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Making healthcare
work better for you

Dear Premera Blue Cross customer,

We're honored to serve you as your health plan for the next benefit year,
just as we've served Washington school employees and their families
for more than 50 years.

Having Premera as your health plan means you will have access to
outstanding benefits, the broadest provider network in Washington,
and a better experience, which makes it easy for you to get the care
you need.

We look forward to providing you with exceptional support and
customer service, as well as finding even more ways to make healthcare
work better for you. It's a commitment we've delivered to Washington
educators since 1962.

Sincerely,

Jeffrey Roe
President and CEO
Premera Blue Cross



Simple and easy

AT PREMERA BLUE CROSS, OUR PASSION IS
TAKING GREAT CARE OF OUR CUSTOMERS.

With a Premera health plan, you have our commitment to make it simple and easy
to understand and use your benefits and coverage.

It all starts with our depth of experience. We've been a part of the lives of teachers,
administrators, and support staff in Washington schools for more than 50 years, and we've
served millions of customers as a local not-for-profit company for more than 80 years.

With Premera, you get:

+ The same great health plans that school districts
and their families have depended on—plus added
benefits and enhancements. All our plans are
designed to keep costs low for you

+ Access to Premera’s Heritage network, the largest
network of doctors and medical facilities in
Washington. (When outside of Washington, you
can take your healthcare benefits with you across
the country through the BlueCard® program and
around the world with the Blue Cross Blue Shield
Global Core.)

- Specialized care programs and personal health
support clinicians to help you navigate an often
complex healthcare system

- Encouragement for healthy living through the
Premera Wellness Program’s health survey, online
tools, and lifestyle guidance resources

- Exclusive discounts on fitness club memberships,

weight loss programs, and vision hardware

+ Mobile apps and web-based tools that help

you compare the costs of healthcare services
and prescription drugs, find care on the go, and
manage your benefits online

- Virtual care options that can save you time and

money by providing access to a doctor via video
or phone

+ Free, confidential, and around-the-clock

advice from a registered nurse through the
24-Hour NurseLine

- Local, dependable customer service with extended

hours that make it convenient for you to contact
Premera when you have time

- A simple and easy transition from the end of your

current benefit year to the start of your next one

We're proud to be local and in your corner.



YOUR PROVIDERS

Healthcare coverage
wherever you go

AT HOME, ACROSS THE COUNTRY, AND AROUND THE WORLD—

THE POWER OF BLUE ISWITH YOU.

Your Premera provider network: Heritage

Your medical benefits allow you to get care from
a broad array of physicians and specialists without
the need for referrals.

All medical plans in the Premera Education Program
provide access to the Heritage network, the largest
network of doctors, facilities, and hospitals

in Washington.

As a Premera Blue Cross enrollee, you can see a
network provider anywhere in the United States
through the BlueCard® program. Our expansive
national network is built on our strong relationships
with providers, hospitals, and specialists.

With the Blue Cross Blue Shield Global Core program,

you take your healthcare benefits with you when
traveling or living abroad. You have access to
medical assistance services, doctors, and hospitals
in nearly 200 countries and territories around the
world, at no extra cost to you.

Using doctors and primary care providers in the
Premera network—including family doctors, internal
medicine doctors, pediatric doctors, physician

assistants, and nurse practitioners—can help you get
the most from your health plan. Using an in-network
provider offers the following benefits:

- Your provider gets to know you and your health
history, making it easier to catch health problems
early or manage an ongoing condition.

+ Your provider can coordinate your care with other
specialists as needed and stay informed about all
aspects of your care.

+ Your out-of-pocket costs are lower. You also save
money when you use in-network pharmacies
and hospitals.

24-Hour NurselLine

With your Premera plan, you can call the free and
confidential 24-Hour NurseLine anytime, 24 hours
a day, 7 days a week, 365 days a year. You'll get
thoughtful, accurate health information from a
registered nurse who can help you decide the right
level of medical care for your health need.



Virtual care (Teladoc®) gives you immediate and convenient
access to care whenever and wherever you need it by phone
or online video. It's easier than walking into an office to get
care face to face.

Teladoc™ doctors have an average of 15 years experience and can
diagnose, recommend treatment, and prescribe medication (when
appropriate) for many of your urgent medical issues.

Common conditions a Teladoc physician can help you handle include
sinus problems, respiratory infection, allergies, urinary tract infection,
cold and flu symptoms, and many other non-emergency illnesses.

Teladoc doctors offer consultation similar to what you get in a
face-to-face office visit, but without the extra travel time or potential
high cost of visiting an urgent care or emergency room. (It's not meant
to replace your primary care provider, though.)

There is no cost for an enrollee and their covered dependents to have
a Teladoc visit. Deductible and coinsurance will apply to those with a
Qualified High Deductible Health Plan.

* Teladoc operates subject to state regulation and may not be available in certain states .

Teladoc is an independent company that provides virtual medical care services on behalf of Premera Blue Cross.
Teladoc does not replace the primary care physician. Teladoc does not guarantee that a prescription will be written.
Teladoc does not prescribe DEA controlled substances, non-therapeutic drugs, and certain other drugs which may
be harmful because of their potential for abuse. Teladoc physicians reserve the right to deny care for potential
misuse of services.

Visit a doctor
without
leaving home

TELADOC PHONE AND
VIDEO CONSULTATIONS

24 HOURS A DAY, 7 DAYS A WEEK



YOUR BENEFITS

What your plan

covers

Your plan covers medical services and prescriptions, plus some services

that might surprise you.

Understand your medical benefits

Your plan covers essential benefits, such as:
- Office visits

- Urgent and emergency care

- Lab tests

+ Maternity and newborn care

- Hospitalization

+ Mental health care

+ Prescription medications

« Preventive care

Preventive care: Strengthen your defenses

When you catch health issues early, lifestyle changes
you make and medical treatment you receive can

be more effective. That's why your plan covers
preventive care and tests, including:

+ Regular checkups
- Vaccines, such as flu and tetanus shots

- Screenings, such as blood pressure and
cholesterol tests



Is it preventive or diagnostic?

Tests to monitor a previously diagnosed condition
are considered diagnostic, not preventive, and will
be covered according to your health plan benefits.
Your doctor may order tests that are not covered
as preventive.

After you have been diagnosed with a medical
condition, tests to monitor that condition are no
longer considered preventive benefits.

Are you covered? Know before you go

For some care to be covered by your plan, you need
to get it approved beforehand.

For this care, your provider needs to get pre-approval,
an OK from Premera before you get the care.
Otherwise, you may need to pay part or all of the
cost, above your usual cost shares. (Your doctor has
the most current list of services.)

For example, you need pre-approval for:

+ Planned hospital admissions

- Some medicines
- Non-emergency ambulance

- Advanced imaging such as MRIs and CT scans



How your health plan works

To get the most out of your
health plan, it's important to
understand the lingo

Deductible

You'll pay for most covered care and medical
services until what you spend totals the amount of
your deductible.

Charges for covered procedures, prescriptions, and
items such as crutches, may count toward your
deductible. Amounts you pay toward services and
prescriptions your plan does not cover won't count
toward your deductible. Some care might be covered
in full—the plan pays 100 percent—regardless of
whether you've met your deductible.

Coinsurance

After you meet your deductible, you pay
coinsurance—the percentage of cost that is
your responsibility.

For example, if your plan has a 20 percent
coinsurance, that would mean for a $100 service you
pay $20 and the plan pays $80. For actual numbers,
check the plan highlights.

Copay

Copay is the amount you'll pay at the front desk
when you arrive for your appointment, usually. The
copay is set by your plan—and is paid whether
you've met your deductible or not.
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This is an example only. See your health plan benefits for coverage details.

Out-of-pocket maximum

Your plan will also have an annual out-of-pocket
maximum. That means that if the total amount
you spend for your care—such as deductible and
coinsurance—totals the amount of your out-of-
pocket maximum, the plan will pay 100 percent of
your covered care for the rest of the calendar year.

Services the plan does not cover, and amounts

over the allowable charge, won't apply to the
out-of-pocket maximum. Copays apply to your out-
of-pocket maximum and once you spend that total
amount on care, you will no longer have to pay them.



How your plan works
at renewal

Any deductible and out-of-pocket amounts previously satisfied or day/visit limitations used under your current
or previous plan stay with you through the end of the calendar year, even if you change plans. These amounts/
limitations will be restored on January 1.

If your new or current plan has a higher deductible and/or out-of-pocket maximum, you may need to satisfy
the difference for the remainder of the calendar year.

The number of visits used during the calendar year cannot exceed the visit limit under the new plan. For
example: You are currently enrolled on Plan 3 with unlimited chiropractic visits and have already used 15 visits.
If you move to EasyChoice B, which is limited to 12 visits, you will have already exceeded the number of visits
allowed on your new plan. The plan will not cover any additional visits until benefits reset on January 1.

Compare and contrast: Non-specialists versus Specialists

Non-specialists Specialists

When medically appropriate and to lower your All Premera Education Program health plans,
out-of-pocket cost, we encourage you to obtain care  except the Qualified High Deductible Health Plan
from a provider type listed below. These provider (QHDHP), include a separate copay for office visits
types are not considered specialists, so you'll pay with a specialist. This applies each time you see a
the lower non-specialist copay. specialist, as well as when you receive outpatient

- Family practice physician rehabilitation services.

You'll find each plan’s specialist copay amount on

+ General practice physician
the benefit highlights.

* Internist

- Gynecologist

- Naturopath

- Advanced registered nurse practitioner (ARNP)
+ Obstetrician

- Pediatrician

+ Physician assistant

+ Chiropractor

+ Acupuncturist

The specialist copay will apply to all other provider
types, except for mental health services.



Get to know your
prescription coverage

Premera Blue Cross prescription drug benefits provide you with cost-saving choices and easy pharmacy access.

Pharmacy benefits are coordinated through
Express Scripts,” an independent company that
gives you access to:

- Retail pharmacies participating in the
Express Scripts nationwide network

- Pharmacy home delivery services from
the Express Scripts PharmacysV

Manage your medications online or on the go

When your plan is active, you can track your
prescriptions at premera.com or by downloading
the mobile app where you will be able to:

+ Check which prescriptions are covered
- Compare costs
+ Find in-network pharmacies

+ Order and refill prescriptions

Generic drugs can save you money

Generics are less expensive than brand-name
drugs and are an excellent value. By law, active
ingredients in generic drugs must meet the same
level of quality, strength, effectiveness, and purity
as their brand-name equivalents.

Specialty Drugs

Many people with complex conditions like multiple
sclerosis, rheumatoid arthritis, and cancer require
specialty medications. These drugs are usually self-
injected, can be very expensive, may not be readily
available at retail pharmacies, and often require
special handling.

* Express Scripts is an independent company that provides pharmacy benefit
services on behalf of Premera Blue Cross.

$ TIER1
$$ TIER 2
$$$ TIER3

Generics
Most brand name drugs

Other brand name drugs, more expensive
than their alternatives in Tier 1 or 2

$$8$ TIER4

Specialty drugs for complex
medical conditions
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The specialty pharmacy program focuses on the
delivery of specialty drugs and the specific needs of
enrollees who require them, including:

+ Training on self-injection

- Educational materials, counseling, and
product information

+ 24-hour access to clinical assistance
from pharmacists and nurses

+ Refill reminders

- Free delivery

Home delivery saves you time and money

The home delivery service offered by Express Scripts
Pharmacy is convenient, reduces trips to the local
pharmacy, and can save you money with discounted
prices.

You can receive prescriptions up to the maximum
supply allowed by your plan—typically 90 days—
usually at a lower out-of-pocket cost than what you
would pay at a retail pharmacy.

Your prescriptions arrive by mail in sealed, insulated
(when necessary), and tamper-evident packaging.



Whats a health savings account?

It's an account where you can save money tax-free to pay for IRS-approved healthcare
expenses. You can also invest your money variety of mutual funds once you reach a
minimum balance and let it grow tax free over time to use in the future. The Qualified High
Deductible Health Plan (QHDHP) is designed to work with a health savings account (HSA).

The HSA belongs to you

It's your money and you decide when and how to
spend it. It does not belong to your employer, even if
your employer contributes money to your account.
Plus the HSA is yours even if you decide to change

jobs or health plans or retire. And there's no “use it or
lose it" rule with the HSA, meaning your balance rolls

over year-to-year and can continue to grow.

You can also use your HSA funds to pay for
expenses incurred by your spouse or dependents,
even if they are not on your plan.

Are you eligible for an HSA?

This is an IRS rule. You're likely eligible if you answer
‘no” to all of these questions:

+ Are you claimed as a tax dependent on another
person’s taxes?

- Are you enrolled in Medicare?

+ Are you covered by your own or your Spouse’s
flexible spending account (FSA), health
reimbursement arrangement (HRA) or a non-HSA
health plan? (Exceptions: limited purpose FSA or
post-deductible HRA.

Go to premera.com/HSA to learn more
about eligible healthcare expenses.
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Paying healthcare bills with your HSA

You can use the money in your HSA to pay for IRS-
approved healthcare expenses—including your
deductible and coinsurance. And this money will not
be taxed.

Some expenses you can pay for with your HSA:
+ Coinsurance and deductible

- Dental care

- Eye exams, glasses, and contacts

- Orthodontia

- Prescription drugs

Some expenses you cannot pay for with your HSA:
+ Health plan premiums

- Gym fees

+ Cosmetic surgery

+ Teeth whitening
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YOUR HEALTH SUPPORT

Keeping you healthier

YOUR PLAN COVERS SERVICES THAT HELP YOU GET HEALTHY AND STAY HEALTHY
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* This is a discount program only. Discounts cannot be used to reduce your costs
for a product or service covered by your health plan. Discounts do not affect
your premiums. Your costs for program services and products do not count
toward calendar year coinsurance maximumes, lifetime maximums, and/or plan
deductibles. Discounts may vary by location.

12

Get free of tobacco

Your health plan covers:

- Nicotine dependency programs

- Certain nicotine dependency drugs
with a written prescription

These are covered at no cost to you from approved
doctors, counselors, and pharmacies in your plan's
network. Plus, there’s no annual maximum.

Enrollee-only discounts

Premera Blue Cross enrollees save money
with special discount offers:”

- Diet, nutrition, and supplements

- Eye care services and hardware

- Fitness center memberships

+ Hearing aids and screenings

- Newborn services and products

It's easy to get your discounts:

+ No extra fees

- Make purchases in person,
over the phone, or online



Personal health support
when you need it

WE'RE HERE TO HELP YOU WITH THE CONCERNS THAT IMPACT
YOUR PHYSICAL, SOCIAL, AND MENTAL HEALTH

We can help you:

+ Manage complex symptoms and ilinesses
-+ Navigate the system of care

+ Get access to the care you need

- Address personal, social, or financial needs

- Respond to changes in your functioning

We can support you during transitions in your care

We collaborate with you and/or your family to help you get back
home after you leave an in-patient stay facility. We can help you:

+ Coordinate care between your specialists and your routine
care providers

- Develop a plan for follow-up care

+ Understand how to take care of yourself and know
what to expect

- Get help with changes in your condition

We can support you with ongoing conditions

We help you manage the conditions you're living with by helping
you accomplish your health goals. Our program provides support
for people living with diabetes, heart failure, chronic obstructive
pulmonary disease, asthma, or coronary artery disease.
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BestBeginnings
Maternity

HEALTHIER OUTCOMES FOR
MOMS AND BABIES

Are you expecting? Special care for baby

Get a head start on ensuring the good health of you and your baby with  For those who qualify, if your
BestBeginnings. This Premera Blue Cross maternity program provides:  baby is admitted to the Neonatal

- Pregnancy support with the free BestBeginnings mobile app Intensive Care Unit (NICU),
BestBeginnings provides you with
a dedicated maternity clinician.
As your advocate, BestBeginnings
Start smart with the BestBeginnings app will help you understand what

is happening and help with any
special needs when your baby
comes home.

- Newborn support for babies who need care in the neonatal intensive
care unit (NICU)

+ Access health plan tools, including 24-Hour NurseLine and
Find a Doctor

- Review customized maternity information

- Get alerts on pregnancy-related issues

- Create a personalized birthing plan

- Set reminders for appointments, medications, exercise, and more

+ Access a direct line to Premera’s maternity specialists if issues arise

You can invite a partner or friend to join you
on BestBeginnings. It's a great way to get
support on your pregnancy journey.

BestBeginnings
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Health assessment

PREMERA WELLNESS PROGRAM

Your roadmap to improved well-being

The Premera Wellness Program's online health assessment gives you
a picture of your overall health. This allows you to see what you're
doing well and what areas may need some extra attention. With this
information, you're on the road to success as you work toward your
health goals.

To reach the assessment:

+ Once your plan year begins, you can sign into your
account at premera.com

- Select Stay Healthy in the left navigation bar

- Select Wellness Tools and Start Wellness Tools

- Confirm your address when prompted. You're now ready
to use the wellness tools.

- Select Take the Health Assessment

To complete the assessment:

The health assessment is a questionnaire that will take 15 to 20
minutes to complete. Answer the questions as accurately as possible
for the best results. Your answers and results are confidential.

Other wellness tools at premera.com include
a Personal Health Record and My Tracker,
which lets you measure health data over time.
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What to expect after
the assessment:

After completing the
assessment, you'll get an
interactive My Plan for Wellness
report. The report shows

your risk for common health
conditions. It also provides tips
for how to improve your health
and reduce your risk for disease.



Lifestyle guidance
resources

PREMERA WELLNESS PROGRAM

Sometimes we all need a little extra support

Whether your work-life balance is out of whack, finances are rocky, relationships
have hit a snag, or you need some legal advice, we're here for you.

Masters- and PhD-level experts and online resources offer
confidential help 24/7 for:

e Managing stress

e Family/spousal relationships

e Child and elder care

e Surviving grief and loss

e Energizing a career

e Dealing with illness or trauma

e |egal concerns

e Financial problems or planning

This employee assistance program is offered as part of your
Premera Blue Cross health plan, at no additional cost to you.

When your plan is active, you'll be able to sign in online for
articles, podcasts, videos, and slideshows. Use Ask the Expert
for personal responses to your questions!

16



YOUR TOOLS

Tools to help you manage
your care and your account

You're on the go—and so is your health plan. You can access
premera.com or the Premera app on your mobile device to:

- Track your care and your spending, including your deductible Find a Doctor tool

+ Find in-network doctors, hospitals, and pharmacies ) .
P P When your health plan is active,

- Refill prescriptions and get dose reminders sign into premera.com or the

- Find the forms you need Premera Mobile app to search for

in-network doctors, hospitals, and

other providers. Check out the

Find a Doctor tool by visiting

Premera Mobile app premera.com to see if your favorite
provider is currently in our network.

+ Learn more about your benefits

Get it done on the go with Premera Mobile:

- Find doctors and other providers

- See deductible and out-of-pocket balances at a glance
+ Show proof of coverage—no ID card required

« Contact the 24-Hour NurseLine

Express Scripts app

With just a tap of a button, you can use the Express Scripts” mobile app to:
+ View current medications

- Set dosing time and refill reminders

+ Order and track medications

+ Find a pharmacy based on GPS location, address, or ZIP code

- Receive personalized alerts of possible health risks
related to medications

* Express Scripts is an independent company that provides pharmacy benefit
services on behalf of Premera Blue Cross.
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Compare medical prices

BE AN INFORMED SHOPPER

You likely do some research before shopping for a car

or computer to get the best value

for your money. In the

same way, it's good to do some research before making
a healthcare purchase.
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Find a Doctor is your go-to research tool to help
you take control of your healthcare costs. Use it to
compare prices of medical services from doctors
and hospitals in your plan’'s network. Since you
share in the costs of your healthcare, this kind of
information can help you spend your money wisely.

It pays to be transparent

With your plan, you have access to an important
online cost transparency tool that provides estimated
treatment costs.

With the Estimate Treatment Costs tool, you can
select from a list of common treatments or search
for a procedure. You can see a list of in-network
providers in your area who perform this procedure,
plus estimated costs for each provider. You'll receive
a range of prices—from lowest to highest—you can
expect to pay based on your plan’'s coverage and the
amount remaining to meet your deductible.



Health plan highlights

GOOD TO KNOW

Check out the enhancements

If you currently have one of the Premera health plans shown on the following pages, pay attention to the
plan enhancements at the top of each plan summary. You might be surprised at the new benefits.

For all plans

- Customers get access to Heritage, Premera’s
broadest provider network.

- The enrollee receives up to $25,000 term life and
accidental death and dismemberment (AD&D)
insurance at no cost.

+ No prior approval is needed for massage, physical,
and occupational therapy.

« Virtual care with a Teladoc® doctor — via video or

phone — have no cost share to the customer, except
those on a Qualified High Deductible Health Plan.

- In-network care for prenatal services is now
covered in full.

- Customers get access to an online health
assessment and lifestyle guidance resources,
including 3 consultation sessions.
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+ The out-of-pocket maximum for pharmacy and

medical is shared for all plans except the Qualified
High Deductible Health Plan. That means
you reach your out-of-pocket maximum faster.

- Deductible expenses incurred in the last

two months of a calendar year will be applied
toward or “carried over” to the next calendar
year's deductible.

- Inthe event of the enrollee’s death, the surviving

dependent benefit covers up to 12 months of
COBRA coverage paid in full for eligible
enrolled dependents.



Highlights of your

Healthcare Coverage: EasyChoice A

Effective Date: 11/01/2017

PREMERA EDUCATION PROGRAM

Plan enhancements:

e  First $1,000 of diagnostic services paid in full before deductible and coinsurance apply.
e  Pharmacy out-of-pocket maximum is shared with the medical out-of-pocket maximum, meaning you reach your out-of-pocket maximum faster.
e  Temporomandibular joint (TMJ) disorders are covered in medical benefits like any other service.

Any deductibles, copays, and coinsurance percentages shown are amounts for which you're responsible.
Medical Benefits apply after the calendar-year deductible is met unless otherwise noted, or if the cost share is a copay.

MEDICAL PLAN

EASYCHOICE A: $1,250/20%/$4,000/$25 - HERITAGE

MEDICAL COST SHARE OPTIONS

Individual Deductible Per Calendar Year (PCY) (Family embedded deductible 3X Individual) $1,250 PCY $2,000 PCY
Coinsurance (Member's percentage of costs after deductible based on allowable charges) 20% 50%
Individual Out-of-Pocket Maximum (OOP) PCY, includes deductible, coinsurance, copay, and $4,000 PCY Not applicable

pharmacy if applicable (Family embedded OOP max 2X Individual)

Office Visit Cost Share

Non-Specialist: $25 copay, applies to
OOP max; Specialist: $35 copay,
applies to OOP max

Out-of-network deductible, then 50%

PREVENTIVE CARE OPTIONS AND HEALTH EDUCATION

Preventive Office Visit (Unlimited)

Covered in full

Not covered

Vaccinations (Unlimited)

Covered in full

Not covered

Health Education (HE) (Unlimited)

Covered in full

Not covered

Nicotine Dependency Programs (ND) (Unlimited)

Covered in full

Out-of-network deductible, then 50%

Diabetes Health Education (DE) (Unlimited)

Covered in full

Not covered

PROFESSIONAL CARE

Professional Office Visit

Non-Specialist: $25 copay, applies to
OO0P max; Specialist: $35 copay,
applies to OOP max

Out-of-network deductible, then 50%

Maternity; Prenatal Care

Covered in full

Out-of-network deductible, then 50%

Inpatient Professional Services

In-network deductible, then 20%

Out-of-network deductible, then 50%

Contraceptive Management Services (Unlimited)

Covered in full

Out-of-network deductible, then 50%

DIAGNOSTIC SERVICE OPTIONS

Preventive Professional Diagnostic Imaging and Laboratory Services - Including Mammogram
and PAP/PSA

Covered in full

Out-of-network deductible, then 50%

Other Professional Diagnostic Imaging

First $1,000 paid in full, then in-
network deductible, 20%

First $1,000 paid in full, then out-of-
network deductible, 50%

Other Professional Diagnostic Laboratory/Pathology

First $1,000 paid in full, then in-
network deductible, 20%

First $1,000 paid in full, then out-of-
network deductible, 50%

Diagnostic Mammography

Covered in full

Out-of-network deductible, then 50%

FACILITY CARE OPTIONS

Inpatient Facility

In-network deductible, then 20%

Out-of-network deductible, then 50%

Outpatient Surgery Facility

In-network deductible, then 20%

Out-of-network deductible, then 50%

Hospice Inpatient Facility (10 days inpatient; within the 6 month lifetime maximum)

In-network deductible, then 20%

Out-of-network deductible, then 50%

EMERGENCY CARE AND TRANSPORTATION OPTION

Emergency Care (If applicable, waive copay if admitted to inpatient facility)

$100 copay applies to the OOP max,
then in-network deductible, 20%

$100 copay applies to the OOP max,
then in-network deductible, 20%

Emergency Room Physician

In-network deductible, then 20%

In-network deductible, then 20%

Urgent Care Center

Non-Specialist: $25 copay, applies to
OO0P max; Specialist: $35 copay,
applies to OOP max

Out-of-network deductible, then 50%
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EASYCHOICE A: $1,250/20%/$4,000/$25 - HERITAGE

Ambulance Transportation (Unlimited)

In-network deductible, then 20%

In-network deductible, then 20%

Air Ambulance (Unlimited)

In-network deductible, then 20%

In-network deductible, then 20%

OTHER SERVICES

Allergy/Therapeutic Injections

In-network deductible, then 20%

Out-of-network deductible, then 50%

Mental Health Inpatient Facility Care (Unlimited)

In-network deductible, then 20%

Out-of-network deductible, then 50%

Mental Health Outpatient Professional Care (Unlimited)

Non-Specialist: $25 copay, applies to
OOP max

Out-of-network deductible, then 50%

Chemical Dependency Inpatient Facility Care (Unlimited)

In-network deductible, then 20%

Out-of-network deductible, then 50%

Chemical Dependency Outpatient Professional Care (Unlimited)

Non-Specialist: $25 copay, applies to
OOP max

Out-of-network deductible, then 50%

Rehab Inpatient Facility (30 days PCY)

In-network deductible, then 20%

Out-of-network deductible, then 50%

Rehab Outpatient Care, Including Physical, Occupational, Speech, and Massage Therapy (30

Specialist: $35 copay, applies to OOP

Out-of-network deductible, then 50%

visits PCY) max
- - — - - — ialist i B
;?Qacbagifa“em Care Chronic Conditions, Including Cardiac, Pulmonary Rehab, Chronic Pain, Specialist: $35 C?:Xy, applies to 00 Out-of-network deductible, then 50%

Medical Supplies, Equipment, Prosthetics (MS: Unlimited, ME: Unlimited, Pro: Unlimited)

In-network deductible, then 20%

Out-of-network deductible, then 50%

Foot Orthotics, Orthopedic Shoes, and Accessories (S300 PCY (Unlimited Diabetes Related))

In-network deductible, then 20%

Out-of-network deductible, then 50%

Home Health Visits (130 visits PCY)

In-network deductible, then 20%

Out-of-network deductible, then 50%

Hospice Care (Hospice Home Visits: Unlimited; Respite: 240 hours; within the 6 month lifetime
maximum)

In-network deductible, then 20%

Out-of-network deductible, then 50%

TMJ (Temporomandibular Joint Disorders) (Unlimited (Medical and Dental services - Medical and
Dental cost shares based on type of service))

Covered as any other service

Covered as any other service

ALTERNATIVE CARE

Manipulations (Spinal and other) (12 visits PCY)

$25 copay (applies to OOP max)

Out-of-network deductible, then 50%

Acupuncture (12 visits PCY)

$25 copay (applies to OOP max)

Out-of-network deductible, then 50%

ANNUAL PLAN MAXIMUM

Annual Plan Maximum

Unlimited

Unlimited

PRESCRIPTION DRUGS

Drug List

Retail Cost Shares

$10/30% w/Specialty 30%

Mail Cost Shares

$20/30% w/Specialty 30%

Day Supply

Retail: 30 Days; Mail: 90 Days; Specialty: 30 Days

Individual Deductible PCY

$500 deductible waived for generics

Out of Pocket Maximum

Applies to the medical out of pocket maximum

Annual Benefit Maximum

Unlimited

SYMETRA LIFE AND AD&D INSURANCE

$25,000 Term Life and AD&D for employee only

Copays are not subject to the deductible unless otherwise noted.

Pre-approval is required for many services to be covered. For more information please refer to your benefit booklet.
PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross. Members are responsible for amounts in excess of the allowable

charge.

This is not a complete explanation of covered services, exclusions, limitations, reductions, or the terms under which the program may be continued in force. This benefit highlights is
not a contract. For full coverage provisions, including a description of waiting periods, limitations, and exclusions please contact Customer Service.
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Highlights of your

Healthcare Coverage: EasyChoice B

Effective Date: 11/01/2017

PREMERA EDUCATION PROGRAM

Plan enhancements:

e  Pharmacy out-of-pocket maximum is shared with the medical out-of-pocket maximum, meaning you reach your out-of-pocket maximum faster.
e  Temporomandibular joint (TMJ) disorders are covered in medical benefits like any other service.

Any deductibles, copays, and coinsurance percentages shown are amounts for which you're responsible.
Medical Benefits apply after the calendar-year deductible is met unless otherwise noted, or if the cost share is a copay.

MEDICAL PLAN

EASYCHOICE B: $750/25%/$3,500/$30 - HERITAGE

MEDICAL COST SHARE OPTIONS

Individual Deductible Per Calendar Year (PCY) (Family embedded deductible 3X Individual) $750 PCY $1,500 PCY
Coinsurance (Member's percentage of costs after deductible based on allowable charges) 25% 50%
Individual Out-of-Pocket Maximum (OOP) PCY, includes deductible, coinsurance, copay and $3,500 PCY Not applicable

pharmacy if applicable (Family embedded OOP max 2X Individual)

Office Visit Cost Share

Non-Specialist: $30 copay, applies to
0OP max; Specialist: $40 copay, applies
to OOP max

Out-of-network deductible, then 50%

PREVENTIVE CARE OPTIONS AND HEALTH EDUCATION

Preventive Office Visits (Unlimited)

Covered in full

Not covered

Vaccinations (Unlimited)

Covered in full

Not covered

Health Education (HE) (Unlimited)

Covered in full

Not covered

Nicotine Dependency Program (ND) (Unlimited)

Covered in full

Out-of-network deductible, then 50%

Diabetes Health Education (DE) (Unlimited)

Covered in full

Not covered

PROFESSIONAL CARE

Professional Office Visit

Non-Specialist: $30 copay, applies to
OOP max; Specialist: $40 copay, applies
to OOP max

Out-of-network deductible, then 50%

Maternity; Prenatal Care

Covered in full

Out-of-network deductible, then 50%

Inpatient Professional Services

In-network deductible, then 25%

Out-of-network deductible, then 50%

Contraceptive Management Services (Unlimited)

Covered in full

Out-of-network deductible, then 50%

DIAGNOSTIC SERVICE OPTIONS

Preventive Professional Diagnostic Imaging and Laboratory Services - Including
Mammogram and PAP/PSA

Covered in full

Out-of-network deductible, then 50%

Other Professional Diagnostic Imaging

In-network deductible, then 25%

Out-of-network deductible, then 50%

Other Professional Diagnostic Laboratory/Pathology

In-network deductible, then 25%

Out-of-network deductible, then 50%

Diagnostic Mammography

Covered in full

Out-of-network deductible, then 50%

FACILITY CARE OPTIONS

Inpatient Facility

In-network deductible, then 25%

Out-of-network deductible, then 50%

Outpatient Surgery Facility

In-network deductible, then 25%

Out-of-network deductible, then 50%

Hospice Inpatient Facility (10 days inpatient; within the 6 month lifetime maximum)

In-network deductible, then 25%

Out-of-network deductible, then 50%

EMERGENCY CARE AND TRANSPORTATION OPTION

Emergency Care (If applicable, waive copay if admitted to inpatient facility)

$150 copay applies to OOP max, then
in-network deductible, 25%

$150 copay applies to OOP max, then
in-network deductible, 25%

Emergency Room Physician

In-network deductible, then 25%

In-network deductible, then 25%

Urgent Care Center

Non-Specialist: $30 copay, applies to
0OP max; Specialist: $40 copay, applies
to OOP max

Out-of-network deductible, then 50%
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EASYCHOICE B: $750/25%/$3,500/$30 - HERITAGE

Ambulance Transportation (Unlimited)

In-network deductible, then 25%

In-network deductible, then 25%

Air Ambulance (Unlimited)

In-network deductible, then 25%

In-network deductible, then 25%

OTHER SERVICES

Allergy/Therapeutic Injections

In-network deductible, then 25%

Out-of-network deductible, then 50%

Mental Health Inpatient Facility Care (Unlimited)

In-network deductible, then 25%

Out-of-network deductible, then 50%

Mental Health Outpatient Professional Care (Unlimited)

Non-Specialist: $30 copay, applies to
OOP max

Out-of-network deductible, then 50%

Chemical Dependency Inpatient Facility Care (Unlimited)

In-network deductible, then 25%

Out-of-network deductible, then 50%

Chemical Dependency Outpatient Professional Care (Unlimited)

Non-Specialist: $30 copay, applies to
OOP max

Out-of-network deductible, then 50%

Rehab Inpatient Facility (45 days PCY)

In-network deductible, then 25%

Out-of-network deductible, then 50%

Rehab Outpatient Care, Including Physical, Occupational, Speech and Massage Therapy (45

Specialist: $40 copay, applies to OOP

Out-of-network deductible, then 50%

visits PCY) max
Rehab Outpatient Care Chronic Conditions, Including Cardiac, Pulmonary Rehab, Chronic Specialist: $40 copay, applies to OOP Out-of-network deductible, then 50%
Pain, and Cancer max

Medical Supplies, Equipment, Prosthetics (MS: Unlimited, ME: Unlimited, Pro: Unlimited)

In-network deductible, then 25%

Out-of-network deductible, then 50%

Foot Orthotics, Orthopedic Shoes and Accessories ($300 PCY (Unlimited Diabetes Related))

In-network deductible, then 25%

Out-of-network deductible, then 50%

Home Health Visits (130 visits)

In-network deductible, then 25%

Out-of-network deductible, then 50%

Hospice Care (Hospice Home Visits: Unlimited; Respite: 240 hours; within the 6 month
lifetime maximum)

In-network deductible, then 25%

Out-of-network deductible, then 50%

TMJ (Temporomandibular Joint Disorders) (Unlimited (Medical and Dental services -
Medical and Dental cost shares based on type of service))

Covered as any other service

Covered as any other service

ALTERNATIVE CARE

Manipulations (Spinal and other) (12 visits PCY)

$30 copay (applies to OOP max)

Out-of-network deductible, then 50%

Acupuncture (12 visits PCY)

$30 copay (applies to OOP max)

Out-of-network deductible, then 50%

ANNUAL PLAN MAXIMUM

Annual Plan Maximum

Unlimited

Unlimited

PRESCRIPTION DRUGS

Drug List
Retail Cost Shares $5/830/845/30%
Mail Cost Shares $10/$75/$112/30%

Day Supply

Retail: 30 Days; Mail: 90 Days; Specialty: 30 Days

Individual Deductible PCY

$250 deductible waived for generics

Out of Pocket Maximum

Applies to the medical out of pocket maximum

Specialty Pharmacy Out of Pocket Maximum

Applies to the medical out of pocket maximum

Annual Benefit Maximum

Unlimited

SYMETRA LIFE AND AD&D INSURANCE

$25,000 Term Life and AD&D for employee only

Copays are not subject to the deductible unless otherwise noted.

Pre-approval is required for many services to be covered. For more information please refer to your benefit booklet.
PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross. Members are responsible for amounts in excess of the allowable

charge.

This is not a complete explanation of covered services, exclusions, limitations, reductions, or the terms under which the program may be continued in force. This benefit highlights is
not a contract. For full coverage provisions, including a description of waiting periods, limitations, and exclusions please contact Customer Service.
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Highlights of your
Healthcare Coverage: Basic

Effective Date: 11/01/2017

PREMERA EDUCATION PROGRAM

Plan enhancements:

. Temporomandibular joint (TMJ) disorders are covered in medical benefits like any other service.

Any deductibles, copays, and coinsurance percentages shown are amounts for which you're responsible.
Medical Benefits apply after the calendar-year deductible is met unless otherwise noted, or if the cost share is a copay.

MEDICAL PLAN

BASIC: $2,100/30%/$6,600/$35 - HERITAGE

MEDICAL COST SHARE OPTIONS

Individual Deductible Per Calendar Year (PCY) (Family embedded deductible 2X

o $2,100 PCY $2,500 PCY
Individual)
Coinsurance (Member's percentage of costs after deductible based on allowable 30% 50%
charges) ? °
Individual Out-of-Pocket Maximum (OOP) PCY, includes deductible, coinsurance, copay $6,600 PCY Not applicable

and pharmacy if applicable (Family embedded OOP max 2X Individual)

Office Visit Cost Share

Non-Specialist: $35 copay, applies to O0P
max; Specialist: $50 copay, applies to O0P
max

Out-of-network deductible, then 50%

PREVENTIVE CARE OPTIONS AND HEALTH EDUCATION

Preventive Office Visit (Unlimited)

Covered in full

Not covered

Vaccinations (Unlimited)

Covered in full

Not covered

Health Education (HE) (Unlimited)

Covered in full

Not covered

Nicotine Dependency Programs (ND) (Unlimited)

Covered in full

Out-of-network deductible, then 50%

Diabetes Health Education (DE) (Unlimited)

Covered in full

Out-of-network deductible, then 50%

PROFESSIONAL CARE

Professional Office Visit

Non-Specialist: $35 copay, applies to OOP
max; Specialist: $50 copay, applies to O0P
max

Out-of-network deductible, then 50%

Maternity; Prenatal Care

Covered in full

Out-of-network deductible, then 50%

Inpatient Professional Services

In-network deductible, then 30%

Out-of-network deductible, then 50%

Contraceptive Management Services (Unlimited)

Covered in full

Out-of-network deductible, then 50%

DIAGNOSTIC SERVICE OPTIONS

Preventive Professional Diagnostic Imaging and Laboratory Services - Including
Mammogram and PAP/PSA

Covered in full

Out-of-network deductible, then 50%

Other Professional Diagnostic Imaging

In-network deductible, then 30%

Out-of-network deductible, then 50%

Other Professional Diagnostic Laboratory/Pathology

In-network deductible, then 30%

Out-of-network deductible, then 50%

Diagnostic Mammography

In-network deductible, then 30%

Out-of-network deductible, then 50%

FACILITY CARE OPTIONS

Inpatient Facility

In-network deductible, then 30%

Out-of-network deductible, then 50%

Outpatient Surgery Facility

In-network deductible, then 30%

Out-of-network deductible, then 50%

Hospice Inpatient Facility (10 days inpatient; within the 6 month lifetime maximum)

In-network deductible, then 30%

Out-of-network deductible, then 50%

EMERGENCY CARE AND TRANSPORTATION OPTION

Emergency Care (If applicable, waive copay if admitted to inpatient facility)

$200 copay applies to the OOP max, then
in-network deductible, 30%

$200 copay applies to the OOP max,
then in-network deductible, 30%

Emergency Room Physician

In-network deductible, then 30%

In-network deductible, then 30%

Urgent Care Center

Non-Specialist: $35 copay, applies to OOP
max; Specialist: $50 copay, applies to OOP
max

Out-of-network deductible, then 50%




BASIC: $2,100/30%/$6,600/$35 - HERITAGE

Ambulance Transportation (Unlimited)

In-network deductible, then 30%

In-network deductible then 30%

Air Ambulance (Unlimited)

In-network deductible, then 30%

In-network deductible then 30%

OTHER SERVICES

Allergy/Therapeutic Injections

In-network deductible, then 30%

Out-of-network deductible, then 50%

Mental Health Inpatient Facility Care (Unlimited)

In-network deductible, then 30%

Out-of-network deductible, then 50%

Mental Health Outpatient Professional Care (Unlimited)

Non-Specialist: $35 copay, applies to OOP
max

Out-of-network deductible, then 50%

Chemical Dependency Inpatient Facility Care (Unlimited)

In-network deductible, then 30%

Out-of-network deductible, then 50%

Chemical Dependency Outpatient Professional Care (Unlimited)

Non-Specialist: $35 copay, applies to OOP
max

Out-of-network deductible, then 50%

Rehab Inpatient Facility (30 days PCY)

In-network deductible, then 30%

Out-of-network deductible, then 50%

Rehab Outpatient Care, Including Physical, Occupational, Speech and Massage Therapy
(30 visits PCY)

Specialist: $50 copay, applies to OOP max

Out-of-network deductible, then 50%

Rehab Outpatient Care Chronic Conditions, Including Cardiac, Pulmonary Rehab,
Chronic Pain, and Cancer

Specialist: $50 copay, applies to OOP max

Out-of-network deductible, then 50%

Medical Supplies, Equipment, Prosthetics (Unlimited)

In-network deductible, then 30%

Out-of-network deductible, then 50%

Foot Orthotics, Orthopedic Shoes and Accessories (One pair max PCY (no $ limit)
(Unlimited Diabetes Related))

In-network deductible, then 30%

Out-of-network deductible, then 50%

Home Health Visits (130 visits PCY)

In-network deductible, then 30%

Out-of-network deductible, then 50%

Hospice Care (Hospice Home Visits: Unlimited; Respite: 240 hours; within the 6 month
lifetime maximum)

In-network deductible, then 30%

Out-of-network deductible, then 50%

TMJ (Temporomandibular Joint Disorders) (Unlimited (Medical and Dental services -
Medical and Dental cost shares based on type of service)

Covered as any other service

Covered as any other service

ALTERNATIVE CARE

Manipulations (Spinal and other) (12 visits PCY)

$35 copay (applies to OOP max)

Out-of-network deductible, then 50%

Acupuncture (12 visits PCY)

$35 copay (applies to OOP max)

Out-of-network deductible, then 50%

ANNUAL PLAN MAXIMUM

Annual Plan Maximum Unlimited Unlimited
PRESCRIPTION DRUGS

Drug List B4 Not covered
Retail Cost Shares $15/$30/$50/30% Not covered
Mail Cost Shares $30/$60/$100/30% Not covered

Day Supply

Retail: 30 Days; Mail Order: 90 Days;
Specialty: 30 Days

Not covered

Individual Deductible PCY

$750 PCY

Not covered

Family Deductible PCY

Family Deductible 2X Individual

Not covered

Out of Pocket Maximum

Applies to the medical out of pocket
maximum

Not covered

Specialty Pharmacy Out of Pocket Maximum

Applies to the medical out of pocket
maximum

Not covered

SYMETRA LIFE AND AD&D INSURANCE

$25,000 Term Life and AD&D for employee only

Copays are not subject to the deductible unless otherwise noted.

Pre-approval is required for many services to be covered. For more information please refer to your benefit booklet.
PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross. Members are responsible for amounts in excess of the allowable

charge.

This is not a complete explanation of covered services, exclusions, limitations, reductions or the terms under which the program may be continued in force. This benefit highlights is
not a contract. For full coverage provisions, including a description of waiting periods, limitations and exclusions please contact Customer Service.
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Highlights of your
Healthcare Coverage: Plan 2

Effective Date: 11/01/2017

PREMERA EDUCATION PROGRAM

Plan enhancements:

e  Pharmacy out-of-pocket maximum is shared with the medical out-of-pocket maximum, meaning you reach your out-of-pocket maximum faster.
e  Temporomandibular joint (TMJ) disorders are covered in medical benefits like any other service.

Any deductibles, copays, and coinsurance percentages shown are amounts for which you're responsible.
Medical Benefits apply after the calendar-year deductible is met unless otherwise noted, or if the cost share is a copay.

MEDICAL PLAN

PLAN 2: $300/20%/$2,000/$25 - HERITAGE

MEDICAL COST SHARE OPTIONS

Individual Deductible Per Calendar Year (PCY) (Family embedded deductible 3X Individual) $300 PCY Shared with in-network
Coinsurance (Member’s percentage of costs after deductible based on allowable charges) 20% 40%
Individual Out-of-Pocket Maximum (OOP) PCY, includes deductible, coinsurance, copay and $2.000 PCY $3.400 PCY

pharmacy if applicable (Family embedded OOP max 3X Individual)

Office Visit Cost Share

Non-Specialist: $25 copay, applies to
OO0P max; Specialist: $35 copay, applies
to OOP max

Non-Specialist: $30 copay, applies to
OOP max; Specialist: $40 copay,
applies to OOP max

PREVENTIVE CARE OPTIONS AND HEALTH EDUCATION

Preventive Office Visits (Unlimited)

Covered in full

Waive deductible, then 20%

Vaccinations (Unlimited)

Covered in full

Waive deductible, then 20%

Health Education (HE) (Unlimited)

Covered in full

Waive deductible, then 20%

Nicotine Dependency Program (ND) (Unlimited)

Covered in full

Out-of-network deductible, then 40%

Diabetes Health Education (DE) (Unlimited)

Covered in full

Waive deductible, then 20%

PROFESSIONAL CARE

Professional Office Visit

Non-Specialist: $25 copay, applies to
OOP max; Specialist: $35 copay, applies
to OOP max

Non-Specialist: $30 copay, applies to
OOP max; Specialist: $40 copay,
applies to OOP max

Maternity; Prenatal Care

Covered in full

Out-of-network deductible, then 40%

Inpatient Professional Services

In-network deductible, then 20%

Out-of-network deductible, then 40%

Contraceptive Management Services (Unlimited)

Covered in full

Out-of-network deductible, then 40%

DIAGNOSTIC SERVICE OPTIONS

Preventive Professional Diagnostic Imaging and Laboratory Services - Including
Mammogram and PAP/PSA

Covered in full

Waive deductible, then 20%

Other Professional Diagnostic Imaging

In-network deductible, then 20%

Out-of-network deductible, then 40%

Other Professional Diagnostic Laboratory/Pathology

In-network deductible, then 20%

Out-of-network deductible, then 40%

Diagnostic Mammography

In-network deductible, then 20%

Out-of-network deductible, then 40%

FACILITY CARE OPTIONS

Inpatient Facility

$150/day to $450 PCY (applies to OOP
max), then in-network deductible, 20%

$150/day to $450 PCY (applies to OOP
max), then out-of-network deductible,
40%

Outpatient Surgery Facility

$100 copay (applies to OOP max) then
in-network deductible, 20%

$100 copay (applies to OOP max) then
out-of-network deductible, 40%

Hospice Inpatient Facility (10 days inpatient; within the 6 month lifetime maximum)

$50 copay once PCY (applies to OOP
max) for all combined services, then
covered in full after in-network
deductible

$50 copay once PCY (applies to OOP
max) for all combined services, then
covered in full after out-of-network
deductible

EMERGENCY CARE AND TRANSPORTATION OPTION

Emergency Care (If applicable, waive copay if admitted to inpatient facility)

$75 copay applies to the OOP max, then
in-network deductible, 20%

$75 copay applies to the OOP max, then
in-network deductible, 20%

Emergency Room Physician

In-network deductible, then 20%

In-network deductible, then 20%

Urgent Care Center

Non-Specialist: $25 copay, applies to
OO0P max; Specialist: $35 copay, applies
to OOP max

Non-Specialist: $30 copay,
applies to OOP max; Specialist: $40
copay, applies to OOP max
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PLAN 2: $300/20%/$2,000/$25 - HERITAGE

Ambulance Transportation (Unlimited)

In-network deductible, then 20%

In-network deductible, then 20%

Air Ambulance (Unlimited)

In-network deductible, then 20%

In-network deductible, then 20%

OTHER SERVICES

Allergy/Therapeutic Injections

In-network deductible, then 20%

Out-of-network deductible, then 40%

Mental Health Inpatient Facility Care (Unlimited)

$150/day to $450 PCY (applies to OOP
max) then in-network deductible, 20%

$150/day to $450 PCY (applies to OOP
max) then out-of-network deductible,
40%

Mental Health Outpatient Professional Care (Unlimited)

Non-Specialist: $25 copay, applies to
OOP max

Non-Specialist: $30 copay,
applies to OOP max

Chemical Dependency Inpatient Facility Care (Unlimited)

$150/day to $450 PCY (applies to OOP
max) then in-network deductible, 20%

$150/day to $450 PCY (applies to OOP
max) then out-of-network deductible,
40%

Chemical Dependency Outpatient Professional Care (Unlimited)

Non-Specialist: $25 copay, applies to
OOP max

Non-Specialist: $30 copay,
applies to OOP max

Rehab Inpatient Facility (120 days PCY)

$150/day to $450 PCY (applies to OOP
max) then in-network deductible, 20%

$150/day to $450 PCY (applies to OOP
max) then out-of-network deductible,
40%

Rehab Outpatient Care, Including Physical, Occupational, Speech and Massage Therapy (45
visits PCY (PT unlimited))

OT/ST/MT: Specialist: $35 copay,
applies to OOP max
PT: In-network deductible, then 20%

OT/ST/MT: Specialist: $40 copay,
applies to OOP max
PT: Out-of-network deductible, then 40%

Rehab Outpatient Care Chronic Conditions, Including Cardiac, Pulmonary Rehab, Chronic
Pain and Cancer

Specialist: $35 copay, applies to OOP
max

Specialist: $40 copay, applies to OOP
max

Medical Supplies, Equipment, Prosthetics (Unlimited)

In-network deductible, then 20%

Out-of-network deductible, then 40%

Foot Orthotics, Orthopedic Shoes and Accessories (One pair max PCY (no $ limit)
(Unlimited Diabetes Related))

In-network deductible, then 20%

Out-of-network deductible, then 40%

Home Health Visits (Unlimited)

$50 copay once PCY (applies to OOPM)
for all combined services, then covered
in full after in-network deductible

$50 copay once PCY (applies to OOPM)
for all combined services, then covered
in full after out-of-network deductible

Hospice Care (Hospice Home Visits: Unlimited; Respite: 240 hours; within the 6 month
lifetime maximum)

$50 copay once PCY (applies to OOPM)
for all combined services, then covered
in full after in-network deductible

$50 copay once PCY (applies to OOPM)
for all combined services, then covered
in full after out-of-network deductible

TMJ (Temporomandibular Joint Disorders) (Unlimited (Medical and Dental services -
Medical and Dental cost shares based on type of service))

Covered as any other service

Covered as any other service

ALTERNATIVE CARE

Manipulations (Spinal and other) (Unlimited)

$25 copay (applies to OOP max)

$30 copay (applies to OOP max)

Acupuncture (12 visits PCY)

$25 copay (applies to OOP max)

$30 copay (applies to OOP max)

SUPPLEMENTAL BENEFITS

Routine Hearing Exam (Limited to $400 every 3 consecutive calendar years, for 1 hearing
exam and hardware combined)

In-network deductible, then 20%

Out-of-network deductible, then 20%

Hearing Hardware (Limited to $400 every 3 consecutive calendar years, for 1 hearing exam
and hardware combined)

In-network deductible, then 20%

Out-of-network deductible, then 20%

ANNUAL PLAN MAXIMUM

Annual Plan Maximum

Unlimited

Unlimited

PRESCRIPTION DRUGS

Drug List
Retail Cost Shares $10/$20/835/$50
Mail Cost Shares $20/$40/$65/$50

Day Supply

Retail: Up to 34 Days; Mail Order: Up to 100 Days; Specialty: Up to 30 Days

Individual Deductible PCY

Out of Network (Non-participating retail pharmacies)

Cost Share, then 40% (to allowable)

Out of Pocket Maximum

Applies to the medical out of pocket maximum

Specialty Pharmacy Out of Pocket Maximum

Applies to the medical out of pocket maximum

SYMETRA LIFE AND AD&D INSURANCE

$25,000 Term Life and AD&D for employee only

Copays are not subject to the deductible unless otherwise noted.

Pre-approval is required for many services to be covered. For more information please refer to your benefit booklet.
PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross. Members are responsible for amounts in excess of the allowable charge.

This is not a complete explanation of covered services, exclusions, limitations, reductions or the terms under which the program may be continued in force. This benefit highlights is
not a contract. For full coverage provisions, including a description of waiting periods, limitations, and exclusions please contact Customer Service.
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Highlights of your

Healthcare Coverage: Plan 3

Effective Date: 11/01/2017

PREMERA EDUCATION PROGRAM

Plan enhancements:

e  Pharmacy out-of-pocket maximum is shared with the medical out-of-pocket maximum, meaning you reach your out-of-pocket maximum faster.
e  Temporomandibular joint (TMJ) disorders are covered in medical benefits like any other service.

Any deductibles, copays, and coinsurance percentages shown are amounts for which you're responsible.
Medical Benefits apply after the calendar-year deductible is met unless otherwise noted, or if the cost share is a copay.

MEDICAL PLAN

PLAN 3: $500/20%/$3,000/$30 - HERITAGE

MEDICAL COST SHARE OPTIONS

Individual Deductible Per Calendar Year (PCY) (Family embedded

deductible 3X Individual) $500 PCY Shared with in-network
Coinsurance (Member’s percentage of costs after deductible based on 0% 10%
allowable charges)

Individual Out-of-Pocket Maximum (OOP) PCY, includes deductible,

coinsurance, copay and pharmacy if applicable (Family embedded OOP $3,000 PCY $5,900 PCY

max 3X Individual)

Office Visit Cost Share

Non-Specialist: $30 copay, applies to O0P max;
Specialist: $40 copay, applies to OOP max

Non-Specialist: $40 copay, applies to OOP max;
Specialist: $50 copay, applies to OOP max

PREVENTIVE CARE OPTIONS AND HEALTH EDUCATION

Preventive Office Visits (Unlimited)

Covered in full

Waive deductible, then 20%

Vaccinations (Unlimited)

Covered in full

Waive deductible, then 20%

Health Education (HE) (Unlimited)

Covered in full

Waive deductible, then 20%

Nicotine Dependency Program (ND) (Unlimited)

Covered in full

Out-of-network deductible, then 40%

Diabetes Health Education (DE) (Unlimited)

Covered in full

Waive deductible, then 20%

PROFESSIONAL CARE

Professional Office Visit

Non-Specialist: $30 copay, applies to OOP max;
Specialist: $40 copay, applies to OOP max

Non-Specialist: $40 copay, applies to OOP max;
Specialist: $50 copay, applies to O0P max

Maternity; Prenatal Care

Covered in full

Out-of-network deductible, then 40%

Inpatient Professional Services

In-network deductible, then 20%

Out-of-network deductible, then 40%

Contraceptive Management Services (Unlimited)

Covered in full

Out-of-network deductible, then 40%

DIAGNOSTIC SERVICE OPTIONS

Preventive Professional Diagnostic Imaging and Laboratory Services -
Including Mammogram and PAP/PSA

Covered in full

Waive deductible, then 20%

Other Professional Diagnostic Imaging

In-network deductible, then 20%

Out-of-network deductible, then 40%

Other Professional Diagnostic Laboratory/Pathology

In-network deductible, then 20%

Out-of-network deductible, then 40%

Diagnostic Mammography

In-network deductible, then 20%

Out-of-network deductible, then 40%

FACILITY CARE OPTIONS

Inpatient Facility

$300/day to $900 PCY (applies to OOP max),
then in-network deductible, 20%

$300/day to $900 PCY (applies to OOP max),
then out-of-network deductible, 40%

Outpatient Surgery Facility

$150 copay (applies to OOP max) then in-
network deductible, 20%

$150 copay (applies to OOP max) then
out-of-network deductible, 40%

Hospice Inpatient Facility (10 days inpatient; within the 6 month lifetime
maximum)

$100 copay once PCY (applies to OOP max) for
all combined services, then covered in full after
in-network deductible

$100 copay once PCY (applies to OOP max) for
all combined services, then covered in full after
out-of-network deductible

EMERGENCY CARE AND TRANSPORTATION OPTION

Emergency Care (If applicable, waive copay if admitted to inpatient facility)

$100 copay applies to the OOP max, then
in-network deductible, 20%

$100 copay applies to the OOP max, then
in-network deductible, 20%

Emergency Room Physician

In-network deductible, then 20%

In-network deductible, then 20%

Urgent Care Center

Non-Specialist: $30 copay, applies to OOP max;
Specialist: $40 copay, applies to OOP max

Non-Specialist: $40 copay, applies to OOP max;
Specialist: $50 copay, applies to O0P max
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PLAN 3: $500/20%/$3,000/$30 - HERITAGE

Ambulance Transportation (Unlimited)

In-network deductible, then 20%

In-network deductible, then 20%

Air Ambulance (Unlimited)

In-network deductible, then 20%

In-network deductible, then 20%

OTHER SERVICES

Allergy/Therapeutic Injections

In-network deductible, then 20%

Out-of-network deductible, then 40%

Mental Health Inpatient Facility Care (Unlimited)

$300/day to $900 PCY (applies to OOP max)
then in-network deductible, 20%

$300/day to $900 PCY (applies to OOP max)
then out-of-network deductible, 40%

Mental Health Outpatient Professional Care (Unlimited)

Non-Specialist: $30 copay, applies to OOP max

Non-specialist: $40 copay, applies to OOP max

Chemical Dependency Inpatient Facility Care (Unlimited)

$300/day to $900 PCY (applies to OOP max)
then in-network deductible, 20%

$300/day to $900 PCY (applies to OOP max)
then out-of-network deductible, 40%

Chemical Dependency Outpatient Professional Care (Unlimited)

Non-Specialist: $30 copay, applies to OOP max

Non-Specialist: $40 copay, applies to OOP max

Rehab Inpatient Facility (30 days PCY)

$300/day to $900 PCY (applies to OOP max)
then in-network deductible, 20%

$300/day to $900 PCY (applies to OOP max)
then out-of-network deductible, 40%

Rehab Outpatient Care, Including Physical, Occupational, Speech and
Massage Therapy (45 visits PCY (PT unlimited))

OT/ST/MT: Specialist: $40 copay, applies to
OOP max
PT: In-network deductible, then 20%

OT/ST/MT: Specialist: $50 copay, applies to
OOP max
PT: Out-of-network deductible, then 40%

Rehab Outpatient Care Chronic Conditions, Including Cardiac, Pulmonary
Rehab, Chronic Pain and Cancer

Specialist: $40 copay, applies to OOP max

Specialist: $50 copay, applies to OOP max

Medical Supplies, Equipment, Prosthetics (Unlimited)

In-network deductible, then 20%

Out-of-network deductible, then 40%

Foot Orthotics, Orthopedic Shoes and Accessories (One pair max PCY (no
$ limit) (Unlimited Diabetes Related))

In-network deductible, then 20%

Out-of-network deductible, then 40%

Home Health Visits (Unlimited)

$100 copay once PCY (applies to OOP max) for
all combined services, then in-network
deductible, 20%

$100 copay once PCY (applies to OOP max) for
all combined services, then out-of-network
deductible, 40%

Hospice Care (Hospice Home Visits: Unlimited; Respite: 240 hours; within
the 6 month lifetime maximum)

$100 copay once PCY (applies to OOP max) for
all combined services, then covered in full after
in-network deductible

$100 copay once PCY (applies to OOP max) for
all combined services, then covered in full after
out-of-network deductible

TMJ (Temporomandibular Joint Disorders) (Unlimited (Medical and Dental
services - Medical and Dental cost shares based on type of service))

Covered as any other service

Covered as any other service

ALTERNATIVE CARE

Manipulations (Spinal and other) (Unlimited)

$30 copay (applies to OOP max)

$40 copay (applies to OOP max)

Acupuncture (12 visits PCY)

$30 copay (applies to OOP max)

$40 copay (applies to OOP max)

SUPPLEMENTAL BENEFITS

Routine Hearing Exam (Limited to $400 every 3 consecutive calendar
years, for 1 hearing exam and hardware combined)

In-network deductible, then 20%

Out-of-network deductible, then 20%

Hearing Hardware (Limited to $400 every 3 consecutive calendar years, for
1 hearing exam and hardware combined)

In-network deductible, then 20%

Out-of-network deductible, then 20%

ANNUAL PLAN MAXIMUM

Annual Plan Maximum

Unlimited

Unlimited

PRESCRIPTION DRUGS

Drug List B4
Retail Cost Shares $15/825/540/$60
Mail Cost Shares $30/850/870/$60

Day Supply

Retail: Up to 34 Days; Mail Order: Up to 100 Days; Specialty: Up to 30 Days

Individual Deductible PCY

$0

Out of Network (Non-participating retail pharmacies)

Cost Share, then 40% (to allowable)

Out of Pocket Maximum

Applies to the medical out of pocket maximum

Specialty Pharmacy Out of Pocket Maximum

Applies to the medical out of pocket maximum

SYMETRA LIFE AND AD&D INSURANCE

$25,000 Term Life and AD&D for employee only

Copays are not subject to the deductible unless otherwise noted.

Pre-approval is required for many services to be covered. For more information please refer to your benefit booklet.
PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross. Members are responsible for amounts in excess of the allowable

charge.

This is not a complete explanation of covered services, exclusions, limitations, reductions or the terms under which the program may be continued in force. This benefit highlights is
not a contract. For full coverage provisions, including a description of waiting periods, limitations, and exclusions please contact Customer Service.
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Highlights of your
Healthcare Coverage: Plan 5

Effective Date: 11/01/2017

PREMERA EDUCATION PROGRAM

Plan enhancements:

e  Pharmacy out-of-pocket maximum is shared with the medical out-of-pocket maximum, meaning you reach your out-of-pocket maximum faster.
. Non-surgical services for TMJ—both in and out of network—are covered like any other service.

Any deductibles, copays, and coinsurance percentages shown are amounts for which you're responsible.
Medical Benefits apply after the calendar-year deductible is met unless otherwise noted, or if the cost share is a copay.

MEDICAL PLAN

PLAN 5: $200/10%/$1,000/$20 - HERITAGE

MEDICAL COST SHARE OPTIONS

Individual Deductible Per Calendar Year (PCY) (In-network—Family embedded

deductible 3X Individual; Out-of-network—no family max) $200 PCY $350 PCY
Coinsurance (Member's percentage of costs after deductible based on allowable 10% 200,
charges) o b
Individual Out-of-Pocket Maximum (OOP) PCY, includes deductible, coinsurance, $1.000 PCY Not applicable

copay and pharmacy if applicable (Family embedded OOP max 3X Individual)

Office Visit Cost Share

Non-Specialist: $20 copay, applies to O0P
max; Specialist: $30 copay, applies to OOP
max

Out-of-network deductible, then 30%

PREVENTIVE CARE OPTIONS AND HEALTH EDUCATION

Preventive Office Visit (Unlimited)

Covered in full

Not covered

Vaccinations (Unlimited)

Covered in full

Not covered

Health Education (HE) (Unlimited)

Covered in full

Not covered

Nicotine Dependency Programs (ND) (Unlimited)

Covered in full

Out-of-network deductible, then 30%

Diabetes Health Education (DE) (Unlimited)

Covered in full

Not covered

PROFESSIONAL CARE

Professional Office Visit

Non-Specialist: $20 copay, applies to OOP
max; Specialist: $30 copay, applies to OOP
max

Out-of-network deductible, then 30%

Maternity; Prenatal Care

Covered in full

Out-of-network deductible, then 30%

Inpatient Professional Services

In-network deductible, then 10%

Out-of-network deductible, then 30%

Contraceptive Management Services (Unlimited)

Covered in full

Out-of-network deductible, then 30%

DIAGNOSTIC SERVICE OPTIONS

Preventive Professional Diagnostic Imaging and Laboratory Services - Including
Mammogram and PAP/PSA

Covered in full

Not covered

Other Professional Diagnostic Imaging

In-network deductible, then 10%

Out-of-network deductible, then 30%

Other Professional Diagnostic Laboratory/Pathology

In-network deductible, then 10%

Out-of-network deductible, then 30%

Diagnostic Mammography

In-network deductible, then 10%

Out-of-network deductible, then 30%

FACILITY CARE OPTIONS

Inpatient Facility

$150/day to $450 PCY (applies to OOP
max), then in-network deductible, 10%

Out-of-network deductible, then 30%

Outpatient Surgery Facility

In-network deductible, then 10%

Out-of-network deductible, then 30%

Hospice Inpatient Facility (10 days inpatient; within the 6 month lifetime
maximum)

In-network deductible, then 10%

Out-of-network deductible, then 30%

EMERGENCY CARE AND TRANSPORTATION OPTION

Emergency Care (If applicable, waive copay if admitted to inpatient facility)

$50 copay applies to the OOP max, then in-
network deductible, 10%

$50 copay applies to the OOP max, then in-
network deductible, 10%

Emergency Room Physician

In-network deductible, then 10%

In-network deductible, then 10%

Urgent Care Center

Non-Specialist: $20 copay, applies to OOP
max; Specialist: $30 copay, applies to O0P
max

Out-of-network deductible, then 30%
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PLAN 5: $200/10%/$1,000/$20 - HERITAGE

Ambulance Transportation (Unlimited)

In-network deductible and $50 copay per
trip (applies to OOP max), then covered in
full

Out-of-network deductible and $50 copay per
trip, then covered in full

Air Ambulance (Unlimited)

In-network deductible and $50 copay per
trip (applies to OOP max), then covered in
full

Out-of-network deductible and $50 copay per
trip, then covered in full

OTHER SERVICES

Allergy/Therapeutic Injections

In-network deductible, then 10%

Out-of-network deductible, then 30%

Mental Health Inpatient Facility Care (Unlimited)

$150/day to $450 PCY (applies to OOP
max) then in-network deductible, 10%

Out-of-network deductible, then 30%

Mental Health Outpatient Professional Care (Unlimited)

Non-Specialist: $20 copay, applies to OOP
max

Out-of-network deductible, then 30%

Chemical Dependency Inpatient Facility Care (Unlimited)

$150/day to $450 PCY (applies to OOP
max) then in-network deductible, 10%

Out-of-network deductible, then 30%

Chemical Dependency Outpatient Professional Care (Unlimited)

Non-Specialist: $20 copay, applies to OOP
max

Out-of-network deductible, then 30%

Rehab Inpatient Facility (30 days PCY)

$150/day to $450 PCY (applies to OOP
max) then in-network deductible, 10%

Out-of-network deductible, then 30%

Rehab Outpatient Care, Including Physical, Occupational, Speech and Massage
Therapy (45 visits PCY)

Specialist: $30 copay, applies to OOP max

Out-of-network deductible, then 30%

Rehab Outpatient Care Chronic Conditions, Including Cardiac, Pulmonary Rehab,
Chronic Pain and Cancer

Specialist: $30 copay, applies to OOP max

Out-of-network deductible, then 30%

Medical Supplies, Equipment, Prosthetics (Unlimited)

In-network deductible, then 10%

Out-of-network deductible, then 30%

Foot Orthotics, Orthopedic Shoes and Accessories ($600 PCY (Unlimited Diabetes
Related))

In-network deductible, then 10%

Out-of-network deductible, then 30%

Home Health Visits (130 visits PCY)

In-network deductible, then 10%

Out-of-network deductible, then 30%

Hospice Care (Hospice Home Visits: Unlimited; Respite: 240 hours; within the 6
month lifetime maximum)

In-network deductible, then 10%

Out-of-network deductible, then 30%

TMJ (Temporomandibular Joint Disorders) (Unlimited (Medical and Dental
services - Medical and Dental cost shares based on type of service))

Covered as any other service

Covered as any other service

ALTERNATIVE CARE

Manipulations (Spinal and other) (Unlimited)

$20 copay (applies to OOP max)

Out-of-network deductible, then 30%

Acupuncture (Unlimited)

$20 copay (applies to OOP max)

Out-of-network deductible, then 30%

SUPPLEMENTAL BENEFITS

Routine Hearing Exam (1 PCY; Accrues to $ limit (Out-of-Pocket includes in-
network/out-of-network))

$30 copay (applies to OOP max)

Out-of-network deductible, then 30%

ANNUAL PLAN MAXIMUM

Annual Plan Maximum

Unlimited

Unlimited

PRESCRIPTION DRUGS

Drug List B4
Retail Cost Shares $10/815/$30/850
Mail Cost Shares $20/$30/$60/$50

Day Supply

Retail: Up to 30 Days; Mail Order: Up to 90 Days; Specialty: Up to 30 Days

Individual Deductible PCY

S0

Out of Network (Non-participating retail pharmacies)

Cost Share, then 40% (to allowable)

Out of Pocket Maximum

Applies to the medical out of pocket maximum

Specialty Pharmacy Out of Pocket Maximum

Applies to the medical out of pocket maximum

Annual Benefit Maximum

Unlimited

SYMETRA LIFE AND AD&D INSURANCE

$25,000 Term Life and AD&D for employee only

Copays are not subject to the deductible unless otherwise noted.

Pre-approval is required for many services to be covered. For more information please refer to your benefit booklet.
PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross. Members are responsible for amounts in excess of the allowable

charge.

This is not a complete explanation of covered services, exclusions, limitations, reductions or the terms under which the program may be continued in force. This benefit highlights is
not a contract. For full coverage provisions, including a description of waiting periods, limitations and exclusions please contact Customer Service.
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Highlights of your
Healthcare Coverage:

Qualified High Deductible Health Plan

Effective Date: 11/01/2017

PREMERA EDUCATION PROGRAM

Any deductibles, copays, and coinsurance percentages shown are amounts for which you're responsible.
Medical Benefits apply after the calendar-year deductible is met unless otherwise noted, or if the cost share is a copay.

MEDICAL PLAN

QHDHP: $1,750/20%/$5,000/DED.COINS - HERITAGE

MEDICAL COST SHARE OPTIONS

Individual Deductible Per Calendar Year (PCY) (Family deductible 2X Individual)

$1,750 PCY/$3,500 PCY

$3,000 PCY/$6,000 PCY

Coinsurance (Member's percentage of costs after deductible based on allowable charges)

20%

50%

Individual Out-of-Pocket Maximum (OOP) PCY, includes deductible, coinsurance, copay and

pharmacy if applicable (Family embedded OOP max 2X Individual)

$5,000 PCY

Not applicable

Office Visit Cost Share

In-network deductible, then 20%

Out-of-network deductible, then 50%

PREVENTIVE CARE OPTIONS AND HEALTH EDUCATION

Preventive Office Visit (Unlimited)

Covered in full

Not covered

Vaccinations (Unlimited)

Covered in full

Not covered

Health Education (HE) (Unlimited)

Covered in full

Not covered

Nicotine Dependency Programs (ND) (Unlimited)

Covered in full

Not covered

Diabetes Health Education (DE) (Unlimited)

Covered in full

Not covered

PROFESSIONAL CARE

Professional Office Visit

In-network deductible, then 20%

Out-of-network deductible, then 50%

Maternity; Prenatal Care

Covered in full

Out-of-network deductible, then 50%

Inpatient Professional Services

In-network deductible, then 20%

Out-of-network deductible, then 50%

Contraceptive Management Services (Unlimited)

Covered in full

Out-of-network deductible, then 50%

DIAGNOSTIC SERVICE OPTIONS

Preventive Professional Diagnostic Imaging and Laboratory Services - Including
Mammogram and PAP/PSA

Covered in full

Out-of-network deductible, then 50%

Other Professional Diagnostic Imaging

In-network deductible, then 20%

Out-of-network deductible, then 50%

Other Professional Diagnostic Laboratory/Pathology

In-network deductible, then 20%

Out-of-network deductible, then 50%

Diagnostic Mammography

In-network deductible, then 20%

Out-of-network deductible, then 50%

FACILITY CARE OPTIONS

Inpatient Facility

In-network deductible, then 20%

Out-of-network deductible, then 50%

Outpatient Surgery Facility

In-network deductible, then 20%

Out-of-network deductible, then 50%

Hospice Inpatient Facility (10 days inpatient; within the 6 month lifetime maximum)

In-network deductible, then 20%

Out-of-network deductible, then 50%

EMERGENCY CARE AND TRANSPORTATION OPTION

Emergency Care (If applicable, waive copay if admitted to inpatient facility)

In-network deductible, then 20%

In-network deductible, then 20%

Emergency Room Physician

In-network deductible, then 20%

In-network deductible, then 20%

Urgent Care Center

In-network deductible, then 20%

Out-of-network deductible, then 50%
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QHDHP: $1,750/20%/$5,000/DED.COINS - HERITAGE

Ambulance Transportation (Unlimited)

In-network deductible, then 20%

In-network deductible then 20%

Air Ambulance (Unlimited)

In-network deductible, then 20%

In-network deductible then 20%

OTHER SERVICES

Allergy/Therapeutic Injections

In-network deductible, then 20%

Out-of-network deductible, then 50%

Mental Health Inpatient Facility Care (Unlimited)

In-network deductible, then 20%

Out-of-network deductible, then 50%

Mental Health Outpatient Professional Care (Unlimited)

In-network deductible, then 20%

Out-of-network deductible, then 50%

Chemical Dependency Inpatient Facility Care (Unlimited)

In-network deductible, then 20%

Out-of-network deductible, then 50%

Chemical Dependency Outpatient Professional Care (Unlimited)

In-network deductible, then 20%

Out-of-network deductible, then 50%

Rehab Inpatient Facility (30 days PCY)

In-network deductible, then 20%

Out-of-network deductible, then 50%

Rehab Outpatient Care, Including Physical, Occupational, Speech and Massage Therapy (15
visits PCY)

In-network deductible, then 20%

Out-of-network deductible, then 50%

Rehab Outpatient Care Chronic Conditions, Including Cardiac, Pulmonary Rehab, Chronic
Pain and Cancer

In-network deductible, then 20%

Out-of-network deductible, then 50%

Medical Supplies, Equipment, Prosthetics (MS: Unlimited, ME: Unlimited, Pro: Unlimited)

In-network deductible, then 20%

Out-of-network deductible, then 50%

Foot Orthotics, Orthopedic Shoes and Accessories ($300 PCY (Unlimited Diabetes Related))

In-network deductible, then 20%

Out-of-network deductible, then 50%

Home Health Visits (130 visits PCY)

In-network deductible, then 20%

Out-of-network deductible, then 50%

Hospice Care (Hospice Home Visits: Unlimited; Respite: 240 hours; within the 6 month
lifetime maximum)

In-network deductible, then 20%

Out-of-network deductible, then 50%

TMJ (Temporomandibular Joint Disorders) (Unlimited (Medical and Dental services -
Medical and Dental cost shares based on type of service))

Covered as any other service

Covered as any other service

ALTERNATIVE CARE

Manipulations (Spinal and other) (12 visits PCY)

In-network deductible, then 20%

Out-of-network deductible, then 50%

Acupuncture (12 visits PCY)

In-network deductible, then 20%

Out-of-network deductible, then 50%

ANNUAL PLAN MAXIMUM

Annual Plan Maximum Unlimited Unlimited
PRESCRIPTION DRUGS

. Open A1 Open A1
Drug List No Tiers No Tiers

Prescription Drugs - Retail (Specific preventive drugs and legend
Retail: 30-day supply/Mail: 90-day supply/Specialty: 30-day supply)

In-network deductible, then 20%

In-network deductible, then 20%

Prescription Drugs - Mail (Specific preventive drugs and legend
Retail: 30-day supply/Mail: 90-day supply/Specialty: 30-day supply)

In-network deductible, then 20%

Not covered

Specialty Pharmacy (Mandatory)

In-network deductible, then 20%

Not covered

SYMETRA LIFE AND AD&D INSURANCE

$25,000 Term Life and AD&D for employee only

Copays are not subject to the deductible unless otherwise noted.

Pre-approval is required for many services to be covered. For more information please refer to your benefit booklet.
PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross. Members are responsible for amounts in excess of the allowable

charge.

This is not a complete explanation of covered services, exclusions, limitations, reductions or the terms under which the program may be continued in force. This benefit highlights is
not a contract. For full coverage provisions, including a description of waiting periods, limitations and exclusions please contact Customer Service.
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Choosing a qualified
high deductible health plan

A LITTLE RESEARCH GOES A LONG WAY TOWARD SMART PLAN SELECTION

Understand what it is

A qualified high deductible plan
(QHDHP) is designed to work
with a Health Savings Account
(HSA), which can provide tax-wise
advantages for you.

+ The HSA is designed to help
you save for healthcare
expenses tax-free.

+ Funds can be used to pay for
IRS—approved non—taxed
medical expenses.

+ Your money grows tax—free.
The money is always yours.
It rolls over from year to year
and you take it with you if you
change jobs.

-+ Consult your tax advisor to
determine the tax implications
of participating in an HSA.

Ask yourself these 2 questions

- Are you able to pay 100 percent

of your healthcare costs until
your deductible is met?

- If you cover any dependents,
benefits do not begin until
your family deductible is met.

- What are your annual

healthcare expenses?

- Review your claims
information and spending
activity from the previous
calendar year.

- Include any elective services
planned in the next calendar
year, such as surgeries or
maternity care.
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Take note

+ To enroll on this plan, you

cannot have any other active
coverage, or be a dependent on
any other coverage.

« There is no deductible

carryover. That means
deductible expenses you incur
in the last two months of a
calendar year will not apply

to the next calendar year's
deductible.



Four tips to
prepare for a
doctor visit

YOU'RE BUSY. AND YOUR DOCTOR IS, TOO. HERE'S HOW YOU CAN
MAKE THE MOST OUT OF YOUR TIME TOGETHER.

Write it down
e Your questions
e Your medications
e Your allergies

Be specific
e How long you've had symptoms and how severe they are
e What you've done to treat your condition

Prioritize
e Time may be limited, so focus on what prompted you to make an
appointment
e Consider saving general health questions for a wellness checkup
e If you need a procedure, testing, or referral, ask what's covered and if
pre-approvals are required
Tip:
Be candid with your doctor. Since you only have a few minutes together, it
helps to be direct and forthcoming.
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See how much you
can save with your
health plan

SPENDING ACTIVITY REPORT

When you are a Premera customer, the Spending Activity Report makes it easy
for you to understand what's happening with the healthcare dollars you spend.

This online tool at premera.com shows dollar amounts and charts that put
your healthcare spending into perspective.

You can create a report for the time period and family member you choose.
The results display a summary of your healthcare activity, including

e Amount billed e Discount information
e Amount paid by your health e Your payment responsibility
plan e Amount you saved

Want to view your costs by service, such as office visits, exams and
screenings, or vaccinations? The report can quickly generate that information,
too! And you can download the information as a spreadsheet.

To use the Spending Activity Report, you need to log in to your secure member
account on premera.com.

36



PREMERA |

An Independent Licensee of the Blue Cross Blue Shield Association

Discrimination is Against the Law

Premera Blue Cross complies with applicable Federal civil rights laws and
does not discriminate on the basis of race, color, national origin, age,
disability, or sex. Premera does not exclude people or treat them differently
because of race, color, national origin, age, disability or sex.

Premera:

e Provides free aids and services to people with disabilities to communicate
effectively with us, such as:
¢ Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible

electronic formats, other formats)

e Provides free language services to people whose primary language is not
English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, contact the Civil Rights Coordinator.

If you believe that Premera has failed to provide these services or
discriminated in another way on the basis of race, color, national origin, age,
disability, or sex, you can file a grievance with:

Civil Rights Coordinator - Complaints and Appeals

PO Box 91102, Seattle, WA 98111

Toll free 855-332-4535, Fax 425-918-5592, TTY 800-842-5357

Email AppealsDepartmentinquiries@Premera.com

You can file a grievance in person or by mail, fax, or email. If you need help
filing a grievance, the Civil Rights Coordinator is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health
and Human Services, Office for Civil Rights, electronically through the
Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services

200 Independence Avenue SW, Room 509F, HHH Building

Washington, D.C. 20201, 1-800-368-1019, 800-537-7697 (TDD)
Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

Getting Help in Other Languages

This Notice has Important Information. This notice may have important
information about your application or coverage through Premera Blue
Cross. There may be key dates in this notice. You may need to take action
by certain deadlines to keep your health coverage or help with costs. You
have the right to get this information and help in your language at no cost.
Call 800-722-1471 (TTY: 800-842-5357).

k7145 (Amharic):

2V TINFOEL AdAL 9Pl LHA: LU T3 0EL (A TlavahFP @eg® ¢ Premera Blue
Cross 1147 AdAL a0L8 NS eFAA: (HY T0FOEP AT AT PTT T4 2TFAN:
eMG77 14797 APNPG NANGLA hCSF ATITTH NHO-OF PLE 120F ACIPF Pd-0L:
L10PF LUPGA: LUT 0028 W18.9TT AG AP hef (RTRP hCAT W19LTT av(IT
AP rz0ndh ¢1C 800-722-1471 (TTY: 800-842-5357) L@ =

442 (Arabic):

S Gl agads age Gloslee JBY) 18 soa 3 Aald Glasles lad¥) 1B s ga
dega g ) 5 Hlia (<3 5 Premera Blue Cross JMA (xe ledle J seanl) a5 ) dabasil)
sacladl) 5l dunaall clias o Jaliall A o ) 55 8 ol ya) JATY a3 5 a2yl 138 b
J) A5 20 35 (55 il aeLuadl s laslaall 038 o J puand) cll sl ads b
800-722-1471 (TTY: 800-842-5357)=

3T (Chinese):

REMNEEENAR . NEMTREHRAMREEIR Premera Blue Cross 123X/
BHERRENEEALR., AEMANTHREEZAE, CAEFTEASLEH
ZRMRIRTE, URETCHBRRRRRNEERGEN, CHEENREUENE
EBIAFRMEL, FBESE 800-722-1471 (TTY: 800-842-5357).,
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Oromoo (Cushite):

Beeksisni kun odeeffannoo barbaachisaa qaba. Beeksisti kun sagantaa
yookan karaa Premera Blue Cross tiin tajaajila keessan ilaalchisee
odeeffannoo barbaachisaa gabaachuu danda’a. Guyyaawwan murteessaa
ta’an beeksisa kana keessatti ilaalaa. Tarii kaffaltidhaan deeggaramuuf
yookan tajaajila fayyaa keessaniif guyyaa dhumaa irratti wanti raawwattan
jiraachuu danda’a. Kaffaltii irraa bilisa haala ta’een afaan keessaniin
odeeffannoo argachuu fi deeggarsa argachuuf mirga ni gabaattu.
Lakkoofsa bilbilaa 800-722-1471 (TTY: 800-842-5357) tii bilbilaa.

Francais (French):

Cet avis a d'importantes informations. Cet avis peut avoir d'importantes
informations sur votre demande ou la couverture par l'intermédiaire de
Premera Blue Cross. Le présent avis peut contenir des dates clés. Vous
devrez peut-étre prendre des mesures par certains délais pour maintenir
votre couverture de santé ou d'aide avec les colts. Vous avez le droit
d'obtenir cette information et de I'aide dans votre langue a aucun codt.
Appelez le 800-722-1471 (TTY: 800-842-5357).

Kreyol ayisyen (Creole):

Avi sila a gen Enfomasyon Enpotan ladann. Avi sila a kapab genyen
enfomasyon enpotan konsenan aplikasyon w lan oswa konsénan kouveti
asirans lan atravé Premera Blue Cross. Kapab genyen dat ki enpotan nan
avi sila a. Ou ka gen pou pran kek aksyon avan séten dat limit pou ka
kenbe kouveéti asirans sante w la oswa pou yo ka ede w avék depans yo.
Se dwa w pou resevwa enfomasyon sa a ak asistans nan lang ou pale a,
san ou pa gen pou peye pou sa. Rele nan 800-722-1471

(TTY: 800-842-5357).

Deutsche (German):

Diese Benachrichtigung enthilt wichtige Informationen. Diese
Benachrichtigung enthalt unter Umstanden wichtige Informationen
bezuglich Ihres Antrags auf Krankenversicherungsschutz durch Premera
Blue Cross. Suchen Sie nach eventuellen wichtigen Terminen in dieser
Benachrichtigung. Sie kénnten bis zu bestimmten Stichtagen handeln
mussen, um lhren Krankenversicherungsschutz oder Hilfe mit den Kosten
zu behalten. Sie haben das Recht, kostenlose Hilfe und Informationen in
Ihrer Sprache zu erhalten. Rufen Sie an unter 800-722-1471

(TTY: 800-842-5357).

Hmoob (Hmong):

Tsab ntawv tshaj xo no muaj cov ntshiab lus tseem ceeb. Tej zaum
tsab ntawv tshaj xo no muaj cov ntsiab lus tseem ceeb txog koj daim ntawv
thov kev pab los yog koj ghov kev pab cuam los ntawm Premera Blue
Cross. Tej zaum muaj cov hnub tseem ceeb uas sau rau hauv daim ntawv
no. Tej zaum koj kuj yuav tau ua gee yam uas peb kom koj ua tsis pub
dhau cov caij nyoog uas teev tseg rau hauv daim ntawv no mas koj thiaj
yuav tau txais kev pab cuam kho mob los yog kev pab them tej ngi kho mob
ntawd. Koj muaj cai kom lawv muab cov ntshiab lus no uas tau muab sau
ua koj hom lus pub dawb rau koj. Hu rau 800-722-1471

(TTY: 800-842-5357).

lloko (llocano):

Daytoy a Pakdaar ket naglaon iti Napateg nga Impormasion. Daytoy a
pakdaar mabalin nga adda ket naglaon iti napateg nga impormasion
maipanggep iti apliksayonyo wenno coverage babaen iti Premera Blue
Cross. Daytoy ket mabalin dagiti importante a petsa iti daytoy a pakdaar.
Mabalin nga adda rumbeng nga aramidenyo nga addang sakbay dagiti
partikular a naituding nga aldaw tapno mapagtalinaedyo ti coverage ti
salun-atyo wenno tulong kadagiti gastos. Adda karbenganyo a mangala iti
daytoy nga impormasion ken tulong iti bukodyo a pagsasao nga awan ti
bayadanyo. Tumawag iti numero nga 800-722-1471 (TTY: 800-842-5357).

Italiano (Italian):

Questo avviso contiene informazioni importanti. Questo avviso pud contenere
informazioni importanti sulla tua domanda o copertura attraverso Premera
Blue Cross. Potrebbero esserci date chiave in questo avviso. Potrebbe
essere necessario un tuo intervento entro una scadenza determinata per
consentirti di mantenere la tua copertura o sovvenzione. Hai il diritto di
ottenere queste informazioni e assistenza nella tua lingua gratuitamente.
Chiama 800-722-1471 (TTY: 800-842-5357).



HA}E (Japanese):

COBEAMBIEELIFRNS TR TET . ZOFEHIZIE. Premera Blue
Cross DHEFIEMESRICET 2EZLERIET T TV IHELH
YET, COBRICEHE SN TVWSARESENAHIEELB{TE CHRLE
T\, BERBROEHYR— b E#HEBETHICE. HEOHBETICITHZ
BMoBITNIEELBWNMEENHYET, CHEDEEICKIEREYR—
FAVER TR SN E T, 800-722-1471 (TTY: 800-842-5357)F CTHEE
{EEW,

&=0{ (Korean):

2 SXAMlle SRS 32 S0l JASLICL = 0l SX M= Hote A=l
25t0f 1210 Premera Blue Cross & S8 HH2IXI0l 28t HE2E
EZEoHD U2 = USLILH 2 SAAU= HA0| &= EME0 U2 =
UASLICH Hots Hotel A2 HHEIXIE HS |RGHHL HIES #2610
FIoHM LS OFZ LMK XIS FHoHOFE 2RIt US &= USLICH
otz Olefst 2% S22 Aot U Z HIE R8I0l 22 = U=
A2l ot UASLICH 800-722-1471 (TTY: 800-842-5357) & &M 3Iot A Al 2.

290 (Lao):

CCH9NIVDD2HVFIHV. (C99NIVLDI0AED2NVIITLRIOTLAHISBYTE
oIN B 9008 LOHDYUEHLIWES9UIIVE@IV Premera Blue Cross. 9109 D
SVHFHLMWCCFINIVY. WIVBINrHCTBEIBYAICDVNIVCIILHNTO
(027TLWICWBSNIIN0IVE VOBV VI2WIV B HOIWFoBCHDCID9
enlgmIwgeguils. twdSoldsuaynd wat norvgoscdacivwIsn
2o9uinlosticges. wilvms 800-722-1471 (TTY: 800-842-5357).

Manizd (Khmer):

iwsAysSaiisimsOdmsuntass woAgssaims:;uinm
hesAgmsunresHAsERIvUUUS yrmiiuiungsaemgin:
Premera Blue Cross 4 [UINIIUMENS MUUTNG SIS SISISHIuGESS
20Aimis e gRUTNUSMEIFIUTNMUEEMN 2OAMNSIg AT
SIS 18g]SHIRpS/AMISINUIRSMNIUIES YonsaSSuwismigy
gRmsisguridmsis: SusguisinmMaIUERIENUSSHY
S Y gIain) 800-722-1471 (TTY: 800-842-5357)

Ut (Punjabi):

fan &fen feo uH Arearat 3. 77 &fer feg Premera Blue Cross @8 3773t
FEIA W3 wIH TS HIFTYTS et I IS I . foR SfrA AT wH 39hr
J AR I%. Add A ARY3 Sead fSuel I2 A 6F < 8413 Afdg Hee ©
fogd I 3t IT% izH I I UfIs S5 A I gaT & 83 I el 9,398
He3 R 3 vt 991 198 Feardt W3 Hee YUS 396 e Witaa 3 3%
800-722-1471 (TTY: 800-842-5357).

)8 (Farsi):

o ol aae e Sl (5 5l Cand (Sian apedle ) (. 28l aga e Sl (5 ska asadle] (o
% pee 8B &l 45 23l Premera Blue Cross Gk i el ) 4y (il by 5 Lal
A3 a1 0 S U o Aaw g a5l o) San Ladk, dulal 4a 5 dsedle) (o
G Led, 2l 483 zliia) oald la IS Gl (6l gy (adilie gla )l 40 OB e sla
S (51 alas il o GBI s g 58 i) 1) S 5 e Sl ol 4S a1
A (800-842-5357 o kel (ol TTY o) 2 JS) 800-722-1471 o ol | e Wbl
et A

Polskie (Polish):

To ogloszenie moze zawiera¢ wazne informacje. To ogtoszenie moze
zawiera¢ wazne informacje odno$nie Panstwa wniosku lub zakresu
$wiadczen poprzez Premera Blue Cross. Prosimy zwrécic uwage na
kluczowe daty, ktére mogg by¢ zawarte w tym ogtoszeniu aby nie
przekroczy¢ termindw w przypadku utrzymania polisy ubezpieczeniowej lub
pomocy zwigzanej z kosztami. Macie Panstwo prawo do bezptatnej
informacji we wtasnym jezyku. Zadzworncie pod 800-722-1471

(TTY: 800-842-5357).

Portugués (Portuguese):

Este aviso contém informagdes importantes. Este aviso podera conter
informagdes importantes a respeito de sua aplicagdo ou cobertura por meio
do Premera Blue Cross. Poderao existir datas importantes neste aviso.
Talvez seja necessario que vocé tome providéncias dentro de
determinados prazos para manter sua cobertura de satde ou ajuda de
custos. Vocé tem o direito de obter esta informacéo e ajuda em seu idioma
e sem custos. Ligue para 800-722-1471 (TTY: 800-842-5357).
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Romaéana (Romanian):

Prezenta notificare contine informatii importante. Aceasta notificare
poate contine informatii importante privind cererea sau acoperirea asigurarii
dumneavoastre de sanatate prin Premera Blue Cross. Pot exista date cheie
n aceasta notificare. Este posibil sa fie nevoie sa actionati pana la anumite
termene limita pentru a va mentine acoperirea asigurarii de sanatate sau
asistenta privitoare la costuri. Aveti dreptul de a obtine gratuit aceste
informatii si ajutor in limba dumneavoastra. Sunati la 800-722-1471

(TTY: 800-842-5357).

Pycckuii (Russian):

HacTosiiee yBegomMneHve coaepXxut BaxHyro MHopmaumio. 31o
yBeJOMIEHNE MOXET cofepaTb BaXHY0 MHCOPMaLMIO O BaLLeM
3asBEHNM UM CTPaxoBOM MOKpbITUM Yepe3 Premera Blue Cross. B
HacTosLLeM yBeOMIIeHN MOryT ObITb yKa3aHbl krtodeBble AaTkl. Bam,
BO3MOXHO, NOTpebyeTCst NPUHATL Mepbl K onpeAeneHHbIM npegesibHbIM
CpoKaM [t COXpaHEeHWsi CTPaxoBOro MOKPbITUS UMM MOMOLLM C pacxogamu.
Bbl uMeeTe npaBo Ha GecnnatHoe nonyyeHne aTon MHpopMaLmum n
NnomoLLb Ha BalleM si3blke. 3BoHUTE no TenedoHy 800-722-1471

(TTY: 800-842-5357).

Fa’asamoa (Samoan):

Atonu ua iai i lenei fa’asilasilaga ni fa’amatalaga e sili ona taua e tatau
ona e malamalamai i ai. O lenei fa’asilasilaga o se fesoasoani e fa’amatala
atili i ai i le tulaga o le polokalame, Premera Blue Cross, ua e tau fia maua
atu i ai. Fa’amolemole, ia e iloilo fa’alelei i aso fa’apitoa olo’o iai i lenei
fa’asilasilaga taua. Masalo o le’a iai ni feau e tatau ona e faia ao le’i aulia le
aso ua ta'ua i lenei fa’asilasilaga ina ia e iai pea ma maua fesoasoani mai ai
i le polokalame a le Malo olo’o e iai i ai. Olo’o iai iate oe le aia tatau e maua
atu i lenei fa’asilasilaga ma lenei fa'matalaga i legagana e te malamalama i
ai aunoa ma se togiga tupe. Vili atu i le telefoni 800-722-1471

(TTY: 800-842-5357).

Espaiiol (Spanish):

Este Aviso contiene informacién importante. Es posible que este aviso
contenga informacién importante acerca de su solicitud o cobertura a
través de Premera Blue Cross. Es posible que haya fechas clave en este
aviso. Es posible que deba tomar alguna medida antes de determinadas
fechas para mantener su cobertura médica o ayuda con los costos. Usted
tiene derecho a recibir esta informacion y ayuda en su idioma sin costo
alguno. Llame al 800-722-1471 (TTY: 800-842-5357).

Tagalog (Tagalog):

Ang Paunawa na ito ay naglalaman ng mahalagang impormasyon. Ang
paunawa na ito ay maaaring naglalaman ng mahalagang impormasyon
tungkol sa iyong aplikasyon o pagsakop sa pamamagitan ng Premera Blue
Cross. Maaaring may mga mahalagang petsa dito sa paunawa. Maaring
mangailangan ka na magsagawa ng hakbang sa ilang mga itinakdang
panahon upang mapanatili ang iyong pagsakop sa kalusugan o tulong na
walang gastos. May karapatan ka na makakuha ng ganitong impormasyon
at tulong sa iyong wika ng walang gastos. Tumawag sa 800-722-1471
(TTY: 800-842-5357).

e (Thai):
das o o T P . a .

dsrmatidfeyaddty dsenialienalfiesaiidrAnynesiunmsmsaiasiteasuintlseiv

i a0 g v
qunnaeepil Premera Blue Cross uazaaiinmnnislusenail aeiaazbies
sdunsmeluimunsrazaiuiueuiveasfnmmsdssiugunnaesnanisanistoamaei
Saw dm ad rws x o = 0w
feliiane Auianinaglfiudeyauaranudaavaeiilunmeasnnlngifian14ene e
800-722-1471 (TTY: 800-842-5357)

YkpaiHcbkui (Ukrainian):

Lle noBigoMneHHA MicTUTL BaxnuBy iHdopmauito. Lie nosigomneHHs
MOXe MICTUTV BaXxnuBy iHcpopmalLito npo Balle 3BepHeHHs Wwoao
CTpaxyBanbHOro nokputTs Yepes Premera Blue Cross. 3BepHiTb yBary Ha
KIMIOYOBI AT, SiKi MOXYTb ByTV BKasaHi y LibOMY NOBifOMIMEHHi. IcHye
iMOBIpHiCTb Toro, Lo Bam Tpe6a Byae 3AiCHUTU NEeBHi KPOKM Y KOHKPETHI
KiHL,eBi CTPOKM Ans Toro, wob 36epertv Balwe meanyHe ctpaxyBaHHsa abo
oTpumaTu chiHaHcoBy Aonomory. Y Bac € npaBo Ha OTpUMaHHs L€l
iHpopmaLii Ta gonomorn 6e3kowToBHO Ha Bawwil pigHii moBi. [13BOHITh 3a
Homepom TenedpoHy 800-722-1471 (TTY: 800-842-5357).

Tiéng Viét (Vietnamese):

Théng bao nay cung cép théng tin quan trong. Théng bao nay cé théng
tin quan trong vé don xin tham gia hoéc hop dong bao hiém clia quy vi qua
chwong trinh Premera Blue Cross. Xin xem ngay quan trong trong théng
bao nay. Quy vi c6 thé phai thwc hién theo thong bao dung trong thoi han
dé duy tri béo hiém strc khde hodc dwoc tror gitip thém vé chi phi. Quy vi c6
quyen duoc biét thong tin nay va duoc tro gidp béng ngdn ngtr ctia minh
mién phi. Xin goi s6 800-722-1471 (TTY: 800-842-5357).



Glossary

Helpful definitions

Allowable charge The maximum amount Premera will pay
for a covered service or supply.

Calendar year A 12-month period, running from January 1
through December 31, when medical expenses are incurred
that count toward specific annual benefit maximums (dollar
and/or visits), limitations, deductibles, and out-of-pocket
maximumes.

Coinsurance The percentage of a covered service you pay
after your deductible is met and continue to pay until your
out-of-pocket maximum is met.

Copay The fixed dollar amount you pay each time you use
certain services until your out-of-pocket maximum is met.

Deductible The amount you pay each calendar year before
your plan starts to pay benefits toward certain services.

Deductible carryover Deductible expenses you

incur in the last two months of a calendar year

will be applied toward or “carried over” to the next calendar
year's deductible. Note: The Qualified High Deductible
Health Plan does not have a deductible carryover provision.

Network The network determines which doctors, hospitals,
and other healthcare providers are covered at your plan's
in-network benefit level.

Out-of-pocket maximum The maximum amount you pay
out of your own pocket for medical and/or prescription drug
copays, deductible, and coinsurance in a calendar year.

Plan year The 12-month period in which new plan
selections, benefits, and rates are contracted, running from
November 1 through October 31.

Pre-approval A pre-service review to determine that a
medical, rehabilitative service, or prescription drug is
covered by your benefit plan.
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Understanding the difference between Plan Year
and Calendar Year

Plan Year (or renewal) starts on November 1 and runs
through October 31. This is when all rate and/or renewal
benefit changes start.

Calendar Year starts on January 1 and runs through
December 31. All visit limitations, deductibles, and
out-of-pocket maximums are reset on January 1,

with the exception of any deductible carryover amount
credited to you.



Your quick guide

HOW TO GET THE MOST OUT OF YOUR PREMERA HEALTH PLAN

Keep this information handy

Once your plan year begins, these resources are the link to many of your benefits.

Create an account at premera.com

On the premera.com homepage, click Log In in the
upper-right corner and then select Create Account.
When you sign into your account, you can:

- View claims

-+ Find a doctor

- Compare estimated treatment prices

- See discounts

- Manage and order your prescriptions

+ Check out health and wellness resources
Customer Service for the

Premera Education Program

This is a dedicated line for enrollees
and eligible dependents.
855-756-0798

24-Hour NurselLine
800-841-8343

An Independent Licensee of the Blue Cross Blue Shield Association

Teladoc®

Set up an account as soon as possible so

you'll be able to use virtual care when you need it.
855-332-4059

teladoc.com/premera

Health assessment

To take the assessment, sign into your account
on premera.com. Select Stay Healthy, Wellness
Tools, and Start Wellness Tools.

Lifestyle guidance resources

844-862-0898

800-687-0353 (TTY)
guidanceresources.com (Register with
Organization Web ID: premerawellness)
GuidanceResources® Now (mobile app)
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