Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2023 - 12/31/2023
% American Library Association: BA HMO Plan Coverage for: Individual/Family | Plan Type: HMO

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, call 1800-892-2803 or at

For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms, see the
Glossary. You can view the Glossary at www.healthcare.gov/shc-glossary/ or call 1-855-756-4448 to request a copy.
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What You Will Pay

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

Common Medical

Limitations, Exceptions, & Other

Services You May Need Important Information

Event

If you need drugs to
treat your illness or
condition

More information about
prescription drug
coverage is available at

Generic drugs

$10/prescription (retail)
$20/prescription (mail
order)

Not Covered

Preferred brand drugs

$40/prescription (retail)
$80/prescription (mail
order)

Not Covered

Non-preferred brand drugs

$60/prescription (retail)
$120/prescription (mail
order)

Not Covered

34-day supply at Retail
90-day supply at Mail Order

Rx Out-of-Pocket Expense Limit:
$1,000 Individual / $2,000 Family

Dispensing limit may apply to certain drugs.
Self-injectable drugs covered at $50.
Certain women’s preventive services will be
covered with no cost to the member. For a

full list of these prescriptions and/or services,
please contact Customer Service.

.bcbsil.
www.bcbsil.com The amount you may pay per 30-day supply

of a covered insulin drug, regardless of
quantity or type, shall not exceed $100,
when obtained from a Participating
Pharmacy.

Specialty drug coverage based on group
policy. Prior authorization may be required.
Specialty retail limited to a 30-day supply.

$80/prescription (retail) | Not Covered

Specialty drugs

Facility fee (e.g., ambulatory

surgery center) Not Covered

No Charge Referral required.

If you have outpatient
surgery

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 Association
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What You Will Pa o .
: Limitations, Exceptions, & Other

Common Medical - : ;
e Services You May Need In-Network Provider | Out-of-Network Provider Important Information
(You will pay the least) | (You will pay the most)
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and Blue Shield Association
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https://policy-srv.box.com/s/qqoOvbh5dkd7jceqlzkk3id57a8g3y3z2.



Common Medical Services You May Need

Event
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and Blue Shield Association
*For more information about limitations and exceptions, see the plan or policy document at Page 5 of 7
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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: the plan at 1800-892-2803, 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 complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: Blue Cross and Blue Shield of lllinois at 1800-892-2803 or visit www.bchsil.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 lllinois Department of Insurance at 1-877-527-9431 or visit http://insurance.illinois.gov.

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 1800-892-2803.
Tagalog (Tagalog): Kung kailangan ninyo ang tulon
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Health care coverage is important for 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, gender identity, age, sexual orientation, health status 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
Fax: 855-661-6960

35th Floor
Chicago, lllinois 60601

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
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/office/file/index.html

bcbsil.com






