Summary of Benefits and Coverage: What This Plan Covers & What You Pay for Covered Services
Network Blue® New England $250 Deductible with HCCS

Coverage Period: on or after 07/01/2018

City of Brockton ~ Coverage for: Individual and Family | Plan Type: Managed Tiered

8

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share
the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is only a

summary. For more information about your coverage, or to get a copy of the complete terms of coverage, see http://www.brockton.ma.us/.
For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the
Glossary. You can view the Glossary at www.bluecrossma.com/sbeglossary or call 1-800-932-8323 to request a copy.

Important Questions

1

What is the overall

Answers

$250 member / $500 family.

Why This Matters:

Generally, you must pay all of the costs from providers up to the deductible amount before this plan
begins to pay. If you have other family members on the plan, each family member must meet their own

f deductible? individual deductible until the total amount of deductible expenses paid by all family members meets the
* overall family deductible.

{ A et S Zaersé P:Z\;i:']itl\tliir?zz’% [;renatal This plan covers some items and services even if you haven't yet met the deductible amount. But a

\ A5 P o copayment or coinsurance may apply. For example, this plan covers certain preventive services without
ol Dol e el e e e o cost sharing and before you meet your deductible. See a list of covered preventive services at

| your deductible? visits, mental health visits, and _g y your, geaictv’e. ;

; G i https://www.healthcare.gov/coverage/preventive-care-benefits/.

therapy visits.

' Are there other

' deductibles for specific
' services?

No.

You don’t have to meet deductibles for specific services.

limit for this plan?

' What is the out-of-pocket

For medical benefits, $1,200
member / $2,400 family; and for
prescription drug benefits, $5,400
member / $10,800 family.

The out-of-pocket limit is the most you could pay in a year for covered services. If you have other family
members in this plan, they have to meet their own out-of-pocket limits until the overall family out-of-
pocket limit has been met.

What is not included in
the out-of-pocket limit?

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

Even though you pay these expenses, they don't count toward the out-of-pocket limit.
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i Will you pay less if you
| use a network provider?

Yes. See

| www.bluecrossma.com/findadoct

or or call 1-800-821-1388 for a list

This plan uses a provider network. You will pay less if you use a provider in the plan's network. You will
pay the most if you use an out-of-network provider, and you might receive a bill from a provider for the
difference between the provider's charge and what your plan pays (balance billing). Be aware, your
network provider might use an out-of-network provider for some services (such as lab work). Check with

of network providers. . . :
1 your provider before you get services.
' Do you need a referral to e This plan will pay some or all of the costs to see a specialist for covered services but only if you have a

 see a specialist?

referral before you see the specialist.

Blue Cross Blue Shield of \ Licensee of the Blue Cross and Blue Shield Association

ts is an Independ
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44, All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common

Medical Event

Services You May Need

What You Will Pay

In-Network
(You will pay the
least)

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

Limitations, Exceptions, & Other
Important Information

non-preferred)

rimary care visit to treat an injury or iliness $20 / visit Not covered None
Specialist visit | $25 / visit; $20 / Not covered None
=peuidist chiropractor visit
If you visit a health care GYN exam limited to one exam per
provider’s office or clinic calendar year. You may have to pay
: Sy 0 for services that aren't preventive. Ask
Preventive care/screening/immunization No charge Not covered W )
your provider if the services needed
are preventive. Then check what your
plan will pay for.
Diagnostic test (x-ray, blood work) No charge Not covered Deductible applies first
Deductible applies first; copayment
ifvonihave aitost applies per ca_tegory of test / day;
e Imaging (CT/PET scans, MRIs) $100 Not covered copayment limited to $375 per
calendar year; pre-authorization
required for certain services
$10 / retail supply or
Generic drugs ~ $20 / mail service Not covered
supply Up to 30-day retail (90-day mail
If gﬁ)rq I?:eesdsdr::gs tg.:_reat $25 / retail supply or service) supply; cost share may be
XII . ¢ °t. T b' 'ot" Preferred brand drugs $50 / mail service Not covered waived for certain covered drugs and
i W kel : supply supplies; pre-authorization required for
prescription drug coverage ) :
s $45 / retail supply or certain drugs
is available at N terred brand d $90 / mail servi Not g
www.bluecrossma.com/med on-preferred brand drugs mail service ot covere
oot supply
ications ) : .
Applicable cost share When obtained from a designated
Specialty drugs (generic, preferred, Not covered specialty pharmacy; pre-authorization

required for certain drugs
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Common
Medical Event

Services You May Need

What You Will Pay

In-Network
(You will pay the

Out-of-Network
(You will pay the

Limitations, Exceptions, & Other
Important Information

least)

most)

Deductible applies first; pre-

Facility fee (e.g., ambulatory surgery center) $150 / admission Not covered authorization required for certain
If you have outpatient services
surgery Deductible applies first; pre-
Physician/surgeon fees No charge Not covered authorization required for certain
services
Emergency room care $100 / visit $100 / visit Copaygent walveq anmitied o for
i di diat observation stay
yeuneEmnmecids Emergency medical transportation No charge No charge Deductible applies first
medical attention i
Urgenticate $25 / visit $25 / visit Out-of-network coverage limited to out
£rgent care of service area
$150 / admission; . . :
Facility fee (e.g., hospital room) $450 / admission for Not covered Degﬁ'g:;:gggiz ﬁl:?rtégre-
If you have a hospital stay certain hospitals g
. , Deductible applies first; pre-
Physician/surgeon fees No charge Not covered authorization required
. ! i Pre-authorization required for certain
If you need mental health, Outpatient services $20 / visit Not covered § i
behavioral health, or $150 / admission; Deductible applies first; pre-
substance abuse services | Inpatient services $450 / admission for Not covered authorization required for certain
certain hospitals services
Office visits No charge Not covered Deductible applies first except for
Childbirth/delivery professional services No charge Not covered prenatal care; cost sharing does not
If you are pregnant $180/ Admission: apply for preventive services;
: maternity care may include tests and
Childbirth/delivery facility services $450 / admission for Not covered i b

certain hospitals

services described elsewhere in the
SBC (i.e. ultrasound)
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What You Will Pay

Common Setviase YoulayiNesa In-Network Out-of-Network Limitations, Exceptions, & Other

Medical Event (You will pay the (You will pay the Important Information
least) most)

Deductible applies first; pre-
authorization required
Limited to 60 visits per calendar year
: (other than for autism, home health
Rehabilitation services $20 / visit Not covered care, and speech therapy); pre-
authorization required for certain
- services
Rehabilitation therapy coverage limits
. apply; cost share and coverage limits
Habilitation services $20 / visit Not covered waived for early intervention services
for eligible children; pre-authorization
required for certain services
Deductible applies first; limited to 100
Skilled nursing care No charge Not covered days per calendar year; pre-
authorization required
Deductible applies first; cost share

Home health care No charge Not covered

If you need help recovering
or have other special health
needs

. . o
Durable medical equipment 20% coinsurance Not covered waived for one breast pump per birth
Deductible applies first; pre-
Hospice services No charge Not covered authorization required for certain
: services
Children’s eye exam No charge Not covered Limited to one exam every 24 months
If your child needs dental or Children's glasses Not covered Not covered o .None
eye care Limited to children under age 12
Children’s dental check-up No charge Not covered (every 6 months) and under age 18

with a cleft palate / cleft lip condition
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Excluded Services & Other Covered Services:
' Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

e Acupuncture e Dental care (Adult) e Non-emergency care when traveling outside the U.S.
e Children's glasses e |ong-term care e Private-duty nursing
o Cosmetic surgery

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

e Bariatric surgery e Infertility treatment e Weight loss programs ($150 per calendar year per '
e Chiropractic care e Routine eye care - adult (one exam every 24 policy) j
e Hearing aids ($2,000 per ear every 36 months months)

for members age 21 or younger) e Routine foot care (only for patients with systemic

circulatory disease)
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: the
U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform and the U.S. Department of Health and
Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov. Your state insurance department might also be able to help. If you are a Massachusetts resident, you can
contact the Massachusetts Division of Insurance at 1-877-563-4467 or www.mass.gov/doi. Other coverage options may be available to you too, including buying individual
insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596. For more
information about possibly buying individual coverage through a state exchange, you can contact your state’s marketplace, if applicable. If you are a Massachusetts resident,
contact the Massachusetts Health Connector by visiting www.mahealthconnector.org. For more information on your rights to continue your employer coverage, contact your
plan sponsor. (A plan sponsor is usually the member’s employer or organization that provides group health coverage to the member.)

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide
complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact the
Member Service number listed on your ID card or contact your plan sponsor. (A plan sponsor is usually the member’s employer or organization that provides group health
coverage to the member.)

Does this plan provide Minimum Essential Coverage? [Yes]

If you don’t have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax return unless you qualify for an exemption from the
requirement that you have health coverage for that month.

Does this plan meet the Minimum Value Standards? [Yes]
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Disclaimer: This document contains only a partial description of the benefits, limitations, exclusions and other provisions of this health care plan. It is not a policy. Itis a
general overview only. It does not provide all the details of this coverage, including benefits, exclusions and policy limitations. In the event there are discrepancies between
this document and the policy, the terms and conditions of the policy will govern.

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

“

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts
(deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might
pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby
(9 months of in-network prenatal care and a hospital

delivery)
mThe plan’s overall deductible $250
mDelivery fee copay $0
mFacility fee copay $150
mDiagnostic tests copay $0

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Managing Joe's Type 2 Diabetes

(a year of routine in-network care of a well-controlled

condition)
mThe plan’s overall deductible $250
m Specialist visit copay $25
mPrimary care visit copay $20
mDiagnostic tests copay $0

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Jacquie’s Simple Fracture

(in-network emergency room visit and follow-up care)

m The plan’s overall deductible $250
m Specialist visit copay $25
mEmergency room copay $100
mAmbulance services copay $0

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)

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

Total Example Cost ' $12,713  Total Example Cost | $7,389  Total Example Cost | $1,925
In this example, Peg would pay: In this example, Joe would pay: In this example, Jacquie would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $250 Deductibles $134 Deductibles $250
Copayments $166 Copayments $1,459 Copayments $210
Coinsurance $0 Coinsurance $0 Coinsurance $0
What isn't covered What isn't covered What isn't covered
Limits or exclusions $60 Limits or exclusions $55 Limits or exclusions $0
The total Peg would pay is $476 The total Joe would pay is $1,648 The total Jacquie would pay is $460

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

® Registered Marks of the Blue Cross and Blue Shield Association. © 2018 Blue Cross and Blue Shield of Massachusetts, Inc., and Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.

183025CE (3/18) 3CRB
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o MCC Compliance

This health plan meets Minimum Creditable Coverage Standards
v - for Massachusetts residents that went into effect January 1, 2014,
as part of the Massachusetts Health Care Reform Law.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross
and Blue Shield Association. © 2016 Blue Cross and Blue Shield of Massachusetts, Inc., and Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.

158485MB 55-0647 (2/16)



information About the Plan

This health plan option includes a tiered network feature called Hospital Choice
Cost Sharing. As a member in this plan, you will pay different levels of cost
share (such as copayments and coinsurance) for certain services depending
on the network general hospital you choose to furnish those covered services.
For most network general hospitals, you will pay the lowest cost sharing level.
However, if you receive certain covered services from some network general
hospitals, you pay the highest cost sharing level. A network general hospital’s
cost sharing level may change from time to time. Overall changes to add another
network general hospital to the highest cost sharing level will happen no more
than once each calendar year. For help in finding a network general hospital
for which you pay the lowest cost sharing level, check the most current provider
directory for your health plan option or visit the online provider search tool at
www.bluecrossma.com/hospitalchoice. Then click on the Planning Guide
link on the left navigation to download a printable network hospital list or to
access the provider search page.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross
and Blue Shield Association. © 2016 Blue Cross and Blue Shield of Massachusetts, Inc., and Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
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; | Nondiscrimination Notice

Blue Cross Blue Shield of Massachusetts complies with applicable federal civil
rights laws and does not discriminate on the basis of race, color, national origin,
age, disability, sex, sexual orientation, or gender identity. It does not exclude
people or treat them differently because of race, color, national origin, age,
disability, sex, sexual orientation, or gender identity.

Blue Cross Blue Shield of Massachusetis provides:

* Free aids and services to people with disabilities to communicate effectively
with us, such as qualified sign language interpreters and written information in
other formats (large print or other formats).

® Free language services to people whose primary language is not English, such
as qualified interpreters and information written in other languages.

If you need these services, call Member Service at the number on your ID card.

If you believe that Blue Cross Blue Shield of Massachusetts has failed to provide
these services or discriminated in another way on the basis of race, color, national
origin, age, disability, sex, sexual orientation, or gender identity, you can file a
grievance with the Civil Rights Coordinator by mail at Civil Rights Coordinator,
Blue Cross Blue Shield of Massachusetts, One Enterprise Drive, Quincy, MA
02171-2126; phone at 1-800-472-2689 (TTY: 711); fax at 1-617-246-3616; or
email at civilrightscoordinator@bcbsma.com.

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, online at ocrportal.hhs.gov; by mail at
U.S. Department of Health and Human Services, 200 Independence Avenue, SW
Room 509F, HHH Building, Washington, DC 20201; by phone at 1-800-368-1019
or 1-800-537-7697 (TDD).

Complaint forms are available at hhs.gov.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross
and Blue Shield Association. © 2016 Blue Cross and Blue Shield of Massachusetts, Inc., and Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
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&) Translation Resources

Proficiency of Language Assistance Services

Spanish/Espafiol: ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos
de asistencia con el idioma. Llame al nimero de Servicio al Cliente que figura en su tarjeta de
identificacion (TTY: 711).

Portuguese/Portugués: ATENCAQ: Se fala portugués, sdo-lhe disponibilizados gratuitamente
senvicos de assisténcia de idiomas. Telefone para os Servigcos aos Membros, através do ndmero no
seu cartao ID (TTY: 711).

Chinese/B A 7T E: WREHH T, HAIAImERFBRIRMES HEIRS . BRITE D LK
SWBRASRRSEE (TTY 543 711) o

Haitian Creole/Kreyol Ayisyen: ATANSYON: Si ou pale kreyol ayisyen, sévis asistans nan lang
disponib pou ou gratis. Rele nimewo Sevis Manm nan ki sou kat Idantitifkasyon w lan (Séevis pou
Malantandan TTY: 711).

Vietnamese/Tiéng Viét: LUU Y: Néu quy vi n6i Tiéng Viét, cac dich vu hd trg ngdn nglr dugce cung cdp cho
quy vi mién phi. Goi cho Dich vu Hoi vién theo s trén thé ID ctia quy vi (TTY: 711).

Russian/Pycckuin: BHUMAHWE: ecnn Bbl roBopuTe no-pyccku, Bol MoXkeTe BOCMONb30BaThCA HeCnnaTHbIMM
ycnyramm nepeBoauvika. [1o3BoHuTe B 0TAeN 06CNYXMBaHUA KNMEHTOB NO HOMEPY, YKazaHHOMY B Baluei
naeHTUdUKaUMOHHON KapTe (Tenetann: 711).

Arabic/ ys:
Uslyll jlaz) o Blhy e 3520kl 63,1 e clacll Slausy Juasl &l Lol Blovo Dygialll suclud) Solods 3515 s yml) dalll Gams S 13) zols)
(711 TTY (SWls guall o)

Mon-Khmer, Cambodian/igs: Mitj Siinnie (o sifHnfunwman igi

UN S SWA AN RAARIG AMNGIANS{INUHAT ayugiesgrelignruh o iamuine
11RO AN AT S G STV RTHA (TTY: 711)

French/Frangais: AﬁENTlON . si vous parlez francais, des services d'assistance linguistique sont
disponibles gratuitement. Appelez le Service adhérents au numéro indiqué sur votre carte d’assuré

(TTY : 711).

Italian/Italiano: ATTENZIONE: se parlate italiano, sono disponibili per voi servizi gratuiti di assistenza
linguistica. Chiamate il Servizio per i membri al numero riportato sulla vostra scheda identificativa

(TTY. 711).
Korean/et=01: =2|: St=0{E AlEstA|l= 42, 0] X|& AMHIAE FEE 0|SstA £
USLICEH H3te| ID Zt=0f /e MSHHSTTY: 7112 ALRSH] 3|8 MU|A0 XASSHAIL.

Greek/AMnvika: MPOZOXH: Edv pihate EAAnvikd, SlatiBevtal yia oag urmpeoieg y\woolkrig BoriBelag,
dwpedv. Kahéote Tnv Yrnpeoia E€unnpétnong Meiwv otov apiBud tng kaptag péhoug oag (ID Card)
(TTY:711).

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association



(91/8) €6¥1-55 AWELLYIL
*ou| ‘anjg QWH SHBsSNUOBSSE JO PIaysS @njg pue ssoi) anjg pue ““ou| 'Sjiasnyoesse jo plaiys anjg pue ssoi) anjg 91.0¢ @ "UONBID0SSY plaiys anjg pue
$S010 8nig au} Jo SyJepN palalsibay @ “UONEID0SSY PIalyS anjg pue ssoi) anjg au) Jo 8asuadr Juspuadapu| Ue S) SIIaSNYOBSSBA JO P[8Iys anjg Sso1) an|g

(L2 ‘ALL) YTUpIIpoY 999 [s9aq
11137, BYIq BqUIOQU 93P, AUIQ SOOS)[eRUIU [STyeue 29q (] .1 100Te BU [9 03f0M00D . pyIu 00q 9 MiHee )
19 138k 09q pees o3, Lpuek Ifye 3 oul( JHJO0A NIZANIIMHOY VVd :peezig suig/ofeneN

(LLL ALL (u,gn(;eaogazfangzcmzuc:)@(.mg}ulgumgacugq)@e@emmg LEERIO

BOINLUNUA) LELAALOBRIRCEALLECQLLT ‘OICLCLRLMLEIE I ()2 NCEZ (CLELELM/0E]
<0 {8010 e Ty e O R (P12 AL

F2:|5TH0 7o @ e wemm 50 (R A o GRG0 ¢ [ 5 g0 §XT w0 e 2 K 69 g g

™40 ueisiod

(LEL ALD
ue aped-(J| Jady] Jne Jeuwuunp Jep Jejun 1susipliepalblij usp oIS uainy "Bunbnie Inz Bunzinisieiun
ayoljyoridspulal) SOJUSISOY Usuy| 1yais ‘Usyoalds ayosine( 8IS Uuspn :ONNLHOY yosineg/uewlay)

' C(LEL ALL)
IRYDEER BYA—L—\ A NHE B REEEOEIE2N] — Al °6 2 L2/
QB A— Y LY AL BEE ORI LY N F2P BRIV H RSP ‘gEyrH/eseueder

: ' (1L AL pieD | BUoAl eseu
Buolewinu BS oIquIsAlN Bs oAsiqieg eb\ Bue uebeme| Bxim s Buojn es eled oAsigies Buaiq) ebu
BU Jwebetew Buey uooiAew ‘Boelbe] Buexim Bu ey elesesteu Buny WAMVYNNVL :Bojebel /b6ojebel

(LLZ ALD 18 BI§ b 90ISS IoqUIBIN th 2kl TBhike th 915 [Pt 11kb
'8 Kobho wk 1bb) TelbR TPRIDR: |51 PHE 1P 1 VBl [Plersic kP 189 fhile Bk [Pieroie/ieseny

(112 "SI0'UR) b Rt 2h dble dlp APl Mh Slb “IF'SUE Bhllf [ UFIbR RIDR |3 RORKE
w3l AR| % hilE ‘bR IPRIE Iklig 1B ‘2 PRI 1923 hile Dl 1P lelks :P3Y/IPUIH
(LLLALL)

azioyeyyAruapl eu Auepod Jawinu pod yosAuozoaidzagn 16nisqo neizq op Jluomzpez AzsjepN femonAzaf
Adowod z pe1sAzioys aluredzaqg ebow wipjsjod wiaAza( 31s adkhbnysod AqosO YOVMN Msiod/ustiod



