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

Blue Cross and Blue Shield of North Carolina: Blue Options

Coverage Period: 01/01/2026-12/31/2026
Coverage for: Individual + Family Plan Type: PPO

Important Questions

What is the overall
deductible?

/. The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and

“ the plan would share the cost for covered health care services. NOTE: Information about the cost of this plan (called the
premium) will be provided separately. This is only a summary. For more information about your coverage, or to get a copy of the
complete terms of coverage, call 1-877-258-3334 or visit www.bluecrossnc.com/booklets and sign into the Member Portal. For general
definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined

terms, see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary or call at 1-877-258-3334 to request a copy.

Answers

In-Network: $5,000 Individual/$5,000
Family Member/$10,000 Family.
Out-of-Network: $10,000
Individual/$10,000 Family
Member/$20,000 Family.

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.

Are there services
covered before you meet
your deductible?

Yes. Preventive care.

This plan covers some items and services even if you haven'’t yet met
the deductible amount. But a copayment or coinsurance may apply.

Are there other
deductibles for specific
services?

No.

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

What is the out-of-

pocket limit for this
plan?

In-Network: $8,300 Individual/$8,300
Family Member/$16,600 Family.
Out-of-Network: $16,600
Individual/$16,600 Family
Member/$33,200 Family.

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.

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

Premiums, balance-billing charges,
health care this plan doesn't cover and
penalties for failure to obtain pre-
authorization for services.

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

Will you pay less if you
use a network provider?

Yes. See
www.bluecrossnc.com/FindADoctor or
call 1-877-258-3334 for a list of network

providers.

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.
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see a specialist?

Do you need a referral to

No.

You can see the specialist you choose without a referral.

-,

Common
Medical Event

Services You May Need

What You Will Pay

Network Provider
(You will pay the least)

Out-of-Network

Provider

(You will pay the

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

Limitations, Exceptions, &
Other Important Information

If you visit a health

care provider’s
office or clinic

Primary care visit to treat

an injury or illness 30% coinsurance 60% coinsurance None
Specialist visit 30% coinsurance 60% coinsurance None

Preventive

care/screening/

immunization

No Charge

30% coinsurance

-You may have to pay for services that
aren’t preventive. Ask your provider if the
services needed are preventive. Then
check what your plan will pay for.

-Limits may apply.

If you have a test

Diagnostic test (x-ray,

blood work)

30% coinsurance

60% coinsurance

None

Imaging (CT/PET scans,
MRIs)

30% coinsurance

60% coinsurance

-Prior authorization may be required or
services will not be covered

If you need drugs
to treat your iliness
or condition

More information
about prescription
drug coverage is
available at
www.bluecrossnc.co
m/rxinfo

Tier 1 Drugs

30% coinsurance after

deductible

30% coinsurance

after deductible

Tier 2 Drugs

30% coinsurance after

deductible

30% coinsurance

after deductible

Tier 3 Drugs

30% coinsurance after

deductible

30% coinsurance

after deductible

Tier 4 Drugs

30% coinsurance after

deductible

30% coinsurance

after deductible

Tier 5 Drugs

30% coinsurance after
deductible

30% coinsurance

after deductible

-Prior authorization may be required and
coverage limits may apply. *See
Prescription Drugs section.

-For infertility Dosage Limits Lifetime
Maximum applies.

*For more information about limitations and exceptions, see plan or policy document at www.bluecrossnc.com/booklets
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Common
Medical Event

Services You May Need

What You Will Pay

Network Provider

(You will pay the least)

Out-of-Network

Provider

(You will pay the

Limitations, Exceptions, &
Other Important Information

Facility fee (e.g.,

If you have ambulatory surgery 30% coinsurance 60% coinsurance None
outpatient surgery | center)
Physician/surgeon fees 30% coinsurance 60% coinsurance None
Emergency room care 30% coinsurance 30% coinsurance None
If you need Emergency medical
immediate medical . 30% coinsurance 30% coinsurance None
. transportation E— —_—
attention
Urgent care 30% coinsurance 60% coinsurance None

If you have a
hospital stay

Facility fee (e.g., hospital
room)

30% coinsurance

60% coinsurance

-Prior authorization may be required or
services will not be covered

Physician/surgeon fees

30% coinsurance

60% coinsurance

None

If you need mental
health, behavioral
health, or
substance abuse
services

Outpatient services

30% coinsurance

60% coinsurance

-Prior authorization may be required or
services will not be covered.

Inpatient services

30% coinsurance

60% coinsurance

-Prior authorization may be required or
services will not be covered.

If you are pregnant

Office visits

30% coinsurance

60% coinsurance

*See Family Planning section.

Childbirth/delivery
professional services

30% coinsurance

60% coinsurance

None

Childbirth/delivery facility
services

30% coinsurance

60% coinsurance

-Prior authorization may be required or
services will not be covered.

If you need help
recovering or have
other special health
needs

Home health care

30% coinsurance

60% coinsurance

-Prior authorization may be required or
services will not be covered

Rehabilitation services

30% coinsurance

60% coinsurance

-Combined 30 visits for
physical/occupational therapy and
chiropractic services. 30 visits for speech
therapy. Visit limits do not apply to
mental illness diagnoses.

*For more information about limitations and exceptions, see plan or policy document at www.bluecrossnc.com/booklets
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Common
Medical Event

Services You May Need

What You Will Pay

Network Provider
(You will pay the least)

Out-of-Network
Provider

(You will pay the

Limitations, Exceptions, &
Other Important Information

Habilitation services

30% coinsurance

60% coinsurance

Habilitation services are combined with
the Rehabilitation service limits listed
above.

Skilled nursing care

30% coinsurance

60% coinsurance

-Coverage is limited to 60 days.
-Prior authorization may be required or
services will not be covered

Durable medical
equipment

30% coinsurance

60% coinsurance

-Prior authorization may be required or
services will not be covered
-Limits may apply.

Hospice services

30% coinsurance

60% coinsurance

-Prior authorization may be required or
services will not be covered

If your child needs
dental or eye care

Children’s eye exam

Not Covered

Not Covered

Excluded Service

Children’s glasses

Not Covered

Not Covered

Excluded Service.

Children’s dental check-
up

Not Covered

Not Covered

Excluded Service

*For more information about limitations and exceptions, see plan or policy document at www.bluecrossnc.com/booklets
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Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other
excluded services.)

e Acupuncture ¢ Dental care (Adult) ¢ Routine eye care (Adult)
e Cosmetic surgery e Long-term care e Weight loss programs

HSA funds, if available, may be used to cover eligible medical expenses.

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

e Abortion (except in cases of rape, incest, or e Hearing aids ¢ Private-duty nursing
when the life of the mother is endangered)
¢ Bariatric surgery o Infertility treatment ¢ Routine foot care other than palliative or
cosmetic
e Chiropractic care ¢ Non-emergency care when traveling outside
the U.S.

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: Department of Labor’'s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.gov/ebsa/healthreform, or contact Blue Cross NC at 1-877-258-3334 or www.BlueConnectNC.com. 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 https://www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This
complaint is called a grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that
medical claim. Your plan documents also provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For
more information about your rights, this notice, or assistance, contact: Blue Cross NC at 1-877-258-3334 or www.BlueConnectNC.com. You may
also receive assistance from the Department of Labor’'s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.gov/ebsa/healthreform, if applicable. You may also contact N.C. Department of Insurance at 1201 Mail Service Center, Raleigh, NC
27699-1201, or Toll free (855) 408-1212. Additionally, a consumer assistance program can help you file your appeal. Contact Health Insurance
Smart NC, N.C. Department of Insurance, at 1201 Mail Service Center, Raleigh, NC 27699-1201, 855-408-1212 (toll free).

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 (Espaniol): Para obtener asistencia en Espaniol, llame al 1-877-258-3334.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-877-258-3334.

50f 10

*For more information about limitations and exceptions, see plan or policy document at www.bluecrossnc.com/booklets PROD - P418336 6583721 PIL-M0002TM R0000UC B1-LAN00085 LNR00367



Chinese (H130): W T ZE AR XY, ERITIX 515 1-877-258-3334.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-877-258-3334.

PRA Disclosure Statement:According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number.
The valid OMB control number for this information collection is 0938-1146. The time required to complete this information collection is estimated to average 0.02 hours per response, including the

time to review instructions, search existing data resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of the time
estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

| 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:

£

Peg is Having a Baby
(9 months of in-network pre-natal care and a

hospital delivery)

® The plan’s overall $5,000
deductible

B Specialist coinsurance 30%
B Hospital (facility) 30%
coinsurance

B Other coinsurance 30%

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)

~ 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

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

controlled condition)

® The plan’s overall $5,000
deductible

W Specialist coinsurance 30%
B Hospital (facility) 30%
coinsurance

B Other coinsurance 30%

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)

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.

Mia’s Simple Fracture

(in-network emergency room visit and follow

up care)
® The plan’s overall $5,000
deductible
B Specialist coinsurance 30%
H Hospital (facility) 30%
coinsurance
B Other coinsurance 30%

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 | $12,700| [Total Example Cost | $5,600| | Total Example Cost | $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing

Deductibles $5,000| |Deductibles $1,100| |Deductibles $2,800
Copayments $0| |Copayments $0| |Copayments $0
Coinsurance $2,300| |Coinsurance $1,300| |Coinsurance $0

What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $60| |Limits or exclusions $20| |Limits or exclusions $0
The total Peg would pay is $7,360| | The total Joe would pay is $2,420| The total Mia would pay is $2,800

| The plan would be responsible for the other costs of these EXAMPLE covered services. |
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+ BlueCross BlueShield
of North Carolina

Notice of Availability of Language Assistance Services and
Auxiliary Aids and Services

English
ATTENTION: If you speak any of the following languages, free language assistance services are available to you.

Appropriate auxiliary aids and services to provide information in accessible formats are also available free of charge. Call
1-888-206-4697 (TTY: 711) or speak to your provider.

Spanish / Espafiiol
ATENCION: Si habla espafiol, tiene a su disposicidn servicios gratuitos de asistencia linglistica. También estan

disponibles de forma gratuita ayudas y servicios auxiliares apropiados para proporcionar informacion en formatos
accesibles. Llame al 1-888-206-4697 (TTY: 711) o hable con su proveedor.

Chinese / B3
HE  MNMBoRGX BIERFARREHEEENMERS. BIEfBREELMNETENERES, LXESEXRE®RER
. Fre81-888-206-4697 (XAEHIE : 711) BB WEMRSIS .

Vietnamese / Viét
LUU Y: Néu quy vi néi tiéng Viét, cac dich vu hé tro' ngdn ngu duoc cip mién phi. Céac hé tro dich vu phu hop dé cung

cap thang tin theo dinh dang dé tlep can cling dugc cung cap mien phi. Vui long goi theo sb 1-888-206-4697 (Ngudi
khuyét tat: 711) hodc trao d6i véi nha cung cp dich vu clia quy vi.

—l

UE: SH B AME5IA= 42 £2 Y X & MHAE 0|28 = UEFLICH 0|8 Jtsot Ao 2 HEE Y E5t=
&*éﬁﬁ% 717 U MEAE B2 2 M S ELICH 1-888-206-4697 (TTY: 711)H S 2 TSt HLE AMH| A M= A o
Zo|3lAlA| R

French / Francais

ATTENTION: Si vous parlez frangais, vous pouvez bénéficier de services d'assistance gratuits. Vous avez egalement a
votre disposition des outils et services supplémentaires vous permettant de fournir des informations dans un format
accessible, sans frais. Appelez le 1-888-206-4697 (TTY : 711) ou parlez a votre fournisseur.

ic / 4 alt
Gyl Al Gan Y rAut Ll Jaa dll ey SlEi il glall ﬁmﬁﬂ Anlie A ladd g Baeliue BT LS Auilaa dyals anLuAAL:LaAJT% J;;:{
J]'l e Juait o) UGlas
1-888-206-4697 (TTY: 711) < uatah Laxsl) 35 Je ga Caat .
BLUE CROSS® BLUE SHIELD®, the Cross and Shield symbol and services marks are the marks of the Blue Cross and Blue Shield Association, an
association of independent Blue Cross and Blue Shield plans. Blue Cross NC is an independent licensee of the Blue Cross and Blue Shield
Asscciation.
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+ BlueCross BlueShield
of North Carolina

Hmong / Lus Hmoob

LUG CEEV TSHWJ XEERB: yog has tas koj has lug Hmoob muaj cov kev paab cuam txhais lug pub dlawb rua koj. Cov
kev paab hab cov kev paab cuam ntxiv kws tsim nyog txhawm rua muab lug gha paub ua cov hom ntaub ntawv kws tuaj
yeem nkaag cuag tau rua los kuj yeej tseem muaj paab dlawb tsis xaam tug nge dlaab tsi tuab yaam nkaus. Hu rua 1-
888-206-4697 (TTY: 711) los yog thaam nrug koj tug kws muab kev saib xyuas khu mob.

Russian / PYCCKWUA

BHMMAHWE: Ecnu Bl roBopuTte Ha pycckoM, To Bam JocTynHbl 6ecnnaTHble YCNyru A3bIKOBOW NOALEPHKKN.
CooTBeTCcTBYOLWME UHCTPYMEHTBI M MHDOPMaLMOHHbIE CepBUCHI TaKkXe NpedocTasnAaoTca becnnartHo. [To3BoHUTE No
TenecoHy 1-888-206-4697 (TTY: 711) unu obpaTUTEeCh K CBOEMY MOCTaBLYWKY YCIyT.

Tagalog

PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng serbisyong tulong sa wika. Magagamit din
nang libre ang mga naaangkop na auxiliary na tulong at serbisyo upang magbigay ng impormasyon sa mga naa-access
na format. Tumawag sa 1-888-206-4697 (TTY: 711) 0o makipag-usap sa iyong provider.

Gujarati / 3]sl

eRllol AL %1 Al 9fegRldl elletl glet dl, l-lid eLelLSl2L Aslalel Al MRl M2 Gueot B, oL AUERAT] UsL sl
AsARoA sileul TRl Y3l wisal 1ol AcuzAl uel [l Yol Guaetl 8. 1-888-206-4697 (TTY: 711) UR sl 53U
Al AHIRL YELAL AL ellel 52U

Mon-Khmer, Cambodian / M &anigs . e . . ) _

AMAGAMN: (U SIUHA SUNWA WIS I AUS SWM S a AR IgATMSEUSSUEUHAY SSW SHIunAgugl
yEHMIGUN AT smUuguilsumGosuitidnsSmesugsInwsnARIGEHIS Y yuinigesmue §-
888-206-4697 (TTY:711) USUNWNYWHEULAINIUNHHY

German / Deutsch

WICHTIGER HINWEIS: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose Sprachassistenzdienste zur Verfiigung.
Entsprechende Hilfsmittel und Dienste zur Bereitstellung von Informationen in barrierefreien Formaten stehen ebenfalls
kostenlos zur Verfliigung. Rufen Sie 1-888-206-4697 (TTY: 711) an oder sprechen Sie mit lhrem Provider.

Hindi/

7ol a%zﬁ% 39 area 2, ar 31 forv [ e ATy @grear 8910 suesy gidT €| Gors JTRa] # STeTehiT YaTe Hi &
fore 3uger werre amee 3K VAT ot o 9o 3uctew g1 1-888-206-4697 (TTY: 711) ¥ FIeT T AT 3=t TSI § 1T |
BLUE CROSS® BLUE SHIELD®, the Cross and Shield symbol and services marks are the marks of the Blue Cross and Blue Shield Association, an
association of independent Blue Cross and Blue Shield plans. Blue Cross NC is an independent licensee of the Blue Cross and Blue Shield

Assaociation.
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+ BlueCross BlueShield
of North Carolina

Laotian/ 290 , .

BRIV TILEDIWIZY 290, 9z TOINIVIoBCIVWIZICUULCTBg Lo, Dede)goe wa:
naLLSNIVCCLVLCTB IRV S VeE D I zyLIvsLCCLLHBZIVIOCEICTNT. Tnmcs 1-888-206-4697 (TTY: 711) &
SuHuElotSniveeyma.

Japanese /| H&

BHLE BABEHELOGES. BHOEEXBEY—ERESMRAWVETET . 7oA TRAEE X THRBEREBT 520
OB EHBRE Y R — e —EXELEH TIRALEITET 1-888-206-4697 (TTY: 711) IZHEEEL V=120, FO/A
F—IZBEBLEDLEZEL,

BLUE CROSS® BLUE SHIELD®, the Cross and Shield symbol and services marks are the marks of the Blue Cross and Blue Shield Association, an
association of independent Blue Cross and Blue Shield plans. Blue Cross NC is an independent licensee of the Blue Cross and Blue Shield
Asscciation.
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