Summary of Benefits and Cover&gbat this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2022/31/2022
M American Library Associati®A HMQO Plan Coverage for: Individual/Fanm®Bfan Type: HMO

The Summary of Benefits and Coverage (SBC) document will help you choogdamfdatBBC shows you how you angthewould
share the cost for covered health care services. NOTE: Information about the quanh¢tahed thggremium will be provided separately.
This is only a summafyor more information about your coverage, or to get a copy of the conepletesigentall 18922803 or at

For general definitions of common terms adlogfedsamoubélance billingpinsuranceopaymerdeductibl@rovideror othenderlineérms, see the
Glossary. You can view the Glosgavwdtealthcare.gowgbssangr call B557564448 to request a copy.

What is the overall $0 See the Common Medical Events chart below for your costs fo
deductibl® thisplancovers.

Are there services

covered before you mee Na You will have to meetdbeuctiblbefore thplanpays for any service
yourdeductibl®

Are there other

deductibledor specific | No. <R X GRQTW dedustiHieY BoeRifittdatices.

services?

$1,500 Individual / $3,000 Family Theoutofpocket limig the most you could pay in a year for covel
Préscription dra)g)ens’éimit: services. If you have other family members in this

$1,000 Individu&2,000 Family

What is th@utof-pocket
limit for thisplarf?

Blue Cross and Blue Shield of lllinois, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Associaﬁbage 1of5
SBC IL HMO L&£022


http://www.healthcare.gov/sbc-glossary/
http://www.bcbsil.com/

Allcopaymenandcoinsurancesosts shown in this chart are afteteguatiblenas been met, ileductibleapplies

What You Will Pay

Common Medical Limitations, Exceptions, & Other

e Services You May Need  |n-NetworkProvider | Outof-NetworkProvider Important Information
(You will pay the leas| (You will pay the most

Primary care visit to treat $30
injury or illness

If you visit a health

care SURY lof8ad U

or clinic

* For more information about limitations and exceptions, see the plan or policy document at
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http://www.bcbsil.com/

What You Will Pay

Common Medical Limitations, Exceptions, & Other

i Services You May Need  |n-NetworkProvider | Outof-NetworkProvider Important Information
(You will pay the leas| (You will pay the most

Emergency room care

If you need immediatt
medical attention

* For more information about limitations and exceptions, see the plan or policy document at
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https://www.healthcare.gov/sbc-glossary/#plan
http://www.bcbsil.com/
http://www.dol.gov/ebsa/healthreform
file:///C:/Users/bpellegrini/Downloads/www.cciio.cms.gov
file:///C:/Users/bpellegrini/Downloads/www.HealthCare.gov
http://www.bcbsil.com/
file:///C:/Users/bpellegrini/Downloads/www.dol.gov/ebsa/healthreform
http://insurance.illinois.gov/
https://www.healthcare.gov/sbc-glossary/#minimum-essential-coverage
https://www.healthcare.gov/sbc-glossary/#minimum-value-standard
https://www.healthcare.gov/sbc-glossary/#premium-tax-credits

About these Coverage Examples:

This is not a cost estimatdreatments shown are just examples of ptaarttight cover medical care. Your actual costs will be
different depending on the actual care you receive, the prisedeyeharge, and many other factors. Focugasitharing

Theplanwould be responsible for the other costs of these EXAMPLE covered services Pagebof 5





mailto:CivilRightsCoordinator@hcsc.net
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/ind

