Kansas City. 1 ,qitional PCB Gold

Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Important Questions

What is the overall
deductible?

Are there other

deductibles for specific
services?

Is there an out—of—

pocket limit on my
expenses?

What is not included in

the out—of—pocket
limit?

Is there an overall
annual limit on what
the plan pays?

Does this plan use a
network of providers?

Do I need a referral to
see a specialist?

Are there services this
plan doesn’t cover?

$2,500 person / $5,000 family
Doesn’t apply to preventive
care

No.

Yes. For participating
providers $3,500 person /
$7,000 family For non-
participating providers $7,000
person / $14,000 family

Premiums, balance-billed
charges, and health care this
plan doesn’t cover.

No.

Yes. See www.BlueKC.com
or call 1-877-410-6716 for a
list of participating providers.

No. You don’t need a referral
to see a specialist.

Yes.

Coverage Period: Beginning on or after 01/01/2016
Coverage for: All Coverage Tiers | Plan Type: PPO

This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan
document at www.BlueKC.com/sampleplan or by calling 1-877-410-6716.

You must pay all the costs up to the deductible amount before this plan begins to pay for
covered services you use. Check your policy or plan document to see when the deductible
starts over (usually, but not always, January 1st). See the chart starting on page 2 for how
much you pay for covered services after you meet the deductible.

You don’t have to meet deductibles for specific services, but see the chart starting on page
2 for other costs for services this plan covers.

The out-of-pocket limit is the most you could pay during a coverage period (usually one
year) for your share of the cost of covered services. This limit helps you plan for health care
expenses.

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

The chart starting on page 2 describes any limits on what the plan will pay for specific
covered services, such as office visits.

If you use an in-network doctor or other health care provider, this plan will pay some or all
of the costs of covered services. Be aware, your in-network doctor or hospital may use an
out-of-network provider for some services. Plans use the term in-network, preferred, or
participating for providers in their network. See the chart starting on page 2 for how this
plan pays different kinds of providers.

You can see the specialist you choose without permission from this plan.

Some of the services this plan doesn’t cover are listed on page 6. See your policy or plan
document for additional information about excluded services.

Questions: Call 1-877-410-6716 or visit us at www.BlueKC.com.

If you aren’t clear about any of the bolded terms used in this form, see the Glossary.

10f13

You can view the Glossary at www.cciio.cms.gov or call 1-877-410-6716 to request a copy.



(L. e Copayments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.
“ °

Coinsurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if
the plan’s allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200. This may change if
you haven’t met your deductible.

e The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the
allowed amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and
the allowed amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.)

® This plan may encourage you to use preferred providers by charging you lower deductibles, copayments and coinsurance amounts.

Common

Medical Event Services You May Need

Your Cost If

You Use A

Participating

Provider

Your Cost If
You Use A

Non-
Participating
Provider

Limitations & Exceptions

pri o . ' Othfer sergices/prﬁ)cedures thfa“f‘ are
rimary care visit to treat an injury or o . performed in a physician’s office are
illness $30 copay/visit 30% coinsurance subject to the network deductible and
coinsurance level (excluding lab).
If you visit a health Specialist visit $60 copay/visit 30% coinsurance none
care provider’s
ffi lini . . .
oi1ice or clinic Other practitioner office visit $60 copay/visit 30% coinsurance | Acupuncture is Not Covered.
Preventive care/screening/immunization No Charge 30% coinsurance none
Blood Work: No charge if performed
. . No Charge after . : ‘1
Diagnostic test (x-ray, blood work) : 30% coinsurance | in preferred provider’s
8 Y Deductible oftll)ce/independent lab.
If you have a test Pri thorization i ed. Fail
. rior authorization is required. Failure
et (CTIPEN s, MR, I]\)Ig d(ljlg‘?i{)glg after 30% coinsurance | to obtain approval may result in the cost
of the service being your responsibility.
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Common

Medical Event

Services You May Need

Your Cost If
You Use A
Participating
Provider

Your Cost If
You Use A

Non-
Participating
Provider

Limitations & Exceptions

$10 copay . .
If you need drugs to . . 50% coinsurance | Covers up to 34 day supply (retail) and
treat your illness or Generic drugs {Eﬁilgglgrcopay retail/mail order | between 35 to 102 supply (mail order)
condition $50 copay 50% coi -
. o coinsurance | Covers up to 34 day supply (retail) and
Preferred brand drugs iggilg}lgrs COPAY | retail/mail order | between 35 to 102 supply (mail order)
More information .
about prescrintion $80 copay 50% coinsurance Covers up to 34 day supply (retail) and
(RN gl oo bend ds 200 conay | realimalorder bebueen 3910 102 day sply ma
available at . — Prezciipéiogilf%r a}[ spgcie}lty f[irgg will
. o coinsurance o coinsurance | need to be filled at a designate
KBVEV -BlueKC.com/H | Specialty drugs retail retail speciﬁlty phlarmacy. Lim%ted to a one
e month supply.
Facility fee (e.g., ambulatory surgery No Charge after .
If you have center) Deductible 30% coinsurance none
outpatient surgery Physician/surgeon fees I[\)Igd(ég?i{)glg il 30% coinsurance none
E . No Charge after | No Charge after
MErgency room services Deductible Deductible none
If'you need No Charge after | No Charge after
immediate medical = Emergency medical transportation nguctib%e De ductib%e none
ttenti .
arention Urgent care ggﬂ;ﬁﬁg after 1 304, coinsurance none
Prior authorization is required. Failure
- ; No Charge after . : :
Facility fee (e.g., hospital room : 30% coinsurance | to obtain approval may result in the cost
;i}s’;;lt:las‘l’:: a Y fee (g P : Deductible of the serv?ce being your responsibility.
Y Physician/surgeon fee ggdi}g‘?i%%g after 30% coinsurance none
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Common
Medical Event

Services You May Need

Mental/Behavioral health outpatient

Your Cost If
You Use A
Participating
Provider

Your Cost If
You Use A

Non-
Participating
Provider

Limitations & Exceptions

services $30 copay/visit 30% coinsurance none
If you have mental ' _ ' . No Charge after ' Prior authorization is required. Failure
health. behavioral Mental/Behavioral health inpatient services | Deductible 30% coinsurance | to obtain approval may result in the cost
> of the service being your responsibility.
health, or substance ' ' _ — :
abuse needs Substance use disorder outpatient services $30 copay/visit 30% coinsurance none
Prior authorization is required. Failure
Substance use disorder inpatient services gg d?llclgfb%g after 30% coinsurance | to obtain approval may result in the cost
- of the service being your responsibility.
Prenatal and postnatal care No Charge affer 30% coinsurance none
If you are pregnant Rlosnehblg
Delivery and all inpatient services ggﬂ;ﬁ{ﬁg after 30% coinsurance none
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Your Cost If

Your Cost If You Use A
Common . You Use A L .
Medical Event Services You May Need Parbeipating .N.on-. Limitations & Exceptions
Provider Partlcu?atmg
Provider
Home health care gg di};‘?ift)%z A 30% coinsurance | 90 visit calendar year maximum.
Physical Therapy: 20 visit calendar
year maximum; Occupational Therapy:
o ‘ No Charge after ' 20 visit calendar year ma.xir.num;. '
Rehabilitation services Deductible 30% coinsurance | Speech and Hearing: unlimited visits;
Pulmonary Therapy: 20 visit calendar
year maximum; Cardiac Therapy: 36
visit calendar year maximum.
If you need help Habilitation services I]\)IZ d(ljlt:lgfbglz after 30% coinsurance SS:rri,liecélsmltatlons IR
recovering or have : . .
other special health 90 day calgndjclr year maximum. Prior
needs Skilled nursing care No Charge after 30% coinsurance authorization is required. Failure to
Deductible obtain approval may result in the cost of
the service being your responsibility.
N Clhanas #ffer Prior authorization is required. Failure
Durable medical equipment Deductible 30% coinsurance | to obtain approval may result in the cost
of the service being your responsibility.
Prior authorization is required for
_ _ No Charge after . ser_vices receivgd at an inpatient facilij[y.
Hospice service Deductible 30% coinsurance | Failure to obtain approval may result in
the cost of the service being your
responsibility.
Limited to one eye exam per calendar
Eye exam $25 copay/visit Not Covered year. Limited to a child age 18 and
younger.
oo i e One pai'r of lenses/ﬁames per calendar
ol o e e Glasses No Charge Not Covered year. Limited to a child age 18 and
younger.
Routine oral exam and teeth cleaning:
Dental check-up No Charge Not Covered Limited to 2 per calendar year. Limited

to a child age 18 and younger.
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Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy or plan document for other excluded services.)

e Acupuncture e Dental care (Adult) e Routine eye care (Adult)
e Bariatric surgery e Infertility treatment e Routine foot care
e Cosmetic surgery e Long-term care e Weight loss programs

Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered services and your costs for these
services.)

e Chiropractic care e Non-emergency care when traveling outside e Private-duty nursing limited to 100 visits per

. . the U.S. calendar year maximum
e Hearing aids ( limited to 1 every 3 years)
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Your Rights to Continue Coverage:

If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep
health coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the
premium you pay while covered under the plan. Other limitations on your rights to continue coverage may also apply.

For more information on your rights to continue coverage, contact the plan at [contact number]. You may also contact your state insurance
department, the U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the U.S.
Department of Health and Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov.

Your Grievance and Appeals Rights:
If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For

questions about your rights, this notice, or assistance, you can contact the plan at 1-877-410-6716, the Missouri Department of Insurance at 1-800-
726-7390 or the Kansas Department of Insurance at 1-800-432-2484. For group health coverage subject to ERISA, 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. Additionally, a
consumer assistance program can help you file your appeal. Contact your State Department of Insurance.

Does this Coverage Provide Minimum Essential Coverage?
The Affordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.” This plan or policy
does provide minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?
The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value).
This health coverage does meet the minimum value standard for the benefits it provides.

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espanol, llame al 1-877-410-6716.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-877-410-6716.
Chinese (11 30): ANRFTEZ P SCROEE), ERITX N FH1-877-410-6716.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-877-410-6716.

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

These examples show how this plan might
cover medical care in given situations. Use
these examples to see, in general, how much
financial protection a sample patient might get
if they are covered under different plans.

4% This is
H) not a cost
estimator.

Don’t use these examples to
estimate your actual costs
under this plan. The actual
care you receive will be
different from these
examples, and the cost of
that care will also be
different.

See the next page for
important information
about these examples.

Having a baby
(normal delivery)

B Amount owed to providers: $7,540
B Plan pays $4,820
m Patient pays $2,720

Sample care costs:

Hospital charges (mother) $2,700
Routine obstetric care $2,100
Hospital charges (baby) $900
Anesthesia $900
Laboratory tests $500
Prescriptions $200
Radiology $200
Vaccines, other preventive $40
Total $7,540
Patient pays:
Deductibles $2,500
Copays $20
Coinsurance $0
Limits or exclusions $200
Total $2,720

Managing type 2 diabetes

(routine maintenance of
a well-controlled condition)

B Amount owed to providers: $5,400
B Plan pays $4,460
B Patient pays $940

Sample care costs:

Prescriptions $2,900
Medical Equipment and Supplies $1,300
Office Visits and Procedures $700
Education $300
Laboratory tests $100
Vaccines, other preventive $100
Total $5,400
Patient pays:
Deductibles $0
Copays $900
Coinsurance $0
Limits or exclusions $40
Total $940

Note: These numbers assume the patient has
given notice of her pregnancy to the plan. If
you are pregnant and have not given notice
of your pregnancy, your costs may be
higher. For more information, please contact
1-877-410-6716.

Note: These numbers assume the patient is
participating in our diabetes wellness
program. If you have diabetes and do not
participate in the wellness program, your
costs may be higher. For more information

about the diabetes wellness program, please
contact 1_.RAA-R50-3R13
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Questions and answers about the Coverage Examples:

What are some of the
assumptions behind the
Coverage Examples?

e Costs don’t include premiums.

e Sample care costs are based on national
averages supplied by the U.S.
Department of Health and Human
Services, and aren’t specific to a
particular geographic area or health
plan.

e The patient’s condition was not an
excluded or preexisting condition.

e All services and treatments started and
ended in the same coverage period.

e There are no other medical expenses for
any member covered under this plan.

e QOut-of-pocket expenses are based only
on treating the condition in the
example.

e The patient received all care from in-
network providers. If the patient had
received care from out-of-network
providers, costs would have been
higher.

What does a Coverage Example
show?

For each treatment situation, the Coverage
Example helps you see how deductibles,
copayments, and coinsurance can add up.
It also helps you see what expenses might be
left up to you to pay because the service or
treatment isn’t covered or payment is
limited.

Does the Coverage Example
predict my own care needs?

No. Treatments shown are just
examples. The care you would receive for
this condition could be different based on
your doctor’s advice, your age, how
serious your condition is, and many other
factors.

Does the Coverage Example
predict my future expenses?

No. Coverage Examples are not cost
estimators. You can’t use the examples to
estimate costs for an actual condition.
They are for comparative purposes only.
Your own costs will be different
depending on the care you receive, the

Questions: Call 1-877-410-6716 or visit us at www.BlueKC.com.

If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary

at www.cciio.cms.gov or call 1-877-410-6716 to request a copy.

SBC-GRP-001

prices your providers charge, and the
reimbursement your health plan allows.

Can | use Coverage Examples
to compare plans?

Yes. When you look at the Summary of
Benefits and Coverage for other plans,
you’ll find the same Coverage Examples.
When you compare plans, check the
“Patient Pays” box in each example. The
smaller that number, the more coverage
the plan provides.

Are there other costs | should
consider when comparing
plans?

Yes. An important cost is the premium
you pay. Generally, the lower your
premium, the more you’ll pay in out-of-
pocket costs, such as copayments,
deductibles, and coinsurance. You
should also consider contributions to
accounts such as health savings accounts
(HSAs), flexible spending arrangements
(FSAs) or health reimbursement accounts
(HRAs) that help you pay out-of-pocket
expenses.
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SBC-GRP-002
Questions: Call 1-888-989-8842 or visit us at www.BlueKC.com.
If you aren’t clear about any of the bolded terms used in this form, see the Glossary. You can view the Glossary

at www.cciio.cms.gov or call 1-888-989-8842 to request a copy.
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Discrimination is Against the Law
Blue KC complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability,
or sex. Blue KC does not exclude people or treat them differently because of race, color, national origin, age, disability, or sex.

Blue KC:
» Provides free aids and services to people with disabilities to communicate effectively with us, such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, other formats)
e Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, contact Customer Service, 844-395-7126 (Toll free), languagehelp@bluekc.com.

If you believe that Blue KC 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 with the Appeals Department, PO Box 419169, Kansas City, MO 64141-6169, 816-395-3537,
TTY: 816-842-5607, APPEALS@bluekc.com. You can file a grievance in person or by mail, or email. If you need help filing a grievance, the
Appeals Department is available to help you. 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, D.C. 20201

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

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

If you, or someone you're helping, has questions about Blue KC, you have the right to get help and information in your language at no cost.
To talk to an interpreter, call 1-877-410-6716.

Spanish: Si usted, o alguien a quien usted estd ayudando, tiene preguntas acerca de Blue KC, tiene derecho a obtener ayuda e informacion
en su idioma sin costo alguno. Para hablar con un intérprete, llame al 1-877-410-6716.

Chinese: IE%, HEEEABEMHEER, AN Blue KCHEMME & ARMEEUECHEEGIENNALR. AH—UMEZFES, FREF 1-877-410-
6716,

Vietnamese: Néu quy vi, hay ngu’dl ma quy vi dang giup dd, cé cau hdi vé Blue KC, quy vi sé cd quyén dudc gilp va cé thém thong tin bang
ngdn ngif cia minh mién phi. D& néi chuyén véi mot théng dich vién, xin goi 1-877-410-6716.

German: Falls Sie oder jemand, dem Sie helfen, Fragen zum Blue KC 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 1-877-410-6716 an.
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Serbo-Croatian: Ukoliko Vi ili neko kome Vi pomazete ima pitanje o Blue KC, imate pravo da besplatno dobijete pomoc i informacije na
Vasem jeziku. Da biste razgovarali sa prevodiocem, nazovite 1-877-410-6716.

Arabic:
1-877-410-6716.= Joail an jin g Conaill IS 41 () 90 e lindy 4y ) g judall il slaall g 3o bisall e Jgaal) 8 3all dhali ¢ Blue KC o seads ind sac i add sl 5l el (S ()

Russian: Ecnu y Bac wam nuua, KOTOPOMY Bbl MOMOraeTte, MMeKTCsa Bonpocbl no nosoay Blue KC, To Bbl mMeeTe mnpaBo Ha 6ecnniaTHoe
nosiyyeHue nomMown n nHdopMaumm Ha Bawem a3bike. [Ang pasrosopa C NepeBoAYMKOM No3BoHUTE no TenedoHy 1-877-410-6716.

French: Si vous, ou quelqu'un que vous étes en train d’aider, a des questions a propos de Blue KC, vous avez le droit d'obtenir de l'aide et
I'information dans votre langue a aucun co(t. Pour parler a un interprete, appelez 1-877-410-6716.

Tagalog: Kung ikaw, o ang iyong tinutulangan, ay may mga katanungan tungkol sa Blue KC, may karapatan ka na makakuha ng tulong at
impormasyon sa iyong wika ng walang gastos. Upang makausap ang isang tagasalin, tumawag sa 1-877-410-6716.

Laotian: 1) 91 90, M O NN VN 129] 08CM B, L HIMILN JONU Blue KC, 1 1L TO 19:LOSLNIVY VBT BCIZL L P2 10II NV LWIFTIZDIYN
2D VL 8 2198 29. NIVILIDNLVLILWITI, L LnmY 1-877-410-6716.

Pennsylvanian Dutch: Wann du hoscht en Froog, odder ebber, wu du helfscht, hot en Froog baut Blue KC, hoscht du es Recht fer Hilf un
Information in deinre eegne Schprooch griege, un die Hilf koschtet nix. Wann du mit me Interpreter schwetze witt, kannscht du 1-877-410-
6716 uffrufe.

Persian:
Al Jeals i, 1-877-410-6716 b il 0 (81 shs 1) 253 gl o lallhl Sl oS 2y la 15 0l B 2030 6l « Blue KC 250 52 Jlsms ¢ aiSae SS gl o Ladi oS (S 1 clad S

Cushite: Isin yookan namni biraa isin deeggartan Blue KC irratti gaaffii yo gabaattan, kaffaltii irraa bilisa haala ta’een afaan keessaniin
odeeffannoo argachuu fi deeggarsa argachuuf mirga ni gabdu. Nama isiniif ibsu argachuuf, lakkoofsa bilbilaa 1-877-410-6716 tiin bilbilaa.

Portuguese: Se vocé, ou alguém a quem vocé esta ajudando, tem perguntas sobre o Blue KC, vocé tem o direito de obter ajuda e informagao
em seu idioma e sem custos. Para falar com um intérprete, ligue para 1-877-410-6716.

For TTY services, please call 1-816-842-5607.



