Health Insurance Marketplace Coverage Form Approved
OMB No. 1210-0149

Options and Your Health Coverage (expires 12-31-2026)

PART A: General Information

Even if you are offered health coverage through your employment, you may have other coverage options through the
Health Insurance Marketplace (“"Marketplace”). To assist you as you evaluate options for you and your family, this notice
provides some basic information about the Health Insurance Marketplace and health coverage offered through your
employment.

What is the Health Insurance Marketplace?

The Marketplace is designed to help you find health insurance that meets your needs and fits your budget. The Marketplace
offers "one-stop shopping" to find and compare private health insurance options in your geographic area.

Can | Save Money on my Health Insurance Premiums in the
Marketplace?

You may qualify to save money and lower your monthly premium and other out-of-pocket costs, but only if your employer
does not offer coverage, or offers coverage that is not considered affordable for you and doesn’t meet certain minimum
value standards (discussed below). The savings that you're eligible for depends on your household income. You may also
be eligible for a tax credit that lowers your costs.

Does Employment-Based Health Coverage Affect Eligibility for
Premium Savings through the Marketplace?

Yes. If you have an offer of health coverage from your employer that is considered affordable for you and meets certain
minimum value standards, you will not be eligible for a tax credit, or advance payment of the tax credit, for your
Marketplace coverage and may wish to enroll in your employment-based health plan. However, you may be eligible for a
tax credit, and advance payments of the credit that lowers your monthly premium, or a reduction in certain cost-sharing, if
your employer does not offer coverage to you at all or does not offer coverage that is considered affordable for you or meet
minimum value standards. If your share of the premium cost of all plans offered to you through your employment is more
than 9.122%?* of your annual household income, or if the coverage through your employment does not meet the "minimum
value" standard set by the Affordable Care Act, you may be eligible for a tax credit, and advance payment of the credit, if
you do not enroll in the employment-based health coverage. For family members of the employee, coverage is considered
affordable if the employee’s cost of premiums for the lowest-cost plan that would cover all family members does not
exceed 9.12% of the employee’s household income.-*2

Note: If you purchase a health plan through the Marketplace instead of accepting health coverage offered through your
employment, then you may lose access to whatever the employer contributes to the employment-based coverage. Also,
this employer contribution -as well as your employee contribution to employment-based coverage- is generally excluded
from income for federal and state income tax purposes. Your payments for coverage through the Marketplace are made on
an after-tax basis. In addition, note that if the health coverage offered through your employment does not meet the
affordability or minimum value standards, but you accept that coverage anyway, you will not be eligible for a tax credit. You
should consider all of these factors in determining whether to purchase a health plan through the Marketplace.

* Indexed annually; see https://www.irs.gov/pub/irs-drop/rp-22-34.pdf for 2023.

2 An employer-sponsored or other employment-based health plan meets the "minimum value standard" if the plan's share of the total allowed benefit costs covered by the
planis no less than 6o percent of such costs. For purposes of eligibility for the premium tax credit, to meet the *minimum value standard,” the health plan must
also provide substantial coverage of both inpatient hospital services and physician services.


https://www.irs.gov/pub/irs-drop/rp-22-34.pdf

When Can | Enroll in Health Insurance Coverage through the
Marketplace?

You can enroll in a Marketplace health insurance plan during the annual Marketplace Open Enrollment Period. Open
Enrollment varies by state but generally starts November 1 and continues through at least December 15.

Outside the annual Open Enrollment Period, you can sign up for health insurance if you qualify for a Special Enrollment
Period. In general, you qualify for a Special Enrollment Period if you’ve had certain qualifying life events, such as getting
married, having a baby, adopting a child, or losing eligibility for other health coverage. Depending on your Special
Enrollment Period type, you may have 60 days before or 6o days following the qualifying life event to enroll in a
Marketplace plan.

There is also a Marketplace Special Enrollment Period for individuals and their families who lose eligibility for Medicaid or
Children’s Health Insurance Program (CHIP) coverage on or after March 31, 2023, through July 31, 2024. Since the onset of
the nationwide COVID-1g public health emergency, state Medicaid and CHIP agencies generally have not terminated the
enrollment of any Medicaid or CHIP beneficiary who was enrolled on or after March 18, 2020, through March 31, 2023. As
state Medicaid and CHIP agencies resume regular eligibility and enrollment practices, many individuals may no longer be
eligible for Medicaid or CHIP coverage starting as early as March 31, 2023. The U.S. Department of Health and Human
Services is offering a temporary Marketplace Special Enrolilment period to allow these individuals to enroll in
Marketplace coverage.

Marketplace-eligible individuals who live in states served by HealthCare.gov and either- submit a new application or update
an existing application on HealthCare.gov between March 31, 2023 and July 31, 2024, and attest to a termination date of
Medicaid or CHIP coverage within the same time period, are eligible for a 60-day Special Enrollment Period. That means
that if you lose Medicaid or CHIP coverage between March 31, 2023, and July 31, 2024, you may be able to enroll in
Marketplace coverage within 60 days of when you lost Medicaid or CHIP coverage. In addition, if you or your family
members are enrolled in Medicaid or CHIP coverage, it is important to make sure that your contact information is up to date
to make sure you get any information about changes to your eligibility. To learn more, visit HealthCare.gov or call the
Marketplace Call Center at 1-800-318-2596. TTY users can call 1-855-889-4325.

What about Alternatives to Marketplace Health Insurance
Coverage?

If you or your family are eligible for coverage in an employment-based health plan (such as an employer-sponsored health
plan), you or your family may also be eligible for a Special Enrollment Period to enroll in that health plan in certain
circumstances, including if you or your dependents were enrolled in Medicaid or CHIP coverage and lost that coverage.
Generally, you have 60 days after the loss of Medicaid or CHIP coverage to enroll in an employment-based health plan, but
if you and your family lost eligibility for Medicaid or CHIP coverage between March 31, 2023 and July 10, 2023, you can
request this special enrollment in the employment-based health plan through September 8, 2023. Confirm the deadline
with your employer or your employment-based health plan.

Alternatively, you can enroll in Medicaid or CHIP coverage at any time by filling out an application through the Marketplace
or applying directly through your state Medicaid agency. Visit https://www.healthcare.gov/medicaid-chip/getting-
medicaid-chip/ for more details.

How Can | Get More Information?

For more information about your coverage offered through your employment, please check your health plan’s summary
plan description or contact

FLOYD COUNTY PUBLIC SCHOOLS' HUMAN RESOURCES OFFICE.

The Marketplace can help you evaluate your coverage options, including your eligibility for coverage through the
Marketplace and its cost. Please visit HealthCare.gov for more information, including an online application for health
insurance coverage and contact information for a Health Insurance Marketplace in your area.


https://healthcare.gov/

PART B: Information About Health Coverage Offered by Your
Employer

This section contains information about any health coverage offered by your employer. If you decide to complete an

application for coverage in the Marketplace, you will be asked to provide this information. This information is numbered to

correspond to the Marketplace application.

3. Employer name 4. Employer Identification Number (EIN)
FLOYD COUNTY PUBLIC SCHOOLS 54-6001281

5. Employer address 6. Employer phone number
140 HARRIS HART RD NE. 540-745-9400

7. City 8. State 9. ZIP code
FLOYD VA 24091

10. Who can we contact about employee health coverage at this job?
FLOYD COUNTY PUBLIC SCHOOLS' HUMAN RESOURCES OFFICE

11. Phone number (if different from above) 12. Email address

HARRISJ@QFLOYD.K12.VA.US

Here is some basic information about health coverage offered by this employer:
e Asyour employer, we offer a health plan to:
[] Allemployees. Eligible employees are:

M Some employees. Eligible employees are:
Full-time employees as defined by Floyd County School Board policy;
School Board Policy Manual may be accessed at WWW.FLOYD.K12.VA.US

e With respect to dependents:
[M] We do offer coverage. Eligible dependents are:

Spouse and dependent children (until end of month in which they reach age 26)

of full-time employee as defined by Floyd County School Board policy.

] We do not offer coverage.

(W] If checked, this coverage meets the minimum value standard, and the cost of this coverage to you is intended to be
affordable, based on employee wages.

*% Even if your employer intends your coverage to be affordable, you may still be eligible for a premium discount

through the Marketplace. The Marketplace will use your household income, along with other factors, to

determine whether you may be eligible for a premium discount. If, for example, your wages vary from week to
week (perhaps you are an hourly employee or you work on a commission basis), if you are newly employed mid-

year, or if you have otherincome losses, you may still qualify for a premium discount.

If you decide to shop for coverage in the Marketplace, HealthCare.gov will guide you through the process. Here's the

employer information you'll enter when you visit HealthCare.gov to find out if you can get a tax credit to lower your monthly

premiums.


http://www.healthcare.gov/
http://www.healthcare.gov/

The information below corresponds to the Marketplace Employer Coverage Tool. Completing this section is optional for
employers, but will help ensure employees understand their coverage choices.

13. Is the employee currently eligible for coverage offered by this employer, or will the employee be eligible in
the next 3 months?

[] Yes (Continue)
13a. If the employee is not eligible today, including as a result of a waiting or probationary period, when is the

employee eligible for coverage? (mm/dd/yyyy) (Continue)
|:| No (STOP and return this form to employee)

14. Does the employer offer a health plan that meets the minimum value standard*?
[W] Yes (Go to question 15) [ ] No (STOP and return form to employee)

15. For the lowest-cost plan that meets the minimum value standard* offered only to the employee (don't include
family plans): If the employer has wellness programs, provide the premium that the employee would pay if he/ she
received the maximum discount for any tobacco cessation programs, and didn't receive any other discounts based on

wellness programs. 49.00
a. How much would the employee have to pay in premiums for this plan? $_"~"
b. How often? [_] Weekly [ ]| Every 2 weeks []Twice a month [m] Monthly [ ]Quarterly [ ] Yearly

If the plan year will end soon and you know that the health plans offered will change, go to question 16. If you don't know,
STOP and return form to employee.

16. What change will the employer make for the new plan year?
[ ] Employer won't offer health coverage
[ ] Employer will start offering health coverage to employees or change the premium for the lowest-cost plan
available only to the employee that meets the minimum value standard.* (Premium should reflect the
discount for wellness programs. See question 15.)
a. How much would the employee have to pay in premiums for this plan? $
b. How often? [ |Weekly [ _]Every 2 weeks []Twice a month [ IMonthly [ ]Quarterly [ ]Yearly

e An employer-sponsored health plan meets the "minimum value standard" if the plan's share of the total allowed benefit costs covered by the plan is no less than
60 percent of such costs (Section 36B(c)(2)(C)(ii) of the Internal Revenue Code of 1986)



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

Anthem® Blue Cross and Blue Shield

Anthem KeyCare 25 1500/20% /6000 Rx $15/$50/$85/25%

Coverage Period: 10/01/2025 - 09/30/2026
Coverage for: Individual + Family | 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, https://eoc.anthem.com/eocdps/. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment,

deductible, provider, or other underlined terms, see the Glossaty. You can view the Glossary at www.healthcare.gov/sbe-glossary/ or call (833) 592-9956 to

request a copy.

What is the overall
deductible?

Are there services
covered before you

meet your deductible?

$1,500/person or $3,000/ family
for In-Network Providers.
$3,000/person or $6,000/ family
for Out-of-Network Providers.
Yes. Primary Care. Specialist
Visit. Preventive Care. Certain

Prescription Drugs. Vision Exam.

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?

For more information see below.
No.

$6,000/petson or $12,000/ family
for In-Network Providets.
$12,000/petson ot

$24,000/ family for Out-of-
Network Providets.

Premiums, balance-billing
charges, and health care this plan

doesn't covet.

Yes. See

www.anthem.com/find-
care/?alphaprefix=VQX

or call (833) 592-9956 for a list of
network providers. Costs may

vary by site of service and how

the provider bills.

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.

This plan covers some items and services even if you haven’t 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 don't 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.

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

VA/LG/Anthem KeyCare 30 1500/20%/5250 Rx $10/$40/$70/20%/8DBR/01-25


https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#premium
https://eoc.anthem.com/eocdps/
https://www.healthcare.gov/sbc-glossary/#allowed-amount
https://www.healthcare.gov/sbc-glossary/#balance-billing
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#provider
http://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/coverage/preventive-care-benefits/
https://www.anthem.com/find-care/?alphaprefix=VQX
https://www.anthem.com/find-care/?alphaprefix=VQX

Do you need a referral

to see a specialist?

No.

You can see the specialist you choose without a referral.

“ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

C . Limitations, E tions, &
OnEmon Services You May Need In-Network Provider Out-of-Network Provider [TITAtions, BXCCPHons,
Medical Event . . Other Important Information
(You will pay the least) (You will pay the most)
EPHC
$15/visit, deductible does not
Primary care visit to treat an apply o) Virtual visits (Telehealth)
injury or illness PCP 40% coinsurance benefits available.
.. $25/visit, deductible does not
If you visit a apply
health
roidare office | Socciatict vici $50/visit, deductible does not 40% coinsuran Virtual visits (Telehealth)
Pir lini opeclatist vis apply 0 colfisurance benefits available.
or clinic
You may have to pay for services
T S A — that aren't preventive. Ask your
. - screcis No charge 40% coinsurance provider if the services needed
immunization .
are preventive. Then check what
your plan will pay for.
Lab — Office Lab — Office
Diagnostic test (x-ray, blood No charge 40% coinsurance Hone
If you have a test = work) X-Ray — Office X-Ray — Office
20% coinsurance 40% colinsurance
Imaging (CT/PET scans, MRIs) 20% coinsurance 40% coinsurance none

If you need drugs
to treat your
illness or
condition

More information
about prescription
drug coverage is
available at
http://www.anthe

m.com/pharmacyi
nformation/

Typically Generic (Tier 1)

$15/prescription, deductible
does not apply (retail) and
$30/prescription, deductible
does not apply (home
delivery)

40% coinsurance, deductible
does not apply (retail) and Not
covered (home delivery)

Typically Preferred Brand &
Non-Preferred Generic Drugs

(Tier 2)

$50/prescription, deductible
does not apply (retail) and
$125/prescription, deductible
does not apply (home
delivery)

40% coinsurance, deductible
does not apply (retail) and Not
covered (home delivery)

Typically Non-Preferred Brand
and Generic drugs (Tier 3)

$85/prescription, deductible
does not apply (retail) and
$213/prescription, deductible
does not apply (home
delivery)

40% coinsurance, deductible
does not apply (retail) and Not
covered (home delivery)

For more information, refer to
“National Direct Drug List” at
http://www.anthem.com/pharm
acyinformation/

*See Prescription Drug section.



http://www.anthem.com/pharmacyinformation/
http://www.anthem.com/pharmacyinformation/
http://www.anthem.com/pharmacyinformation/
http://www.anthem.com/pharmacyinformation/
http://www.anthem.com/pharmacyinformation/

What You Will Pay
Common

: In-Network Provider Out-of-Network Provider | Limitations, Exceptions, &
Medical Event . . Other Important Information
(You will pay the least) (You will pay the most)
25% coinsurance up to
$400/ prescription, deductible

does not apply (retail and

Services You May Need

40% coinsurance, deductible
does not apply (retail) and Not
covered (home delivery)

Typically Preferred Specialty
(brand and generic) (Tier 4)

medical attention

home delivery)
If you have Facility fee (e.g., ambulato . .
you ! ty fee (g, y 20% coinsurance 40% coinsurance none
outpatient surgery center)
surgery Physician/surgeon fees 20% coinsurance 40% coinsurance none
Emergency room care 20% coinsurance Covered as In-Network none
Non-emergency Out-of-
If you need Emergency medical o) Network Ambulance Services are
. . ; 20% coinsurance Covered as In-Network . .
immediate transportation limited to $50,000 per trip, does

not apply to air ambulance.

Urgent care

$50/visit, deductible does not
apply

40% colnsurance

none

If you have a
hospital stay

Facility fee (e.g., hospital room)

20% coinsurance

40% coinsurance

150 days/benefit petiod for
Inpatient rehabilitation and
skilled nursing services

combined.
Physician/surgeon fees 20% coinsurance 40% coinsurance none
Office Visit . Office Visit
Ifyou need $25 /visit, deductible does not Office Visit Virtual visits (Telehealth)
mental health, . . 40% coinsurance .
. Outpatient services apply . benefits available.
behavioral health, . Other Outpatient )
Other Outpatient o/ Other Outpatient
or substance 0/ 40% coinsurance
. 20% coinsurance none
abuse services . . . .
Inpatient services 20% coinsurance 40% coinsurance none

Office visits

20% coinsurance

40% coinsurance

Childbirth/delivery professional

Maternity care may include tests

Habilitation services

apply

40% coinsurance

Ifyou are . 20% coinsurance 40% coinsurance : .
pregnant services and services described elsewhere
Chﬂ.d kit el el 20% coinsurance 40% coinsurance in the SBC (i, ultrasound).
services
100 visits/benefit petiod for
If you need help Home health care 20% coinsurance 40% coinsurance Home Health and Private Duty
recovering or Nursing combined.
have.other Rehabilitation services $25/visit, deductible does not 40% coinsurance
Snesianealt Zipi2ly *See Therapy Services section
needs $25/visit, deductible does not Py ’




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 Acupuncture e Bariatric surgery e  Children’s dental check-up
e Cosmetic surgery e Dental care (Adult) e Glasses for a child
e Infertility treatment e Long-term care e Routine foot care unless medically necessary

e Weight loss programs

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

e Chiropractic care 30 visits/benefit period e Hearing aids 1 item/ear every 24 months for e Most coverage provided outside the United
o Private-duty nursing 100 visits/benefit children 18 years of age or under. $1,500 States. See www.bcbsglobalcore.com
period combined with Home Health maximum/hearing aid.

e Routine eye care (Adult) 1 exam/benefit
period

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: Virginia Bureau of Insurance, 1300 East Main Street, P. O. Box 1157, Richmond, VA 23218, (800) 552-7945, Department of Labor, Employee
Benefits Security Administration, (866) 444-EBSA (3272), www.dol.gov/ebsa/healthreform, or contact Anthem at the number on the back of your ID card.



http://www.bcbsglobalcore.com/
http://www.dol.gov/ebsa/healthreform

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 on how 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:

ATTN: Grievances and Appeals, P.O. Box 27401, Richmond, VA 23279

Department of Labor, Employee Benefits Security Administration, (866) 444-EBSA (3272), www.dol.gov/ebsa/healthreform

Virginia Bureau of Insurance, 1300 East Main Street, P. O. Box 1157, Richmond, VA 23218, (800) 552-7945

Does this plan provide Minimum Essential Coverage? Yes.

Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare,
Medicaid, CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the
premium tax credit.

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.

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



http://www.healthcare.gov/
http://www.dol.gov/ebsa/healthreform

About these Coverage Examples:

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 $1,500
M Specialist copayment $50
B Hospital (facility) coinsurance 20%
B Other coinsurance 0%

This EXAMPLE event includes services
like:

Specialist office visits (prenatal care)
Childbirth/Delivery Professional Setvices
Childbirth/Delivery Facility Services
Diagnostic tests (#/trasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost $12,700
In this example, Peg would pay:

Cost Sharing

Deductibles $1,500

Copayments $10

Coinsurance $2,000
What isn’t covered

Limits or exclusions $60

The total Peg would pay is $3,570

controlled condition)

B The plan’s overall deductible $1,500
B Specialist copayment $50
B Hospital (facility) coinsurance 20%
B Other coinsurance 0%

This EXAMPLE event includes services

like:

Primary care physician office visits (#ncluding disease
education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (g/ucose meter)

Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing
Deductibles $0
Copayments $1,500
Coinsurance $0
What isn’t covered
Limits or exclusions $20
The total Joe would pay is $1,520

up care)
B The plan’s overall deductible $1,500
M Specialist copayment $50
B Hospital (facility) coinsurance 20%
B Other coinsurance 0%

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 $2,800
In this example, Mia would pay:

Cost Sharing

Deductibles $1,500

Copayments $300

Coinsurance $100
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.




We’'re here for you — in many languages

The law requires us to include a message in all of these different languages. Curious what they say? Here’s the English version: “You have the right to get help in your
language for free. Just call the Member Services number on your ID card.” Visually impaired? You can also ask for other formats of this document

Spanish

Usted tiene derecho a obtener asistencia en su idioma sin cargo. Llame al
numero de Servicios para Miembros que figura en su tarjeta de identificacion
¢ Tiene alguna deficiencia visual? También puede solicitar este documento en
otros formatos.

Chinese
TEEAERSEHTIVESIEHIIEED - IFESTEIFTEY ID + EoyE 88k
TEELEREIRIBRNT] « 1R SIBERE ? IS A LIRBUR S EEVEARIE o

Vietnamese ) _

Quy vi c6 quyén nhan tro’ giip bang ngén nglr cia minh, mién phi. Quy vi chi
can goi dén so6 dién thoai ctia Ban Dich vu Thanh vién trén thé ID cta quy vi.
Quy vi bi khiém thi? Quy vi cling c6 thé yéu cau cac dinh dang khac ctua

tai liéu nay.

Korean

Fohs #ote Q102 & S22 SR2 22 2Dt ABLICH A5 1D
SIS0l QL JIAF MBI A M3 2 BSSHI AR, A2 ZOHI01AIDIR? CHE
saloz = 0l EME 26t & ASLICH

Tagalog

May karapatan kang makakuha ng tulong na nasa iyong wika nang libre.
Tawagan lang ang numero ng Member Services na nasa iyong ID card. May
kapansanan sa paningin? Maaari ka ring humingi ng iba pang mga format ng
dokumentong ito.

Russian

Y Bac ecTb nNpaBo Ha becnnarHoe nosfy4yeHne NoMoLLM Ha Ballem poaHOM
A3blke. [1pocTo NO3BOHUTE B OTAEN 06CNYXMBaHUS Y4aCTHUKOB MO HOMEPY,
yKasaHHOMY Ha Ballen ngeHTUdUKaLUmMoHHOM KapTe. Y Bac npobnemsl co
3peHnem? Bbl Takke MOXeTe 3anpocuTb 3TOT AOKYMEHT B Apyrux oopmMaTax.

French Creole

Ou gen dwa jwenn &d nan lang ou gratis. Jis rele nimewo Sévis Manm ki sou
Kat ID ou a gratis Gen pwoblém vizyél? Ou ka mande tou pou I6t foma nan
dokiman sa a.

Arabic

._n.AA?!).J.Aa\JnAQ L\AA\JJ_\JSJ&LJ\JGd}m&.‘\}_lhjj&nj‘b-ﬁé&djm&j\ﬁa}.“\_u
o.\é.]d)aiul.hu.u_ﬂa ‘JaSmo)mal‘th‘fhauh J&PQ&JJ‘;JP}A}‘&W\”
Mu)]\

French
Vous avez le droit d’obtenir de I'aide dans votre langue gratuitement. Appelez

simplement le numéro du Services membres figurant sur votre carte d’identité.

Vous étes une personne malvoyante ? Vous pouvez également demander a
accéder a ce document dans d'autres formats.

Persian
SIS ) 7 ptie Lime | et o jled L et 3 580 SeS GG1 ) S a4 258 0l 40 200 3a Ledi
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Armenian

“nLp hpwyniup ntlbp wudsdwn oqunipeynil utnwiuwnt

abn [Gayny: Mwpquwbiu quiugwhwnbp étn ID pwpunnh ypw gunnuynn
UlnwdJutph uywuwpydwUu hwdwnphu: SGunnniejwl uwlbgwpnud ntubgn'n
Gp: Ywpnn Gp bwl. uunpb| wju thwuwnwenreh w) dlewswihen:

Japanese

BIRINE BRI OFRERTEMTHERZIAENRHVE T, IDH—F
ICEEEHINTVAERET - ABRICBEE /3 BEEEZESBEET
TR MO TIOXNEFERTLZLTEE T,

Italian

Hai il diritto di ricevere assistenza gratuita nella tua lingua. Basta chiamare il
numero del Servizio Membri presente sulla tua tessera identificativa. Hai
problemi di vista? E possibile richiedere anche altri formati di questo
documento.

German

Sie haben das Recht, kostenlose Hilfe in Ihrer Sprache zu erhalten. Rufen Sie
einfach die Nummer des Mitgliederservices auf lhrer ID-Karte an.
Sehbehindert? Sie kénnen dieses Dokument auch in anderen Formaten
anfordern.

Polish

Masz prawo do bezptatnej pomocy w swoim jezyku. Wystarczy zadzwoni¢ pod
numer Biura Obstugi Klienta podany na karcie identyfikacyjnej. Masz wade
wzroku? Mozesz réwniez poprosi¢ o inne formaty tego dokumentu.

Pennsylvania Dutch

Du hoscht’'s Recht fer Hilf griege in dei Schprooch fer nix. Duh yuscht die
Member Services Number uffrufe uff dei ID Card. Hoscht Druwwel fer sehne?
Du kannscht des do Schreiwes in en differnter Weg griege so as du’s besser
sehne kannscht.

TTY/TTD:711
It’s important we treat you fairly

We follow federal civil rights laws in our health programs and activities. Members
can get reasonable modifications as well as free auxiliary aids and services if you
have a disability. We don’t discriminate, on the basis of race, color, national origin,
sex, age or disability. For people whose primary language isn’t English (or have
limited proficiency), we offer free language assistance services like interpreters
and other written languages. Interested in these services? Call the Member
Services number on your ID card for help (TTY/TDD: 711) or visit our website. If
you think we failed in any areas or to learn more about grievance procedures, you
can mail a complaint to: Compliance Coordinator, P.O. Box 27401, Richmond, VA
23279, or directly to the U.S. Department of Health and Human Services, Office
for Civil Rights at 200 Independence Avenue, SW; Room 509F, HHH Building;
Washington, D.C. 20201. You can also call 1-800- 368-1019 (TDD: 1-800-537-
7697) or visit https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

#AG-GEN-001#
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

Anthem® Blue Cross and Blue Shield
Anthem KeyCare 45 5500/20% /8700 Rx $15/$50/$85/25% RX Ded

Coverage Period: 10/01/2025 - 09/30/2026
Coverage for: Individual + Family | 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 setvices. 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, https://eoc.anthem.com/eocdps/. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment,

deductible, provider, or other underlined terms, see the Glossaty. You can view the Glossary at www.healthcare.gov/sbe-glossary/ or call (833) 592-9956 to

request a copy.

What is the overall
deductible?

Are there services
covered before you

meet your deductible?

$5,500/person or $11,000/ family
for In-Network Providers.
$11,000/person ot

$22,000/ family for Out-of-
Network Providers.

Yes. Primary Care. Specialist
Visit. Preventive Care. Certain

Prescription Drugs. Vision Exam.

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

For more information see below.
Yes.

$8,700/person or $17,400/ family
for In-Network Providets.
$17,400/petson ot

$34,800/ family for Out-of-
Network Providers.

Premiums, balance-billing
charges, and health care this plan

doesn't cover.
Yes. See
www.anthem.com/find-

provider?

care/?alphaprefix=VQX
or call (833) 592-9956 for a list of
network providers. Costs may

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.

This plan covers some items and services even if you haven’t 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/.
Pharmacy Deductible $250 single/$500 family In and Out of Network.

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.

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

VA/LG/Anthem KeyCare 30 5000/20%/7900 Rx $15/$50/$85/20%/8DEB/01-25
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the provider bills.

vary by site of service and how

Do you need a referral

to see a specialist?

No.

You can see the specialist you choose without a referral.

4\ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

Common

Limitations, Exceptions, &

Medical Event Services You May Need In-Ne‘twork Provider Out-of-Network 12t s Other Important Information
(You will pay the least) (You will pay the most)
EPHC
$35/visit, deductible does not
Primary care visit to treat an apply o/ Virtual visits (Telehealth)
injury or illness PCP 40% coinsurance benefits available.
. . $45 /visit, deductible does not
If you visit a oy
health
:(?vi decra":eofﬁce Specialist visit $70/visit, deductible does not 40% coi Virtual visits (Telehealth)
pilin' Specialst vis apply 0 colisurance benefits available.
or clinic
You may have to pay for services
Preventive care /screening / that aren't preventive. Ask your
. - Screctiis No charge 40% coinsurance provider if the services needed
immunization :
are preventive. Then check what
your plan will pay for.
Lab — Oftfice Lab — Office
Diagnostic test (x-ray, blood No charge 40% coinsurance Hone
If you have a test = work) X-Ray — Office X-Ray — Office
20% coinsurance 40% coinsurance
Imaging (CT/PET scans, MRIs) 20% coinsurance 40% coinsurance none

If you need drugs
to treat your
illness or
condition

Morte information

about prescription
drug coverage is

available at
http://www.anthe

m.com/pharmacyi
nformation/

Typically Generic (Tier 1)

$15/prescription, deductible
does not apply (retail) and
$30/prescription, deductible
does not apply (home
delivery)

40% coinsurance, deductible
does not apply (retail) and Not
covered (home delivery)

Typically Preferred Brand &
Non-Preferred Generic Drugs

(Tier 2)

$50/prescription, deductible
applies (retail) and
$125/prescription, deductible
applies (home delivery)

40% coinsurance, deductible
applies (retail) and Not
covered (home delivery)

Typically Non-Preferred Brand
and Generic drugs (Tier 3)

$85/prescription, deductible
applies (retail) and

$213/prescription, deductible

40% coinsurance, deductible
applies (retail) and Not
covered (home delivery)

For more information, refer to
“National Direct Drug List” at
http://www.anthem.com/pharm
acyinformation/

*See Prescription Drug section.

* For more information about limitations and exceptions, see the plan or policy document at https://eoc.anthem.com/eocdps/.
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What You Will Pay
Common

: In-Network Provider Out-of-Network Provider | Limitations, Exceptions, &
Medical Event . . Other Important Information
(You will pay the least) (You will pay the most)

applies (home delivery)

Services You May Need

25% coinsurance up to
$400/ prescription, deductible
applies (retail and home

40% coinsurance, deductible

Typically Preferred Specialty applies (retail) and Not

(brand and generic) (Tier 4)

covered (home delivery)

medical attention

delivery)
If you have Facility fee (e.¢., ambulato . )
M . ty g y 20% coinsurance 40% colnsurance none
outpatient surgery center) - =
surgery Physician/surgeon fees 20% coinsurance 40% coinsurance none
Emergency room care 20% coinsurance Covered as In-Network none
Non-emergency Out-of-
If you need Emergency medical . Network Ambulance Services are
. Y . . 20% coinsurance Covered as In-Network P .
immediate transportation = limited to $50,000 per trip, does

not apply to air ambulance.

Urgent care

$70/visit, deductible does not

apply

40% colnsurance

none

If you have a
hospital stay

Facility fee (e.g., hospital room)

20% coinsurance

40% coinsurance

150 days/benefit petiod for
Inpatient rehabilitation and
skilled nursing services

combined.
Physician/surgeon fees 20% coinsurance 40% coinsurance none
Office Visit . Office Visit
Ifyou need $45/visit, deductible does not OOfﬁC.C Visit Virtual visits (Telehealth)
mental health, . . 40% coinsurance :
. Outpatient services apply : benefits available.
behavioral health, . Other Outpatient .
Other Outpatient o/ Other Outpatient
or substance 0/ 40% coinsurance
. 20% coinsurance none
abuse services . . ; .
Inpatient services 20% coinsurance 40% coinsurance none

Office visits

20% coinsurance

40% coinsurance

Childbirth/delivery professional

Maternity care may include tests

If you are . 20% coinsurance 40% coinsurance ; .

i services and services described elsewhere
Chﬂ.d birth/delivery facility 20% coinsurance 40% coinsurance in the SBC (i.e., ultrasound).
services

If you need help 100 visits/benefit period for

recovering or Home health care 20% coinsurance 40% coinsurance Home Health and Private Duty

have other Nursing combined.

special health Rehabilitation services §45/visit, deductible does not 40% coinsurance *See Therapy Services section.

needs apply

* For more information about limitations and exceptions, see the plan or policy document at https://eoc.anthem.com/eocdps/.
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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 Acupuncture e Bariatric surgery e  Children’s dental check-up
e Cosmetic surgery e Dental care (Adult) e Glasses for a child
e Infertility treatment e Long-term care e Routine foot care unless medically necessary

® Weight loss programs

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

e Chiropractic care 30 visits/benefit period e Hearing aids 1 item/ear every 24 months for e Most coverage provided outside the United
o Private-duty nursing 100 visits/benefit children 18 years of age or under. $1,500 States. See www.bcbsglobalcore.com
period combined with Home Health maximum/hearing aid.

e Routine eye care (Adult) 1 exam/benefit
period

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: Virginia Bureau of Insurance, 1300 East Main Street, P. O. Box 1157, Richmond, VA 23218, (800) 552-7945, Department of Labor, Employee
Benefits Security Administration, (866) 444-EBSA (3272), www.dol.gov/ebsa/healthreform, or contact Anthem at the number on the back of your ID card.

* For more information about limitations and exceptions, see the plan or policy document at https://eoc.anthem.com/eocdps/.
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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 on how 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:

ATTN: Grievances and Appeals, P.O. Box 27401, Richmond, VA 23279

Department of Labor, Employee Benefits Security Administration, (866) 444-EBSA (3272), www.dol.gov/ebsa/healthreform

Virginia Bureau of Insurance, 1300 East Main Street, P. O. Box 1157, Richmond, VA 23218, (800) 552-7945

Does this plan provide Minimum Essential Coverage? Yes.

Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare,
Medicaid, CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the
premium tax credit.

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.

‘ 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:

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 $5,000
M Specialist copayment $50
B Hospital (facility) coinsurance 20%
B Other coinsurance 0%

This EXAMPLE event includes services
like:

Specialist office visits (prenatal care)
Childbirth/Delivery Professional Setvices
Childbirth/Delivery Facility Services
Diagnostic tests (#/trasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost $12,700
In this example, Peg would pay:

Cost Sharing

Deductibles $5,000

Copayments $10

Coinsutrance $1,300
What isn’t covered

Limits or exclusions $60

The total Peg would pay is $6,370

controlled condition)

B The plan’s overall deductible $5,000
B Specialist copayment $50
B Hospital (facility) coinsurance 20%
B Other coinsurance 0%

This EXAMPLE event includes services

like:

Primary care physician office visits (#ncluding disease
education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (g/ucose meter)

Total Example Cost $5,600

In this example, Joe would pay:
Cost Sharing

Deductibles $0

Copayments $1,700

Coinsurance $0
What isn’t covered

Limits or exclusions $20

The total Joe would pay is $1,720

up care)
B The plan’s overall deductible $5,000
M Specialist copayment $50
B Hospital (facility) coinsurance 20%
B Other coinsurance 0%

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 $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $2,100
Copayments $300
Coinsurance $0
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $2,400
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The plan would be responsible for the other costs of these EXAMPLE covered services.
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We’'re here for you — in many languages

The law requires us to include a message in all of these different languages. Curious what they say? Here’s the English version: “You have the right to get help in your
language for free. Just call the Member Services number on your ID card.” Visually impaired? You can also ask for other formats of this document

Spanish

Usted tiene derecho a obtener asistencia en su idioma sin cargo. Llame al
numero de Servicios para Miembros que figura en su tarjeta de identificacion
¢ Tiene alguna deficiencia visual? También puede solicitar este documento en
otros formatos.

Chinese
TEEAERSEHTIVESIEHIIEED - IFESTEIFTEY ID + EoyE 88k
TEELEREIRIBRNT] « 1R SIBERE ? IS A LIRBUR S EEVEARIE o

Vietnamese ) _

Quy vi c6 quyén nhan tro’ giip bang ngén nglr cia minh, mién phi. Quy vi chi
can goi dén so6 dién thoai ctia Ban Dich vu Thanh vién trén thé ID cta quy vi.
Quy vi bi khiém thi? Quy vi cling c6 thé yéu cau cac dinh dang khac ctua

tai liéu nay.

Korean

Fohs #ote Q102 & S22 SR2 22 2Dt ABLICH A5 1D
SIS0l QL JIAF MBI A M3 2 BSSHI AR, A2 ZOHI01AIDIR? CHE
saloz = 0l EME 26t & ASLICH

Tagalog

May karapatan kang makakuha ng tulong na nasa iyong wika nang libre.
Tawagan lang ang numero ng Member Services na nasa iyong ID card. May
kapansanan sa paningin? Maaari ka ring humingi ng iba pang mga format ng
dokumentong ito.

Russian

Y Bac ecTb nNpaBo Ha becnnarHoe nosfy4yeHne NoMoLLM Ha Ballem poaHOM
A3blke. [1pocTo NO3BOHUTE B OTAEN 06CNYXMBaHUS Y4aCTHUKOB MO HOMEPY,
yKasaHHOMY Ha Ballen ngeHTUdUKaLUmMoHHOM KapTe. Y Bac npobnemsl co
3peHnem? Bbl Takke MOXeTe 3anpocuTb 3TOT AOKYMEHT B Apyrux oopmMaTax.

French Creole

Ou gen dwa jwenn &d nan lang ou gratis. Jis rele nimewo Sévis Manm ki sou
Kat ID ou a gratis Gen pwoblém vizyél? Ou ka mande tou pou I6t foma nan
dokiman sa a.

Arabic

._n.AA?!).J.Aa\JnAQ L\AA\JJ_\JSJ&LJ\JGd}m&.‘\}_lhjj&nj‘b-ﬁé&djm&j\ﬁa}.“\_u
o.\é.]d)aiul.hu.u_ﬂa ‘JaSmo)mal‘th‘fhauh J&PQ&JJ‘;JP}A}‘&W\”
Mu)]\

French
Vous avez le droit d’obtenir de I'aide dans votre langue gratuitement. Appelez

simplement le numéro du Services membres figurant sur votre carte d’identité.

Vous étes une personne malvoyante ? Vous pouvez également demander a
accéder a ce document dans d'autres formats.

Persian
SIS ) 7 ptie Lime | et o jled L et 3 580 SeS GG1 ) S a4 258 0l 40 200 3a Ledi
1 s O R0 (slactia 8 2l giom (it Tt i JSER) e U3 550 s 358 Sy pame
S g

63658MUMENMUB 10/24

Armenian

“nLp hpwyniup ntlbp wudsdwn oqunipeynil utnwiuwnt

abn [Gayny: Mwpquwbiu quiugwhwnbp étn ID pwpunnh ypw gunnuynn
UlnwdJutph uywuwpydwUu hwdwnphu: SGunnniejwl uwlbgwpnud ntubgn'n
Gp: Ywpnn Gp bwl. uunpb| wju thwuwnwenreh w) dlewswihen:

Japanese

BIRINE BRI OFRERTEMTHERZIAENRHVE T, IDH—F
ICEEEHINTVAERET - ABRICBEE /3 BEEEZESBEET
TR MO TIOXNEFERTLZLTEE T,

Italian

Hai il diritto di ricevere assistenza gratuita nella tua lingua. Basta chiamare il
numero del Servizio Membri presente sulla tua tessera identificativa. Hai
problemi di vista? E possibile richiedere anche altri formati di questo
documento.

German

Sie haben das Recht, kostenlose Hilfe in Ihrer Sprache zu erhalten. Rufen Sie
einfach die Nummer des Mitgliederservices auf lhrer ID-Karte an.
Sehbehindert? Sie kénnen dieses Dokument auch in anderen Formaten
anfordern.

Polish

Masz prawo do bezptatnej pomocy w swoim jezyku. Wystarczy zadzwoni¢ pod
numer Biura Obstugi Klienta podany na karcie identyfikacyjnej. Masz wade
wzroku? Mozesz réwniez poprosi¢ o inne formaty tego dokumentu.

Pennsylvania Dutch

Du hoscht’'s Recht fer Hilf griege in dei Schprooch fer nix. Duh yuscht die
Member Services Number uffrufe uff dei ID Card. Hoscht Druwwel fer sehne?
Du kannscht des do Schreiwes in en differnter Weg griege so as du’s besser
sehne kannscht.

TTY/TTD:711
It’s important we treat you fairly

We follow federal civil rights laws in our health programs and activities. Members
can get reasonable modifications as well as free auxiliary aids and services if you
have a disability. We don’t discriminate, on the basis of race, color, national origin,
sex, age or disability. For people whose primary language isn’t English (or have
limited proficiency), we offer free language assistance services like interpreters
and other written languages. Interested in these services? Call the Member
Services number on your ID card for help (TTY/TDD: 711) or visit our website. If
you think we failed in any areas or to learn more about grievance procedures, you
can mail a complaint to: Compliance Coordinator, P.O. Box 27401, Richmond, VA
23279, or directly to the U.S. Department of Health and Human Services, Office
for Civil Rights at 200 Independence Avenue, SW; Room 509F, HHH Building;
Washington, D.C. 20201. You can also call 1-800- 368-1019 (TDD: 1-800-537-
7697) or visit https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

#AG-GEN-001#
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

Anthem® Blue Cross and Blue Shield

Anthem HSA 4000/20% /7000 Rx Ded/$15/$50/$85/25%

Coverage Period: 10/01/2025 - 09/30/2026
Coverage for: Individual + Family | Plan Type: PPO +
HSA

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, https://eoc.anthem.com/eocdps/. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment,

deductible, provider, or other underlined terms, see the Glossaty. You can view the Glossary at www.healthcare.gov/sbe-glossary/ or call (833) 592-9956 to

request a copy.

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?

$4,000/petson or $8,000/ family
for In-Network Providers.
$8,000/person or $16,000/ family
for Out-of-Network Providers.
Yes. Preventive Care. Vision

Exam. For more information see
below.

No.

$7,000/ petson or $14,000/ family
for In-Network Providets.
$14,000/petson ot
$28,000/family for Out-of-
Network Providets.

Premiums, balance-billing
charges, and health care this plan
doesn't cover.

Yes. See

www.anthem.com/find-
care/?alphaprefix=VQX

or call (833) 592-9956 for a list of
network providers. Costs may

vary by site of service and how

the provider bills.

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.

This plan covers some items and services even if you haven’t 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 don't 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.

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

VA/LG/Anthem HSA 4000/20%/6750 Rx Ded/$10/$40/$70/20%/8DCS/01-25
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Do you need a referral | No.
to see a specialist?

You can see the specialist you choose without a referral.

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

In-Network Provider

What You Will Pay

Out-of-Network Provider

Limitations, Exceptions, &
Other Important Information

If you visit a
health care

Primary care visit to treat an
injury or illness

(You will pay the least)

20% coinsurance

(You will pay the most)

40% coinsurance

Virtual visits (Telehealth)
benefits available.

Specialist visit

20% coinsurance

40% colnsurance

Virtual visits (Telehealth)
benefits available.

You may have to pay for services

provider’s office , !
or clinic Preventive care/screening/ that aren't preventive. Ask your
. - No charge 40% coinsurance provider if the services needed
immunization .
are preventive. Then check what
your plan will pay for.
Diagnostic test (x-ray, blood . .
(x-ray, 20% coinsurance 40% coinsurance none
If you have a test = work)
Imaging (CT/PET scans, MRIs) 20% coinsurance 40% coinsurance none

If you need drugs
to treat your
illness or
condition

More information

about prescription
drug coverage is

available at
http://www.anthe

m.com/pharmacyi

$15/presctiption (retail) and

40% coinsurance (retail) and

Typically Generic (Tier 1) $30/ prescription (home Not covered (home delivery)
delivery)

Typically Preferred Br'and & $50/ prescripuiog (retail) and 40% coinsurance (retail) and

Non-Preferred Generic Drugs $125/prescription (home Not covered (hor (home delivery)

(Tier 2) delivery) v Ve

Typically Non-Preferred Brand $§$Z/12r/esrcrlp';1iog (reziﬂ)nalmd 40% coinsurance (retail) and

and Generic drugs (Tier 3) p flsejjvzry()m ome Not covered (home delivery)

Typically Preferred Specialty

25%0 coinsurance up to
$400/ prescription (retail and

40% coinsurance (retail) and

For more information, refer to
“National Direct Drug List” at
http://www.anthem.com/pharm
acvinformation/

*See Prescription Drug section.

medical attention

transportation

20% coinsurance

Covered as In-Network

nformation/ (brand and generic) (Tier 4) home delivery) Not covered (home delivery)
Ifyou %1ave Facility fee (¢.g;, ambulatory 20% coinsurance 40% coinsurance none
outpatient surgery center)
surgery Physician/surgeon fees 20% coinsurance 40% coinsurance none
Emergency room care 20% coinsurance Covered as In-Network none
If you need Non-emergency Out-of-
immediate Emergency medical Network Ambulance Services ate

limited to $50,000 per trip, does
not apply to air ambulance.
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Excluded Services & Other Covered Setvices:

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 Acupuncture e Bariatric surgery e Children’s dental check-up
e Cosmetic surgery e Dental care (Adult) e Glasses for a child
e Infertility treatment e Long-term care e Routine foot care unless medically necessary

® Weight loss programs

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

e Chiropractic care 30 visits/benefit period e Hearing aids 1 item/ear every 24 months for e Most coverage provided outside the United
e Private-duty nursing 100 visits/benefit children 18 years of age or under. $1,500 States. See www.bcbsglobalcore.com
period combined with Home Health maximum/hearing aid.

e Routine eye care (Adult) 1 exam/benefit
period

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: Virginia Bureau of Insurance, 1300 East Main Street, P. O. Box 1157, Richmond, VA 23218, (800) 552-7945, Department of Labor, Employee
Benefits Security Administration, (866) 444-EBSA (3272), www.dol.gov/ebsa/healthreform, or contact Anthem at the number on the back of your ID card.
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 on how 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:

ATTN: Grievances and Appeals, P.O. Box 27401, Richmond, VA 23279

Department of Labor, Employee Benefits Security Administration, (866) 444-EBSA (3272), www.dol.gov/ebsa/healthreform

Virginia Bureau of Insurance, 1300 East Main Street, P. O. Box 1157, Richmond, VA 23218, (800) 552-7945

Does this plan provide Minimum Essential Coverage? Yes.

Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare,
Medicaid, CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the
premium tax credit.

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




About these Coverage Examples:

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 $4,000
B Specialist coinsurance 20%
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services
like:

Specialist office visits (prenatal care)
Childbirth/Delivery Professional Setvices
Childbirth/Delivery Facility Services
Diagnostic tests (#/trasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost $12,700
In this example, Peg would pay:
Cost Sharing
Deductibles $4,000
Copayments $10
Coinsurance $1,700
What isn’t covered

Limits or exclusions $60
The total Peg would pay is $5,770

controlled condition)

B The plan’s overall deductible $4,000
B Specialist coinsurance 20%
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services

like:

Primary care physician office visits (#ncluding disease
education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (g/ucose meter)

Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing
Deductibles $4,000
Copayments $400
Coinsurance $20
What isn’t covered
Limits or exclusions $20
The total Joe would pay is $4,440

up care)
B The plan’s overall deductible $4,000
B Specialist coinsurance 20%
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

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 $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $2,800
Copayments $0
Coinsurance $0
What isn’t covered

Limits or exclusions $0
The total Mia would pay is $2,800

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




We’'re here for you — in many languages

The law requires us to include a message in all of these different languages. Curious what they say? Here’s the English version: “You have the right to get help in your
language for free. Just call the Member Services number on your ID card.” Visually impaired? You can also ask for other formats of this document

Spanish

Usted tiene derecho a obtener asistencia en su idioma sin cargo. Llame al
numero de Servicios para Miembros que figura en su tarjeta de identificacion
¢ Tiene alguna deficiencia visual? También puede solicitar este documento en
otros formatos.

Chinese
TEEAERSEHTIVESIEHIIEED - IFESTEIFTEY ID + EoyE 88k
TEELEREIRIBRNT] « 1R SIBERE ? IS A LIRBUR S EEVEARIE o

Vietnamese ) _

Quy vi c6 quyén nhan tro’ giip bang ngén nglr cia minh, mién phi. Quy vi chi
can goi dén so6 dién thoai ctia Ban Dich vu Thanh vién trén thé ID cta quy vi.
Quy vi bi khiém thi? Quy vi cling c6 thé yéu cau cac dinh dang khac ctua

tai liéu nay.

Korean

Fohs #ote Q102 & S22 SR2 22 2Dt ABLICH A5 1D
SIS0l QL JIAF MBI A M3 2 BSSHI AR, A2 ZOHI01AIDIR? CHE
saloz = 0l EME 26t & ASLICH

Tagalog

May karapatan kang makakuha ng tulong na nasa iyong wika nang libre.
Tawagan lang ang numero ng Member Services na nasa iyong ID card. May
kapansanan sa paningin? Maaari ka ring humingi ng iba pang mga format ng
dokumentong ito.

Russian

Y Bac ecTb nNpaBo Ha becnnarHoe nosfy4yeHne NoMoLLM Ha Ballem poaHOM
A3blke. [1pocTo NO3BOHUTE B OTAEN 06CNYXMBaHUS Y4aCTHUKOB MO HOMEPY,
yKasaHHOMY Ha Ballen ngeHTUdUKaLUmMoHHOM KapTe. Y Bac npobnemsl co
3peHnem? Bbl Takke MOXeTe 3anpocuTb 3TOT AOKYMEHT B Apyrux oopmMaTax.

French Creole

Ou gen dwa jwenn &d nan lang ou gratis. Jis rele nimewo Sévis Manm ki sou
Kat ID ou a gratis Gen pwoblém vizyél? Ou ka mande tou pou I6t foma nan
dokiman sa a.

Arabic

._n.AA?!).J.Aa\JnAQ L\AA\JJ_\JSJ&LJ\JGd}m&.‘\}_lhjj&nj‘b-ﬁé&djm&j\ﬁa}.“\_u
o.\é.]d)aiul.hu.u_ﬂa ‘JaSmo)mal‘th‘fhauh J&PQ&JJ‘;JP}A}‘&W\”
Mu)]\

French
Vous avez le droit d’obtenir de I'aide dans votre langue gratuitement. Appelez

simplement le numéro du Services membres figurant sur votre carte d’identité.

Vous étes une personne malvoyante ? Vous pouvez également demander a
accéder a ce document dans d'autres formats.

Persian
SIS ) 7 ptie Lime | et o jled L et 3 580 SeS GG1 ) S a4 258 0l 40 200 3a Ledi
1 s O R0 (slactia 8 2l giom (it Tt i JSER) e U3 550 s 358 Sy pame
S g

63658MUMENMUB 10/24

Armenian

“nLp hpwyniup ntlbp wudsdwn oqunipeynil utnwiuwnt

abn [Gayny: Mwpquwbiu quiugwhwnbp étn ID pwpunnh ypw gunnuynn
UlnwdJutph uywuwpydwUu hwdwnphu: SGunnniejwl uwlbgwpnud ntubgn'n
Gp: Ywpnn Gp bwl. uunpb| wju thwuwnwenreh w) dlewswihen:

Japanese

BIRINE BRI OFRERTEMTHERZIAENRHVE T, IDH—F
ICEEEHINTVAERET - ABRICBEE /3 BEEEZESBEET
TR MO TIOXNEFERTLZLTEE T,

Italian

Hai il diritto di ricevere assistenza gratuita nella tua lingua. Basta chiamare il
numero del Servizio Membri presente sulla tua tessera identificativa. Hai
problemi di vista? E possibile richiedere anche altri formati di questo
documento.

German

Sie haben das Recht, kostenlose Hilfe in Ihrer Sprache zu erhalten. Rufen Sie
einfach die Nummer des Mitgliederservices auf lhrer ID-Karte an.
Sehbehindert? Sie kénnen dieses Dokument auch in anderen Formaten
anfordern.

Polish

Masz prawo do bezptatnej pomocy w swoim jezyku. Wystarczy zadzwoni¢ pod
numer Biura Obstugi Klienta podany na karcie identyfikacyjnej. Masz wade
wzroku? Mozesz réwniez poprosi¢ o inne formaty tego dokumentu.

Pennsylvania Dutch

Du hoscht’'s Recht fer Hilf griege in dei Schprooch fer nix. Duh yuscht die
Member Services Number uffrufe uff dei ID Card. Hoscht Druwwel fer sehne?
Du kannscht des do Schreiwes in en differnter Weg griege so as du’s besser
sehne kannscht.

TTY/TTD:711
It’s important we treat you fairly

We follow federal civil rights laws in our health programs and activities. Members
can get reasonable modifications as well as free auxiliary aids and services if you
have a disability. We don’t discriminate, on the basis of race, color, national origin,
sex, age or disability. For people whose primary language isn’t English (or have
limited proficiency), we offer free language assistance services like interpreters
and other written languages. Interested in these services? Call the Member
Services number on your ID card for help (TTY/TDD: 711) or visit our website. If
you think we failed in any areas or to learn more about grievance procedures, you
can mail a complaint to: Compliance Coordinator, P.O. Box 27401, Richmond, VA
23279, or directly to the U.S. Department of Health and Human Services, Office
for Civil Rights at 200 Independence Avenue, SW; Room 509F, HHH Building;
Washington, D.C. 20201. You can also call 1-800- 368-1019 (TDD: 1-800-537-
7697) or visit https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

#AG-GEN-001#
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