRAs) may help pay your deductible or other out-of-pocket expenses.

Answers

| In-network: $3,500 person/$7,000
family
Out-of-network: $7,000

Important Questions

What is the overall

Why this Matters:

You must pay all the costs up to the deductible amount before this plan begins

to pay for covered services you use. Check your policy or plan document to see
when the deductible starts over (usually, but not always, January 1st). See the
chart starting on page 2 for how much you pay for covered services after you |

starting on page 2 for other costs for services this plan covers.

You don't have to meet deductibles for specific services, but see the chart

| deductible? person/$14.000 family
Doesn’t apply to preventive carc. :
| | Copays do not apply to the deductible. mees the. dedarlible
Are there other |
deductibles for specific | No.
| services? '

Yes. In-network: $5,000
person/$10,000 family

Out-of-network: $15,000
person/$30,000 family

Is there an out—of-

pocket limit on my
expenses?

The out-of-pocket limit is the most you could pay during a coverage period
(usually one year) for your share of the cost of covered services. This limit helps
vou plan for health care ¢xpenses.

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

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

Is there an overall
annual limit on what
the plan pays?

No.

Yes. This plan uses Network S. For a
list of in-network providers, scc
www.bcbst.com or call 1-800-565-
0140,

Does this plan use a
network of providers?

The chart starting on page 2 describes any limits on what the plan will pay for
specific covered services, such as office visits,

If you use an in-network doctor or other health care provider, this plan will pay
some or all of the costs of covered services. Be aware, your in-network doctor or
hospital may use an out-of-network provider for some services. Plans use the
term in-network, preferred, or participating for providers in their network. See

| the chart starting on page 2 for how this plan pays different kinds of providers.

BlueCross BlueShield of Tennessee, Inc., an Independent Licensee of the BlueCross BlueShield Association.

Questions: Call 1-800-565-9140 or visit us at www.bhchst.com.

If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary
at www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf or call 1-800-565-9140 to request a copy.
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Important Questions

Do I need a referral to
see a specialist?

Answers

No. You don't need a referral to see a
specialist.

Are there services this
plan doesn’t cover?

? Yes. |

Why this Matters:

‘ You can sce the specialist you choose without permission from this plan.

Some of the services this plan doesn’t cover are listed on page 5. See vour policy
| or plan document for additional information about excluded services.

Copayments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.
Co-insurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example,

if the plan’s allowed amount for an overnight hospital stay is $1,000, your co-insurance payment of 20% would be $200. This may
change if you haven’t met your deductible.

e The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the
allowed amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay
and the allowed amount is 51,000, you may have to pay the $500 difference. (This is called balanee billing.)

e This plan may encourage you to use in-network providers by charging you lower deductibles, co-payments and co-insurance amounts.

Common
Medical Event

If you visit a health

care provider’s
office or clinic

_injury or illness
‘Specialist visit

Your cost if you use a
Out-Of-Network

Services You May Need

In-Network Provider

Primary care visit to treat an 2 :
30% co-insurance

Provider

50% co-insurance

| 30% co-insurance

Other practitioner office visit | 30% co-insurance

Preventive care / screening /

: e | No Charge
immunization |

50% co-insurance

50% co-insurance

|
| 50% co-insurance |

Limitations & Exceptions

none

none

| Therapy visits limited to 20 per type per
| year. Cardiac/Pulmonary Rehab visits

| limited to 36 per type per year.

none

If you have a test

Diagnostic test (x-ray, blood ;
8 ( Y 30% co-insurance

50% co-insurance

50% co-insurance

nong

Prior Authorization réquir-:d. Your cost
share may increase to 60% if not obtained.

If you need drugs to
treat your illness or
condition

More information
about prescription

drug coverage is
available at

50% co-insurance

work) ) S | mininipivsingnssinan
Imaging (CT/PET scans, [t

MRIS) | 30% co-insurance
Generic drugs $8 co-pay
Preferred brand drugs $40 co-pay

50% co-insurance

30-day supply retail; up to 90 day supply
home delivery or Select90 network. Co-
pay per 30-day supply.
30-day supply retail; up to 90 day supply
home delivery or Select90 network, Co-

pay per 30-day supply. When a Brand Drug
is chosen and a Generic Drug cquivalent is |
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Common
Medical Event

www.behst.com.,

Services You May Need

Non-preferred brand drugs

' Self-Administered Specialty | $120 co-pay at specialty

| drugs

Your cost if you use a

In-Network Provider

560 co-pay

Out-Of-Network
Provider

50% co-insurance

pharmacy network

Not Covered

| Limitations & Exceptions

available, Your cost share will increase by
the difference between the cost of the
 Brand Drug and the Generic Drug.

Up to a 30 day supply. Must use a
pharmacy in Specialty pharmacy network.

If vou have
outpatient surgery

Facility fee (e.g., ambulatory

surgery center)

30% co-insurance

50% co-insurance

Physician/surgeon fees

30% co-insurance
|

50% co-insurance

Prior Authorization required for certain
outpatient procedures. Your cost share
~may increase to 60% if not obtained.

Prior Authorization required for certain
outpatient procedures. Your cost share

| may increase o 60% if not obtained.

If you need
immediate medical
aftention

. Emergency room services

8250 co-pay/visit

Emergency medical
transportation

Urgent care

30% co-insurance

See Limitations &
Exceptions

$250 co-pay/visit

30% co-insurance

See Limitations &
Exceptions

l nOne
T

Urgent Care benefits are determined by
place of service, such as physician's office
| or ER.

po———

If you have a
hospital stay

Facility fee (e.g.. hospital
room)
Physician/surgeon fee

30% co-insurance |
|
30% co-insurance !

50% co-insurance

50% co-insurance

Prior Authorization required. Your cost
| share may increase to 60% if not obtained.
none

If you have mental
health, behavioral
health, or substance
abuse needs

Mental/Behavioral health
outpatient services

Mental/Behavioral health
inpatient services

Subsiance use disorder
outpatient services

Substance use disorder
inpatient services

30% co-insurance |

30% co-insurance

30% co-insurance

30% co-insurance

50% co-insurance

50% co-insurance

50% co-insurance

50% co-insurance

| Prior Authorization required for electro-
| convulsive therapy (ECT). Your cost share
| may increase to 60% if not obtained.

Prior Authorization required. Your cost

| Prior Authorization required for electro-
convulsive therapy (ECT). Your cost share

| may increase to 60% if not obtained.

| Prior Authorization required. Your cost

| share may increase to 60% if not obtained.

| share may increase to 60% if not obtained. |

If you are pregnant

Delivery and all inpatient
SErvices

Prenatal and postnatal care

30% co-insurance

30% co-insurance |

| 50% co-insurance

| ——none———

50% co-insurance

none
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Common
Medical Event

Services You May Need

Home health care

Your cost if you use a

In-Network Provider

30% co-insurance

Out-Of-Network
Provider

50% co-insurance

Limitations & Exceptions

Limited to 60 visits.

| Rehabilitation services

30% co-insurance

50% co-insurance

| Therapy limited to 20 visits per typ_{: per

Habilitation services

30% co-insurance

50% co-insurance

year. Cardiac/Pulmonary Rehab limited to

If you need help Skilled nursing care 30% co-insurance 50% co-insurance limited-to 60 dave! bi
recovering or have | limited to 60 days/year com mc::l. "~ |
other special health Pnnr_ﬁ;thn;nlzaum:i maly be required for
needs Durable medical equipment | 30% co-insurance 50% co-inisurance’ || Cone  GUNASE IICCHCAL CQUIDMICHE 4 Out
cost share may increase to 60% if not
Sl L obtained. : Y
Prior Authorization required for Inpatient
Hospice service No Charge 50% co-insurance | Hospice. Your cost share may increase to
60% if not obtained.
E : Not L —= e —.
I your child needs  Eye exam ot Covered | No Iggxgr_e_d e B none —
Glasses Not Covered Not Covered none—————
dental or eye care
Dental check-up Not Covered Not Covered none
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Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy or plan document for other excluded services.)

¢ Acupuncture ¢ Hearing aids for adults e Routine eye care (Adult)

¢ Bariatric surgery s Infertility treatment e Routine eye care (Children)

e Cosmetic surgery e Long-term care * Routine foot care for non-diabetics
e Dental care (Adult) e Private-duty nursing *  Weight loss programs

e Dental care (Children)

Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered services and your costs for these
services.)

e Chiropractic care # Hearing aids for children under 18 e Non-emergency care when traveling outside
the U.S.

Your Rights to Continue Coverage:

If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep
health coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the
premium you pay while covered under the plan. Other limitations on your rights to continue coverage may also apply.

For more information on your rights to continue coverage, contact the plan at 1-800-565-9140. You may also contact your state insurance
department, the U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the .S,
Department of Health and Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov.

Your Grievance and Appeals Rights:
If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For
questions about your rights, this notice, or assistance, you can contact:

Your Plan at 1-800-565-9140 or www.bcbst.com.

The Department of Labor’s Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa/healthreform.
¢ Consumer Insurance Services within the Tennessee Department of Commerce and Insurance at 1-800-342-4029 or visit

www.tn.gov/insurance/consumerRes.shtml.

Additionally, a consumer assistance program can help you file your appeal. Contact the Tennessee Department of Commerce and Insurance (TDCI)
at 1-800-342-4029, https://sbs-tn.naic.org/Lion-Web/servlet/org.naic.sbs.ext.onlineComplaint. OnlineComplaintCtrl?spanishVersion=N, or email
them at CIS.Complaints@state.in.us. You may also write them at 500 James Robertson Pkwy, Davy Crockett Tower, 6th Floor, Nashville, TN
37243.

Does this Coverage Provide Minimum Essential Coverage?
The Affordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.” This plan or policy
does provide minimum essential coverage.
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Does this Coverage Meet the Minimum Value Standard?

The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value).

This health coverage does meet the minimum value standard for the benefits it provides.

Language Access Services:
Spanish (Espaiiol): Para obtener asistencia cn Espaiiol, llame al 1-800-565-9140.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-565-2140.

Chinese (FP30): NRAFE P ILAOFRD), FRITIXNEE 1-800-565-9140.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-565-9140.

To see examples of how this plan might cover costs for a sample medical situation, see the next page.
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Having a baby Managing type 2 diabetes

Ahﬂut these Cﬂverage |'I'|l!'."5'l'i:.'llI 1'..1L'||". ery) \routine |'-I'I1:i.iI'.-El..']'I:'!['IL'L' '::lll
Examples: a well-conrrolled condition)
These examples show how this plan might B Amount owed to providers: $7,540 B Amount owed to providers: $5,400
cover medical care in given situations. Use B Plan pays $2,860 M Plan pays $3,700
these examples to see, in general, how much B Patient pays $4,680 B Patient pays $1,700
financial protection a sample patient might get
if they are covered under different plans. Sample care costs: | Sample care costs:
Hospital charges (mother) | $2,700 | Prescriptions B | $2,900
Routine obstetric care | $2,100 Medical Equipment and_Supplics | $1.300
, This is Hospital charges (baby) | $900 | Office Visits and Procedures | $700
il not a cost Anesthesia ] | $900 | Education ] ‘ $300
= estimator. Laboratory tests | 8500 | Laboratory tests | si00
Prescriptions 3 L 8200 Vaccines, other preventive | $100
Don’t use these examples to | Radiology | 8200 | Total S —| 55,4_!]_[!_
L e ey | Dt pars —
care you receive will be : =1 - B _Hejinchibles — .
different from these Patient pays: . | Copays = == _$1.400
examples, and the cost of Deductibles | $3,500 | Co-insurance 3 | 8300
that care will also be Copays | $50 | Limits or exclusions $0
different. Co-insurance | $1,100 | Total - | s1,700
See the next page for 'Limits or exclusions _] 830 S e
important information about 0N ey sl
these examples.
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@@ar'rhnnm:wm&hase Honda-Nissan Medical (OPT#2)

Coverage Examples

Coverage Period: 05/01/2016 - 04/30/2017

Coverage for: Individual or Family | Plan Type: PPO

Questions and answers about the Coverage Examples:

What are some of the assumptions
behind the Coverage Examples?

¢ Costs don’t include premiums.

e Sample care costs are based on national
averages supplied by the U.5.
Department of Health and Human
Services, and aren't specific toa
particular geographic area or health
plan.

e The patient’s condition was not an
excluded or preexisting condition.

¢ All services and treatments started and
ended in the same coverage period.

¢ There are no other medical expenses for
any member covered under this plan.

e Out-of-pocket expenses are based only
on treating the condition in the
example.

# The patient received all care from in-
network providers. 1f the patient had
received care from out-of-network
providers, costs would have been
higher.

What does a Coverage Example
show?

For each treatment situation, the Coverage
Example helps you see how deductibles,
copayments, and co-insurance can add up.
It also helps you see what expenses might be
left up to you to pay because the service or
treatment isn’t covered or payment is
limited.

Does the Coverage Example predict
my own care needs?

X No. Treatments shown are just
e¢xamples. The care you would receive for
this condition could be different based on
your doctor's advice, your age, how
serious your condition is, and many other
factors.

Does the Coverage Example predict
my future expenses?

x No. Coverage Examples are not cost
estimators. You can’t use the examples to
estimate costs for an actual condition.
They are for comparative purposes only.
Your own costs will be different
depending on the care you receive, the
prices your providers charge, and the
reimbursement your health plan allows.

Questions: Call 1-800-565-9140 or visit us at www.bchst.com.
If you aren’t clear about any of the underlined terms used in this form, sec the Glossary. You can view the Glossary Bof8
at www.dol.gov/ebsa/pdl/SBCUniformGlossary.pdf or call 1-800-565-9140 to request a copy.

* >

Can I use Coverage Examples to
compare plans?

’/_m When you look at the Summary of
Benefits and Coverage for other plans,
you'll find the same Coverage Examples.
When you compare plans, check the
“Patient Pays™ box in each example. The
smaller that number, the more coverage
the plan provides.

Are there other costs 1 should
consider when comparing plans?

‘/YEE. An important cost is the premium

you pay. Generally, the lower your
premium, the more you’ll pay in out-of-
pocket costs, such as copayments,
deductibles, and co-insurance. You
should also consider contributions to
accounts such as health savings accounts
(HSAs), flexible spending arrangements
(FSAs) or health reimbursement accounts
(HRAs) that help you pay out-of-pocket
eXpenses.
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Preventive Health Services
Covered at 100% In-Network

In-network preventive services that are covered with no cost share include:

.

» Primary care services with an A or B recommendation by the United States Preventive Services Task Force (USPSTF)
Immunizations recommended by the Advisory Committee on Immunization Practices that have been adopted by the
Centers for Disease Control and Prevention (CDC)

Bright Futures recommendations for infants, children and adolescents that are supported by the Health Resources and
Preventive care and screening for women as provided in the guidelines supported by HRSA

The following preventive care services are covered.
Coverage of some services may depend on age and/or risk exposure.
All Merbers:

L]
L]
L]
L]

One-a-year preventive heatth exams. More frequent preventive exams are covered for children upto age 3
Al standard immunizations adopted by the CDC
Screening for colorectal cancer (age 50 —75), high cholesterol and lipids, high blood pressure, obesity, diabetes, and

depression ] i
Screening for HIV and certain sexausally transmitted diseases, and counseling for the prevention of sexually transmitted
diseases

Screening and counsaling in primary care setting fu-aicd-d misuse and tobacco use; tobacco cessation counsaling in
the primary care setting will be limited to eight visits per

Dietary counseling for adults with hyperipidemia, me2mmﬁw coronary artery disease and
congestive heart failure; limited to six visits per year

Women:

Annusal well-worman visit, including annual sexually transmitted infection {STI) counseling and annual domestic vidlence
screening & counsaling
Cervical Screening
Screening of pregnant women for anemia, iron deficiency, bacteriuria, hepatitis B virus, Rh factor incompatibility,
ional diabetes

o ng support/counseling & supplies (one lactation consultant visit and manual breast pump in conjunction with
Counseling women at high risk of breast cancer for chemoprevention, induding risks and benefits
hhmugaqtvmmﬁngaamdumm.mdmﬂmjmfugmeﬁchmﬁrg for BRCA breast cancer gene
Osteoporosis screening (age 60 or older)

HPV testing once every 3 years, beginning at age 30

Mmmmmaﬂmmingw I
FDA-approved contraceptive methods madng
Medical plan: Injectable or implantable hormonal contraceptives and bamrier methods, sterilization for women

Rx plan: Generic oral & injectable contraceptives, vaginal contraceptive, patch, prescription emergency contraception

Men:

L]
L]

Prostate cancer screening at age 50 and older
Abdominal aortic aneurysm screening at age 65 —75 (for men who have ever smoked)

Children:

BiyaCross BluaShisld al Tanmatsss, inc. . an Indspandan! Lisarsas of tha BlueCross BlueSheld Associalion
& Regutared Marks of the BlusCross BluaShisld Associilion, an Axacciation of Independant BiueCross BluaShickd Plans
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@@nrmnm:wmfchasc Honda-Nissan Medical (OPT#3) Coverage Period: 05/01/2016 - 04/30/2017
Summary of Benefits & Coverage: What this Plan Covers & What it Costs Coverage for: Individual or Family | Plan Type: PPO

This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the coverage
document at www.bchst.com or by calling 1-800-565-9140. Coverage documents are not available until after the effective date of your
coverage, but you may obtain a sample at http://www.bebst.com/samplepolicy/2016/L.G . This sample may not match your benefits
A exactly. so you should review your coverage document once it is available.
Contributions made by you and/or your employer to health savings accounts (HSAs). flexible spending arrangements (FSAs), or health
reimbursement arrangements (HRAs) may help pay your deductible or other out-of-pocket expenses.

Important Questions Answers Why this Matters:
:‘;I_:iti;mrk: $5,000 person/$10,000 You must pay all the costs up to the deductible amount before this plan begins
Wit i thisisviaral] Out-of-network: $10.000 to pay for covered services you use. Check your policy or plan document to see

g . when the deductible starts over (usually, but not always, January 1st). See the
deductible? | personi$20,000 tamily chart starting on page 2 for how much you pay for covered services after you

Doesn’t apply to preventive care. cnont the: deditolbiE.

Copays do not apply to the deductible. |

Are there other
deductibles for specific
services? :

| Yes. In-network: Sﬁ,ﬁﬂﬂ Wy : ;
— - =0l- t 51 | g £ L]
Is there an out—of- person/§13,200 family The out-of-pocket limit is the most vou could pay during a coverage period

pocket limit on my Out-of-network: $19.800 (usually one year) for your share of the cost of covered services. This limit helps
expenses? iy you plan for health care expenses.
| person/$39,600 family

What is not included in | Premium, balance-billed charges, _
the out—of-pocket penalties, and health care this plan

N You don't have to meet deductibles for specific services, but see the chart
i starting on page 2 for other costs for services this plan covers.

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

limit? | doesn't cover. _*_“m“' - |
Is there an overall i i o ag o Gares ; 3 ;
i hak oa etk No. The chart starting on page 2 describes any limits on what the plan will pay for

| specific covered services, such as office visits.
_the plan pays?

: I YOU Use an in-network doctor or other health care pi En;vide;. this plan will pay_ I
i . Fora ; 3
O TS T E;Zg::iﬁ;f 2 f::;;c;_i chzﬂ some or all of the costs of covered services. Be aware, your in-network doctor or
| n;?:nr[isnl:';:nvi e vtww e r:-r;::all ) EDE; 5 65 hospital may use an out-of-network provider for some services. Plans use the
|

9140 term in-network, preferred, or participating for providers in their network. See
v the chart starting on page 2 for how this plan pays different kinds of providers. |

BlueCross BlueShield of Tennessee, Inc., an Independent Licensee of the BlueCross BlueShield Association.

Questions: Call 1-800-565-9140 or visit us at www.hchst.com.

If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary 1of8
at www.dol.gov/ebsa/pdl/SBCUniformGlossary.pdf or call 1-800-565-9140 to request a copy. (Grp# /Q#B4Y/HCR)



Important Questions Answers Why this Matters:

Do I need a referral to | No. You don't need a referral to see a 4 ; . ;
You can see the specialist you choose without permission from this plan.

_see a specialist? specialist. o - g
Are there services this | Yes Some of the services this plan doesn’t cover are listed on page 5. See your policy
plan doesn’t cover? | or plan document for additional information about excluded services.

-

A e Copayments arc fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.

o Co-insurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example,
if the plan’s allowed amount for an overnight hospital stay is $1,000, your co-insurance payment of 20% would be $200. This may
change if you haven’t met your deductible.

e The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the
allowed amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay
and the allowed amount is $1,000, vou may have to pay the $500 difference. (This is called balance billing.)

o This plan may encourage you to use in-network providers by charging vou lower deductibles, co-pavments and co-insurance amounts,

Your cost if you use a

Common |
: ; Services You May Need -Of-Network | Limitations & Exceptions
Medical Event ' In-Network Provider “lulfrivir::::urk :

| | Primary care visit to treat an |

e : | 30% co-insurance 50% co-insurance none
| injury or illness | e i
e | Specialist visit 30% co-insurance | 50% co-insurance | none i
If you visit a health —— rerires —— — B e |

S hfhcmpv visits limited to 20 per type per
care provider’s 2 : : . (i " L
offic :m | Other practitioner office visit | 30% co-insurance | 50% co-insurance | year. Cardiac/Pulmonary Rehab visits
| | | . — | limited to 36 per type per year.
| Preventive care / screening / -

s S No Charge 50% co-insurance | NOLE
immunization I
| ﬂfri?mm e e 30% co-insurance 50% co-insurance none
If you have a test - = = = T — — ,
. Imaging (CT/PET scans, : : Prior Authorization required. Your cost
D% co-insurs Yo co- : : 7

MRIs) Al A BlIanCE I Lo-instince share may increase to 60% if not obtained.
If you need drugs to | 30~day supply retail; up to 90 day supply
treat your illness or | Generic drugs $10 co-pay 50% co-insurance | home delivery or Select90 network. Co-
condition =L pay per 30-day supply. —
More information | | 30-day supply retail; up to 90 day supply
about Erescngt?un Preferred brand drugs | $75 co-pay O —— home delivery or Select90 network, Co-
drug coverage is - pay per 30-day supply. When a Brand Drug
available at allm " e _is chosen and a Generic Drug equivalent is
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Common
Medical Event

www.behst.com.

Services You May Need

|
| Non-preferred brand drugs

' Self-Administered Specialty
drugs

Your cost if yvou use a

In-Network Provider

$150 co-pay

pharmacy network

$300 co-pay at specialty

Out-Of-Network

Provider

| 50% co-Insurance

Not Covered

Limitations & Exceptions

available, Your cost share will increase by
the difference between the cost of the

| Brand Drug and the Generic Drug.
Up to a 30 day supply. Must use a
pharmacy in Specialty pharmacy network.

IT you have
outpatient surgery

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

30% co-insurance

Physician/surgeon fees

30% co-insurance

50% co-insurance

50% co-Insurance

Prior Authorization required for certain
outpatient procedures. Your cost share
_may increase to 60% if not obtained.
Prior Authorization required for certain
outpatient procedures. Your cost share
may increase to 60% if not obtained.

If you need
immediate medical
attention

_ _Er_r}t_?_r_g_c_l_u_cy_rmm services

| $250 co-pay/visit

Emergency medical
_transportation

| 30% co-insurance

Urgent care

See Limitations &
| Exceptions

| $250 co-pay/visit

30% co-insurance

Hone

| none

| See Limitations &

Exceptions

| Urgent Care benefits are determined by
‘ place of service, such as physician's office
or ER.

If you have a
hospital stay

Facility fee (e.g., hospital
room)

| 5
30% co-insurance

Physician/surgeon fee

30% co-insurance

| 50% co-insurance

Prior Authorization required. Your cost

nong

share may increase to 60% if not obtained. |

50% co-insurance

If you have mental
health. behavioral
health, or substance
abuse needs

Mental/Behavioral health
outpatient services

Mental/Behavioral health
| inpatient services

30% co-insurance

50% co-insurance

| 30% co-insurance

|
| Substance use disorder
| outpatient services

Substance use disorder
| inpatient services

| 30% co-insurance

30% co-insurance

50% co-insurance

50% co-mmsurance

50% co-insurance

Prior Authorization required for electro-
convulsive therapy (ECT). Your cost share
may increase to 60% if not obtained.

Prior Authorization required. Your cost
share may increase to 60% if not obtained.
Prior Authorization required for electro-
convulsive therapy (ECT). Your cost share
Prior Authorization required. Your cost
share may increase to 60% if not obtained.

|
 If you are pregnant

| Prenatal and postnatal care
Delivery and all inpatient
| services

| 30% co-insurance

50% co-insurance

none

30% co-insurance

50% co-insurance

O
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Your cost if you use a

Common

; - Services You May Need
Medical Event :

Out-Of-Network | Limitations & Exceptions

Provider

In-MNetwork Provider

Home health care 30% co-insurance 50% co-insurance _Limite{i t0 60 visits.
Rehabilitation services 30% co-insurance '50% co-insurance | Therapy limited to 20 visits per type per
Habilitation services 30% co-insurance 50% co-insurance | o F‘rardmc’ Pulmonary Rehab limited to
L= ML | 36 visits per year.
If you need help Skilled nursing care 30% co-insurance 50% co-insurance ?kl!lcg Nu;;:rég fmfd Rc}'{ahlln_atmn Faciiey
recoveringorhave - \ imited to 60 days/year. mmhmcn_i.
other special health Pnnrtﬂgmu;l]zatmré maIy be required for
needs Durable medical equipment | 30% co-insurance 50% co-insurance | Scrin durable medica SUIEROR Tou
cost share may increase to 60% if not
_— = { | obtained. g A
Prior Authorization required for Inpatient
Hospice service No Charge 50% co-insurance | Hospice. Your cost share may increase to |
60% if not obtained. .
E Not 1 i one—
If your child needs ?:-ircfnfam T Nu g_ﬂir‘?“’.j _%QI_EE’E’FI%S [ — |
dental or eye care Lrlasses o | Not Covere ol Lovere . —none B
Dental check-up Not Covered Not Covered | none

03/30/2016 05:53 PM
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Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy or plan document for other excluded services.)

e Acupuncture e Hearing aids for adults ¢ Routine eye care (Adult)

Bariatric surgery e [Infertility treatment ¢ Routine eye care (Children)
e (Cosmetic surgery e Long-term care e Routine foot care for non-diabetics
o Dental care (Adult) ¢ Private-duty nursing e Weight loss programs

e Dental care (Children)

Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered services and your costs for these
services.)

e Chiropractic care # Hearing aids for children under 18 e Non-emergency care when traveling outside
the U.S.

Your Rights to Continue Coverage:

If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep
health coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the
premium you pay while covered under the plan. Other limitations on your rights to continue coverage may also apply.

For more information on your rights to continue coverage, contact the plan at 1-800-565-9140. You may also contact your state insurance
department, the U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the U.S.
Department of Health and Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov.

Your Grievance and Appeals Rights:
If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For
questions about your rights, this notice, or assistance, you can contact:

¢ Your Plan at 1-800-565-9140 or www.bchst.com.

o The Department of Labor's Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa/healthreform.

» Consumer Insurance Services within the Tennessee Department of Commerce and Insurance at 1-800-342-4029 or visit
www.in.gov/insurance/consumerRes.shiml,

Additionally, a consumer assistance program can help you file your appeal. Contact the Tennessee Department of Commerce and Insurance (TDCI)
at 1-800-342-4029, https://sbs-tn.naic.org/Lion-Web/servlet/'org.naic.sbs.ext.onlineComplaint. OnlineComplaintCtrl ?spanishVersion=N, or email
them at CIS.Complaints@state.tn.us. You may also write them at 500 James Robertson Pkwy, Davy Crockett Tower, 6th Floor, Nashville, TN
37243.

Does this Coverage Provide Minimum Essential Coverage?
The Affordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.” This plan or policy
does provide minimum essential coverage.
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Does this Coverage Meet the Minimum Value Standard?
The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value).
This health coverage does meet the minimum value standard for the benefits it provides.

Language Access Services:

Spanish (Espariol): Para obtener asistencia en Espaiiol, llame al 1-800-565-9140.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-565-9140.
Chinese (" 30): iR P ICATEE), BWRITIEN S 1-800-565-9140.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-565-9140.

To see examples of how this plan might cover cosis for a sample medical situation, see the next page. -
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Having a baby Managing type 2 diabetes

Abﬂllt thESE CU\'ErﬂgE (normal |.1|_'|i\'-'.'1':;:| (routine maintenance of
EXH. mples " a well-controlled condition)
These examples show how this plan might B Amount owed to providers: $7,540 B Amount owed to providers: $5,400
cover medical care in given situations. Use B Plan pays $1,750 B Plan pays $2.800

these examples to see, in general, how much W Patient pays 55,790 B Patient pays 52,600

financial protection a sample patient might get
if they are covered under different plans.

Sample care costs: _ Sample care costs: _
Hospital charges (mother) | $2,700 | Prescriptions | $2,900
| Routine obstetric care | $2,100 | Medical Equipment and Supplies | $1,300
R This is Hospital charges (baby) . $900 | Office Visits and Procedures . $700
A not a cost Anesthesia | 5900 Education o . $300
estimator. ‘Laboratory tests | 8500 Laboratory tests . $100
| Prescriptions | $200 | Vaccines, other preventive | $100
| Don’t use these examples to | Radiology | 3200 Total . §5400
estimate your actual costs _Vaccines, other preventive 30 1 patient pays:
LtndtT this pl:t.n,h I‘]}c actual Total $7.540 Deductibles 1 0
care you receive will be -
| different from these P‘“ﬁe“llﬂa?’m S _C_‘?F'{aﬁ"s | $2,300
examples, and the cost of Deductibles - 85,000 Co-insurance L $300
that care will also be Copays | $60 | Limits or exclusions . $0
different. Co-insurance | S700 Total - 52,600
| : Limits or exclusions | 530
See the next page for Total $5,790

| important information about
these examples.
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W) ot rennessee : Wolfchase Honda-Nissan Medical (OPT#3)

Coverage Examples

Coverage Period: 05/01/2016 - 04/30/2017

Coverage for: Individual or Family | Plan Type: PPO

Questions and answers about the Coverage Examples:

What are some of the assumptions
behind the Coverage Examples?

o Costs don't include premiums.

e Sample care costs are based on national
averages supplied by the U.S,
Department of Health and Human
Services, and aren’t specific to a
particular geographic area or health
plan,

e The patient’s condition was not an
excluded or preexisting condition.

¢ All services and treatments started and
ended in the same coverage period.

¢ There are no other medical expenses for
any member covered under this plan.

s Out-of-pocket expenses are based only
on treating the condition in the
example.

¢ The patient received all care from in-
network providers. If the patient had
received care from out-of-network
providers, costs would have been
higher.

What does a Coverage Example
show?

For each treatment situation, the Coverage
Example helps you see how deductibles.
copavments. and co-insurance can add up.
It also helps you see what expenses might be
left up to you to pay because the service or
treatment isn't covered or payment is
limited.

Does the Coverage Example predict
my own care needs?

X No. Treatments shown are just
examples. The care you would receive for
this condition could be different based on
your doctor’s advice, your age, how
serious your condition is, and many other
factors.

Does the Coverage Example predict
my future expenses?

X No. Coverage Examples are not cost
estimators. You can’t use the examples to
estimate costs for an actual condition.
They are for comparative purposes only.
Your own costs will be different
depending on the care you receive, the
prices your providers charge, and the
reimbursement your health plan allows.

Questions: Call 1-800-565-2140 or visit us at www.bebst.com.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary 8of8
at www.dol.gov/ebsa/pdl/SBCUniformGlossary.pdf or call 1-800-565-9140 to request a copy.

Can I use Coverage Examples to
compare plans?

V‘/m. When you look at the Summary of
Benefits and Coverage for other plans,
you'll find the same Coverage Examples.
When you compare plans, check the
“Paticnt Pays™ box in each example. The
smaller that number, the more coverage
the plan provides.

Are there other costs I should
consider when comparing plans?

‘/igg. An important cost is the premium
you pay. Generally, the lower your
premium, the more you'll pay in out-of-
pocket costs, such as copavments,
deductibles, and co-insurance. You
should also consider contributions to
accounts such as health savings accounts
(HSAs), flexible spending arrangements
{FSAs) or health reimbursement accounts
(HRAs) that help you pay out-of-pocket
expenses.




