Medical Benefit Summary

BlueCross BlueShield of South Carolina

Non-Grandfathered

Signature Date

Plan Design For: Associations
Plan Name: Plan 9
Effective Date: January 1, 2024

BENEFITS IN-NETWORK
MEDICAL AND SURGICAL BENEFITS

The following Benefit Summary is only a brief, non-legal outline of the benefits offered.

OUT-OF-NETWORK

Deductible (Embedded*) $2,000 Individual / $4,000 Family

$4,000 Individual / $8,000 Family

Coinsurance (Shown as percentages below) N/A

$6,000 Individual / $12,000 Family

Standard Out-of-Pocket N/A
Includes Deductible and Coinsurance

$10,000 Individual / $20,000 Family

Standard Out-of-Pocket: Allowable charges for Coinsurance are paid at 100% after the Standard Out-of-Pocket is met.

In-Network Maximum Out-of-Pocket - .
Includes Deductible, Co-pays and Coinsurance $7,350 Individual / $14,700 Family

Physician Services in the Office $30 Primary Care Co-pay, then 100%
Excluding Obstetrical Delivery, Dialysis Treatment, $50 Specialist Co-pay, then 100%
Chemotherapy, Radiation and Second Surgical Opinion

Includes Office Surgery, Lab and X-ray. Pediatrician, Internist, OB/GYN

Primary Care = General, Family Doctor,

Deductible, 50%

Blue CareOnDemand SM $30 Co-pay, then 100%

Not Covered

Other Physician Services

Inpatient / Outpatient hospital, allergy injections,
anesthesia services, radiology, chemotherapy, dialysis, Deductible, 50%
pathology, obstetrical delivery, initial newborn
pediatric exam and all other outpatient / office services

Deductible, 50%

Wellness Benefits — Based on the Health Care Reform

0,
Guidelines refer to www.healthcare.gov 100%

Not Covered

Sustained Health Services ($500 annual maximum) $30 Co-pay, then 100%

Not Covered

Annual Physicals and Sustained Health Services are only covered at a Primary Care Provider.

Inpatient Facility Charges Deductible, 50% Deductible, 50%
Skilled Nursing Facility Charges (60 days per year) Deductible, 50% Deductible, 50%
Outpatient Facility Charges Deductible, 50% Deductible, 50%
Other Services

Physical / Occupational Therapy (30 combined visits) Deductible, 50% Deductible, 50%
Home Healthcare

Hospice

Chiropractic Benefits ($500 annual maximum) $50 Co-pay, then 100% Deductible, 50%
Independent Labs Deductible, 50% Deductible, 50%
Ambulance Deductible, 50% In-Network Deductible, 50%
Urgent Care $50 Co-pay, then 100% Deductible, 50%

ili **
Emergency Room Facility Charges $300 Co-pay, Deductible, 50%

$300 Co-pay, In-Network Deductible,
50%

Emergency Room Professional Charges ** Deductible, 50%

In-Network Deductible, 50%

Deductible and Out-of-Pocket.

**Qut-of-Network Emergency Facility and Professional charges are subject to In-Network Coinsurance and/or Co-pay and Out-of-Network Benefit Year

MENTAL HEALTH AND SUBSTANCE ABUSE BENEFITS

Inpatient Facility Charges Deductible, 50% Deductible, 50%

Inpatient Professional Charges Deductible, 50% Deductible, 50%
Outpatient Facility Charges Deductible, 50% Deductible, 50%
Outpatient Professional Charges Deductible, 50% Deductible, 50%
Emergency Room Facility Charges $300 Co-pay, Deductible, 50% $300 Co-pay, In-Network Deductible,

50%

Emergency Room Professional Charges Deductible, 50% In-Network Deductible, 50%
Physician Services in the Office $30 Co-pay, then 100% Deductible, 50%

PHARMACY BENEFITS

Prescriptions Mandatory Generic
(Includes diabetic supplies and oral contraceptives)

Retail (31 day supply)*** $15 (Generic) / $40 (Preferred) / $70 (Non-Preferred) 50% after Co-pay
Mail Order (90 day supply) $25 (Generic) / $90 (Preferred) / $175 (Non-Preferred) Not Covered

***Member may purchase a 90 day Supply of a Generic Prescription, however 3 Retail Generic co-pays will apply at the time of purchase.

Specialty Drug — Optum Specialty Pharmacy Only

1-877-259-9428 for inquiries regarding this benefit $125 Co-pay per 31 day supply

Not Covered

BENEFIT MAXIMUMS

Annual / Lifetime Maximum | Unlimited

*Embedded Deductible: An individual deductible “embedded” within the family deductible. Before the insurance benefits begin the individual must meet the

embedded individual deductible amount, which is equal to the single coverage deductible.
IMPORTANT NUMBERS

Customer Service: 1-800-760-9290
Pre-Authorization: 1-800-327-3238

Pre-Authorization for MRI, MRA, PET, CT & CAT scans: 1-866-500-7664
Pre-Authorization for Mental Health and Substance Abuse: 1-800-868-1032

SouthCarolinaBlues.com



Medical Benefit Summary BlueCross BlueShield of South Carolina

Grandfathered
SERVICES AND SUPPLIES THAT ARE NOT PAID FOR

Some services or supplies you receive may not be covered under this health coverage. Expenses for the following will not be paid:

. Any service or supply that is not medically necessary. However, if a service is determined to be not medically necessary because it was not rendered in the least

costly setting, covered expenses will be paid in an amount equal to the amount payable had the service been rendered in the least costly setting.

Custodial care. This is care meant simply to help people who cannot take care of themselves.

Cosmetic or re-constructive procedures, unless following a mastectomy.

Investigational or experimental services.

Any treatment for surgery for obesity, weight reduction, weight control or complications there from, reversal or re-constructive procedures resulting from such

treatment.

. Services or supplies related to dysfunctional conditions of the muscles of mastication, malposition, or deformities of the jawbone, orthognathic deformities or TMJ
(Temporomandibular Joint Disorder including, but not limited to, surgical treatment, appliances and orthodontia.)

. Treatment resulting from acts of war or military service.

. Services you are not charged for in VA hospitals or other kinds of hospitals or agencies.

. Any service or supply provided by a member of the patient’s family or by the patient, including the dispensing of drugs. A member of the patient’s family means
spouse, parent, grandparent, brother, sister, child or spouse’s parent.

. Services or supplies you received before you had coverage under this group contract or after you no longer have this coverage.

. Luxury or convenience items and travel expenses, whether or not recommended by a physician.

. Services or supplies payable by Medicare, workers compensation or any other government or private program.

. Private duty services by sitters or companions; private duty services by RNs and LPNs unless these services are part of an approved home health or hospice program.

. Reversals of tubal ligations or vasectomies.

. Prescription drugs bought at a doctor’s office, skilled nursing home, hospital or any other place that is not a pharmacy licensed to dispense drugs in the state where it

is operated.

Any service or treatment for complications resulting from any non-covered procedures.

Any service or supply rendered to a member for diagnosis or treatment of infertility.

Any service or supply rendered to a member for the diagnosis or treatment to change gender or to improve or restore sexual function.

Relationship counseling, including marriage counseling, for the treatment of pre-marital, marital or relationship dysfunction.

Services and supplies related to routine foot care.

Food supplements, even if the supplements are ordered or prescribed by a physician.

Prescription drugs used for weight control, obesity, cosmetic purposes, hair growth or fertility.

Any service or supply the member is not legally obligated to pay.

Services for the removal of impacted teeth.

Eyeglasses, contact lenses (except after cataract surgery), hearing aids and examination for the prescription or fitting thereof and any hospital or physician charges

related to refractive care.

Any behavioral, educational or alternative therapy techniques to target cognition, behavior language and social skills modification, unless a part of an approved

Applied Behavioral Analysis (ABA) therapy.

Dental services, except for dental treatment up to 12 months after an accident.

Services and supplies received for the treatment of any work related accident or illness.

Cranial Orthotics, except when deemed Medical Necessary.

Hypnotism

Pre-conception testing, pre-conception counseling or pre-conception genetic testing

SERVICES AND SUPPLIES REQUIRING PREAUTHORIZATION

For Pre-Authorization: Call 1-800-327-3238 for the following Services:
. Durable Medical Equipment over $500, network only
. All inpatient hospital or skilled nursing facility admissions and in-patient psychiatric
. Home health care, hospice care or inpatient physical rehabilitation
. Outpatient psychiatric care, outpatient procedures for Chemotherapy or Radiation Therapy (one-time notification), Hysterectomy, Septoplasty, Sclerotherapy,
all Cosmetic procedures, Investigational procedures performed in outpatient or office setting, all inpatient hospital or skilled nursing facility admissions.
Services and supplies related to human organ and tissue transplants required to use Blue Distinction Centers of Excellence.
. Benefits will be reduced or declined if required pre-authorizations are not obtained.
. To receive pre-authorization for the following procedures: computed tomography (CT), computerized axial tomography (CAT), magnetic resonance imaging
(MRI), magnetic resonance angiogram (MRA) or positron emission tomography (PET) scans.  Call 1-866-500-7664
. Mental Health and Substance Abuse Services (except Office Services) must be Pre-Authorized by CBA prior to services being rendered. Call 1-800-868-1032

NOTICE OF OUR PRIVACY POLICIES AND PRACTICES

This Notice has been prepared to inform you that we do not disclose and we reserve no right to disclose to our affiliates or to nonaffiliated third parties, your nonpublic personal financial
information, which we collect and maintain except with your permission or as permitted by law. We will not disclose your nonpublic personal financial information except as described in
this Notice even if our customer relationship with you may end.

If you a plan sponsor or group policyholder, this Privacy Notice describes our practices for safeguarding nonpublic personal financial information about employee benefit plan
participants and beneficiaries.

Information we collect and maintain: We collect nonpublic personal financial information about you from the following sources:

. Information we receive from you on applications, at your request or otherwise;
. Information we obtain from your transactions with us, our affiliates or others;
. Information we receive from consumer-reporting agencies.

How we protect information: Except as otherwise described in this Notice, we restrict access to your nonpublic personal financial information to our employees who need to know to
provide our products and services to you and as permitted by law. We maintain physical, electronic, and procedural safeguards that comply with applicable legal requirements to guard
your nonpublic personal financial information. We have installed usernames, passwords and other safety features on our Web applications to help ensure that the information you provide
remains safe and secure.

Changes to this Notice: We may amend our privacy policies and practices at any time, and we will inform you of any material changes as required by law.

You do not need to do anything in response to this notice. This notice is merely to inform you about our privacy policies and practices.
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Plan Design For: Association
Plan Name: Plan 9
Effective Date: January 1, 2024
Coverage Tier Rates
Individual $
Family $
Employee Plus Children $
Employee Plus Spouse $

Rates include % commission.

Based upon the employee data you provided, we guarantee the availability of the proposed benefits at the rates quoted above
until December 31, 2024 based upon the completion and acceptance of an employer supplemental questionnaire that is signed
by an official of the group. If enroliment data varies by 15% or more, we reserve the right to adjust rates accordingly. Rates
are based on 75% participation of eligible employees.

Signature Date
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Non-Discrimination Statement and Foreign Language Access

We do not discriminate on the basis of race, color, national origin, disability, age, sex, gender identity,
sexual orientation or health status in our health plans, when we enroll members or provide benefits.

If you or someone you’re assisting is disabled and needs interpretation assistance, help is available at the
contact number posted on our website or listed in the materials included with this notice (TDD: 711).

Free language interpretation support is available for those who cannot read or speak English by calling
one of the appropriate numbers listed below.

If you think we have not provided these services or have discriminated in any way, you can file a
grievance by emailing contact@hcrcompliance.com or by calling our Compliance area at 1-800-832-9686
or the U.S. Department of Health and Human Services, Office for Civil Rights at 1-800-368-1019 or 1-
800-537-7697 (TDD).

Si usted, o alguien a quien usted esta ayudando, tiene preguntas acerca de este plan de salud, tiene derecho a
obtener ayuda e informacion en su idioma sin costo alguno. Para hablar con un intérprete, llame al 1-844-396-
0183. (Spanish)

MRE, XIBEEERENER, ARARKRREIAZAFEMNME CHEEANRELEHEESIIEBTA
B, A {ENER, 5% 1-844-396-0188, (Chinese)

Né&u quy vi, hodc |a nguwdi ma quy vi dang gitip d&, cé nhitng cdu hoi quan tdm vé chuong trinh sirc khde nay, quy
vi s& duoc gilip d& va&i cac thdng tin bang ngdn ngit clia quy vi mién phi. D& néi chuyén véi mot thdng dich vién,
xin goi 1-844-389-4838 (Vietnamese)

l_

O AZEH 0 2510 I gt Al
Tote| B8 #EH 80| et=0{ 2 =2tE & LTt (Korean)

Kung ikaw, o ang iyong tinutulungan, ay may mga katanungan tungkol sa planong pangkalusugang ito, may
karapatan ka na makakuha ng tulong at impormasyon sa iyong wika nang walang gastos. Upang makausap ang
isang tagasalin, tumawag sa 1-844-389-4839 . (Tagalog)

Ecamn y Bac uam nua, KOTOPOMyY Bbl MOMOraeTe, UMEKTCA BONPOCHI MO NOBOAY Balero niaHa MeanuMHCKOro
obcny»KuBaHua, To Bbl MMeeTe NpaBo Ha 6ecnnaTHoe nosyyeHne NoMoLLM 1 MHGOPMaLMM Ha PYCCKOM A3bike. s
pa3roBopa c nepeBoAYMKOM no3soHuTe no TenedoHy 1-844-389-4840. (Russian)

il glaall g 3acbiall e J ganll 8 (3all Glali coda dasall Aad o gads dAliul saelud (add ol §f clal S )

(Arabic) 1-844-396-0189 « Juail ax yie e Caaill A8 Ay (4 g3 (ge izl &y 5 puall

Rvs. 08/17/2016 1 19199-8-2016
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Si ou menm oswa yon moun w ap ede gen kesyon konsénan plan sante sa a, se dwa w pou resevwa
asistans ak enfomasyon nan lang ou pale a, san ou pa gen pou peye pou sa. Pou pale avék yon
entépreét, rele nan 1-844-398-6232. (French/Haitian Creole)

Si vous, ou quelgu'un que vous étes en train d’aider, avez des questions a propos de ce plan médical, vous avez le
droit d'obtenir gratuitement de I'aide et des informations dans votre langue. Pour parler a un interprete, appelez
le 1-844-396-0190. (French)

Jesli Ty lub osoba, ktérej pomagasz, macie pytania odnosnie planu ubezpieczenia zdrowotnego, masz prawo do
uzyskania bezptatnej informacji i pomocy we wtasnym jezyku. Aby porozmawiac z ttumaczem, zadzwon pod
numer 1-844-396-0186. (Polish)

Se vocé, ou alguém a quem vocé esta ajudando, tem perguntas sobre este plano de saude, vocé tem o direito de
obter ajuda e informagdo em seu idioma e sem custos. Para falar com um intérprete, ligue para 1-844-396-0182.
(Portuguese)

Se tu o qualcuno che stai aiutando avete domande su questo piano sanitario, hai il diritto di ottenere aiuto e
informazioni nella tua lingua gratuitamente. Per parlare con un interprete, puoi chiamare 1-844-396-0184.
(Italian)

Hiat-., TEEHLEEIBHEFZINATWEIAN., COBERRBR ICOVWTIERBASEWWELEEL, &
FEDERBTHR— L EZ2ITEY., BREAFLEZYTLHIENTEET, HEEIMIDY FEA, B
EBEINDBIEE. 1-844-396-0185 ETHEBEEC &LV,  (Japanese)

Falls Sie oder jemand, dem Sie helfen, Fragen zu diesem Krankenversicherungsplan haben bzw. hat, haben Sie das
Recht, kostenlose Hilfe und Informationen in lhrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen,
rufen Sie bitte die Nummer 1-844-396-0191 an. (German)

b g saalis o2l soly oo Y e LS 0 SaS gl 4o 48 soud Ly Lad S
OS2ty ssb 40 1) 253 gl 40 olsdbl g SaS 45 woyly 1) gl @G> cadbly 4dbl
Jol> wles 1-844-398-6233  soylad Loy Likl ¢ p>ydan Ly 0508 Suxo ¢l jo o aodS adloyo
(Persian-Farsi) . .o less

Ni da doodago t’aa haida bika’ana nilwo’igii dii Béeso Ach’aah naa’niligi haa’ida yi na’ idit kidgo, niha’ahoot’i’
nihi k&’a’doo wotgo kwii ha’at’ish{f bi na’idotkidigi doo bik’¢’azlaagoo. Ata’ halne’¢ ta’ bich’{’ ha desdzih
ninizingo, koji” béésh bee holne’ 1-844-516-6328. (Navajo)

Rvs. 08/17/2016 2 19199-8-2016
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