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

ot“ Tennessee : East Tennessee State Universit (OPT#1)

Coverage Period: 07/01/2023 - 06/30/2024

Coverage for: Individual or Family | Plan Type: PPO

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

share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-800-565-9140 (TTY: 1-800-848-0299)
or visit us at www.bcbst.com. 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.cciio.cms.gov or call 1-800-565-9140 to request a copy. Coverage documents are not
available until after the effective date of your coverage, but you may obtain a sample at http://www.bchst.com/samplepolicy/2023/LG.pdf .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 accounts (FSAs), or health reimbursement
arrangements (HRAs) may help pay your deductible or other out-of-pocket expenses.

Important Questions

What is the overall
deductible?

Are there services
covered before you meet
your deductible?

Are there other
deductibles for specific
services?

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

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

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

In-network: $500 person/$1,500
family

Out-of-network: $500
person/$1,500 family

Yes. Preventive services,
Prescriptions drugs, and
Emergency room visits are
covered before you meet your
deductible (unless specified).

No.

In-network: $1,500 person/$4,500
family

Out-of-network: $3,000
person/$9,000 family

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

Generally, you must pay all of the costs from providers up to the deductible amount before this
plan begins to pay. If you have other family members on the plan, each family member must meet
their own individual deductible until the total amount of deductible expenses paid by all family
members meets the overall family deductible.

This plan covers some items and services even if you haven't yet met the deductible amount. But
a copayment or coinsurance may apply. For example, this plan covers certain preventive services
without cost-sharing and before you meet your deductible. See a list of covered preventive
services at https://www.healthcare.gov/coverage/preventive-care-benefits/.

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

The out-of-pocket limit is the most you could pay in a year for covered services. If you have other
family members in this plan, they have to meet their own out-of-pocket limits until the overall
family out-of-pocket limit has been met.

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

Will you pay less if you
use a network provider?

Do you need a referral to
see a specialist?

Yes. This plan uses Network S. This plan uses a provider network. You will pay less if you use a provider in the plan’s network.

See

You will pay the most if you use an out-of-network provider, and you might receive a bill from a

http://www.bcbst.com/Network-S | provider for the difference between the provider’s charge and what your plan pays (balance
or call 1-800-565-9140 for a list of | billing). Be aware your network provider might use an out-of-network provider for some services

in-network providers.

No.

(such as lab work). Check with your provider before you get services.

You can see the specialist you choose without a referral.

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

Common :
Medical Event Services You May Need

If you visit a health
care provider’s office
or clinic

If you have a test

If you need drugs to
treat your iliness or
condition

More information about
prescription drug
coverage is available at
www.bcbst.com/rxp

Primary care visit to treat an
injury or iliness
Specialist visit

Preventive care/screening/
immunization

Diagnostic test (x-ray, blood
work)

Imaging (CT/PET scans, MRIs)

Preferred Generic drugs / Non-
Preferred Generic drugs

Preferred brand drugs

Non-preferred brand drugs

In-Network P‘,r\:)ha':i:ro . W“(I)P? of-Network Provider Limitations, Exceptions, & Other
-Netw Vi ut-of-Netw Vi :
You will pay the least You will pay the most ipepautinionaten

20% coinsurance 30% coinsurance Teladoc Health: 20% coinsurance

20% coinsurance 30% coinsurance None

A1c testing will be covered at 100%. You
may have to pay for services that aren’t
preventive. Ask your provider if the services

o

Mo Ehage #ih RIS needed are preventive. Then check what
your plan will pay for. Travel immunization
not covered in office or clinic setting.

20% coinsurance 30% coinsurance None

. . Prior Authorization required. Your cost
0 0,
AV RIS Sih EETEIETEE share may increase to 50% if not obtained.
$10 copaylprescription 30 day supply for Retail Network; up to 90

30% coinsurance day supply for Home Delivery or Plus90

deductible does not apply. Network Copayment per 30 day supply.
$45 copay/prescription 30 day supply for Retail Network; up to 90

of i
deductible does not apply. S0 RIS day supply for Home Delivery or Plus90

Network Copayment per 30 day supply.
When a brand drug is chosen and a generic
$90 copay/prescription . drug equivalent is available, you will pay a
deductible does not apply. 30% coinsurance penalty for the difference between the cost
of the brand drug and the generic drug, plus
the non-preferred brand drug copayment or
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Common
Medical Event Services You May Need

In-Network Provider
You will pay the least

What You Will Pa

QOut-of-Network Provider

Limitations, Exceptions, & Other
Important Information

If you have outpatient
surgery

If you need immediate
medical attention

If you have a hospital
stay

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

If you are pregnant

If you need help
recovering or have
other special health
needs

Preferred Specialty drugs /
Non-Preferred Specialty drugs

$180 copay/prescription

deductible does not apply.

Facility fee (e.g., ambulatory

surgery center)

Physician/surgeon fees

Emergency room care

Emergency medical
transportation
Urgent care

Facility fee (e.g., hospital room)

Physician/surgeon fees

Outpatient services

Inpatient services

Office visits

Childbirth/delivery professional

services
Childbirth/delivery facility
services

Home health care

Rehabilitation services

Habilitation services

20% coinsurance

20% coinsurance

$300 copay/visit deductible

does not apply..
20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance
20% coinsurance

$200 copay

20% coinsurance

20% coinsurance
$25 copay/visit

$25 copay/visit

Not Covered

30% coinsurance

30% coinsurance

$300 copay/visit deductible

does not apply..
20% coinsurance

30% coinsurance

30% coinsurance

30% coinsurance

30% coinsurance

30% coinsurance
30% coinsurance

30% coinsurance

30% coinsurance

30% coinsurance

30% coinsurance

30% coinsurance

coinsurance.

Up to a 30 day supply. Must use a
pharmacy in the Preferred Specialty
Pharmacy Network.

Prior Authorization required for certain
outpatient procedures. Your cost share may
increase to 50% if not obtained.

Prior Authorization required for certain
outpatient procedures. Your cost share may
increase to 50% if not obtained.

None

None

None

Prior Authorization required. Your cost
share may increase to 50% if not obtained.
Prior Authorization required. Your cost
share may increase to 50% if not obtained.
Prior Authorization required for electro-
convulsive therapy (ECT). Your cost share
may increase to 50% if not obtained.

Prior Authorization required. Your cost
share may increase to 50% if not obtained.
Teladoc Health: 20% coinsurance

Global Maternity Care - $200 copay per
pregnancy

None

Unlimited

Therapy limited to 60 visits per type per
year. Cardiac/Pulmonary rehab limited to 36
visits per type per year.

Therapy limited to 60 visits per type per
year. Cardiac/Pulmonary rehab limited to 36
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Common Services You Mav Need N » PWha_ltthou WiI(I)Pa ™ < Provid Limitations, Exceptions, & Other
Medical Event y w w Important Information
You will pay the least You will pay the most

visits per type per year.
Skilled nursing and rehabilitation facility

Skilled nursing care 20% coinsurance 30% coinsurance limited to 100 days combined per year.
Prior Authorization may be required for
Durable medical equipment 20% coinsurance 30% coinsurance certain durable medlcal eq“'pmef"- Your
cost share may increase to 50% if not
obtained.
Prior Authorization required for inpatient
Hospice services No Charge 30% coinsurance hospice. Your cost share may increase to
50% if not obtained.
T e Ch@ldren’s eye exam Not Covered Not Covered None
dental or eye care Children’s glasses Not Covered Not Covered None
Children’s dental check-up Not Covered Not Covered None

Excluded Services & Other Covered Services:

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

e Bariatric surgery e Infertility treatment e Routine eye care (Adult)

e Cosmetic surgery e Long-term care e Routine eye care (Children)

e Dental care (Adult) e Non-emergency care when traveling outside the e  Routine foot care for non-diabetics
e Dental care (Children) u.S. e Weight loss programs

e Private-duty nursing

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

e Acupuncture e Hearing aids for adults e Hearing aids for children under 18
e Chiropractic care

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:
e For plans subject to ERISA, the U.S. Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.gov/ebsa/healthreform.
e For non-federal governmental plans, the U.S. Department of Health and Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov.
e For church plans, the State Division of Benefits Administration at 1-866-576-0029.
e BlueCross at 1-800-565-9140 or www.bcbst.com, or contact your plan administrator.
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Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For more
information about the Marketplace, visit www.HealthCare.gov or call 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:

e BlueCross at 1-800-565-9140 or www.bcbst.com, or your plan administrator.

e For plans subject to ERISA, the U.S. Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or

www.dol.gov/ebsa/healthreform.
e The State Division of Benefits Administration at 1-866-576-0029.

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 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 Minimum Value Standards? Yes.
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

s

Peg is Having a Baby

(9 months of in-network pre-natal care and a
hospital delivery)

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

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of
costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Mia’s Simple Fracture
(in-network emergency room visit and follow up

B The plan’s overall deductible $500
W Specialist coinsurance 20%
M Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost $12,700
In this example, Peg would pay:
Cost Sharing

Deductibles $500

Copayments $40

Coinsurance $1,000

What isn’t covered
Limits or exclusions $20
The total Peg would pay is $1,520

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

B The plan’s overall deductible $500
M Specialist coinsurance 20%
M Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing

Deductibles $500

Copayments $900

Coinsurance $50

What isn’t covered
Limits or exclusions $30
The total Joe would pay is $1,480

care)
B The plan’s overall deductible $500
B Specialist coinsurance 20%
M Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $500
Copayments $800
Coinsurance $200
What isn’t covered

Limits or exclusions $0
The total Mia would pay is $1,500

6 of 8



Nondiscrimination Notice

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

BlueCross:
e Provides free aids and services to people with disabilities to communicate effectively with us, such as: (1) qualified interpreters
and (2) written information in other formats, such as large print, audio and accessible electronic formats.
e Provides free language services to people whose primary language is not English, such as: (1) qualified interpreters and (2)
written information in other languages.

If you need these services, contact a consumer advisor at the number on the back of your Member ID card or call 1-800-565-9140
(TTY: 1-800-848-0298 or 711).

If you believe that BlueCross has failed to provide these services or discriminated in another way on the basis of race, color, national
origin, age, disability or sex, you can file a grievance (“Nondiscrimination Grievance”). For help with preparing and submitting your
Nondiscrimination Grievance, contact a consumer advisor at the number on the back of your Member ID card or call 1-800-565-9140
(TTY: 1-800-848-0298 or 711). They can provide you with the appropriate form to use in submitting a Nondiscrimination Grievance. You
can file a Nondiscrimination Grievance in person or by mail, fax or email. Address your Nondiscrimination Grievance to:
Nondiscrimination Compliance Coordinator; c/o Manager, Operations, Member Benefits Administration; 1 Cameron Hill Circle, Suite
0019, Chattanooga, TN 37402-0019; (423) 591-9208 (fax); Nondiscrimination_OfficeGM@bcbst.com (email).

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, electronically
through the Office for Civil Rights Complaint Portal, available at https.//ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:
U.S. Department of Health and Human Services, 200 Independence Avenue SW., Room 509F, HHH Building, Washington, DC 20201,
1-800-368-1019, 800-537-7697 (TDD). Complaint forms are available at http./www.hhs.gov/ocr/office/file/index.html.
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Language Access Services:

ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia lingiiistica. Llame al
1-800-565-9140 (TTY: 1-800-848-0298).
10515 pall sl 635) 8B00-565-9140-1 3, dast olerally I 3165 Lol uslunsd] Sloss Gl ) S5 oS €S 18] :dbgenla
800-848-0298-1
AR NREERAERPN  BUNLEREESEYRBE FHE 1-800-565-9140 (TTY:1-800-848-0298) .

CHU Y: Néu ban n6i Tiéng Viét, c6 cac dich vu hd trg ngén ngit mién phi danh cho ban.
Goi s6 1-800-565-9140 (TTY:1-800-848-0298).

Tl

FO[: Bt 0{E AEStAl= B2, 2101 X[ MH|AE FEE 0|83t4A = U&LICH 1-800-565-9140
(TTY: 1-800-848-0298) H1O 2 F3}5l FAIA|2.

ATTENTION : Si vous parlez frangais, des services d’aide linguistique vous sont proposés gratuitement.
Appelez le 1-800-565-9140 (ATS : 1-800-848-0298).

U090 90 UL Mo MWIFN 990, MWL 2 NIWY oBm_ 80 WwIF, Losv ¢ de 9,
VY W splm v . lns 1-800-565-9140 (TTY: 1-800-848-0298).

MOFOF: 091G 1R KTICT NPT PTCHI° KGR SCB-BTE 118 AL THPT THIZAPA: OF TIntAD- 2TC LLD
1-800-565-9140 (evae¥t atasF@-: 1-800-848-0298).

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfligung. Rufnummer: 1-800-565-9140 (TTY: 1-800-848-0298).

YAAL oAl AH AUl UL G, Al (45 AL ASPL AARAL AHIRL HIZ BUastd 9. sl 521 1-800-565-9140
(TTY:1-800-848-0298)

AEEE  AXFEFENDHS, BROSEXBEZIAAVELETET, 1-800-565-9140
(TTY:1-800-848-0298) £ T, SEFEIC TTEEIEE L,

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang
walang bayad. Tumawag sa 1-800-565-9140 (TTY:1-800-848-0298).

AT & T2 g Bt aera & 7 e forw qoRd § AT9T grEar 94T 3uaad gl 1-800-565-9140
(TTY:1-800-848-0298) U< el F<|

BHVMAHWE: Ecnu Bbl roBOpUTE Ha PyCCKOM S13blke, TO BaM JOCTYNHbI 6ecnnaTHble ycnyru nepesoaa.
3BoHuTe 1-800-565-9140 (Tenetann: 1-800-848-0298).

L2l e pal i Ladi (s 0BGl <y ey (1) idlagasi S (e R i ) 40 ) ian g
.80 4L 1-800-565-9140 (TTY:1-800-848-0298)

ATANSYON: Si w pale Kreyol Ayisyen, gen sevis €d pou lang ki disponib gratis pou ou.
Rele 1-800-565-9140 (TTY: 1-800-848-0298).

UWAGA: Jezeli méwisz po polsku, mozesz skorzysta¢ z bezptatnej pomocy jezykowej. Zadzwon pod
numer 1-800-565-9140 (TTY: 1-800-848-0298).

ATENGCAO: Se fala portugués, encontram-se disponiveis servigos linguisticos, gratis. Ligue para
1-800-565-9140 (TTY: 1-800-848-0298).

ATTENZIONE: In caso la lingua parlata sia I'italiano, sono disponibili servizi di assistenza linguistica
gratuiti.Chiamare il numero 1-800-565-9140 (TTY: 1-800-848-0298).

Dii baa aké ninizin: Dii saad bee yanitti'‘go Diné Bizaad, saad bee aka’anida’awo’deg’,
t’aa jiik'eh, éi na holQ, kojj’ hddiilnih 1-800-565-9140 (TTY: 1-800-848-0298).



nf Tennessee

Benefit Plan Features:

Annual Deductible
Individual/Family
Annual Out-of-Pocket Maximum
(includes copay, coinsurance and deductibles)
Individual/Family

Benefit Summary
Your Cost In-Network

$500 / $1,500

$1,500 / $4,500

East Tennessee State University Residents

Effective Date: July 1, 2023

Network: S
Option: 1

Your Cost Out-of-Network *

$500 / $1,500

$3,000 / $9,000

4th Quarter Carry-over
Covered Services

Preventive Care Services (see page 3 for a list)

Covered at 100%

Included

30% after deductible

Practitioner Office Services
Primary Care Office Visits

Specialist Office Visits

Office Surgery **©

Routine Diagnostic Lab, X-Ray & Injections

Advanced Radiological Imaging % *’

20% after deductible
20% after deductible
20% after deductible
20% after deductible
20% after deductible

30% after deductible
30% after deductible
30% after deductible
30% after deductible
30% after deductible

Teladoc™ Health Virtual Care’

20% after deductible

Not Covered

Services Received at a Facility

(includes professional and facility charges)
Inpatient Services **
Outpatient Surgery >+ ©
Routine Diagnostic Services - Outpatient
Advanced Radiological Imaging - Outpatient > * 7
Other Outpatient Services ®
Urgent Care Center Services
Emergency Care Services °

Emergency Care Advanced Radiological Imaging ’

20% after deductible
20% after deductible
20% after deductible
20% after deductible
20% after deductible
20% after deductible
$300 copay
20% after deductible

30% after deductible
30% after deductible
30% after deductible
30% after deductible
30% after deductible
30% after deductible
$300 copay
20% after deductible

Medical Equipment Services 34
Durable Medical Equipment
Prosthetic or Orthotics

Hearing Aids

20% after deductible
20% after deductible
20% after deductible

30% after deductible
30% after deductible
30% after deductible

Behavioral Health Services
Inpatient: Unlimited days per annual benefit period * *
Outpatient: Unlimited visits per annual benefit period °

20% after deductible
20% after deductible

30% after deductible
30% after deductible

Therapeutic Services 10 (limits apply; see footnote)

$25 copay

30% after deductible

Skilled Nursing & Rehabilitation Facility Services 24
Limited to 100 days combined per annual benefit period

20% after deductible

30% after deductible

B 4, 1
Home Health Care Services > % *°

20% after deductible

30% after deductible

Hospice Services
Inpatient % 4
Outpatient

Covered at 100%
Covered at 100%

30% after deductible
30% after deductible

Ambulance Services **

20% after deductible

20% after deductible

Prescription Drugs ®

Prescription Contraceptives *°®

Covered at 100%

30% after deductible

Retail RX03 Network up to 30 day supply
Preferred Generic
Non-Preferred Generic
Preferred Brand *°
Non-Preferred Brand *°®

$10 copay
$10 copay
$45 copay
$90 copay

30% after deductible
30% after deductible
30% after deductible
30% after deductible




Plus90 or Home Delivery Network up to 90 day supply
Preferred Generic $30 copay 30% after deductible
Non-Preferred Generic $30 copay 30% after deductible
Preferred Brand ** $135 copay 30% after deductible
Non-Preferred Brand *° $270 copay 30% after deductible
Self-Administered Specialty Drugs ****2
Preferred Specialty Drugs $180 copay Not Covered
Non-Preferred Specialty Drugs $180 copay Not Covered
Provider-Administered Specialty Drugs > ** $180 copay Not Covered

1. Out-of-network benefits may be based on BlueCross BlueShield of Tennessee maximum allowable charge. You may be responsible

for any unpaid billed charges for certain services received from out-of-network providers. For emergency care services received at

an out-of-network facility, covered items and services received from an out-of-network provider at an in-network facility (unless you give
certain providers written consent), or emergent and authorized air ambulance services, in-network benefits including deductible will
apply up to the qualified payment amount, and the provider may not bill you for more than your in-network cost share.

. Prior authorization is required.
3. Certain procedures, services, medication and equipment may require prior authorization.
4. If prior authorization is required but not obtained and services are medically necessary, when using network providers outside

Tennessee for physician and outpatient services and all services from out-of-network providers, your liability will be increased
to 50% based on out-of-network coinsurance. If services are not medically necessary, no benefits will be provided.

. Outpatient behavioral health benefits are determined by place of service. Benefits displayed are for services received in an

office setting; separate benefits may apply for outpatient services received in an alternate setting.

. Surgeries include incisions, excisions, biopsies, injection treatments, fracture treatments, applications of casts and splints,

sutures and invasive diagnostic services (e.g., colonoscopy, sigmoidoscopy and endoscopy for non-preventive purposes).

7. Includes CT scans, PET scans, MRIs, nuclear medicine and other similar technologies.

8. Includes services such as chemotherapy, infusions, injections, radiation therapy and renal dialysis.

9. Copay, if applicable, waived if admitted to hospital.

10. Physical, speech, acupuncture, spinal manipulative and occupational therapies are limited to 60 visits per therapy type per annual
benefit period. Cardiac and pulmonary rehabilitative therapies are limited to 36 visits per therapy type per annual benefit period.

11. Visit www.bcbst.com/rx for the Preferred Formulary which includes specialty drugs.

12. You must use one of the Specialty Pharmacy Network providers listed on www.bcbst.com/rx to receive benefits for self-

administered specialty drugs, and these drugs are limited to a 30-day supply.

13. Copay, if applicable, applied per prescription, up to a 30 day supply.
14. Your plan requires you to receive long-term medications in a 90-day supply from home delivery or at a retail pharmacy in the

Plus90 Network. If you choose to use a retail pharmacy that is not part of the Plus90 Network, you are limited to a 30-day
supply. Visit www.bcbst.com/rx to find a list of pharmacies in the Plus90 Network.

15. A financial penalty may be applied if you choose a brand name drug when a generic equivalent is available.

Please refer to your Evidence of Coverage (EOC) for specific information.

16. Certain prescription drugs are covered at 100% at network pharmacies, in accordance with the Preventive Services provision

of the Affordable Care Act, and are identified with an "ACA" indicator on the Preferred Formulary located at www.bcbst.com/rx.

17. Use Teladoc Health's virtual care platform to access doctors or professionals for 24/7 urgent care, mental health care, dermatology services,

and more. Visit www.bcbst.com/teladoc or call 1-800-TELADOC (1-800-835-2362) to register.

21. To receive benefits for provider-administered specialty drugs as identified on the provider-administered specialty drug list, you must

use a Specialty Pharmacy Network provider. Visit www.bcbst.com/rx for the drug list and a list of providers in this network. Cost
share listed is for the medication only; providers may bill additional charges for the administering of the drug under your medical benefit.

Limitations and Exclusions. These pages summarize your health care plan benefits. Your Evidence of Coverage (EOC) defines the full
terms and conditions, limitations, and exclusions in greater detail. Should any questions arise concerning benefits, the EOC will govern.




Summary of Preventive Care Services
Covered at 100% In-Network

In-network preventive care services that are covered with no member cost share include, but are not limited to:

« 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 Services Administration (HRSA)

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

The following preventive care services are covered (not an all-inclusive list). Coverage of some services may
depend on age and/or risk exposure.
All Members:

« One preventive health exam per annual benefit period. More frequent preventive exams are covered for children up to age 3.
« All standard immunizations adopted by the CDC

« Screening for colorectal cancer (age 45 — 75), high cholesterol and lipids (45 and older for women; 35 and older

for men), high blood pressure, obesity, diabetes, and depression (12 and older)

« Screening for lung cancer for adults (50 to 80) who have a 20 pack-year smoking history and either currently smoke

or have quit within the past 15 years, per annual benefit period

« Screening for HIV and certain sexually transmitted diseases, and counseling for the prevention of sexually transmitted diseases
« Screening and counseling in a primary care setting for alcohol misuse and tobacco use; alcohol misuse and

tobacco use limited to 8 visits per annual benefit period

« Dietary counseling for adults with hyperlipidemia, hypertension, type 2 diabetes, obesity, coronary artery disease

and congestive heart failure; limited to 12 visits per annual benefit period

« One retinopathy screening for diabetics per annual benefit period

* Hemoglobin A1C testing

Women:

« Well-woman visit, including annual sexually transmitted infection (STI) counseling and annual domestic violence

screening & counseling per annual benefit period

« Cervical Cancer Screening per annual benefit period

« Screening of pregnant women for iron deficiency, bacteriuria, hepatitis B virus, Rh factor incompatibility, gestational diabetes

« Breastfeeding support/counseling & supplies, including lactation support services and counseling by a trained provider
and one breast pump per pregnancy

« Counseling for women at high risk of breast cancer for chemoprevention, including risks and benefits

* Mammography screening at age 40 and over, and genetic counseling and, if indicated after counseling, BRCA testing for BRCA breast
cancer gene

« Osteoporosis screening (age 60 or older)

* HPV testing once every 3 years, beginning at age 30

« FDA-approved contraceptive methods and counseling

Medical plan: Injectable or implantable contraceptives and barrier methods, sterilization for women

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

« Prostate cancer screening at age 50 and older
« One-time abdominal aortic aneurysm screening at age 65 — 75 (for men who have ever smoked)
Children:

« Newborn screening for hearing, phenylketonuria (PKU), thyroid disease, sickle cell anemia, and cystic fibrosis
« Development delays and autism screening
« Iron deficiency screening

« Vision screening
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If you need these services, contact a consumer advisor
at the number on the back of your Member ID card or
call 1-800-565-9140 (TTY: 1-800-848-0298 or 711).

If you believe that BlueCross has failed to provide
these services or discriminated in another way on
the basis of race, color, national origin, age, disability
or sex, you can file a grievance ("Nondiscrimination
Grievance”). For heip with preparing and submitting
your Nondiscrimination Grievance, contact a consumer
advisor at the number on the back of your Member ID card
or call 1-800-565-9140 (TTY: 1 o 711),
They can you with the form to use
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Building, Washington, DC 20201, 1-800-368-1019,
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BlueCross BiueShield of Tennessee, Inc., an
Licensee of the BlueCross BlueShield
Association.

BlueCross BlueShield of Tennessee is a Qualified
Health Plan Issuer in the Health Insurance Marketplace.

ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia
linglistica. Liame al 1-800-565-9140 (TTY: 1-800-848-0298).

3, 800-565-0140-1 3, Jat Jout &) 953 Lyt Baslea? o> 0 Aald 3 Suns o5 6] ilgale
{800-848-0298-1 4,51, pat itla

AR NMRCEARRS Y ZTNKNBEETELEN BRR
1-800-565-0140 (TTY:1-800-848-0298) *

cuuv ban néi Tiéng Viét, 06 cic dich vu hd trg ngdn ngl mién phi danh cho
ban. Goi 6 1-800-565-9140 (TTY:1-800-848-0298).

?581: T20iE ABFAIE Z2, Ao XY MUIAR 222 01254 ¢ UL
1-800-565-9140 (TTY: 1-800-848-0208) HO 2 H&#{ TAUAIQ.

ATTENTION : Si vous is, des services d'aide linguistique vous sont
proposesgmmn Appelez le 1-800-565-9140 (A‘I'S' 1 ).

luogruin 20, 11 M0 W 2, ‘owm_"s0”
MWW, 0By csbo 2,00 VO W L ns 1-800-565-9140

(TTY: 1

IO PLERA R AT W R0 ACAH RCEFF 0 AP HOEAPA: OF “thine-
#1C 220 1-800-565-9140 (=i # AMST- 1-800-848-0298).

ACHTUNG: Wenn Sie Deutsch , stehen hnen kostenlos sprachiiche

Hilfsdienstieistungen zur Verfigung. Rutnummer. 1-800-565-9140
(TTY: 1-800-848-0298).

Al 671 A% ASUAL 2L €, Al ALASE 00 W AR A HE G B g B
-800-566—9? : M@) .

ERPE BAWEEL L DB4E, :m)u ECHBVANGRTS,
1-800-565-9140 (TTY:1-800-848-0298) & CTCEE<ERELY,

PAUNAWA: Kung nagsasalita 'ngmgasemisyo

%unfaam mlangbayad uma\ngn1

T A AT 3 war I
bl S bbbl

omu
0 .

e £t 5
1-800-565-9140

BHUMAHWE: Ecnm ol Ha PYCCXOM A3bIKE, TO BaM AOCTYNHE Becnnamive
yenyru nepesopa. 3sowmte 1-800-565-9140 (tenerasin: 1-800-848-0298).

L2 g hl AL g B g i ) s 3 a
. 355 5. 1-800-565-9140

ATANSYON: Si w pale Kreyol Ayisyen, gen sévis éd pou lang ki disponib gratis pou
ou. Rele 1-800-565-9140 (TTY: 1-800-848-0298).

UWAGA: Jezeli mowisz mozesz
jezykowej. memrm;wm 1%298)

ATENGAO: Se fala portugués, encontram-se disponivels servigos linguisticos, gratis,
Ligue para 1-800-565-9140 (TTY: 1-800-848-0298)

ATTENZIONE: In caso la lingua partata sia I'taliano, sono d
assistenza linguistica gratuiti. Chiamare il numero 1-800-565-9140
(TTY: 1-800-848-0298).

Dii baa ak ninizin: Dii saad bee,
aka'anida‘awo’déé’, t'aa jiik'eh, éi na ho
(TTY: 1-800-848-0298).

(I'fq‘}. dja f ‘wi

servizi di

anilti'go Diné Bizaad, saad bee
, kojl hodiilnih 1-800-565-9140



BlueCross BlueShield
@ ' of Tennessee

East Tennessee State University Residents

Summary of Benefits BCBST Dental Standard Plan

Dental Option: 1
Effective Date: July 1, 2023

Deductible Calendar Year Individual In-Network Individual Out-of-Network
Applies to Coverage B and C only $0 $50
Family $150 (maximum)

Benefit Maximums
Applies to Coverage B and C (per Calendar Year) $1,000

Coverage D (per Lifetime)

$1,000

Benefit Percentages apply to

Any Dentist*

Covered Services

Benefit Percentages

Coverage A
Exams, X-rays
Cleanings, Fluoride 100%
Sealants, Space Maintainers

Coverage B
Basic Restorative Services
Basic Endodontics 80%
Basic Oral Surgery

Coverage C 12 month Waiting Period
Major Restorative and Prosthodontics
Basic and Major Periodontics

Major Endodontics 50%
Major Oral Surgery
Implants
Coverage D 12 month Waiting Period
Orthodontics-Child to age 18 50%

Network Dentists paid at PPO fee schedule; non-network dentists paid

Preferred Option 30% less than PPO fee schedule

National Network Included

Discounts on health and wellness services including routine vision care,

Blue365 Lasik surgery, weight loss and fitness centers, and more

This document serves as a summary of the benefits that are detailed in the Evidence of Coverage. These benefits are subject to the Covered Services and Limitations on Covered
Services, Exclusions From Coverage, and Schedule of Benefits sections of the Evidence of Coverage.

When applicable, benefits will be paid based on the Benefit Percentages listed above. Members will be responsible for co-insurance (when benefit percentages are less than
100%), deductible(s), and all other charges when benefit maximums have been met.

*Members may see any dentist. We have contracted dentists in our network that have agreed to limit their charges to our fee schedule. Because we have no contract with non-
network dentists, members may be responsible for any billed charges that exceed our Maximum Allowable Charge.

BlueCross BlueShield of Tennessee, Inc., an Independent Licensee of the BlueCross BlueShield Association
® Registered marks of the BlueCross BlueShield Association, an Association of Independent BlueCross BlueShield Plans.



COVERED SERVICES AND EXCLUSIONS

EXAMS

Covered: One periodic exam in any 6-month period. One limited oral evaluation in any 12-
month period. One comprehensive, detailed/extensive, or periodontal exam in any 36- month
period.

X-RAYS

Covered: One full mouth set of x-rays in any 36- month period. A full mouth set of x-rays is
defined as either an intraoral complete series or panoramic x-ray. Benefits provided for either
include benefits for all necessary intraoral and bitewing films taken on the same day. Up to four
bitewing films in any 12-month period. All bitewing films must be taken on the same date of
service.

Exclusions: Extraoral, skull and bone survey, sialography, temporomandibular joint dysfunction
(TMJ), and tomographic survey x-ray films, cephalometric films and diagnostic photographs,
unless otherwise stated in this Dental EOC.

CLEANINGS, FLUORIDE TREATMENT

Covered: One prophylaxis in any 6-month period, except when replaced as described below in
Basic Periodontics. One fluoride treatment in any 12-month period for Members age 18 and
under.

SEALANTS, SPACE MAINTAINERS

Covered: One sealant or preventive resin restoration per lifetime on first and second permanent
molars for Members age 15 and under. Space maintainers for Members age 13 and under. One
recementation per space maintainer in any 12-month period.

BASIC RESTORATIVE SERVICES

Covered: One amalgam or resin restoration per tooth surface in any 12-month period.
Replacement of existing amalgam and resin composite restorations Covered only after 12-
months from the date of initial restoration. Stainless steel crowns. Replacement of stainless
steel crowns Covered after 36-months from the date of initial restoration. One sealant,
preventive resin restoration, or resin infiltration per first or second permanent molar tooth per
lifetime, for Members age 15 and under. Sealant/Preventive resins are subject to additional
limitations listed under Preventive Services, and may be subject to a different Coverage level
under Attachment C: Schedule of Benefits. Palliative (emergency) treatment for the relief of
pain. One repair per denture in any 24-month period. General anesthesia or intravenous (1V)
sedation in connection with major oral surgery procedures and implants when provided by a
Dentist licensed to administer such agents.

Exclusions: Gold foil restorations.

MAJOR RESTORATIVE SERVICES — SINGLE TOOTH RESTORATIONS

Covered: Crowns, inlays and onlays only for the treatment of severe carious lesions or severe
fracture on permanent teeth, and only when teeth cannot be adequately restored with an
amalgam or resin composite restoration (filling).Replacement of single tooth restorations or
fixed partial dentures (bridges) after 60-months from the date of initial placement. Veneers for
anterior permanent teeth.

Exclusions: Provisional restorations and crowns. Cast crowns or laminate veneers for Members
age 11 and under.

PROSTHODONTIC SERVICES — FIXED BRIDGES

Covered: Fixed partial dentures (bridges), including pontics, retainers, and abutment crowns,
inlays, and onlays (resin, porcelain, % and full cast) for permanent teeth only. Replacement of
fixed partial dentures or single tooth restorations after 60-months from the date of initial
placement.

Exclusions: Provisional or interim restorations. Bridges for Members age 15 and under.
PROSTHODONTIC SERVICES — REMOVABLE DENTURES

Covered: Complete, immediate and partial dentures utilizing standard techniques and materials
as determined by the Plan. Personalized restorations, special techniques or materials shall be
covered up to the amount allowed for standard techniques and materials. Replacement of
removable dentures after 60-months from the date of initial placement.

Exclusions: Interim (temporary) dentures. Dentures for members age 15 and under.

OTHER MAJOR RESTORATIVE & PROSTHODONTIC SERVICES

Covered Services: Core build-up covered separately from restoration only in those
circumstances where benefits are provided because severe carious lesions or fractures are so
extensive that retention of the restoration would not be possible. Crown inlay, onlay, veneer
and bridge repair and re-cementation after 12-months from the date of initial placement. One
denture adjustment in any 6-month period and only after 6-months from the date of initial
placement. One denture reline, rebase, or tissue conditioning in any 36-month period. One
implant per tooth per lifetime. One bone graft for implant per tooth per lifetime. One implant
debridement per tooth per lifetime. Initial placement or replacement of implant supported
prosthesis after 60-months from the date of any corresponding major restoration.

Exclusions: Provisional and interim restorations. Other major restorative services including
protective restoration and coping. Other prosthodontic services including overdenture,
precision attachments, connector bars, stress breakers and coping metal. Crown preparation,
temporary or prefabricated crowns, impressions and cementation. Post and core services not
performed in conjunction with a Covered crown or bridge.

BASIC ENDODONTICS

Covered: Pulpotomy, pulpal therapy for primary teeth but not when performed in conjunction
with major endodontic treatment.

Exclusions: Pulpal debridement. Pulp vitality tests. Protective restorations.

MAJOR ENDODONTICS

Covered: One root canal treatment (root canal, re-treatment, apexification, pulpal
regeneration, hemisection, pulp cap or root amputation) per tooth in any 60-month period. One
apicoectomy per root per lifetime. Retrograde filling if done on same date of service as
apicoectomy.

Exclusions: Guided tissue regeneration. Intentional re-implantation (including necessary
splinting). Canal preparation. Incomplete endodontic therapy. Pulp vitality test. Protective
restorations.

BASIC PERIODONTICS

Covered: One periodontal scaling and root planing per quadrant in any 24- month period. One
full mouth debridement per lifetime. Periodontal maintenance no sooner than 90 days after
completion of any one of the Basic Periodontic Covered Services above. Periodontal
maintenance will replace a prophylaxis or scaling. Scaling in the presence of generalized
moderate or severe gingival inflammation — full mouth, once per lifetime. Scaling will replace a
prophylaxis or periodontal maintenance procedure.

Exclusions: Provisional splinting, and antimicrobial medication and dressing changes.
Periodontal scaling and root planing, full mouth debridement, periodontal maintenance and
prophylaxis when more than one of these procedures is performed on the same date of service.

MAJOR PERIODONTICS

Covered: One major surgical periodontal procedure, including gingivectomy, gingivoplasty,
gingival flap procedure, osseous surgery, per quadrant in any 36-month period. One crown
lengthening per tooth in any 36-month period. One bone and tissue grafting per site in any 36-
month period.

Exclusions: Tissue regeneration and apically positioned flap procedure.

BASIC ORAL SURGERY

Covered: Non-surgical or simple extractions (pulling teeth).

MAJOR ORAL SURGERY

Covered: Surgical extractions (including removal of impacted teeth), coronectomy, and other
oral surgical procedures typically not Covered under a medical plan.

Exclusion: Oral surgery typically Covered under a medical plan, including but not limited to,
excision of lesions and bone tissue, treatment of fractures, suturing, wound and other repair
procedures, TMJ and related procedures. Orthognathic surgery and treatment for congenital
malformations. Harvesting of bone for use in autogenous grafting.

ORTHODONTIC SERVICES (MANY PLANS DO NOT PROVIDE ORTODONTIC COVERAGE)
Covered: Exams, photographic images, diagnostic casts, cephalometric x-rays, installation and
adjustment of orthodontic appliances and treatment to reduce or eliminate an existing
malocclusion.

Exclusions: Replacement or repair of any lost, stolen and damaged appliance. Surgical
procedures to aid in orthodontic treatment.

OTHER EXCLUSIONS FROM COVERAGE

1. Dental services received from a dental or medical department maintained by or on
behalf of an Employer, mutual benefit association, labor union, trustee or similar person
or group.

2. Services or supplies not listed as Covered Services under Attachment A, Covered Services
and Limitations on Covered Services.

3. Charges for services performed by You or Your spouse, or Your or Your spouse’s parent,
sister, brother or child.

4. Services rendered by a Dentist beyond the scope of his or her license.

5. Dental services which are free, or for which You are not required or legally obligated to
pay or for which no charge would be made if You had no dental Coverage.

6. Dental services to the extent that charges for such services exceed the charge that would
have been made and collected if no Coverage existed hereunder.

7. Dental services covered by any medical insurance coverage, or by any other non-dental

contract or certificate issued by BlueCross BlueShield of Tennessee or any other

insurance company, carrier, or plan. For example, removal of impacted teeth, tumors of

lip and gum, accidental injuries to the teeth, etc.

Any court-ordered treatment of a Member unless benefits are otherwise payable.

9. Courses of treatment undertaken before You become Covered under this program.

10. Any services performed after You cease to be eligible for Coverage, except as shown
under the Payment for Services Rendered after Termination of Coverage section.

11. Dental care or treatment not specifically listed in Attachment C: Schedule of Benefits.

12. Any treatment or service that the Plan determines is not Necessary Dental Care that does
not offer a favorable prognosis that does not meet generally accepted standards of
professional dental care, or that is experimental in nature.

13. Services or supplies for the treatment of work related illness or injury, regardless of the
presence or absence of workers’ compensation coverage. This exclusion does not apply
to injuries or illnesses of an employee who is (1) a sole-proprietor of the Group; (2) a
partner of the Group; or (3) a corporate officer of the Group, provided the officer filed
an election not to accept Workers’” Compensation with the appropriate government
department.

14. Charges for any hospital or other surgical or treatment facility and any additional fees
charged by a Dentist for treatment in any such facility.

15. Dental services with respect to congenital malformations or primarily for cosmetic or
aesthetic purposes. This does not exclude those services provided under Orthodontic
benefits (if applicable.)

16. Replacement of tooth structure lost from wear or attrition.

17. Dental services resulting from loss or theft of a denture, crown, bridge or removable
orthodontic appliance.

18. Charges for a prosthetic device that replaces one or more lost, extracted or congenitally
missing teeth before Your Coverage becomes effective under the Plan unless it also
replaces one or more natural teeth extracted or lost after Your Coverage became
effective.

19. Diagnosis for, or fabrication of, adjustment or maintenance and cleaning of maxillofacial
prosthesis, appliances or restorations necessary to correct bite problems or restore the
occlusion or correct temporomandibular joint dysfunction (TMJ) or associated muscles.

20. Diagnostic dental services such as diagnostic tests and oral pathology services.

21. Adjunctive dental services including all local and general anesthesia, sedation, and
analgesia (except as stated elsewhere in this EOC).

22. Charges for the treatment of desensitizing medicaments, drugs, occlusal guards and
adjustments, mouthguards, microabrasion, behavior management, and bleaching.

23. Charges for the treatment of professional visits outside the dental office or after
regularly scheduled hours or for observation.

24. Charges for the inhalation of nitrous oxide/analgesia, anxiolysis.

25. Dental consultations including but not limited to re-evaluations, teledentistry, nutritional
and tobacco counseling and oral hygiene instruction.

L]

BlueCross BlueShield
of Tennessee
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ATTENTION : Si vous parlez frangais, des services d’aide linguistique vous sont proposés gratuitement. Appelez le
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Nondiscrimination Notice

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

BlueCross:

e Provides free aids and services to people with disabilities to communicate
effectively with us, such as: (1) qualified interpreters and (2) written information in
other formats, such as large print, audio and accessible electronic formats.

e Provides free language services to people whose primary language is not
English, such as: (1) qualified interpreters and (2) written information in other
languages.

If you need these services, contact a consumer advisor at the number on the back of
your Member ID card or call 1-800-565-9140 (TTY: 1-800-848-0298 or 711).

If you believe that BlueCross has failed to provide these services or discriminated in
another way on the basis of race, color, national origin, age, disability or sex, you can
file a grievance (“Nondiscrimination Grievance”). For help with preparing and submitting
your Nondiscrimination Grievance, contact a consumer advisor at the number on the
back of your Member ID card or call 1-800-565-9140 (TTY: 1-800-848-0298 or 711).
They can provide you with the appropriate form to use in submitting a Nondiscrimination
Grievance. You can file a Nondiscrimination Grievance in person or by mail, fax or
email. Address your Nondiscrimination Grievance to: Nondiscrimination Compliance
Coordinator; c/o Manager, Operations, Member Benefits Administration; 1 Cameron Hill
Circle, Suite 0019, Chattanooga, TN 37402-0019; (423) 591-9208 (fax);
Nondiscrimination_OfficeGM@bcbst.com (email).

You can also file a civil rights complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights, electronically through the Office for Civil Rights
Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or
phone at: U.S. Department of Health and Human Services, 200 Independence Avenue
SW., Room 509F, HHH Building, Washington, DC 20201, 1-800-368-1019, 800-537—
7697 (TDD). Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

BlueCross BlueShield of Tennessee, Inc., an Independent Licensee of the BlueCross BlueShield Association
® Registered marks of the BlueCross BlueShield Association, an Association of Independent BlueCross BlueShield Plans.
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Benefit

In-Network Member Cost

Group Name:
Group Number:
Effective Date:

East Tennessee State University Residents
140394
07/01/2023

Out-of-Network Reimbursement

VISION EXAMINATION

Comprehensive Eye Examination $10 Copayment Up to $35 One exam within a 12 month period for
each member covered under the plan.
Retinal Imaging Up to $39 N/A
Contact Lenses Fit and Follow-Up
Standard $55 Copayment N/A
Premium 10% off retail N/A
VISION MATERIALS
Standard Plastic Lenses One set of lenses within a 12 month period
for each member covered under the plan.
Single Vision $0 Copayment Up to $30
Bifocal $0 Copayment Up to $45
Trifocal $0 Copayment Up to $60
Frames $0 Copayment up to $150 Up to $75 One pair of frames within a 24 month
allowance, 20% off balance period for each member covered under the
over allowance plan.
Contacts One set of lenses within a 12 month period
for each member covered under the plan
(In lieu of lenses + frames).
Conventional $0 copay up to $150 Out-of-network up to $120
allowance, 15% off balance
over allowance
Disposable $0 copay up to $150 Out-of-network up to $120

Medically Necessary
Lens Options

Standard Polycarbonate

Standard Polycarbonate (For covered
dependent children under 19 years of
age)

UV Treatment

Tint

Standard Plastic Scratch Coating

Standard Progressive Lenses (add on
to Bifocal)
Premium Progressive Lenses (add on
to Bifocal)

Standard Anti-Reflective Coating
Other Lens Options
* $45 maximum reimbursement

allowance

Paid in Full Up to $200
$40 Copayment Up to $0
$0 Copayment Up to $5
$15 Copayment Up to $0
$15 Copayment Up to $0
$15 Copayment Up to $0

$65 Additional Copayment $0 Additional *

$65 Additional Copayment, $0 Additional *

20% off retail price less $120

allowance
$45 Copayment Up to $0
20% off retail N/A

One set of lenses within a 12 month period
for each member covered under the plan.



Diabetic Eye Care Up to 2 services per year for each listed

(Care and testing for diabetic members) service.™
Exam $0 Up to $77
Retinal Imaging $0 Up to $50
Extended Ophthalmoscopy $0 Up to $15
Gonioscopy $0 Up to $15
Scanning Laser $0 Up to $33

**Some or all of the diagnostic services described above will be provided as deemed appropriate, subject to provider determination of service
necessity and the benefit frequency limitations referenced above.

e This document serves as a summary of the benefits that are detailed in the Evidence of Coverage. These benefits are subject to the
Covered Services and Limitations on Covered Services, Exclusions from Covered Services, and Schedule of Benefits sections of the
Evidence of Coverage.

e \When applicable benefits are paid after the Copayment listed above and to the allowance listed, members are responsible for amounts
above the allowance.

e Members may see any vision care provider. However, contracted providers in our network have agreed to limit certain charges and
provide additional discounts once the allowance has been reached. Because we have no contract with non-network providers, members
are responsible for all charges that exceed the out-of-network reimbursement.



Nondiscrimination Notice

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

BlueCross:

e Provides free aids and services to people with disabilities to communicate effectively with us, such
as: (1) qualified interpreters and (2) written information in other formats, such as large print, audio
and accessible electronic formats.

e Provides free language services to people whose primary language is not English, such as: (1)
qualified interpreters and (2) written information in other languages.

If you need these services, contact a consumer advisor at the number on the back of your Member ID
card (for TTY help, call 1-800-848-0298 or 711).

If you believe that BlueCross has failed to provide these services or discriminated in another way on the
basis of race, color, national origin, age, disability or sex, you can file a grievance (“Nondiscrimination
Grievance”). For help with preparing and submitting your Nondiscrimination Grievance, contact a
consumer advisor at the number on the back of your Member ID card or call 1-800-565-9140 (TTY: 1-800-
848-0298 or 711). They can provide you with the appropriate form to use in submitting a
Nondiscrimination Grievance. You can file a Nondiscrimination Grievance in person or by mail, fax or
email. Address your Nondiscrimination Grievance to: Nondiscrimination Compliance Coordinator; c/o
Manager, Operations, Member Benefits Administration; 1 Cameron Hill Circle, Suite 0019, Chattanooga,
TN 37402-0019; (423) 591-9208 (fax); Nondiscrimination_OfficeGM@bcbst.com (email).

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

Human Services, 200 Independence Avenue SW., Room 509F, HHH Building, Washington, DC 20201, 1-
800-368-1019, 800-537-7697 (TDD). Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.



ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiistica.
Llame al 1-800-565-9140 (TTY: 1-800-848-0298).

o5) B00-565-9140-1 1 dail . olnally &l 155 sl Saelal) Slasir 38 il S31 Srsonds S 13] 15k
800-848-0298-1 515 pall isla

AR  NESCRERPY . BuLeERSESREER B/EE 1-800-565-9140
(TTY:1-800-848-0298)

CHU Y: Néu ban nai Tiéng Viét, cé cac dich vu hd trg ngén ngii mién phi danh cho ban.
Goi s6 1-800-565-9140 (TTY:1-800-848-0298).

Fo|: $H50{E MEslAe B2, o] X[ MHIAE FRE 0|8st4 = U&LICH 1-800-565-9140
(TTY: 1-800-848-0298) Ho 2 Ha&l FHA|I2.

ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont proposés
gratuitement. Appelez le 1-800-565-9140 (ATS : 1-800-848-0298).
uogau:n_ 20 21 9w [ wIrse 990, P 2 Mg oem 80 MwIdn,

oBw 3 08 90U DL W sulm v . lns 1-800-565-9140 (TTY: 1-800-848-0298).

CPNFOF: 029595 B ROICT hPt SFCTIY hCARD RCEFTE (1R ALTHRT FHOEHPA: OF @LhPAd- 70 SL0-¢
1-800-565-9140 (ovn=1 Atag7Fw-: 1-800-848-0298).

ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche Hilfsdienstleistungen
zur Verfligung. Rufnummer: 1-800-565-9140 (TTY: 1-800-848-0298).

HAAL 57 AH ATAAL ALHAL G AL IS MM A S AMIZL L2 FUASE 59 514 520 1-800-565-9140
(TTY:1-800-848-0298)

AEEE  AABERENSES. EROSEZEZIFBVWLELETE Y. 1-800-565-9140
(TTY:1-800-848-0298) £ T, HEFICTIEB/SLEZT L,

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa
wika nang walang bayad. Tumawag sa 1-800-565-9140 (TTY:1-800-848-0293).

AT F: A12 AT T S & A1 A S g § A gt F9 30y 21 1-800-565-9140
(TTY:1-800-848-0298) 7T FI F7I

BEHMMAHWE: Ecnu Bel roBOpWTE Ha PYCCKOM H3bIKE, TO BAM JOCTYMHBl BecnnaTtHele YCmyri

nepeecona. 3eoHute 1-800-565-9140 (Tenetain: 1-800-848-0298).

L all e atl i Ll (51 OBG) 5 D) g b ) CDbgad 20 e SO a8 Gl 4 B s e
8 ol 1-800-565-9140 (TTY:1-800-848-0298)

ATANSYON: Siw pale Kreyol Ayisyen, gen sévis &d pou lang ki disponib gratis pou ou.
Rele 1-800-565-9140 (TTY: 1-800-848-0298).

UWAGA: Jezeli mowisz po polsku, mozesz skorzystac z bezplatnej pomocy jezykowe]. Zadzwaon
pod numer 1-800-565-9140 (TTY: 1-800-848-0298).

ATENCAOQ: Se fala portugués, encontram-se disponiveis servigos linguisticos, gratis. Ligue para
1-800-565-9140 (TTY: 1-800-848-0298).

ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza
linguistica gratuiti. Chiamare il numero 1-800-565-9140 (TTY: 1-800-848-0298).

Dii baa ako ninizin: Dii saad bee yanitti'go Diné Bizaad, saad bee aka‘anida’awo’dég’,
t'aa jiik'eh, éi na hold, koji’ hédiilnih 1-800-565-9140 (TTY: 1-800-848-0298).
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