satellite building of a hospital.

TIGHMARK. €@ | PPO Blue
Delaware Valley SD 01794574, 01794575, 01794576, 01794577, 01794578,
01794579, 01794580, 01794581, 01794582

On the chart below, you'll see what your plan pays for specific services. You may be responsible for a facility fee, clinic charge or similar fee or
charge (in addition to any professional fees) if your office visit or service is provided at a location that qualifies as a hospital department or a

Benefit

Effective Date

In Network
General Provisions

Out of Network

January 1, 2020

Benefit Period(1)

Calendar Year

Deductible (per benefit period)
Individual
Family

$100
$300

$300
$900

Plan Pays — payment based on the plan allowance

100% after deductible

80% after deductible

Out-of-Pocket Limit ( Once met, plan pays 100%
coinsurance for the rest of the benefit period)
Individual

Family

None
None

$1,000
$3,000

Total Maximum Out-of-Pocket (Includes deductible,
coinsurance, copays, prescription drug cost sharing and
other qualified medical expenses, Network only) (2) Once
met, the plan pays 100% of covered services for the rest of
the benefit period.

Individual

Family

$8,150
$16,300

Not Applicable
Not Applicable

Office/Clinic/Urgent Care Visits

Retail Clinic Visits & Virtual Visits

100% after $15 copay

80% after deductible

Primary Care Provider Office Visits & Virtual Visits

100% after $15 copay

80% after deductible

Specialist Office Visits & Virtual Visits

100% after $30 copay

80% after deductible

Virtual Visit Originating Site Fee

100% after deductible

80% after deductible

Urgent Care Center Visits

100% after $30 copay

80% after deductible

Telemedicine Services (3

Routine Adult
Physical Exams

not covered
Preventive Care (4)

100% (deductible does not apply)

not covered

80% after deductible

Adult Immunizations

100% (deductible does not apply)

80% after deductible

Routine Gynecological Exams, including a Pap Test

100% (deductible does not apply)

80% (deductible does not apply)

Mammograms, Annual Routine

100% (deductible does not apply)

80% (deductible does not apply)

Mammograms, Medically Necessary

100% (deductible does not apply)

80% (deductible does not apply)

Diagnostic Services and Procedures

100% (deductible does not apply)

80% after deductible

Nutritional Therapy

100% (deductible does not apply)

80% after deductible

Limit: 6 visits per benefit period. Covered for any diagnosis

Prostate cancer Screening

100% (deductible does not apply)

80% (deductible does not apply)

Routine Pediatric
Physical Exams

100% (deductible does not apply)

80% after deductible

Pediatric Immunizations

100% (deductible does not apply)

80% (deductible does not apply)

Diagnostic Services and Procedures

Emergency Room Services

100% (deductible does not apply)
Emergency Services

80% after deductible

100% after $75 copay (waived if admitted)

Ambulance - Emergency and Non-Emergency

Hospital and Medical / Surgical Expenses (including maternity)

100% (deductible does not apply) for
emergencies; 100% after deductible
for non-emergencies

100% (deductible does not apply) for
emergencies; 80% after deductible
for non-emergencies

Hospital Inpatient

100% after deductible

80% after deductible

Hospital Outpatient

100% after deductible

80% after deductible

Maternity (non-preventive facility & professional services)
including dependent daughter

100% after deductible

80% after deductible




Benefit

In Network

Out of Network

Medical Care (including inpatient visits and
consultations)/Surgical Expenses

Physical Medicine

Therapy and Rehabilitation Services

100% after deductible

100% after deductible

80% after deductible

80% after deductible

limit: 45 visits/benefit period

Respiratory Therapy

100% after deductible

80% after deductible

Speech Therapy

100% after deductible

80% after deductible

limit: 45 visits/benefit period

Occupational Therapy

100% after deductible |

80% after deductible

limit: 45 visits/benefit period

Spinal Manipulations

$30 copay after deductible |

80% after deductible

limit: 12 visits/benefit period

Cardiac Rehabilitation Therapy

100% after deductible |

80% after deductible

limit: 36 sessions/12 week period

Infusion Therapy

100% after deductible

80% after deductible

Inpatient Mental Health Services

Mental Health / Substance Abuse

Chemotherapy 100% after deductible 80% after deductible
Radiation Therapy 100% after deductible 80% after deductible
Dialysis 100% after deductible 80% after deductible

100% after deductible

80% after deductible

Inpatient Substance Abuse Detoxification

100% after deductible

80% after deductible

Inpatient Substance Abuse Rehabilitation

100% after deductible

80% after deductible

limit: 45 days/benefit period

Outpatient Mental Health Services (includes virtual
behavioral health visits)

100% (deductible does not apply)

80% after deductible

Outpatient Substance Abuse Services

Allergy Extracts and Injections

100% (deductible does not apply)
Other Services
100% (deductible does not apply)

80% after deductible

80% after deductible

Assisted Fertilization Procedures (Limited to Artificial
Insemination - 3 attempts per lifetime)

100% after deductible

80% after deductible

Dental Services Related to Accidental Injury

100% after deductible

80% after deductible

Diagnostic Services
Advanced Imaging (MRI, CAT, PET scan, etc.)

100% (deductible does not apply)
NO Deductible for all diagnostic
services, including those billed
with a preventive diagnosis
code(s)

80% after deductible

Basic Diagnostic Services (standard imaging, diagnostic
medical, lab/pathology, allergy testing)

100% (deductible does not apply)
NO Deductible for all diagnostic
services, including those billed
with a preventive diagnosis
code(s)

80% after deductible

Durable Medical Equipment, Orthotics, Prosthetics, and
Ostomy Supplies

100% after deductible

80% after deductible

limit: $2,500 dollars/benefit period

Home Health Care

100% after deductible

80% after deductible

Hospice

100% after deductible

80% after deductible benefit
maximum of 180 days, per lifetime

Infertility Counseling, Testing

100% after deductible

80% after deductible

Private Duty Nursing

not covered

not covered

Skilled Nursing Facility Care

100% after deductible

80% after deductible benefit
maximum of 90 days, per benefit

period
Transplant Services 100% after deductible 80% after deductible
Precertification Requirements (5 Yes Yes
Prescription Drugs
Prescription Drug Deductible
Individual none
Family none




Benefit

In Network | Out of Network

Prescription Drug Program (6)

Hard Mandatory Generic

Defined by the National Pharmacy Network - Not Physician
Network. Prescriptions filled at a non-network pharmacy are
not covered.

Your plan uses the Comprehensive Formulary with an
Incentive Benefit Design

Retail Drugs (34-day Supply)
$5 Formulary generic copay
$5 Non-Formulary generic copay
$10 Formulary brand copay
$10 Non-Formulary brand copay

Maintenance Drugs through Mail Order (90-day Supply)
$10 Formulary generic copay
$10 Non-Formulary generic copay
$20 Formulary brand copay
$20 Non-Formulary brand copay

This is not a contract. This benefits summary presents plan highlights only. Please refer to the policy/ plan documents, as limitations and exclusions
apply. The policy/ plan documents control in the event of a conflict with this benefits summary.
(1) Your group's benefit period is based on a Calendar Year which runs from January 1 to December 31.

(2) The Network Total Maximum Out-of-Pocket (TMOOP) is mandated by the federal government. TMOOP must include deductible, coinsurance,
copays, prescription drug cost share and any qualified medical expense.

(3) Services are provided for acute care for minor ilinesses. Services must be performed by a Highmark approved telemedicine provider. Virtual
Behavioral Health visits provided by a Highmark approved telemedicine provider are eligible under the Outpatient Mental Health benefit.

(4) Services are limited to those listed on the Highmark Preventive Schedule (Women's Health Preventive Schedule may apply).

(5) Highmark Medical Management & Policy (MM&P) must be contacted prior to a planned inpatient admission or within 48 hours of an emergency or
maternity-related inpatient admission. Be sure to verify that your provider is contacting MM&P for precertification. If this does not occur and it is later
determined that all or part of the inpatient stay was not medically necessary or appropriate, you will be responsible for payment of any costs not covered.
(6) The Highmark formulary is an extensive list of Food and Drug Administration (FDA) approved prescription drugs selected for their quality, safety and
effectiveness. The formulary was developed by Highmark Pharmacy Services and approved by the Highmark Pharmacy and Therapeutics Committee
made up of clinical pharmacists and physicians. All plan formularies include products in every major therapeutic category. Plan formularies vary by the
number of different drugs they cover and in the cost-sharing requirements. Your program includes coverage for both formulary and non-formulary drugs
at the copayment or coinsurance amounts listed above. Under the hard mandatory generic provision, when you purchase a brand drug that has a
generic equivalent, you will be responsible for the brand drug copayment plus the difference in cost between the brand and generic drugs.



Discrimination is Against the Law

The claims administrator complles with applicable Federal civil rights laws and
does not discriminate on the basis of race, color, national orlgin, age, disability,
or sex. The claims administrator does not exclude people or treat them
differently because of race, color, national origin, age, disability, or sex.

The clalms administrator:

« Provides free aids and services to people with disabilities to communicate
effectively with us, such as:

- Qualified sign language interpreters

- Written information in other formats {large print, audio, accessible
electronic formats, other formats)

« Provides free language services to people whose primary language is not
English, such as:

- Qualified interpreters
~ Information written in other languages
If you need these services, contact the Civil Rights Coordinator.

If you believe that the claims administrator has failed to provide these services
or discriminated in another way on the basis of race, color, national origin,
age, disability, or sex, including sex stereotypes and gender identity, you

can file a grievance with: Civil Rights Coordinator, P.O. Box 22492, Pittsburgh,
PA 15222, Phone: 1-866-286-8295, TTY: 711, Fax: 412-544-2475, email:
CivilRightsCoordinatorg@highmarkhealth.org. You can file a grievance in person
or by mail, fax, or email. If you need help filing a grievance, the Civil Rights
Coordinator is avallable to help you, You can also file a civil rights complalnt
with the US, Department of Health and Human Services, Office for Civil Rights
electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal hhsgov/ocr/portallobby.jsf, or by mail or phone at:

US, Department of Health and Human Services
200 Independence Avenue, SW

Room 505F, HHH Bullding

Washington, D.C. 20201

1-800-368-1019, B00-537-7697 (TDD)

Complaint forms are available at http//www.hhs.gov/ocr/office/file/index.html,

Please note that your employer - and not the claims administrator - is entirely
respansible for determining member eligibifity and for the design of your plan/
program; including, any exclusion or limitation described in the benefit Booklet.

ATTENTION: If you speak English, language assistance services, free of charge, are
available to you, Call the number on the back of your ID card (TTY: 711),

ATENCION: 5i usted habla espanol, servicios de asistencia linguistica, de forma
gratuita, estan disponibles para usted. Llame al nGmero en la parte posterior de
su tarjeta de identificacion (TTY: 711).

W ¢ MRS TR R W A R S -
THEAT ER B {HE R S8 (TTY 1 T711) -

CHU Y: Néu quy v| ndi tiéng Viét, ching t6i cung cdp dich vy hd trg ngdn ngl
mién phi cho quy vi. Xin gol 58 dién thoal & mét sau thé
ID ca quy vi(TTY: 711).

BHUMAHWE: Ecni Bbl rOBOpHTE NO-PYCCKK, Bbl MOXETE BOCNONb30BATLOA
GecnnathbimMmi YCnyramis A3bIKoBOR nogaepkkmn, MoIsoHnTe NO HOMEPY,
YKa3aHHOMY Ha 050POTE BALWER MAEHTUOUKILUMOHHOM K3PTbI (HOMED ANA
TEKCT-TENeGOHHBLIX yeTpodcTe (TTY): 711).

Geb Acht: Wann du Deitsch schwetzscht, kannscht du en Dolmetscher griege,
un iss die Hilf Koschdefrei. Kannscht du die Nummer an deinre 1D Kard
dahinner uffrufe (TTY: 711),

LE SIS MEBSAE BEESE 7% 5 S0 RESLO, ID FHE
SO0 U= HEZT MHBE MR (TTY: 711),

ATTENZIONE: se parla italiano, per lei sono disponibill servizi di assistenza
linguistica a titolo gratuito. Contatti il numero riportato sul retro della sua carta
didentita (TTY: 711).

Al el ] Tt Al Tl b A5 ) iatd Sigh A pal) Aalll ZiaD K 13 canE
(711 2y el g (58 JLalY ) bz ga e il 3 g g

ATTENTION: Si vous parlez frangais, les services d'assistance linguistique,
gratuitement, sont a votre disposition. Appelez le numéro au dos de votre carte
d'identité (TTY: 711).

ACHTUNG: Wenn Sie Deutsch sprechen, steht lhnen unsere fremdsprachliche
Unterstltzung kostenlos zur Verfugung. Rufen Sie dazu die auf der Riickseite
Ihres Versicherungsausweises {TTY: 711) aufgefihrte Nummer an.

yaiiet Ul W ol opartell et cllctell &, ol ounl Helatdl Acu),
HEMl dHel GUAUY B, dull AlauiUdell Wnel oudl WAL stol?
u? Slet 53 (TTY: 711).

UWAGA: Dia osob mawiacych po polsku dostepna jest bezplatna pomoc
jezykowa, Zadzwon pod numer podany na odwracie karty ubezpieczenia
zdrowotnego (TTY: 711),

Kominike : Si se Kreyol Ayisyen ou pale, gen sévis entéprét, gratis-ticher|, ki 1a
pou ede w. Rele nan nimewo ki nan do kat idantite w la (TTY: 711).

P:m:uhu'\_& ianAgRSunw manial uﬁwmm:wnﬁaﬂgw!gnmgn
Busnog g sianAEAThARAAIE 1 AegianiTusiiumsisiiiigs
BN UG IUASIANAER (TTY:711)4

ATENCAQ: Se a sua lingua & o portugués, temos atendimento gratuito para
vocé no seu idioma. Ligue para o nimero no verso da sua
identidade (TTY: 711).

ATENSYON: Kung nagsasalita ka ng Tagalog, may makukuha kang maa libreng
serbisyong tulong sa wika. Tawagan ang numero sa likod ng iyong
1D card (TTY: 711).

B BARBAREBOFIRERT AR« — 220/ T ZHH
WEERET, 1D A—FORIIHAESHTVAFHCEBIEEZESMNICE
& (TTY: 711,

e 33 8B ) S e 4 60 oSS i e D e S 4l B ey
280 S (TTY: 71 ) 248 (il & € a2y o all g flally Sudet

BAA AKONINIZIN: Diné k'chgo vanilti’go, language assistance services, &
t'44 niik'ch, bee nika a’doowol, éi bee nd’ahoori’. 1D bee nééhdzingo nanitinigii
bine'dé¢” (TTY: 711) ji” hodiilnih.

YO & "El Y gy drEd §, @ Wgs |/t At
FaT ITHGY #| HYH FeET 9gdeT (ID) FR3 &
®e F(TTY: 711),

T AT WETaE!
2T 7T e W

e e o S e Tk g g Sglan e P ) S e B e
ATTY: 711) WS IS y paiadd p 0 oy S 38 cals

Ad05E: B denrh SO ED, oSS URTASES VOIS, sl Soocy,
Ao vochrrend adFrod. D Dowd DRLVERS TEL (DE) D e
Soexde w5 Badiol (TTY: 711).

Tilsama: winquga Tne, ivinadamdadmnnnhina Taeliiia e Teshlb:
winmafoghndaianbziwnbzymuve e (TTY: 711)

HErdr AT STEY gaca]| auSHr Fsd FEa qornf
HITAT W Fwa (TTY: 711) 31 W sREE|

Aandacht: Indien u Nederiands spreekt, is de taaladviesdienst gratis

beschikbaar voor u. Bel het nummer op de achterkant van uw identificatie
(ID) kaart (TTY: 711).
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