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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 07/01/2020 - 06/30/2021
Blue Cross & Blue Shield of Rhode Island: BlueSolutions for HSA Coverage for: See below Plan Type: HDHP

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 1-800-639-2227 or (401) 459-
5000 or TDD 711 or visit us at www.BCBSRI.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 https://www.healthcare.gov/sbc-glossary or call 1-800-639-2227 or
TDD 711 to request a copy.

Important Questions _ Why this Matters:

For In Network providers $2000 for an individual Generally, you must pay all of the costs from providers up to the deductible
What is the overall plan / $4000 for a family plan. amount before this plan begins to pay. If you have other family members on
deductible? For Out-of-Network providers $4000 for an the policy, the overall family deductible must be met before the plan begins to
individual plan / $8000 for a family plan. pay.
This plan covers some items and services even if you haven't yet met the
Are there services covered Yes deductible amount. But a copayment or coinsurance may apply. For

before you meet your example, this plan covers certain preventive services without cost-sharing

Doesn't apply to preventive services.

deductible? 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 No You don't have to meet deductible for specific services.

services?

For In Network providers $2000 for an individual

What is the out-of-nocket olan / $4000 for a family plan. 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, the overall family out-

limit for this plan? For Out-of-Network providers $12000 for an £ oocket limit must be met

individual plan / $24000 for a family plan. O-POCKELIME MUSLDE Met.
What is not included in Premiums, balance-billed charges and health care | Even though you pay these expenses, they don’t count toward the out-of-
the out—of-pocket limit? this plan doesn't cover. pocket limit.

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

Will you pay less if you use a | Yes. See www.BCBSRI.com or call 1-800-639-2227
network provider? or (401) 459-5000 for a list of network providers.

services.
Do you need a referral to see o .
- No You can see the specialist you choose without a referral.
a specialist?
07/06/2020 ﬁ
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A e All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common
Medical Event

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

Services You May Need

Primary care visit to treat an
injury or iliness

What You Will Pay

In Network Provider
(You will pay the least)

No Charge

Out-of-Network
Provider
(You will pay the most)

40% coinsurance

Limitations, Exceptions, & Other Important |

Information

None

Specialist visit

No Charge

40% coinsurance

Chiropractic Services are limited to 12 visit(s)
per year

Preventive
care/screening/immunization

No Charge; deductible
does not apply

40% coinsurance

You may have to pay for services that aren’t
preventive. Ask your provider if the services
you need are preventive. Then check what
your plan will pay for.

For additional details, please see your plan
documents or visit
www.BCBSRI.com/providers/policies

If you have a test

Diagnostic test (x-ray, blood
work)

No Charge

40% coinsurance

Imaging (CT/PET scans, MRIs)

No Charge

40% coinsurance

Preauthorization is recommended for certain
services

If you need drugs to
treat your illness or
condition

More information about
prescription drug
coverage is available at
www.BCBSRI.com.

Tier 1 generally low cost
generic drugs

No Charge (retail & mail
order)

Not Covered

Tier 2 generally high cost
generic and preferred brand
name drugs

No Charge (retail & mail
order)

Not Covered

Tier 3 non-preferred brand
name drugs

No Charge (retail & mail
order)

Not Covered

Tier 4 specialty prescription
drugs

No Charge (retail &
specialty pharmacy)

50% coinsurance

No charge for certain preventative drugs;
Preauthorization is required for certain drugs;
Infertility drugs; out of network; 40%
coinsurance
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Common

Medical Event

Services You May Need

Facility fee (e.g., ambulatory

What You Will Pay

In Network Provider
(You will pay the least)

Out-of-Network
Provider
(You will pay the most)
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Limitations, Exceptions, & Other Important
Information

Preauthorization is recommended. Some In-
Network services related to RI Mastectomy

services

o
surgery center) No Charge 40% coinsurance Treatment Mandate are covered at No
If you have outpatient Charge.
surgery :
Some In-Network services related to RI
Physician/surgeon fees No Charge 40% coinsurance Mastectomy Treatment Mandate are covered
at No Charge.
Emergency room care No Charge No Charge
If you need immediate = Emergency medical
medical attention transportation Mo Eirerge M0 GG None
Urgent care No Charge No Charge
45 day limit at an inpatient rehabilitation
facility; Preauthorization is recommended.
Facility fee (e.g., hospital room) | No Charge 40% coinsurance Some In-Network services related to Rl
If you have a hospital Mastectomy Treatment Mandate are covered
stay at No Charge.
Some In-Network services related to RI
Physician/surgeon fee No Charge 40% coinsurance Mastectomy Treatment Mandate are covered
at No Charge.
Y ,
No Charge/office visit 4.0 /° coinsurance/office
LD (I Outpatient services No Charge for outpatient st
health, behavioral P /harg P 40% coinsurance for Preauthorization is recommended for certain
services . . .
health, or substance outpatient services services
CLLESCT =R Inpatient services No Charge 40% coinsurance
Office visits No Charge 40% coinsurance Depending on the type of services,
Childbirth/delivery professional . coinsurance may apply. Maternity care may
If you are pregnant services No Charge 40% coinsurance include tests and services described
Childbirth/delivery facili . elsewhere in the SBC (i.e. ultrasound).
"y facilty No Charge 40% coinsurance Preauthorization is recommended.
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What You Will Pay

Common . | ' Out-of-Network Limitations, Exceptions, & Other Important
Services You May Need In Network Provider Provider Information

(You will pay the least) (You will pay the most)

Medical Event

Home health care No Charge 40% coinsurance Preauthorization is recommended

Includes Physical, Occupational and Speech
Rehabilitation services No Charge 40% coinsurance Therapy; limited to 30 visits each (combined
for in and out of network). Some In-Network
services related to RI Mastectomy Treatment
Mandate are covered at No Charge.

If you need help Habilitation services No Charge 40% coinsurance
recovering or have

other special health Custodial care is not covered;

. . o i
needs Skilled nursing care No Charge 40% coinsurance Preauthorization is recommended
Preauthorization is recommended for certain
. . I services. Some In-Network services related to
Durable medical equipment No Charge 40% coinsurance RI Mastectomy Treatment Mandate are
covered at No Charge.
Hospice service No Charge 40% coinsurance None
Children’s eye exam No Charge 40% coinsurance Limited to one routine eye exam per year.
If your child needs Children’s glasses Not Covered Not Covered None
dental or eye care
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.)

*  Acupuncture . Dental check-up, child . Routine foot care unless to treat a systemic

+  Cosmetic surgery +  Glasses, child condition

+  Weight loss programs

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

. Bariatric Surgery . Infertility treatment . Private-duty nursing
*  Chiropractic care . Most coverage provided outside the United . Routine eye care (Adult)
. Hearing aids _States. (_30ntact Customer Service for more

information.

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 us and those
agencies is: the plan at 1-800-639-2227 or (401) 459-5000 or TDD 711, state insurance department at (401) 462-9520 or by email at HealthInsInquiry@ohic.ri.gov,
Department of Labor’'s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. or 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. 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.qgov 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: contact the plan at 1-800-639-2227 or (401) 459-5000 or TDD 711. 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 insurance department at (401) 462-9520 or by email at HealthInsInquiry@ohic.ri.gov.

Does this plan provide Minimum Essential Coverage? Yes.
If you don’t have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax return unless you qualify for an exemption from the
requirement that you have health coverage for that month.

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.

Language Access Services:

Para obtener asistencia en Espariol, llame al 1-800-639-2227.

Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-639-2227.

MRFEFRXHER, BHRITX NS 1-800-639-2227.

Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-639-2227.

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

b
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About these Coverage Examples:

e
Ty
L i|

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)

202007062018 10

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
care)

B The plan’s overall deductible $2000
M Specialist copayment $0
B Hospital (facility) coinsurance No Charge
B Other coinsurance No Charge

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 $12,800
In this example, Peg would pay:
Cost Sharing

Deductibles $2,000

Copayments $0

Coinsurance $0

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $2,060

B The plan’s overall deductible $2000
M Specialist copayment $0
B Hospital (facility) coinsurance No Charge
B Other coinsurance No Charge

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 $7,400
In this example, Joe would pay:
Cost Sharing
Deductibles $2,000
Copayments $0
Coinsurance $0
What isn’t covered
Limits or exclusions $30
The total Joe would pay is $2,030

B The plan’s overall deductible $2000
M Specialist copayment $0
B Hospital (facility) coinsurance No Charge
B Other coinsurance No Charge

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 $1,900
In this example, Mia would pay:
Cost Sharing

Deductibles $1,900

Copayments $0

Coinsurance $0

What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,900

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Nondiscrimination and Language Assistance oA

=~
<
Blue Cross & Blue Shield of Rhode Island (BCBSRI) complies with applicable Federal civil rights laws and 5
does not discriminate or treat people differently on the basis of race, color, national origin, age, disability, or sex. S
BCBSRI provides free aids and services to people with disabilities and to people whose primary language is -
not English when such services are necessary to communicate effectively with us.
If you need these services, contact us at 800-639-2227. §
m

If you believe that BCBSR1 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: Director of Grievance and
Appeals Department, Blue Cross & Blue Shield of Rhode Island, 500 Exchange Street, Providence R1 02903,
or by calling 401-459-5000 or 800-639-2227 (TTY/TDD: 888-252-5051). You can file a grievance in person,

by phone or by mail, fax at 401-439-5003, or electronically through our member portal at bebsricom. 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.goviocr/
portal/lobby.jsf, or by mail or phone at: U.8. Department of Health and Human Services 200 Independence
Avenue, SW Room 509F, HHH Building Washington, D.C. 20201 800-368-1019, 800-537-7697 (TDD).
Complaint forms are available at http:/www.hhs.gov/ocr/office/file/index. html.

English: If you, or someone you're helping, has questions about Blue Cross & Blue Shield of
Rhode Island, you have the right to get help and information in your language at no cost. To talk
to an interpreter, call 1-800-639-2227.

Spanish: Si usted, o alguien a quien usted esta ayudando, tiene preguntas acerca de Blue Cross
& Blue Shield of Rhode Island, tiene derecho a obtener ayuda e informacion en su idioma sin costo
alguno. Para hablar con un intérprete, llame al 1-800-639-2227.

Portuguese: Se vocé, ou alguém a quem vocé esta ajudando, tem perguntas sobre o Blue Cross
& Blue Shield of Rhode Island, vocé tem o direito de obter ajuda e informacgdo em seu idioma e
sem custos. Para falar com um intérprete, ligue para 1-800-639-2227.

Chinese: MR, SREGEAEMBAMHR BAMMREAIABAMAE Blue Cross & Blue Shield
of Rhode Island A RRRE, FERAGSBLUCHEBESIIRBIAR. AW—(uiliER,
IR EE LR A BSF 1-800-639-2227.

French Creole: Si oumenm oswa yon moun w ap ede gen kesyon konsénan Blue Cross & Blue
Shield of Rhode Island, se dwa w pou resevwa asistans ak enfomasyon nan lang ou pale a, san
ou pa gen pou peye pou sa. Pou pale avék yon entéprét, rele nan 1-800-639-2227.

Cambodian-Mon-Khmer: [prissdan gaiamgnidamnfghingmw smenamii Blue Cross & Blue Shield
of Rhode Island 19, sinnesifogud gudnifine sighman wrgn unwleanma 1 @fanmmymanunip wy
1-800-639-2227.

French: Si vous, ou quelgu'un gue vous étes en train d'aider, a des questions a propos de Blue
Cross & Blue Shield of Rhode Island, vous avez le droit d'obtenir de |'aide et I'information dans
votre langue & aucun codit. Pour parler a un interpréte, appelez 1-800-639-2227.

ltalian: Se tu o qualcuno che stai aiutando avete domande su Blue Cross & Blue Shield of Rhode
Island, hai il diritto di ottenere aiuto e informazioni nella tua lingua gratuitamente. Per parlare con
un interprete, puoi chiamare 1-800-639-2227.
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Laotian: mm'm maummvumagqa&:cma umnwnjanu Blue Cross & Blue
Shield of Rhode Island, mﬁuuﬁomavlnsumuqoucmaccs*gqueqomumcUUm-}

3'12EI‘JU]'JUUDE}'}?QQ‘J€J. ﬂ?D?BDUﬂUU'}BNﬂﬁ'}, ?U’TEU}U'I'? 1-800-639-2227.

Arabic:  Blue Cross & Blue Shield of Rhode Island _ya seaiy dliid saclid adl ool  <lal 1S o
A A 50 cpa iy Ay g ol e glaall s Bac ) e J gemall 6 o) ollé
1-800-639-2227 = sl pa yia ae Ciaaill

Russian: Ecauy Bac unu nMua, KOTOpOMY BBl NOMOraeTe, MMEHTCA BONPOCH! NO NO BOA4Y
Blue Cross & Blue Shield of Rhode Island, To Bl umeeTe npaso Ha 6ecnnaTHoe nonyyeHune
nomoLm U MHGopMaL MM Ha Bawwem A3biKe. [lNA pasroeopa c NnepeBog4MKOM NO3BOHUTE NO

TeneoHy 1-800-639-2227.

Vietnamese: Néu quy vi, hay nguoi ma quy vij dang giup d&, c6 cdu hoi vé Blue Cross &
Blue Shield of Rhode Island, quy vj s& c6 quyén dugc gitp va cé thém théng tin bang ngén
nglr ctia minh mién phi. Dé néi chuyén véi mét théng dich vién, xin goi 1-800-639-2227.
Kru: | bale we, tole mut u ye hola, a gwee mbarga inyu Blue Cross & Blue Shield of Rhode

Island, U gwee Kunde | kosna mahola ni biniiguene | hop wong nni nsaa wogui wo. | Nyu ipot ni
mut a nla koblene we hop, sebel 1-800-639-2227.

Ibo: g byry gi, ma o bu onye | na eyere-aka, nwere ajuju gbasara Blue Cross & Blue Shield
of Rhode Island, | nwere ohere iwenta nye maka na omuma na asusu gi na akwu gi ugwo.
I choro | kwuru onye-ntapia okwu, kpo 1-800-639-2227.

Yoruba: Biiwog, tabi enikeni ti o n ranlowo, ba ni ibeere nipa Blue Cross & Blue Shield
of Rhode Island, o ni eto lati ri iranwo ati ifiténiléti gba ni éde re ldisanwo.

Lati ba ongbufo kan soro, pé sori 1-800-639-2227.

Polish: jesli Ty lub osoba, ktérej pomagasz ,macie pytania odnosnie Blue Cross & Blue Shield

of Rhode Island, masz prawo do uzyskania bezptatnej informacji i pomocy we wlasnym jezyku.
Aby porozmawiac z ttumaczem, zadzwon pod numer 1-800-639-2227.

Korean: Ctef ot L= HolJt &1 U= HE ALEOIBlue Cross & Blue Shield of Rhode
Island Off 2o A EE20| UCIH Hot= s =5l EL2E Hot2 HUHZE HIE
FEE0 22 = Us dHelJH USLICEL O SH A2 00D|5817] Hald=
1-800-639-2227 £ &3l oH& Al 2.

Tagalog: Kung ikaw, 0 ang iyong tinutulangan, ay may mga katanungan tungkol sa Blue Cross

& Blue Shield of Rhode Island, may karapatan ka na makakuha ng tulong at impormasyon sa
iyong wika ng walang gastos. Upang makausap ang isang tagasalin, tumawag sa 1-800-639-2227.

Blue Cross
Blue Shield
of Rhode island

www.bcbsri.com

This notice is being provided to you in compliance with federal law.

500 Exchange Street - Providence, RI 0290 3-26%9
Blue Cross & Blue Shield of Rhode Island is aninde pendent licensee
of the Blue Cross and Blue Shield Association. 916 MLTI-87235 Gener al Taghing
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