Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2019 — 12/31/2019
BSWH PPO Plan: Baylor Scott & White Health Coverage for: EE, EF | Plan Type: PPO

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 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 ciio.cms.gov or call 1-844-843-3229 to request a copy.

Important Questions m Why This Matters:

INN  Tier1 Tier2 Tier3 Generally, you must pay all of the costs from providers up to the deductible amount before this
What is the overall EE $1000 $2,000 $5,000 plan begins to pay. If you have other family members on the plan, each family member must meet
deductible? EF  $2,000 $4,000 10,000 their own individual deductible until the total amount of deductible expenses paid by all family

Does not apply to preventive care. | Mmembers meets the overall family deductible. There is an embedded deductible for coverage tier
Employee + Family (which includes Employee + Spouse and Employee + Children).

This plan covers some items and services even if you have not yet met the deductible amount.

Are there services covered | Yes. Preventive care and primar . . ; )
— P Y Buta copayment or coinsurance may apply. For example, this plan covers preventive services

before you meet your care services are covered before ) , : , :
. . without cost-sharing and before you meet your deductible. See a list of covered preventive
deductible? you meet your deductible. . . :
services at healthcare.gov/coverage/preventive-care-benefits/.
Are there other
deductibles for specific No. You do not have to meet deductibles for specific services.
services?

. . . The out-of-pocket limit is the most you could pay in a year for covered services. If you have other
Whatis the out-of-pocket INN' Tier1 ~ Tier2 ~ Tier3 | family members in this plan, they have to meet their own out-of-pocket limits until the overall
iimit for this _p_lan’? EE 34,000 $6,750 Unlimited | family out-of-pocket limit has been met. There is an embedded out-of-pocket limit for coverage
— pan- EF  $8,000 $13,500 Unlimited | tigr Employee + Family (which includes Employee + Spouse and Employee + Children).
For Tier 1 and Tier 2, deductible included in out-of-pocket max.

Copayments on certain services,
What is not included in premiums, balance-billing
the out-of-pocket limit? charges, and health care this plan
does not cover.

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
Yes. See bswh.swhp.org/ or call | in In-Network. You will pay the most if you use an out-of-network provider, and you might receive

Will you pay less if you use

a network provider? 1-844-843-3229 for a list of a bill from a provider for the difference between the provider’s charge and what your plan pays
- ' network providers. (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

o No You can see the specialist you choose without a referral.
see a specialist? sSpecialist y 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

If you visit a
health care

provider’s office
or clinic

What You Will Pa

Tier 1: Preferred Tier 3: Out-of-
Services You May Need Network Provider Tier 2: In-Network Network Provider
(You will pay the Provider (You will pay the
, . $35 copay per visit; $70 copay per visit;
angry care WS D e deductible does not deductible does not 70% after deductible
an injury or illness
apply apply.
$60 copay per visit; $100 copay per visit; 70% after deductible

Specialist visit

deductible does not
apply

deductible does not
apply

Limitations, Exceptions, & Other
Important Information

You may 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.

If you have a test

Preventive
care/screening/ No charge No charge Not covered
immunization
For prior authorization
Diagnostic test (x-ray, 10% after deductible | 50% after deductible | 70% after deductible requirements see
blood work) bswh.swhp.org/tools-and-
resources.
For prior authorization
Imaging (CT/PET scans, 0 , 0 , 0 , requirements see
MRIs) b el e it St ity G b Gl LElEag bswh.swhp.org/tools-and-

resources.
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Common
Medical Event

If you need drugs
to treat your
iliness or
condition

More information

about prescription

drug coverage is
available at

bswh.swhp.org/phar
macy-information.

If you have
outpatient surgery

If you need
immediate medical
attention

Services You May Need

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

Emergency medical
transportation

Tier 1: Preferred
Network Provider
(You will pay the

$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 per visit;
deductible does not
apply

$250 copay; deductible
does not apply

Tier 2: In-Network
Provider

$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 per visit;
deductible does not
apply

$250 copay; deductible
does not apply

What You Will Pa

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

50% after deductible

50% after deductible

50% after deductible

Not covered

70% after deductible

70% after deductible
$250 copay per visit;
deductible does not
apply

$250 copay; deductible

does not apply

Limitations, Exceptions, & Other
Important Information

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.

Available through Baylor Scott &
White pharmacy only.

Some drugs may require prior
authorization. 30-day supply only.

None

Copayment waived if admitted.
Emergency transportation includes
ground and air ambulance.
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What You Will Pa

Tier 1: Preferred Tier 3: Out-of- g :
Common . X e . Limitations, Exceptions, & Other
Medical Event Services You May Need Networll( Provider Tier 2: In-.Network Networll( Provider Important Information
(You will pay the Provider (You will pay the
$75 copay per visit; $100 copay per visit; $100 copay per visit;

Urgent care deductible does not deductible does not deductible does not None
apply apply apply

foac::r:lql;[y I (58, MoRpE] 10% after deductible 50% after deductible 70% after deductible None

If you have a
hospital sta ,
> d Physician/surgeon fees 10% after deductible 50% after deductible 70% after deductible None
If you need mental $35 copay per visit; $70 copay per visit;
health, behavioral | Outpatient services deductible does not deductible does not 70% after deductible None
health, or apply apply
::?;i?sce I Inpatient services 10% after deductible 50% after deductible 70% after deductible None
$35 copay per visit $70 copay per visit No charge for prenatal visits for
(PCP visit); (PCP visit); Tiers 1 and 2.
. $60 copay per visit $100 per visit 0 ,

DI WS (Specialist visit); (Specialist visit); (M N e EE Depending on the type of services,
deductible does not deductible does not a copayment, coinsurance, or
apply. apply. deductible may apply.

If you are
pregnant o .

Childbirth/delivery 10% after deductible | 50% after deductible | 70% after deductible

professional services

None

ohidoihidelivery 7aelly | 40, after deductible | 50% after deductible | 70% after deductible
If you need help Home health care 10% after deductible 50% after deductible 70% after deductible 120 visit limit per calendar year.
recovering or have Combined OT/PT 60 visits max
other special Rehabilitation services 10% after deductible 50% after deductible 70% after deductible and 60 ST visits max per calendar

health needs

year.
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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 Pa

Tier 3: Out-of-

Network Provider

(You will pay the

Limitations, Exceptions, & Other
Important Information

If your child needs
dental or eye care

Excluded Services & Other Covered Services:

Habilitation services

Skilled nursing care
Durable medical
equipment

Hospice services
Children’s eye exam
Children’s glasses

Children’s dental check-

up

10% after deductible

10% after deductible
10% after deductible

10% after deductible

Not covered
Not covered

Not covered

50% after deductible

50% after deductible
50% after deductible

50% after deductible

Not covered
Not covered

Not covered

70% after deductible

70% after deductible
70% after deductible

70% after deductible
Not covered
Not covered

Not covered

Combined OT/PT 60 visits max
and 60 ST visits max per calendar
year,

120 visit limit per calendar year.

None

None

None
None

None

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)

e 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)

e Bariatric surgery (Tier 1 and Tier 2 only)

Infertility treatment (Limited to $7,500 medical and $7,500 pharmacy lifetime max)

e Chiropractic care (20 visit limit per calendar year) o

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: Optum, adminservices.optumhealthfinancial.com, or call 866-301-6681; Department of Labor Employee Benefits Security Administration, visit

dol.gov/ebsa/healthreform , or call1-866-444-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 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 bswh.swhp.org/ , or call 1-844-843-3229; Department of Labor Employee Benefits Security Administration, visit
dol.gov/ebsa/healthreform , or call 1-866-444-EBSA (3272).
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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 $1,000
B Specialist copayment $60
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)

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

Deductibles $1,000

Copayments $80

Coinsurance $1,100

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $2,240

The plan would be responsible for the other costs of these EXAMPLE covered services.

controlled condition)

M The plan’s overall deductible $1,000
M Specialist copayment $60
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

meter)
Total Example Cost $7,500
In this example, Joe would pay:
Cost Sharing
Deductibles $1,000
Copayments $1,000
Coinsurance $0
What isn’t covered
Limits or exclusions $60
The total Joe would pay is $2,060

up care)

B The plan’s overall deductible $1,000
B Specialist copayment $60
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

therapy)
Total Example Cost $2,000
In this example, Mia would pay:
Cost Sharing
Deductibles $1,000
Copayments $200
Coinsurance $200
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,400
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[ 2 -
Nondiscrimination Notice %ﬁ AT AN
4

PART OF BAYLOR SCOTT & WHITE HEALTH

ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call 1-800-321-7947 (TTY: 711).

Scott and 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 Scott and White Health Plan does not exclude people or treat them differently because of race, color, national origin, age, disability, or sex.

Scott and White Health Plan:

« 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 and accessible electronic 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 Scott and White Health Plan (SWHP) Compliance Officer at 1-254-820-8888 or send an email to
SWHPComplianceDepartment@BSWHealth.org.

If you believe that Scott and White Health Plan 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:

SWHP Compliance Officer
1206 West Campus Drive, Suite 151
Temple, Texas 76502

Compliance HelpLine; 1-888-484-6977 or https://app.mycompliancereport.com/report.aspx?cid=swhp

You can file a grievance in person or by mail, online, or email. If you need help filing a grievance, the SWHP Compliance Officer 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, 1-800-537-7697 (TDD)

Complaint forms are available at https://www.hhs.gov/civil-rights/filing-a-complaint/index.html.

Non-Discrimination Ntc_06/2018_English
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Language Assistance SN2 socavhice
v-/.\‘ HEALTH PLAN
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English: > PART OF BAYLOR SCOTT & WHITE HEALTH
ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call 1-800-321-7947 (TTY: 711).

Spanish:

ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame al 1-800-321-7947 (TTY: 711).
Vietnamese:

CHU Y: Néu ban noi Tiéng Viét, c6 cac dich vu hd tro ngon ngit mién phi danh cho ban. Goi s6 1-800-321-7947 (TTY: 711).

Chinese: ) )

ARIR EAEETRX, AR EESE SRR 55EE 1-800-321-7947(TTY 1 711),

Korean:

Fo|: =018 MESHAlE B2, 210 X[ MHIAE FEE 0|85tA = UELICE 1-800-321-7947 (TTY: 711) HO 2 M35 FHAIL.
Arabic:

) 866-334-3141-1 & 5 daail  Slaally ell il 55 45 gl Bac bisall clana (8 Aalll S0 Caaas cuiS 13) 1Ak gala, 711 168l 5 auall s

Urdu:

IS - G it (e e e (S 03 (S gl S 5 eam s 50l G 8 1-800-321-7947 (TTY: 711). waS

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: 711).

French:

ATTENTION : Si vous parlez frangais, des services d’aide linguistique vous sont proposés gratuitement. Appelez le 1-800-321-7947 (ATS : 711).

Hindi:

A S TG o gfE sierdt 8 o SIrueh Af Fodt # ST Ferad §ard ueed g 1 1-800-321-7947 (TTY: 711) W et &2 |

Persian:

e g1 8l @iy g (Al g S oa KK o)l L4 R s 3580 i 1-800-321-7947 (TTY: 711) L 250 o a8l

German:

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Thnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung. Rufnummer: 1-800-321-7947 (TTY: 711).
Gujarati:

QAL oxl dH ASHRUAL oAl €, Al ALY ML UG AADHL AHIRL HI2 GUAsH 8. 5l 521 1-800-321-7947 (TTY: 711).

Russian:
BHUMAHUE: Ecnu BbI rOBOpHUTE Ha PyCCKOM SI3BIKE, TO BaM JIOCTYITHBI O€CIUTaTHBIC ycIyru niepeBona. 3BoHute 1-800-321-7947 (teneraiim: 711).

Japanese:
AREH HAEBEZREINAGE EBHOEEZEEZCHAVIFTE T, 1-800-321-7947 (TTY:711) LT BEFEICTTER LT,
Laotian:

Wogau:in 0 1w w990, NV 2 Ny oe_ 80 IWWwII, oev 3 8 9, b vy w snlm v w. dns
1-800-321-7947 (TTY: 711).

LanguageAssistance_06/2018
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