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

BSWH HRA Plan: Baylor Scott & White Health

Coverage Period: 01/01/2018 — 12/31/2018
Coverage for: EE, ES, EC, EF | Plan Type: HRA

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 http://bswh.swhp.org, or call 1-844-
843-3229. 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 1-844-843-3229 to request a copy.

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?

Will you pay less if you use
a network provider?

Do you need a referral to
see a specialist?

INN Tier1 Tier2 Tier3
EE  $2,000 $3,000 $4,000
ES  $3,750 $5,750 $8,000
EC  $3,250 $5,250 $8,000
EF  $4,000 $6,000 $8,000

Does not apply to preventive care.

Yes. Preventive care and primary
care services are covered before
you meet your deductible.

No.

INN Tier1 Tier2 Tier3
EE  $3,425 $6,850 Unlimited
ES  $6,850 $13,700 Unlimited
EC  $5,137 $10,275 Unlimited
EF  $6,850 $13,700 Unlimited

Copayments on certain services,
premiums, balance-billing
charges, and health care this plan
does not cover.

Yes. See http://bswh.swhp.org/ or
call 1-844-843-3229 for a list of
network providers.

No

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. There is an embedded deductible for coverage tiers
Employee + Spouse (ES), Employee + Children (EC), Employee + Family (EF) coverage.

This plan covers some items and services even if you have not 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 do not 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. There is an embedded out-of-pocket limit for coverage
tiers Employee + Spouse (ES), Employee + Children (EC), Employee + Family (EF) coverage.

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

You pay the least if you use a provider in Preferred Network. You pay more if you use a provider
in In-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.

You can see the specialist you choose without a referral.
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A 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

Tier 1: Preferred

Network Provider

(You will pay the
least)

Tier 2: In-Network
Provider

Tier 3: Out-of-
Network Provider
(You will pay the

most)

Limitations, Exceptions, & Other
Important Information

$25 copay per visit. $75 copay per visit. Tier 2 and Tier 3 _
Primary care visit to reat | Deductible does not | Deductible does not | 709, after deductibl copaysfcoinsurance for Primary
i : o alter deduclible | care visits and Specialist care
an injury or illness apply apply . o
' ' visits are not eligible for HRA
If you visit a reimbursement.
he);Ith care $50 copay per visit. $100 copay per visit.
provider’s office | Specialist visit Deductible does not | Deductible does not 70% after deductible | You may have to pay for services
or clinic apply. apply. that aren’t preventive. Ask your
provider if the services needed are
Preventive preventive. Then check what your
Icai/sgre?.ning/ No Charge No Charge 70% after deductible plan will pay for.
immunization
Elfocri](\:vsc:lri;eSt (x-ray, 10% after deductible 50% after deductible 70% after deductible None
If you have a test imagina (CT/PET scan
M;g) 9l S¢S, | 10% after deductible | 50% after deductible | 70% after deductible | None
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Common
Medical Event

Services You May Need

Tier 1: Preferred
Network Provider
(You will pay the

Tier 2: In-Network
Provider

What You Will Pay

Tier 3: Out-of-

Network Provider

(You will pay the

Limitations, Exceptions, & Other
Important Information

If you need drugs
to treat your
iliness or
condition

More information

about prescription

drug coverage is
available at

http://www.bswh.sw
hp.org/pharmacy-
information.

If you have
outpatient surgery

If you need
immediate medical
attention

Preferred generic drugs

Preferred brand drugs

Non-preferred generic
drugs and non-preferred
brand drugs

Specialty drugs

Facility fee (e.g.,
ambulatory surgery
center)
Physician/surgeon fees

Emergency room care

least)
$3 copay per 30-day
supply (retail);
$6 copay per 90-day
supply (maintenance).
Deductible does not
apply.
$35 copay per 30-day
supply (retail);
$70 copay per 90-day
supply (maintenance).
Deductible does not
apply.
Lesser of $50 or 50%
coinsurance (retail);
Lesser of $100 or 50%
coinsurance
(maintenance).
Deductible does not
apply.
20% coinsurance
($200 max (retail)).
Deductible does not
apply.

10% after deductible

10% after deductible

$250 copay for first
visit per covered
member, then 10%
after deductible for
additional visits.

$5 copay per 30-day
supply (retail).
Deductible does not
apply.

$50 copay per 30-day
supply (retail).
Deductible does not
apply.

Lesser of $75 or 50%
coinsurance (retail).
Deductible does not

apply.

Not Covered

50% after deductible

50% after deductible

$250 copay for first
visit per covered
member, then 10%
after deductible for
additional visits.

most)

50% after deductible

50% after deductible

50% after deductible

Not Covered

70% after deductible

70% after deductible

$250 copay for first
visit per covered
member, then 10%
after deductible for
additional visits.

Copays are per 30-day supply.
Two copays apply for a 90-day
supply if a maintenance drug is
obtained through a Baylor Scott &
White Health pharmacy OR when
using the mail order prescription
service. Specific preventive
medications will be covered with
no cost to the member.

If a brand name drug is dispensed
when a generic is available, 50%
coinsurance applies.

Non-formulary drugs:
50% coinsurance

Some drugs may require prior
authorization.

None

None
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Common
Medical Event

Services You May Need

Emergency medical

What You Will Pay

Tier 1: Preferred

Network Provider

(You will pay the
least)

Tier 2: In-Network

Provider

Tier 3: Out-of-

Network Provider

(You will pay the
most)

Limitations, Exceptions, & Other
Important Information

: 10% after deductible 10% after deductible 10% after deductible None
transportation =SS S s
$50 copay per visit. $100 copay per visit. | $100 copay per visit.

Urgent care

Deductible does not
apply.

Deductible does not
apply.

Deductible does not
apply.

Tiers 2 and 3 copays not eligible
for HRA reimbursement.

Facility fee (e.g., hospital

Deductible does not
apply.

Deductible does not
apply.

room) 10% after deductible 50% after deductible 70% after deductible None
If you have a
hospital stay
Physician/surgeon fees 10% after deductible 50% after deductible 70% after deductible None
If you need mental $25 copay per visit. $25 copay per visit. Tiers 2 and 3 copay/coinsurance
health, behavioral = Outpatient services Deductible does not Deductible does not 70% after deductible not eligible for HRA
health, or apply. apply. reimbursement.
::?;izr;ce LR Inpatient services 10% after deductible 10% after deductible 70% after deductible None
No charge for prenatal visits for
Tiers 1 and 2 copays.
$25 copay per visit $75 copay per visit
(PCP visit); (PCP visit); Depending on the type of services,
If you are o $50 copay per visit $100 per visit Q : a copayment, coinsurance, or
pregnant e (Specialist visit). (Specialist visit). e iepdeatieibl deductible may apply.

Tiers 2 and 3 copay/coinsurance
not eligible for HRA
reimbursement.
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Common
Medical Event

Services You May Need

Childbirth/delivery

Tier 1: Preferred

Network Provider

(You will pay the
least)

Tier 2: In-Network

Provider

What You Will Pay

Tier 3: Out-of-

Network Provider

(You will pay the
most)

Limitations, Exceptions, & Other
Important Information

up

. . 10% after deductible 50% after deductible 70% after deductible None
professional services
S::\I;iifér;th/dellvery EEly 10% after deductible 50% after deductible 70% after deductible None
Home health care 10% after deductible 50% after deductible 70% after deductible 120 visit limit per year.
Combined OT/PT 60 visits max
Rehabilitation services 10% after deductible 50% after deductible 70% after deductible and 60 ST visits max per calendar
i d hel yEa
e rering or I Combined OT/PT 60 visits max
;‘:ﬁz:‘;g:gi:: V€ | Habilitation services 10% after deductible 50% after deductible 70% after deductible and 60 ST visits max per calendar
year.
LU S Skilled nursing care 10% after deductible 50% after deductible 70% after deductible 120 visit limit per year.
w 10% after deductible 50% after deductible 70% after deductible None
equipment
Hospice services 10% after deductible 50% after deductible 70% after deductible None
Children’s eye exam Not Covered Not Covered Not Covered None
If your child needs | Children’s glasses Not Covered Not Covered Not Covered None
dental or eye care i : §
! Children’s dental check Not Covered 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 Cosmetic surgery

o Non-emergency care when traveling outside U.S. e

Routine foot care

e Dental care (Adult)

¢ Routine eye care (Adult)

o Weight loss programs

e Long-term care

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

e Acupuncture (20 visit limit per calendar year) o

Hearing aids (1 device every 36 months)
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e Bariatric surgery (Tier 1 and Tier 2 only) e |Infertility treatment (Limited to $7,500 medical and $7,500 pharmacy lifetime max)

e Chiropractic care (20 visit limit per calendar year) e Private-duty nursing (120 visit limit per calendar year)

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: WageWorks, visit www.wageworks.com, or call (877)-502-6272; Department of Labor Employee Benefits Security Administration, visit
http://www.dol.gov/ebsa/healthreform, or call 1-866-444-EBSA (3272). 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: Scott and White Health Plan, visit http://bswh.swhp.org/ , or call 1-844-843-3229; Department of Labor Employee Benefits Security Administration, visit
http://www.dol.gov/ebsa/healthreform , or call 1-866-444-EBSA (3272).

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 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.

Language Access Services:
Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-844-843-3229.

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:

i i

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

Managing Joe’s type 2 Diabetes

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

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

hospital delivery)

B The plan’s overall deductible $2,000
M Specialist copayment $50
M Hospital (facility) coinsurance 10%
B Other coinsurance 10%

This EXAMPLE event includes services like:
Sample Care Costs
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood
work)
Specialist visit (anesthesia)

controlled condition)

M The plan’s overall deductible $2,000
M Specialist copayment $50
M Hospital (facility) coinsurance 10%
B Other coinsurance 10%

This EXAMPLE event includes services like:
Sample Care Costs
Primary care physician office visits
(including disease education)
Diagnostic tests (blood work)
Prescription drugs
Durable medical equipment (glucose

up care)

M The plan’s overall deductible $2,000
M Specialist copayment $50
M Hospital (facility) coinsurance 10%
B Other coinsurance 10%

This EXAMPLE event includes services like:
Sample Care Costs
Emergency room care (including
medical supplies)
Diagnostic test (x-ray)
Durable medical equipment (crutches)
Rehabilitation services (physical

Total Example Cost $12,731
In this example, Peg would pay:
Cost Sharing

Deductibles $2,000

Copayments $424

Coinsurance $1,001

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $3,485

meter)
Total Example Cost $7,389
In this example, Joe would pay:
Cost Sharing
Deductibles $761
Copayments $1,216
Coinsurance $85
What isn’t covered
Limits or exclusions $55
The total Joe would pay is $2,117

therapy)
Total Example Cost $1,925
In this example, Mia would pay:
Cost Sharing
Deductibles $967
Copayments $400
Coinsurance $163
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,530
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English:
ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call 1-800-321-7947 (TTY: 1-800-735-2989). Scott & White
Health Plan complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex.

Spanish:
ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame al 1-800-321-7947 (TTY: 1-800-735-2989). Scott & White
Health Plan cumple con las leyes federales de derechos civiles aplicables y no discrimina por motivos de raza, color, nacionalidad, edad, discapacidad o sexo.

Vietnamese:

CHU Y: Néu ban n6i Tiéng Viét, c6 cac dich vu hd trg ngdn ngit mién phi danh cho ban. Goi s6 1-800 321-7947 (TTY: 1-800-735-2989). Scott &
White Health Plan tuan thu luat dan quyén hién hanh cua Lién bang va khong phan biét d6i xir dwa trén chiing toc, mau da, nguon gbc quéc gia, do
tudi, khuyét tat, hoic gidi tinh.

Chinese:
HEE e S s, R DI B SRR S RIS, FEECE 1-800-321-7947 (TTY : 1-800-735-2989) , Scott & White Health
Plan 8 ~7@ FH AU AR S, RN, e, RBEMAE, iy, R m s A,

Korean:

T 3o & ARE A A5, flo] A MHlAE FRE o] 88k 4 3l Y T 1-800-321-7947 (TTY: 1-800-735-2989) #1 S =
7 s}sl] 54 Al 2. Scott & White Health Plan (&) & AW 3AR S &5t A, I 574, F4 57 Ad, ol 2= AHS
ol f2 A 3kA et

Arabic:
aada 1)) e Séhaad dd) Jdopla YWadasd] J4 aed daed wd Modl da 3\6;6‘)_“ 2 1-800-321-7947 (< el (s )
1-800-735-2989) OJGAL_'U 2O S }Qg\}g:’_ﬁlaﬁﬁ.&“ s 2 &e Je Ja Jelldals Y4 Ny s j\YJ‘}gA:\GJ.chni
Gor sl ol I da Y1 e B s e D ABLY S wia ),

Urdu:

02 S JS 1-800-321-7947 .0 iy A S Gl ez ls b ccladd (S a3 (S gl s ow il GRS T S0 s Ll
as il (a8 0 Bay cJus ) o Billae S il S (§ia (5 S Bl g (3Ol W o geaie gl il 5l SIS (TTY: 1-800-735-2989)
= ot Alaie pnabi (S owia b g5
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Tagalog:
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 1-800-321-7947 (TTY:
1-800-735-2989). Sumusunod ang Scott & WhiteHealth Plan sa mga naaangkop na Pederal na batas sa karapatang sibil at hindi nandidiskrimina batay sa lahi,
kulay, bansang pinagmulan, edad, kapansanan o kasarian.

French:
ATTENTION: Si vous parlez francgais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-800-321-7947 (ATS : 1-800-735-2989). Scott
& White Health Plan respecte les lois fédérales en vigueur relatives aux droits civiques et ne pratique aucune discrimination basée sur la race, la couleur de peau,
l'origine nationale, I'age, le sexe ou un handicap.

Hindi:

e1eT & R 39 fogY el & oY 31Taeh fo3eTT Ftr & HTYT T AATU3YeTst 8 | 1-800-321-7947 (TTY: 1-800-735-2989) UR hiel &Y | Scott &
White Health Plan SIT9] 8112193 HE ATITR e T3TEIhR Flefal ohl UTeled il e ST, T, TSET HeA, Y, Faehel 91T, AT F3eaT oh 3R 0
HEHTT Ael T & |

German:

ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche Hilfsdienstleistungen zur Verfugung. Rufnummer: 1-800-321-7947 (TTY: 1-800-735-
2989). Scott & White Health Plan erfiillt geltenden bundesstaatliche Menschenrechtsgesetze und lehnt jegliche Diskriminierung aufgrund von Rasse, Hautfarbe,
Herkunft, Alter, Behinderung oder Geschlecht ab.

Persian:
ylad Ly cowl olSol, Lad slm cola) olSol,y olads 4SS o dome uondSOl oloy 4o 451 14,
ol a3 Ly Golhe waiw s olSwl S 4oli,y . au,nSs wlas (TTY: 1-800-735-2989) 1-800-321-7947
xS Sowd> Lo ped> S e SLS G sHJ Lide &5y ¢! 50 wlwl 4 4 MQTAJIJJJ JIJJJEJ_O
Guijarati:
Alctlet: %l A SaUA2 Al &), il Ul Ac, [(A:es, dAMIRL HIZ GUAsU B. 1-800-321-7947 UR SIA 5 (TTY: 1-800-735-
2989). 2 oS coles2 dCeU ellol AY] FSA allollRs U[ESIR slAElAo] Uldol 53 B Aol i(d, 201, AFal Yo, GUR, WU, Al

(Aol U Aeeilal ol sl
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Russian:

BHUMAHMUE: Ecnu Bbl TOBOpUTE Ha PYCCKOM SI3BIKE, TO BaM JOCTYITHBI OeCIUIaTHBIC yciuyru nepeBoja. 3sonure 1-800-321-7947 (reneraiimn: 1-
800-735-2989). Scott & White Health Plan cobaromaer npumennmoe dheaepaibHOe 3aKOHOIATEIBCTBO B 001aCTH TPasKIaHCKHX TPaB ¥ HE
JOIyCKaeT AUCKPUMUHAIIMH 110 TPU3HAKAM PACHI, [[BETA KOXKH, HAMOHATBHON MPUHAICKHOCTH, BO3PACTa, HBATHUIHOCTH HIIH MOJIA.

Japanese:

HEFH : HAGEZE SN GG, BEIOSFEXEZ THIHAWEZ 1 £9, 1-800-321-7947 (TTY:1-800-735- 2989) F T, BEIEIZT
TG < 72 &V, Scott & WhiteHealth Planidii F S 40 2 B A RMEE 2 385F L, AFE, AL, HEE. Si, BEEE 2T iE-S
< ERlE W= LER A,

Laotian:
1U0990: 1209 WIVCDIWIFTI 990, NIVVINIVFoBCTDAIVWIFTY, L0eVCT e, ccinDWonlvivav. tns 1-800-321-7947 (TTY: 1-

800-735-2989). Scott & WhiteHealth Plan U"muOm‘wnom)‘)eovooesomwvo”Cbejeegsnmvmgmugau?a
((eat Umccvnioeag?swvn‘mmvcaea‘)o S0, 9a0NcD0, 98), 090N, § CWO.
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