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

City of Glendale EPO

Coverage Period: 07/01/2024-06/30/2025
Coverage for: Individual & Family | Plan Type: PPO

44 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, visit azblue.com/member. 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/shc-glossary/ or call 1-602-864-4113 to request a copy.

Important Questions

What is the overall
deductible?

Answers

$0

Why This Matters:

See the Common Medical Events chart below for your costs for services this plan covers.
Unless a copay, fee, or other percent is shown, the coinsurance percent of the allowed
amount that you pay for most services is 10%.

Are there services covered
before you meet your
deductible?

Not applicable

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/.

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?

$4,000/individual or $8,000/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 and costs for health care this
plan doesn't cover.

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.azblue.com or call 1-602-
864-4113 for a list of in-network providers.

This plan does not cover services by out-of-network providers except in very limited
circumstances.

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.

Do you need a referral to
see a specialist?

No.

You can see the specialist you choose without a referral.

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

What You Will Pay

Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other
Important Information

Primary care visit to treat an

(You will pay the least)

(You will pay the most)

Precertification may be required. PCP copay for

If you have a test

Not covered

ot - $30 copay most chiropractic services. $10 copay for medical
injury or liness MISEITENES telehealth consultations through BlueCare
If you visit a health Specialist visit $45 copay AnywheresSM.
care provider’s office Preventive services not required to be covered by
or clinic Preventive care/screening/ state or federal law are not covered. You may
mmunization No charge Not covered 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.
Diagnostic test (x-ray, blood | Office visit copay or no Precertification required for some testing and
work) charge imaging services. Cost share waived if [ab is only

service received during physician office visit and at
contracted, freestanding, independent clinical labs.
Cost share varies based on place of service and

Imaging (CT/PET scans, 10% coinsurance prov[der’s network status and type. Precertification
MRils) required for CT/PET/MRI/MRA’s. No charge for
professional services by a radiologist, pathologist
and dermapathologist.
Tier 1
(Generic drugs) $7 copay/30 day supply Not covered
Tier 2 Some drugs require precertification and won't be
If you need drugs to (Preferred brand drugs) PRI GRSl | RBiERIRee covered without it. 90-day supply costs 2 copays
treat your illness or | Tier 3 for mail order.
condition (Non-preferred brand $50 copay/30 day supply | Not covered
More information about | drugs)
prescription drug Copays (deductible does
coverage is available at not apply):
www.azblue.com , Tier A: $30 Specialt to a 30-d v N
! Not q p y copay covers up to a 30-day supply. No
Specialty drugs Tier B: $60 ot covere coverage without precertification.
Tier C: $90
Tier D: $120
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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 most)

Limitations, Exceptions, & Other
Important Information

If you have outpatient
surgery

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

$200 copay per procedure

Physician/surgeon fees

10% coinsurance

Not covered

Precertification required for some outpatient
services or drugs. Copay does not apply to non-
surgical procedures. Additional $1,000 copay and
2nd surgical opinion required for all bariatric
surgeries

If you need immediate
medical attention

Emergency room care

$250 copay per member/facility/day

Copay is waived if you are admitted as an
inpatient to the hospital. Admittance for
observation is not inpatient. Out-of-network
providers can’'t balance bill for the difference
between the allowed amount and the billed
charge.

Emergency medical
transportation

No charge

None

Urgent care

$50 copay

Not covered

Copay applies only to facilities specifically
contracted for urgent care.

Facility fee (e.g., hospital
room)

$250 access fee per
member per admission,
then 10% coinsurance

Precertification required for some non-emergency
services or drugs. Additional $1,000 access fee

Not covered : . . -
. and 2nd surgical opinion required for all bariatric
IsftZ;u have a hospital Physician/surgeon fees 10% coinsurance surgeries.
$250 access fee per T . -
Long-term acute care member per admission, | Not covered Precertification required. Limit of 365 total LTAC
then 10% coinsurance days per member.
Copay applies to office, home, walk-in clinic visits.
No charge in all other locations. $20 copay for
If you need mental Outpatient services $15 copay or no charge Not covered Counseling telehealth consultations and
health, behavioral Psychiatric telehealth consultations through
health, or substance BlueCare Anywhere.
abuse services $250 access fee per
Inpatient services member per admission, Not covered Precertification required.

then 10% coinsurance
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Common Medical Event

Services You May Need

What You Will Pay

Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other
Important Information

If you are pregnant

Office Visits

Childbirth/delivery
professional services

(You will pay the least)

Office visit copay or 10%
coinsurance

Childbirth/delivery facility
services

$250 access fee per
member per admission,
then 10% coinsurance

(You will pay the most)

Not covered

Other than initial copay, in-network cost-sharing is
waived for the physician’s global charge and
physician home/office visits. Depending on the
type of services, a copayment, coinsurance, or
deductible may apply. Maternity care may include
tests and services described elsewhere in the SBC
(i.e. ultrasound). Cost sharing does not apply for
in-network preventive services.

If you need help
recovering or
have other
special health
needs

Home health care/Home

Precertification may be required. Limit of 6 hours

infusion therapy No charge Not covered of care/member/day. Custodial care excluded.
EAR: $250 access fee per

Rehabilitation services member per admission, .

« EAR = Extended Active thgn no charge except 50%

Rehabilitation Facility TR EETD
120 Not covered Precertification required for inpatient facility

« PT/OT/ST = Physical
Therapy, Occupational
Therapy, Speech Therapy

PT/OT/ST: No charge up
to a certain number of
modalities and treatments

Habilitation services

Not covered

Not covered

Skilled nursing care

In skilled nursing facility
(SNF)

$250 access fee per
member per admission,
then 10% coinsurance
except 50% coinsurance
for days 91-180

Not covered

admission. Limit of 120 days/calendar year for
EAR and 180 days/calendar year for SNF. For
PT/OT/ST 50% coinsurance and $500 out-of-
pocket maximum applies to PT/OT exceeding 80
modalities per calendar year and ST exceeding 20
visits per calendar year. Plan does not cover
group physical and occupational therapy.

Precertification may be required. Cost share varies

Durable medical equipment Srz <r:eewsn copay orno Not covered based on place of service and provider’s network
g status and type.
Hospice services No charge Not covered None
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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 most)

Limitations, Exceptions, & Other
Important Information

Children’s eye exam
If your child needs

Not covered Not covered

Excluded. Screening for members under age 5
covered under “Preventive care / screening /
immunization.”

dental or eye care Children’s glasses

Not covered Not covered

Excluded

Children’s dental check-up

Not covered Not covered

Excluded

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

o Alternative medicine

o Care that is not medically necessary

o Cosmetic surgery, cosmetic services & supplies
o Custodial care

¢ Dental care except dental accidents

o DME rental/repair charges that exceed DME
purchase price

o Experimental and investigational treatments
except as stated in plan

o Eyewear except after cataract surgery

o Fertility and infertility medication and treatment

o Flat feet treatment and services except as stated
in plan

Genetic and chromosomal testing except as stated o
in plan

Habilitation services o

Hearing aids
Home health care and infusion therapy exceeding 6

hours of care per member per day *
Inpatient EAR treatment exceeding 120 days per  ®
calendar year and inpatient SNF treatment o

exceeding 180 days per calendar year o

Long-term care, except long-term acute care up to

a 365 days benefit plan maximum o

o Massage therapy other than allowed under medical

coverage guidelines o

Non-emergency care when traveling outside the
u.sS.

Preventive services not required to be covered by
state or federal law

o Private-duty nursing

Respite care except as stated in plan

Routine eye care

Routine foot care

Services from out-of-network providers except for
emergencies and when care is preauthorized
Services, tests and procedures that are excluded
under medical coverage guidelines

Sexual dysfunction treatment and services
Weight loss programs

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

o Bariatric surgery

Chiropractic care
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those

agencies is:

= For group health coverage subject to ERISA, contact the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.gov/ebsa/healthreform.

= For non-federal governmental group health plans, contact the Department of Health and Human Services, Center for Consumer Information and Insurance
Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov.

= Church plans are not covered by the Federal COBRA continuation coverage rules. If the coverage is insured, individuals should contact the Arizona Department of
Insurance (602-364-2499, or 1-800-325-2548 in Arizona but outside the Phoenix area) regarding their possible rights to continuation coverage under State law.

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 on how 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:

= For group health coverage subject to ERISA, contact Blue Cross Blue Shield of Arizona at 1-877-475-8440. You may also contact the Department of Labor’s
Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. If your coverage is insured, you may also contact the
Arizona Department of Insurance at 602-364-2499, or 1-800-325-2548 in Arizona but outside the Phoenix area.

= For non-federal governmental group health plans and church plans that are group health plans, contact Blue Cross Blue Shield of Arizona at 1-877-475-8440. If your
coverage is insured, you may also contact the Arizona Department of Insurance at 602-364-2499, or 1-800-325-2548 in Arizona but outside the Phoenix area or
https://difi.az.gov/consumer/i/health.

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.
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Multi-language Interpreter Services

Spanish: Si usted, o alguien a quien usted esta ayudando, tiene preguntas acerca de Blue Cross Blue Shield of Arizona, tiene derecho a obtener
ayuda e informacidn en su idioma sin costo alguno. Para hablar con un intérprete, llame al 602-864-4884.

Navajo: Dii kwe’é atah nilinigii Blue Cross Blue Shield of Arizona haada yit'éego bina’iditkidgo éi doodago Haida bija anilyeedigii t'aadoo le’é

yina’iditkidgo beehaz’aanii hélg dii t’aa hazaadk’ehji haka a’doowotgo bee haz'g doo baah ilinigdd. Ata’ halne’igii kojj’ bich’j” hodiilnih 877-475-4799.

Chinese: INRE, FREEAGIMHER, HEMRBABEBRATE Blue Cross Blue Shield of Arizona AERIEIRE, BHEEFRE LG
BIEBIEDMNAR. AR —(MEE FHNES FUHBART 877-475-4799,

Viethamese: Néu quy vi, hay nguoi ma quy vi dang gilp d&, cé cau hdi vé Blue Cross Blue Shield of Arizona quy vi s& c6 quyén dugc gitp va
c6 thém théng tin bang ngdn ngi? ciia minh mién phi. D& néi chuyén véi mét théng dich vién, xin goi 877-475-4799.

Arabic:
O3 0o il &y g puall Sla glaall g sacloal) o J seandl 8 Gal) el (Blue Cross Blue Shield of Arizona g= seads il sacls sk gal ) ol i< )
877-475-4799 @ Joail an jia pe Saaill, 4S5 Ay
Tagalog: Kung ikaw, o ang iyong tinutulangan, ay may mga katanungan tungkol sa Blue Cross Blue Shield of Arizona, may karapatan ka na
makakuha ng tulong at impormasyon sa iyong wika ng walang gastos. Upang makausap ang isang tagasalin, tumawag sa 877-475-4799.

Korean: 2t2F 2o L= Aot 510 U= HE AP0l Blue Cross Blue Shield of Arizona 0 Ztoil A 2 20| JACHH Aot 248t
S HEE Fote iz tl\% SEHL0 €2 = U= At ASLICH DEH SHALS 01015171 fIoH M= 877-475-4799 2
MBS Al 2.

French: Si vous, ou quelqu'un que vous étes en train d’aider, a des questions a propos de Blue Cross Blue Shield of Arizona, vous avez le droit
d'obtenir de l'aide et I'information dans votre langue a aucun codt. Pour parler a un interprete, appelez 877-475-4799.

German: Falls Sie oder jemand, dem Sie helfen, Fragen zum Blue Cross Blue Shield of Arizona haben, haben Sie das Recht, kostenlose Hilfe und
Informationen in Ihrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die Nummer 877-475-4799 an.

Russian: Ecam y Bac unu avua, KOTOPOMY Bbl NOMOraeTe, UMetoTcs Bonpock no nosoay Blue Cross Blue Shield of Arizona, To Bbl UMeeTe NpaBo Ha
becnnaTHoe nonyYyeHne NOMOLLM M MHOOPMALMK Ha Ballem A3biKe. [11A pa3roBopa c nepeBoa4MKom No3BoHuTe no TenedoHy 877-475-4799.

Japanese: CAAH., FRIEEEHEOSOE Y DA TH., Blue Cross Blue Shield of Arizona [CDWT ZHEA TS WELEL, TFHFE
Eii_cc'g_;% Ei*("?’—yélz# U, IFREAFLEYTHIENTEET, HEEIMIDYFERHA, BREBTFEINDIES. 877-475-
4799 G = A}

Farsi:
2 )4 cle Dl 5 (S aS 1 | ol 3a 230 433l < Blue Cross Blue Shield of Arizona 2,56 2 Jlsw ¢ 235 Sl gl ladal S L i £
el Jeala il 877-475-4799, awlai il 2 &) 5 Hskas ),
Assyrian:
Wil . 6s0it\a (Aeilaono 28350 . 60 Nany 2Ahend 60882 . e <Blue Cross Blue Shield of Arizona sea 23iea . 6508801 (. 605 woi03euda 180yad T b (n 0B o1
877-475-4799 1iiaw . 0388 A4 Lax5 130 (2088 550 s AL Lwowodh

Serbo-Croatian: Ukoliko Vi ili neko kome Vi pomazZete ima pitanje o Blue Cross Blue Shield of Arizona, imate pravo da besplatno dobijete pomo¢
i informacije na Vasem jeziku. Da biste razgovarali sa prevodiocem, nazovite 877-475-4799.

Thai: MnAM vidaauinun&sthadadaauAeAu Blue Cross Blue Shield of Arizona
aafiangnaylasuanuziamdanazdanalunzzasaalalaa s ldane waauduan Tns 877-475-4799

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

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 0.08 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.
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About These Coverage Examples

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different depending
on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles, copayments and

coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different health plans. Please note
these coverage examples are based on self-only coverage.

Peg is Having a Baby

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

M The plan's overall deductible $0
B Specialist copayment $45
B Hospital (facility) copayment $250
B Other coinsurance 10%

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

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

Managing Joe’s Type 2 Diabetes

(a year of routine in-network care of a well-
controlled condition

W The plan's overall deductible $0
W Specialist copayment $45
B Hospital (facility) copayment $250
B Other coinsurance 10%

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

| Total Example Cost $12,700 | | Total Example Cost $5,600 |
In this example, Peg would pay: In this example, Joe would pay:

| Cost Sharing | Cost Sharing |
Deductibles $0 Deductibles $0
Copayments $310 Copayments $710
Coinsurance $970 Coinsurance $0

| What isn’t covered | What isn't covered |
Limits or exclusions $50 Limits or exclusions $20

| The total Peg would pay is $1,330 | | The total Joe would pay is $730 |

Mia’s Simple Fracture

(in-network emergency room visit and follow up

W The plan's overall deductible $0
B Specialist copayment $45
B Hospital (facility) copayment $250
B Other coinsurance 10%

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

Diagnostic test (x-ray)

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

| Total Example Cost

$2,800 |

In this example, Mia would pay:

| Cost Sharing
Deductibles $0
Copayments $350
Coinsurance $190

\ What isn’t covered
Limits or exclusions $0

| The total Mia would pay is $540 |

The plan would be responsible for the other costs of these EXAMPLE covered services.
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https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#plan
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https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#specialist
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Blue Cross Blue Shield of Arizona (BCBSAZ) complies with applicable federal civil rights laws and does not discriminate

on the basis of race, color, national origin, age, disability or sex. BCBSAZ provides appropriate free aids and services, such
as qualified interpreters and written information in other formats, to enable people with disabilities to communicate effectively
with us. BCBSAZ also provides free language services to people whose primary language is not English, such as qualified
interpreters and information written in other languages. If you need these services, call 602-864-4884 for Spanish and

1-877-475-4799 for all other languages and other aids and services.

L21762-0724
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