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

BlueCross BlueShield
" W of Texas G&A Outsourcing, Inc., dba G&A Partners: Plan 11 - $3,000 HDHP

Coverage Period: 07/01/2022 - 06/30/2023

Coverage for: Individual/Family | Plan Type: HSA

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows youhowyou and the planwould
share the costfor covered health care services. NOTE: Information about the cost of this plan (called the premium) willbe provided separately.
This is only a summary. For more information aboutyour coverage, orto geta copy of the complete terms of coverage, call 1-800-521-2227 or at

https //poI|cy srv.box.com/s/e3q9n62y6jmh65sk1us7ljx6rddjzb05.
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 atwww.healthcare.qov/sbc—qlossary/ orcall 1-855-756-4448 to requesta copy.

Whatis the overall

For In-Network: $3,000 Individual / $6,000 Family

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

limit for this plan?

For Out-of-Network: $15,000 Individual/ $30,000 Family

ible? ) iy :
deductible? For Out-of-Network: $7,000 Individual / $14,000 Family | 4o 4,ctible untilthe 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
Are there services . . . deductible amount. But a copayment or coinsurance may apply. For
covered before you meet ngé g:dmaéﬂbfwﬂ Is covered before you meet | o216 This plan covers certain preventive services without cost sharing
your deductible? ORI S, and before you meet your deductible. See a list of covered preventive
services at www.healthcare.govicoverage/preventive-care-benefits/.
Are there other
deductibles for specific | No. You don’t have to meet deductibles for specific services.
services?
The out-of-pocket limit is the most you could pay in a year for covered
Whatis the out-of-pocket | For In-Network: $5,000 Individual / $10,000 Family 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.

Whatis notincludedin
the out-of-pocket limit?

Premiums, balance-billing charges, preauthorization
penalties, and health care this plan doesn’t cover.

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

Will you pay less if you
use a network provider?

Yes. See www.bcbstx.com or call 1-800-810-2583 for a
list of network providers.

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.

Do you need a referral to
see a specialist?

No.

You can see the specialist you choose without a referral.

A Division of Health Care Service Corporaion, aMutual Legal Reserve Company, an Independent Licensee ofthe Blue Cross and Blue Shield Association
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44 All copaymentand 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 Pa

In-Network Provider QOut-of-Network Provider
You will pay the least You will pay the most

Limitations, Exceptions, & Other
ImportantInformation

Primary care visitto treatan | $20 copay/visit after 30% coinsurance after Virtual visits are available, please refer to
injury orillness deductible deductible your plan policy for more details.
et vied $40 copayvisit after 30% coinsurance after
Specialist visit : s Y None
If you visit a health care deductible deductible
pr_oylder’s office or You may have to pay for services that
clinic aren’t preventive. Ask your provider if the
Preventive care/screening/ No Charge; 30% coinsurance after services needed are preventive. Then
immunization deductible does not apply deductible check what your plan will pay for.
No Charge for childimmunizations
Out-of-Network through the 6th birthday.
: : ] o
V[\)lloargk;\ostlc test (x-ray, blood No Charge after deductible gg d/tj ggg;:urance after None
If you have a test : o
:\ng)ng (CTIPET scans, No Charge after deductible ggd/tj—ggg?gurance after None

*For more information about limitations and exceptions, see the plan or policy document at
https://policy-srv.box.com/s/e3q9n62y6jmh65sk1us7Ijx6rddjzb05.
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Common Medical Event Services You May Need

If you need drugs to
treat yourillness or
condition

More information about
prescription drug

Genericdrugs

What You Will Pa

In-Network Provider
(You will pay the least)

$10 retail and mail order
copay/prescription after
deductible

. i Qut-of-Network Provider
|_(You will pay theleast) _| {You wil pay the most) |

$10 copay/prescription
after deductible

Limitations, Exceptions, & Other
Important Information

Retail and mail order cover a 30-day
supply. With appropriate prescription, up
to a 90-day supply is available.
Out-of-Network mail order is not covered.

Preferred brand drugs

$40 retail and mail order
copay/prescription after
deductible

$40 copay/prescription
after deductible

Payment of the difference between the
cost of a brand name drug and a generic
may be requiredif a generic drug is
available.

$60 retail and mail order

For Qut-of-Network pharmacy, member
must file claim.

The cost-sharing for insulinincludedin the

coverage is availableat | Non-preferred brand drugs | copay/prescription after 360 copaylprescription drug Tistwill not exceed $25 per
www.bcbstx.com deductible after deductible prescription for a 30-day supply,
regardless of the amount or type of insulin
needed to fill the prescription.
- - Specialty drugs are available at any retail
, $150 copay/prescription $150 copay/prescription SJEE A e ¢ o
Specialty drugs - - pharmacy. Specialty retail limited to a
siey el sitey Gl bl 30-day supply. Mail order is not covered.
Facility fee (e.g., ambulatory N . 30% coinsurance after
o Charge after deductible e None
If you have outpatient | SUrgery center) 9 ———— | deductible
surge :
e Physician/surgeon fees No Charge after deductible 30% coinsurance after None

deductible

If you need immediate
medical attention

Facility Charges:

Facility Charges:

$350 copayvisit after $350 copaylvisit after R
Emergency room care deductible deductible E?rgirtctzgdncy room copay waived if
ER Physician Charges: ER Physician Charges: '
No Charge after deductible | No Charge after deductible
Emergency medical . . . .
ETEBOTIEN No Charge after deductible | No Charge after deductible | Ground and air fransportation covered.
You may have to pay for services that are
0 H " .
Uraent care No Charge after deducible 30% coinsurance after not covered by the visit fee. Foran

deductible

example, see “If you have a test’ on page
2.

*For more information about limitations and exceptions, see the plan or policy document at
https://policy-srv.box.com/s/e3q9n62y6jmh65sk1us7Ijx6rddjzb05.
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Common Medical Event Services You May Need

FaC|I|tyfee e.g., hospital

What You Will Pa

In-Network Provider
(You will pay the least)

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

30% coinsurance after

Limitations, Exceptions, & Other

Important Information

Preauthorization is required; $250 penalty

If you have a hospital | "°°M) No Charge after deductible | e cfiple if not preauthorized Out-of-Network.
stay - : 30% coinsurance after
Physician/surgeon fees No Charge after deductible deductible None
$20 copayioffice visit Certain services must be preauthorized;
If vou need mental . : after deductible 30% coinsurance after refer to your benefit booklet* for details.
hgalth behavioral OUFEEIESTEEE No Charge after deductible | deductible Virtual visits are available, please refer to
health: or substance for other outpatient services your plan policy for more details.
abuse services
, , , 30% coinsurance after Preauthorization is required; $250 penalty
Inpatient services No Charge after deductible | 4o, ctible if not preauthorized Out-of-Network.
$20 copay PCP , Copay appliesto first prenatal visit (per
Office visits $40 copay SPC after S5 GO TEMETIE EiEy pregnancy). .
dedctible deductible Cost sharing does not apply for preventive
- services. Depending on the type of
i ! services, a copayment or deductible may
youare pregnan Childbirth/delivery . 30% coinsurance after apply. Maternity care may include tests
professional services No Charge afier deduciible deductible and service described elsewhere in the
SBC (i.e. ultrasound).
Childbirth/delivery facility . 30% coinsurance after Preauthorization is required; $250 penalty
- No Charge after deductible

deductible

if not preauthorized Out-of-Network.

*For more information about limitations and exceptions, see the plan or policy document at
https://policy-srv.box.com/s/e3q9n62y6jmh65sk1us7Ijx6rddjzb05.
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Common Medical Event Services You May Need

What You Will Pa

In-Network Provider
(You will pay the least)

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

30% coinsurance after

Limitations, Exceptions, & Other

Important Information

Limited to 60 visits per calendaryear.

Home health care No Charge after deductible deductible Preauthorization is required.
0, i .. . .
Rehabilitation services No Charge after deductible 30 d/° cqg?suw 2l Limited to 35 visits combined for all
eductible therapies per calendar year. Includes, but
I , _ 30% coinsurance after is not limited to, occupational, physical,
Irfe)égl\j/:r?:g gf:ll)ave Habilitation services No Charge after deductible | o4 5= and manipulative therapy.
other special health , , , 30% coinsurance after Limited to 25 days per calendar year.
needs Skilled nursing care No Charge after deductible deductble Preauthorization is required.
- : - 30% coinsurance after
Durable medical equipment No Charge after deductible deducible None
; ; : 30% coinsurance after e ,
Hospice services No Charge after deductible dEiiE e Preauthorization is required.
$20 copay PCP ,

Children’seye exam $40 copay SPC after 30;/" cqg?suw after None
If your child needs deductible deductible
il el e Children’s glasses Not Covered Not Covered None

Children’s dental check-up Not Covered Not Covered None

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

Acupuncture
Bariatric surgery
Cosmetic surgery
Dental care (Adult)

Infertility treatment
Long-term care

Non-emergency care when traveling outside o

the U.S.

e Private-duty nursing
¢ Routine foot care
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

Hearing aids (1 per ear per 36-month period) o

Routine eye care (Adult)

*For more information about limitations and exceptions, see the plan or policy document at
https://policy-srv.box.com/s/e3q9n62y6jmh65sk1us7Ijx6rddjzb05.
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YourRights to Continue Coverage: There are agencies that can help if you wantto continue your coverage after it ends. The contact information for those
agencies is: the plan at 1-800-521-2227, U.S. Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.gov/ebsa/healthreform, or Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323
x61565 or www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance
Marketplace. For more information about the Marketplace, visit www.HealthCare.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 complaintis 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: Blue Cross and Blue Shield of Texas at 1-800-521-2227 or visit www.bcbstx.com, or contact the U.S. Department of Labor's Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or visit www.dol.gov/ebsa/healthreform. Additionally,a consumer assistance program can help you file your appeal.
Contact the Texas Department of Insurance's Consumer Health Assistance Program at 1-800-252-3439 or visit www.texashealthoptions.com.

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.

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-521-2227.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-521-2227.
Chinese (X ): N R FE P XWIFER), 1BXRITX NS5 1-800-521-2227.

Navajo (Dine): Dinek'ehgo shika atohwol ninisingo, kwiijigo holne' 1-800-521-2227.

| To see examples of how this plan might cover costs fora sample medical situation, see the nextsection.
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Aboutthese Coverage Examples:

f" I y

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.

Pegis 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-

hospital delivery)

B The plan’s overall deductible $3,000
B Specialist copayment $40
B Hospital (facility) coinsurance 0%
B Other coinsurance 0%

This EXAMPLE eventincludes services like:
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 $3,000
B Specialist copayment $40
M Hospital (facility) coinsurance 0%
B Other coinsurance 0%

This EXAMPLE eventincludes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Mia’s Simple Fracture

(in-network emergency room visit and follow up

care)
M The plan’s overall deductible $3,000
B Specialist copayment $40
M Hospital (facility) coinsurance 0%
B Other coinsurance 0%

This EXAMPLE eventincludes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

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

Deductibles $3,000
Copayments $10
Coinsurance $0

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $3,070

Total Example Cost | $5,600
In this example, Joe would pay:
Cost Sharing

Deductibles $3,000
Copayments $300
Coinsurance $0

What isn’t covered
Limits or exclusions $20
The total Joe would pay is $3,320

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

Total Example Cost | $2,800
In this example, Mia would pay:
Cost Sharing

Deductibles $2,400
Copayments $0
Coinsurance $0

What isn’t covered
Limits or exclusions $0
The total Mia would pay is $2,400
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@ BlueCross BlueShield of Texas

If you, or someone you are helping, have questions, you have the nght to get help and informafion in your language at no cost.
To speak to an interpreter, call the customer service number on the back of your member card. If you are not a member, or don't have a card, call 855-710-6984.
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BEhT WRE, RIGEARIMEH S St RN, CEENRBUENEEESHDRAR. BE—UEEE BHENACNEEFEANEFPRBEERE. NRETETE 8 FY
Chinese B+, iBEE 8557106984
Frangais Sivous, ou quelgu'un que vous étes en train d'aider, avez des questions, vous avez le droit d'obtenir de ['aide et linformation dans votre langue & aucun codt. Pour parer & un interpréte, compaosez le numéro du service
French client indiqué au verso de votre carte de membre. Sivous n'étes pas membre ou si vous n'avez pas de carte, veuillez composer le 855-710-6984.

Deutsch Falls Sie oder jlemand, dem Sie helfen, Fragen haben, haben Sie das Recht, kostenlose Hilfe und Informationen in lhrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die

German Kundenservicenummer auf der Riickseite |hrer Mitgliedskarte an. Falls Sie kein Mitglied sind oder keine Mitgliedskarte besitzen, rufen Sie bitte 855-710-6984 an.
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Gujarati U UCAUE =l Lradl sla, maen wiusl wil 518 w5l dl 855-710-6984 =iz uz sia 52l
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Hindi f&T 1T AITgeR AT Fad 9T io Bl | AT 1T GEEd A6T &, T 19 91 1S =61 &, of 855-710-6984 9¢ i ol i |

Hm AN, LU BEROSORNVOATE, JHEAISGELES, CHEOHBETHA— £ RU L0 EREAFLENT 2 MTEET. BEE D 224, B

Jopanesa REBFHENBHE. AV A= A—FORDHN AR —H—EAHGETEERL S 0. AV A—THLHEELEA— F £ BH5 T4 41 855-710-6084 3 THEIE £
EXEM

=0 QrSk 5 E= AHGHIE S= A0 220/ UNBE A= RFEE A ESH EZE SIS HEZ LS A= LT USUDL B JIE BN A=DH HHAHSE

Korean HEGH A2 B 30| OtLIAIHLE SFEI B2 A H 855-710-6884 22 EEFH A 2.

w290 | tavion ffr; quiiviaunadglomangosciis DHnan, Do scdinmgosciia oz éJﬂ.}CGUUU'}ﬂ'}E squiruldiondianlgae. chedurivuiecvwiz, lnlnmactaatd

Laofian nngnoriDedisdostnignasgu Hasanicivaznign. § 0500, lilvmacd 855-710-6984.

Diné T'aa ni, ¢i doodago ta’da bika ananilwoigii, na'iditkidgo, ts"id4 bee ni ahoééti'1” t*44 niik’e nika a’doolwol. Ata® halne'i bich'l" hadeesdzih ninizingo éi kwe'¢ da’iniishgi aka anidaalwo igii bich'1’

Navajo hodiilnih, bee néc¢hozinn bine’dée” bikaa'. Koji atah naaltzoos ni hadit’'¢¢goo ¢i doodago bee néchozinigii adingo koji” hodiflmbh 855-710-6984.
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Pyccxmi Ecru y Bac wnu YenoBexa, KOTOPOMY Bil MOMCT3eTe, BO3HUKIM BONPOCKI, Y BAG €CTh NPaso Ha BECnNaTHyo NOMOLYs W MHOPMALMI0, NPEROCTABNEHHYK HA Ballem Aabike. YToBk! NOroBOPUTE C NMEpeBoAYMKOM, NDSBOHHTS
Russian B OTAEN 0DCMY#WBAHWA KNWEHTOR NO TenedoHy, yKa3aHHOMY Ha 0BpPaTHOI CTOpOHE BalLei KApTOUKK YUACTHWKE. ECNW BRI He ABNRETECH YUACTHHKOM UMM Y BAC HET KAPTOUKMW, NO3BOHHTE no TenedoHy 855-710-6984.
Esparfiol Siusted o alguien a quien usted esta ayudando fiene preguntas, tiene derecho a obtener ayuda e informacion en su idioma sin costo alguno. Para hablar con un intérprete comuniguese con el nimero del Servicio al
Spanish Cliente que figura en el reverso de su tarjeta de miembro. Si usted no es miembro o no posee una tarjeta, llame al 855-710-6984.

Tagalog Kung ikaw, o ang isang taong iyong tinutulungan ay may mga fanong, may karapatan kang makakuha ng fulong at impormasyon sa iyong wika nang walang bayad. Upang makipag-usap sa isang tagasalin-wika,
Tagalog tumawag sa numero ng serbisyo para sa kustomer sa likod ng iyong kard ng miyembro. Kung ikaw ay hindi isang miyembro, o kaya ay walang kard, tumawag sa 855-710-6984.

5 S S OR e s Bl S S Bl s e B 1S S sl Clagles sl aa Dt e 0l GBS T e Dl S8 e oS e T S e K08 L 00T £
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Tiéng Viét Néu quy vi hodc ngrdi ma quy vi gidp dé cd bat ky cdu hdi ndo, quy vi co quyén dugc h tro va nhan théng tin bang ngén ngik cia minh mién phi. B néi chuyén vai thdng dich vién, goi 0 dich vu khach
Vietnamese | hang nam & phia sau thé hdi vién cla quy vi. Néu quy vi khdng phai I3 hi vién hodc khdng co thé, goi s6 855-710-6984.
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Health care coverage is importantfor everyone.

We provide free communication aids and services for anyone with a disability or who needs language assistance.
We do not discriminate on the basis of race, color, national origin, sex, genderidentity, age or disability.

To receive language or communication assistance free of charge, please call us at 855-710-6984.

If you believe we have failed to provide a service, or think we have discriminated in another way, contact us to file a grievance.

Office of Civil Rights Coordinator Phone: 855-664-7270 (voicemail)

300 E. Randolph St. TTY/TDD: 855-661-6965

35th Floor Fax: 855-661-6960

Chicago, IL 60601 Email: CivilRightsCoordinator@hcsc.net

You may file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, at:

U.S. Dept. of Health & Human Services Phone: 800-368-1019
200 Independence Avenue SW TTY/TDD: 800-537-7697
Room 509F, HHH Building 1019 Complaint Portal: https:/ocrportal.hhs.gov/ocr/portal/lobby.jsf

Washington, DC 20201 Complaint Forms: http://www.hhs.gov/ocr/officeffile/index.html
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