Summary Plan Description
of the
Shared Services Health Plan
for Juniata College

Infroduction
This summary plan description is dated January 1, 2023.

The purpose of this summary plan description is to explain the provisions of the Shared Services Health
Plan (the "Plan") that apply fo employees of Juniata College. Shared Services maintains this Plan for the
exclusive benefit of the employees of Juniata College (and employees of other participating colleges
which are members of the Shared Services Health Plan) along with their spouses, domestic partners and
dependents. You are urged to read this document carefully.

Although the Plan is comprised of various benefits, only the medical benefits that are available to
employees of Juniata College are described in this Summary Plan Description.

Generally, the terms and conditions under which an employee may be eligible for and receive the
benefits are set forth in the terms of a Summary Benefit Booklet. These benefit programs are
summarized in a “booklet” issued by the claims administrator (this summary is referred to in this
document as the “Booklet”). A copy of this Booklet has been provided to each participating employee
(referred to as a “Participant”). Additional copies are available upon request. All available options are
listed on Attachment A, which is attached to and incorporated into this Summary Plan Description.

The benefits under the Plan are provided solely through the Shared Services Health Plan as Plan
Administrator. The payment of all benefits will be made by the Claims Administrator. Every effort has
been made to make this Summary Plan Description as complete and accurate as possible. In the
event of any difference between this Summary Plan Description and the Booklet, the terms of this
Summary Plan Description will apply for purposes of determining eligibility and when coverage begins
and ends, but the terms of the Booklet will apply for all other provisions.

For any questions about the benefits under the Plan, please contact the Employer.



The Booklet for this plan is incorporated into this SPD by reference. This Booklet, along with any
amendments or attachments, may contain the following information (as applicable):

Addifional procedures for enrolling in the Plan;

A summary of benefits, though this may be provided as a separate document;

A description of any premiums, deductibles, coinsurance or copayment amounts. The
schedule of conftributions, if any, to the premium payment will be provided by the
Employer as a separate document;

A description of any annual or lifetime caps or other limits on benefits;

Whether and under what circumstances preventive services are covered;

Whether and under what circumstances coverage is provided for medical tests, devices
and procedures;

Provisions governing the use of network providers (if any). If there is a network, the
Booklet will contain a general description of the provider network and Participants will
receive a list of providers in the network from the claims administrator. A list of network
providers can also be found on the claims administrator’'s welbsite, which is listed on
Attachment A;

Whether and under what circumstances coverage is provided for any out-of- network
services;

Any conditions or limits on the selection of primary care physicians or providers of
specific specialty medical care;

Any conditions or limits applicable to obtaining emergency medical care;

Any services requiring preauthorization or utilization review as a condition to obtaining a
benefit service;

Provisions relating to termination of coverage;

A summary of the claim procedures. However, if the claims procedures are not included
in the Booklet, a copy will be provided without charge from the claims administrator;

Provisions describing the coordination of benefits under this Plan with the benefits
provided under another similar plan in which the Participant or his/her spouse or
domestic partners are enrolled;

Any subrogation or reimbursement rights of the employer that prevent duplicate
payments for health care; and

Any other benefit limitations and exclusions.



General Information about the Plan
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PNC Bank
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Lancaster, PA 17604



General Information about the Benefits

Type of Benefits Available
See Attachment A for specific information about the types of benefits available under the Plan.

Funding of Benefits
The medical benefits are paid in part from the Shared Services Health Plan and in part by pre-tax
conftributions made by the employees.

Eligibility for and Termination of Coverage under the Plan

Eligibility for Coverage

All regular full-fime employees of the Employer who average thirty (30) hours of service per week,
including those with contracted employment break periods, or continued benefits under the terms of a
severance agreement are eligible for coverage. In addition, employees described within Attachment
C are eligible for medical coverage.

Retirees hired prior to January 1, 1997 are eligible to continue benefits at age fifty-five (55) with a
minimum of ten (10) years of employment with Juniata College. The spouse and dependent children
who are enrolled on the Plan at the tfime of retirement are eligible.

Employees are eligible on the date of hire.

Please read the Eligibility provisions of the Booklet for more information about eligibility for coverage.
Dependents are eligible in accordance with the provisions in the Booklet.

Quadlified Medical Child Support Orders
An eligible dependent child may include a child for whom a Participant is required to provide

coverage pursuant to a qualified medical child support order (QMCSO). A QMCSQO is a court or
administrative judgment, decree or order that is typically issued as part of a divorce or as part of
a state child support order proceeding and that requires health plan coverage for an “alternate
recipient” (meaning either a child of a participant or state or political subdivision acting on
behalf of a child). The alternate recipient must be freated like any other plan participant.

Upon receipt of a child support order, the plan administrator will promptly send a written nofice
of receipt of the order to the participant and all alternate recipient children named in the order
and their legal representatives. If the plan administrator receives a National Medical Support
Nofice, it must notify the state agency whether coverage for the child is available under the
plan and indicate the effective date of coverage (or any steps necessary fo make the
coverage effective, including copies of any forms that must be completed). The plan
administrator must also send a descriptfion of the coverage.

After sending the notice of receipt, the plan administrator has the ultimate authority to
determine whether or not the order meets the requirements of a QMCSO. Within 40 days after
receiving the order, the plan administrator will notify the participant and the alternate recipients
that either the order is a valid QMCSO or that the order is not a valid QMCSO. If an order is
found to be invalid, the parties may “cure” the deficiencies with a subsequent order.



Benefits for Dependents

To be eligible to enroll as a Dependent, a person must be: a) the lawful spouse of a Participant
as defined by the laws of state in which the Employer is based; or b) the Participant’s domestic
partner; c) the Participant’s or Participant’s lawful spouse’s or Partficipant’s domestic partner’s
child(ren), including: newborn children, step-children, children legally placed for adoption,
legally adopted children, handicapped individuals and children required to be covered under
a Court Order.

Benefits for Spouses and Domestic Partners

Spouses and domestic partners are eligible for medical coverage only if the spouse or domestic
partner is unemployed or the spouse or domestic partner is employed but is not eligible for
medical coverage through the spouse’s or domestic partner's employer (or no coverage is
available.)

Eligibility for Domestic Partners

An Employee’s domestic partneris eligible for domestic partner benefits if the Employee and such
domestic partner have met the following requirements: (1) are not married to anyone else; (2) are
atleast eighteen (18) years of age; (3) have resided together for the past six (6) months and intend
to confinue to share a household indefinitely; (4) are not related by adoption or blood; (5) are not
the domestic partner of someone else; and (6) are financially interdependent. The Employee and
his or her domestic partner will be required to sign an initial affidavit of domestic partnership in form
acceptable to the Employer. Falsely completing such an affidavit may affect eligibility for benefits
under this plan.

Eligibility for Children of a Domestic Pariner

Except as specifically described above, a child of a domestic partner will be eligible for benefits
under the Plan on the same basis that dependent children are eligible. The Plan defines eligible
dependent children as follows: (1) under twenty-six (26) years of age, unless otherwise extended
pursuant fo applicable state or federal law; (2) including newborn children, step-children, children
legally placed for adoption, legally adopted children, handicapped individuals and children
required to be covered under a court order; and (3) unmarried children over age twenty-six (26)
who are not able to support themselves due to mental retardation, physical disability, mental iliness
or developmental disability that started before age twenty-six (26.)

Benefits for Domestic Partners

Except as specifically described elsewhere in this Summary Plan Description, an eligible
domestic partner will be treated as a lawful spouse according to the terms and policies of this
Plan. For purposes of special enrollment rights, as defined in this document, the Participant may
be able to enroll and enroll his/her domestic partner, provided that enroliment is requested
within thirty (30) days after the commencement of the domestic partnership or marriage. Upon
termination, the domestic partner will be afforded the same continuation rights as a lawful
spouse under COBRA.

Enroliment

Eligible employees must enroll for coverage by completing an enrollment form and/or salary reduction
agreement. New employees must enroll within 30 days of eligibility or they will not be permitted to
enroll until an annual enroliment period that is held each year, except as otherwise provided in the
“Election Change” section below.



When Coverage Begins (Effective Date)
Coverage will begin on the first day of the month following or coinciding with the first day that all
eligibility requirements are met if the employee enrolls as required above.

When Coverage Ends (Termination Date)

Coverage terminates on the last day of the month coinciding with or following the last day of
employment or the last day of the month coinciding with or following the date that the employee is no
longer eligible.

Eligible retirees may continue until they are eligible for Medicare. The spouse or domestic partner and
dependent children of the retiree will terminate when he or she (the spouse and/or dependent) is
eligible for Medicare or when they no longer meet the definition of a dependent, whichever occurs
first.

In order to remain eligible for coverage under the Plan, a Participant must remain an eligible employee
for the Employer under the terms set forth above and in the Booklet, or in the Employer’s employment
policies, as applicable. In certain circumstances, after coverage terminates a Participant and/or
his/her spouse, domestic partner, and dependents may be eligible for continued coverage and/or a
conversion policy, as explained in the following sections.

Continued Coverage under the FMLA (if applicable) and USERRA

Notwithstanding any other provision to the contrary, if a Participant goes on a qualifying unpaid leave
under the Family and Medical Leave Act of 1993 (“FMLA") or the Uniformed Services Employment and
Re-employment Rights Act of 1994 (“USERRA"), medical benefits will continue to the extent required by
the provisions of these laws. Partficipants will be required to continue to pay their portion of the
premium for continued coverage as required by the FMLA and USERRA.

Except as otherwise provided in the FMLA, partficipation may be terminated by the Plan Administrator
when notified that the Participant does not intend to return to work after the FMLA leave or at the end
of the leave if the Participant does not return to work. However, coverage may be continued to
comply with the Employer’s leave of absence policies or if required by the American’s with Disabilities
Act.

Coverage will be reinstated following a military leave as required by USERRA.

COBRA Continuation

If a Participant’s medical coverage (and/or the coverage of any dependent) terminates because of a
life event known as a “qualifying event,” then the Participant and eligible family members may have
the right to purchase contfinued coverage for a femporary period of fime. Qualifying events include
termination of employment (other than for gross misconduct), reduction in hours, divorce, death, a
child ceasing to meet the definition of dependent, or the Participant’s or spouse’s eligibility for
Medicare (Part A, Part B or both).

The Plan will offer COBRA continuation coverage to qualified beneficiaries only after the Plan
Administrator has received fimely notification that a qualifying event has occurred. When the
qualifying event is the end of employment or reduction of hours of employment, death of the
employee or enrollment of the Participant in Medicare, the Employer must notify the COBRA
Administrator of the qualifying event within 30 days after the qualifying event or the loss of coverage.
For other qualifying events, such as divorce or legal separation, or the dependent child’s loss of
eligibility for coverage as a dependent, the Participant or dependent must notify the Plan Administrator
in writing within 60 days after the later of the qualifying event or the loss of coverage. Notice must be
provided as required by the initial COBRA notice which has been delivered by the Employer or the
Employer’'s COBRA Administrator. If these procedures are noft followed or if the notice is not provided
within the 60-day notice period, any spouse or dependent child who loses coverage will NOT BE
OFFERED THE OPTION TO ELECT CONTINUATION COVERAGE.
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Once the Plan Administrator receives timely notfice that a qualifying event has occurred, COBRA
continuation coverage will be offered to each of the qualified beneficiaries. For each qualified
beneficiary who elects COBRA continuation coverage by the specified deadline, coverage will begin
on the date of the qualifying event.

COBRA confinuation coverage is a femporary continuation of coverage. When the qualifying event is
the death of the Participant, enroliment of the Participant in Medicare (Part A, Part B, or both), divorce
or legal separation, or a dependent child losing eligibility as a dependent child, COBRA continuation
lasts for up to 36 months. When the qualifying event is the end of employment or reduction in the
Participant’s hours of employment, COBRA continuation coverage lasts for up to 18 months. There are
three ways in which this 18-month period can be extended: (1) if the Participant or dependent covered
under the Plan is determined by the Social Security Administration to be disabled at any fime during the
first 60 days of COBRA continuation coverage and the Plan Administrator is notified in a timely fashion,
the Participant and covered dependents can receive up to an additional 11 months of coverage for a
total of 29 months. The Participant must noftify the Plan Administrator within 60 days after the date of the
determination, but before the end of the 18-month continuation period. (2) if any covered dependent
experiences another qualifying event while receiving COBRA continuation coverage (such as death of
the Participant or divorce), the spouse and dependent children can get additional months or COBRA
continuation coverage, up to a maximum of 36 months. (3) If a qualifying event that is termination of
employment or reduction of hours occurs within 18 months after the Participant becomes entitled to
Medicare, then the maximum coverage period for the spouse and dependent children will end three
years from the date the Participant became entitled to Medicare (but the Partficipant’s maximum
coverage period will be 18 months).

For addifional information about COBRA continuation rights and for any questions about COBRA,
please read the initial COBRA notice, a copy of which has been provided to each Participant and
his/her covered spouse. Participants can contact the Plan Administrator for another copy.

Election Changes
An Employee or Participant may change his/her election during a Plan Year only if one of the following
events occurs and only to the extent that the election change is consistent with the event:

(1) The Employee/Participant experiences a Change in Status; Change in Status means (1) a
change in the Employee’s legal marital status, including marriage, divorce, death of spouse,
legal separation or annulment; (2) change in the number of dependents, including birth,
adoption, placement for adoption, and death; (3) change in employment status, including
any employment status change affecting benefit eligibility of the employee, spouse or
Dependent, such as termination or commencement of employment, change in hours, strike or
lockout, and a change in worksite (but only if the benefit eligibility is lost or gained as a result
of the event); (4) a dependent satisfies or ceases to satisfy any dependent eligibility
requirements due to aftainment of age, gain or loss of student status, marriage or any similar
circumstances; and (5) residence change of employee, spouse or dependent affecting an
employee’s, spouse’s or dependent’s eligibility for coverage;

(2)  Anevent occurs that triggers one of the HIPAA Special Enroliment Rights including the
employee or his or her Spouse or Dependent previously declining coverage and a new
dependent is acquired as a result of marriage, birth, adopftion, or placement for adoption; or
because he or she had coverage and eligibility for such coverage is subsequently lost
because it was exhausted (COBRA) or ferminated due to loss of eligibility or loss of employer
contributions;

(3) The Employee, spouse or a Dependent becomes entitled to coverage under Medicare;



(4)

(5)

(6)

(7)
(8)

(9)

(10)

(17)

(12)

(13)

The Employee, spouse or a Dependent loses coverage under a Medicaid Plan under Title XIX
of the Social Security Act;

The Employee, spouse or a Dependent loses coverage under State Children’s Health
Insurance Program (SCHIP) under Title XXI of the Social Security Act;

The Employee, spouse, or a Dependent is determined to be eligible for group health plan
premium assistance under Medicaid or SCHIP plan;

The Employee takes an FMLA leave of absence;

The Employee receives a judgment, decree or order resulting from a divorce, legal separation,
annulment or change in legal custody (including a Qualified Medical Child Support Order)
requiring the Employee to provide coverage for a dependent or requiring another person to
provide such coverage;

There is a significant change in cost (whether an increase or decrease) in one of the
Component Benefits. The Employer in its sole discretion and on a uniform and consistent basis
will determine whether the cost increase or decrease is significant or insignificant. For an
insignificant increase or decrease, the change in election will be made automatically on a
prospective basis;

There is a significant curtailment of coverage or an addition or significant improvement in a
Component Benefits. The Employer in its sole discretion and applied on a consistent basis will
determine whether there has been a significant curtailment (with or without loss of coverage)
or an addition or significant improvement in a Component Benefit that entitles a Participant to
make a corresponding election change. In the case of curtailment that results in a loss of
coverage under any Component Benefit, the Employer may permit the Participant to
withdraw from the Plan;

There is a change made under another employer plan and the other plan allows an election
change or the other employer plan has a different period of coverage;

Exchange/Marketplace coverage during the Exchange/Marketplace annual open
enrollment period or during an Exchange/Marketplace special enrollment period and such
enrollment occurs immediately following group plan termination;

Employees may revoke or change their salary reduction elections if the employee changes
from full-time status to part-time status and is reasonably expected to remain in part-time
status and the employee enrolls in another plan no later than the first day of the second full
month following group plan termination.

An Employee/Participant may make a new election within 30 or 60 days of the occurrence of an event
described in this section, as applicable (election changes for events listed under 4, 5, and 6 must be
requested within 60 days and all others 30), but only if the election is made on account of and is
consistent with the event and if the election is made within the specified time period.

Any deadlines for HIPAA special enroliment rights (number 2 above) that would have taken place within
the outbreak period (March 1, 2020 through sixty (60) days after the government lifts the national state
of emergency) are tolled. Employees have thirty (30) or sixty (60) days to request a HIPAA special
enrollment right starting sixty (60) days after the national state of emergency is lifted.



Plan Notices

Benefits after Childbirth (NMHPA)

The Newborns' and Mothers' Health Protection Act of 1996 requires group health plans, insurance
companies, and HMO's that cover hospital stays following childbirth to provide coverage for a
minimum period of time. In general, hospital coverage for the mother and newborn must be provided
for a minimum of 48 hours following normal delivery, or 96 hours following a cesarean section. Group
health plans may noft restrict benefits for a hospital stay in connection with childbirth for the mother or
newborn to less than 48 hours following delivery, and less than 96 hours following a caesarean section,
unless the attending provider, after consultation with the mother, discharges the newborn earlier. A
group health plan cannot require that a provider obtain authorization from the plan or third party
administrator for a length of stay not in excess of these periods, but precertification may be required to
reduce out-of-pockets costs or to use a certain provider or facility. Also, under federal law, issuers may
not set the level of benefits or out-of-pocket costs so that any later portion of the 48-hour (or 96-hour)
stay is freated in a manner less favorable to the mother or newborn than any earlier portion of the stay.

The Plan provides coverage in compliance with The Newborns' and Mothers' Health Protection Act.

Women'’s Health & Cancer Rights Act (WHCRA)

If the Participant or his/her spouse or dependent have had or are going to have a mastectomy, the
individual may be entitled to certain benefits under the Women's Health and Cancer Rights Act of 1998
(WHCRA). Forindividuals receiving mastectomy-related benefits, coverage will be provided in a
manner determined in consultation with the attending physician and the patient, for:

o dall stages of reconstruction of the breast on which the mastectomy was performed;

e surgery and reconstruction of the other breast to produce a symmetrical appearance;

e prostheses; and

e freatment of physical complications of the mastectomy, including lymphedema.

These benefits will be provided subject to the same deductibles and coinsurance applicable to other
medical and surgical benefits provided under this plan. Therefore, the deductibles and coinsurances
shown in the Booklet will apply.

Special Enroliment Rights

If an Employee declines enroliment for him/herself or his/her dependents (including spouse) because of
other health insurance coverage, the Employee may in the future be able to enroll and enroll his/her
dependents in this plan, provided that enrollment is requested within 30 days after the other coverage
ends. In addition, if a Participant has a new dependent as a result of marriage, birth, adoption, or
placement for adoption, the Participant may be able to enroll and enroll his/her dependents, provided
that enrollment is requested within 30 days after the marriage, birth, adoption, or placement for
adoption.

Any deadlines for HIPAA special enrollment rights (number 2 of the Election Change section above)
that would have taken place within the outbreak period (March 1, 2020 through sixty (60) days after the
government lifts the national state of emergency) are tolled. Employees have thirty (30) or sixty (60)
days to request a HIPAA special enrollment right starting sixty (60) days after the national state of
emergency is liffed.



Additional Information

Administration

Shared Services Consortium, LLC is the Plan Administrator. The Plan Administrator is charged with the
administration of the Plan and has certain discretionary authority with respect to the administration of
the Plan. The administrative duties of the Plan Administrator include, but are noft limited to, interpreting
the Plan, prescribing certain procedures, such as those for Qualified Medical Child Support Orders and
COBRA noftice requirements, preparing and distributing information explaining the Plan to Participants
and Dependents, furnishing annual reports with respect to the administration of the Plan, keeping
reports of claims and disbursements for claims under the Plan, modifying elections under the Plan,
promulgating election and claim forms, and preparing and filing reports to applicable governmental
agencies.

Claims Procedures

The claims administrator will decide claims and make claim payments in accordance with its
reasonable claims procedures, as required by federal and any applicable state laws. A complete
description of the claims administrator’s claims procedures can be found in the Booklet or can be
obtained from the company.

Amendment and Termination of the Plan

Shared Services Consortium, LLC, as Plan Sponsor, has the right to amend or terminate the Plan at any
time. The insurance companies that provide benefits under the Plan may make changes to the Plan
either as required by law, as requested by Shared Services Consortium, LLC, orin their own discretion.
However, no amendment or termination can retroactively diminish a participant's right to obtain Plan
benefits.

No Contract of Employment

Nothing in this Plan shall be construed as a confract of employment between the Employer and any
Employee or Participant, or as a guarantee of any Employee or Participant to be continued in the
employment of the Employer, nor as a limitafion on the right of the Employer to discharge any of its
employees with or without cause.

Privacy and Security

The Plan will use a Participant’s or Dependent’s PHI, in accordance with the Health Insurance Portability
and Accountability Act of 1996 (“HIPAA"”) and the Health Information Technology for Economic and
Clinical Health Act (the "HITECH Act”), only to make required disclosures or for purposes related to
freatment, Payment for healthcare, and the Healthcare Operations of the Plan or to make any other
disclosures that are required by Law. However, if a Participant or Dependent requests to see the
information or provides a signed authorization, the Plan may use and disclose PHI as permitted and
directed by the request or the authorization.

With respect to PHI, the Employer will:

¢ Not use or further disclose PHI other than as permitted or required by this Plan Document or as
required by law;

e Ensure that any agents, including a subcontractor, to whom the Employer provides PHI received
from the Plan agree to the same restrictions and conditions that apply to the Employer with
respect to such PHI;

¢ Not use or disclose PHI for employment-related actions and decisions unless authorized by the
individual that is the subject of the PHI;

¢ Not use or disclose PHI in connection with any other benefit or employee benefit plan of the
Employer unless authorized by the individual that is the subject of the PHI;

* Make PHI available fo an individual in accordance with HIPAA's access requirements;
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* Make PHI available for amendment and incorporate any amendments to PHI in accordance with

HIPAA;

* Make available upon request an accounting of disclosures;
¢ Make available to the Secretary of the Department of Health and Human Services internal

practices, books and records relating to the use and disclosure of PHI received from the Plan, for
purposes of determining the Plan’s compliance with HIPAA;

* Provide written noftice or a substitute noftice (if the last known contact address is insufficient) for

each individual within 60 days following discovery of any breach of Unsecured PHI. The notice will
include:

e A brief description of what happened including the date of the breach and the date of
discovery, if known;

e A description of the types of unsecured PHI that were involved in the breach;

e Any steps the individual should take to protect him/herself from potential harm resulting from
the breach;

e A brief description of what the Employer is doing to investigate the breach in accordance
with HIPAA breach nofification requirements;

e Contact procedures for individuals to ask questions or learn additional information;

e |f a breach of Unsecured PHI involves more than 500 residents of a state, provide notice to local

media outlets serving the state within 60 days of discovering the breach;

e |f a breach of unsecured PHI involves more than 500 covered persons, provide notice to the DHHS

not later than 60 days after the end of the calendar year in with the breach occurred;

e |f feasible, return or destroy all PHI received from the Plan when such PHI is no longer needed for

the purpose for which disclosure was made; and

¢ Use DHHS approved methods to secure and destroy PHI.

With respect to Electronic PHI, the Employer will, if PHI is or has been stored on the Employer's computer

system:

Implement administrative, physical, and technical safeguards that reasonably and
appropriately protect the confidentiality, integrity, and availability of electronic PHI;

Ensure that the firewall required by the HIPAA privacy rule is supported by reasonable and
appropriate security measures;

Ensure that any agent or business associate to whom the Plan Sponsor provides electronic PHI
agrees to comply with the HIPAA Security Requirements and to provide notice to the Plan of any
Breach of Unsecured PHI, once the Breach is known to the agent or business associate or should
reasonably have been known to the agent or business associate;

Report to the Plan any security incident of which the Employer becomes aware; and

Use methods fo encrypt ePHI that are approved by the Department of Health and Human
Services.

Only specified employees of the Employer may be given access to PHI, and they may use and disclose
PHI only for plan administration functions (which includes both Payment and Health Care Operations)
that the Employer performs for the Plan. If any of these persons do not comply with the HIPAA provisions
of this Plan Document, the Employer will provide a mechanism for resolving issues of noncompliance,
including disciplinary sanctions.

Definitions.
"Breach” means the unauthorized acquisition, access, use, or disclosure of PHI in a manner not
permitted by HIPAA privacy rules that compromises the security or privacy of the PHI.

“DHHS" means the federal Department of Health and Human Services.



“Electronic PHI" is health information about a plan participant that is in an electronic format. Health
information includes information about the individual's past, present, or future physical or mental
condition, the provision of health care to the individual, or the past, present, or future payment for the
provision of health care to the individual.

“Health Care Operations” means activities of the Plan related to its health care functions, including
quality assessment, case management, care coordination, reviewing competence of health care
professionals, evaluating provider performance, health plan performance, cost management,
resolution of grievances, or any other related activities.

“Payment” includes all activities regarding the provision of benefits under the Plan.

“Protected Health Information™” or “PHI" shall mean any individually identifiable health information in
electronic, oral or written form that pertains to the past, present or future mental or physical condition of
an individual. Protected Health Information is limited to the information created or received by the
Covered Entity or its business associate on behalf of the Health Plans. Protected Health Information also
includes information for which there is a reasonable basis to believe that it can be used to identify an
individual.

“Unsecured PHI” means PHI that is not secured through the use of a technology or methodology
described in regulations to the HITECH Act or otherwise approved by the Secretary of the DHHS.

Statement of ERISA Rights

As a participant in the Plan you are entitled to certain rights and protections under the Employee
Retirement Income Security Act of 1974 (ERISA). ERISA provides that all Plan participants are entitled to:

Receive Information about the Plan and its Benefits

You are entitled to examine, without charge, at the Plan Administrator's office, and at other specified
locations, all documents governing the Plan, including any insurance contracts, and if there are 100
or more participants, a copy of the latest annual report (Form 5500 Series) filed by the Plan with the
U.S. Department of Labor and available at the Public Disclosure Room of the Pension and Welfare
Benefit Administration.

You are entitled to obtain, upon written request to the Plan Administrator, copies of documents
governing the operation of the Plan, including insurance confracts and collective bargaining
agreements (if any), any updated summary plan description and, if there are 100 or more
parficipants, a copy of the latest annual report (Form 5500 Series). The Plan Administrator may make a
reasonable charge for the copies.

If there are more than 100 participants in the Plan, you are enfitled fo receive a summary of the Plan's
annual financial report. The Plan Administrator is required by law to furnish each Participant with a
copy of this summary annual report.

Continue Group Health Plan Coverage

During any plan year in which the Employer is subject to COBRA, you are entitled to confinue health
care coverage for yourself, spouse or dependents if there is a loss of coverage under the Plan as a
result of a qualifying event. You or your dependents may have to pay for such coverage. Review this
summary plan description on the rules governing your COBRA confinuation coverage rights.
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Prudent Actions by Plan Fiduciaries

In addition to creating rights for Plan participants, ERISA imposes duties upon the people who are
responsible for the operation of the employee benefit Plan. The people who operate the Plan, called
“"fiduciaries" of the Plan, have a duty to do so prudently in the interest of you and other plan
participants and beneficiaries. No one, including your Employer, your union (if any), or any other
person, may fire you or otherwise discriminate against you in any way to prevent you from obtaining a
welfare benefit or exercising your rights under ERISA.

Enforce Participant's Rights

If your claim for a welfare benefit is denied or ignored, in whole or in part, you have a right to know
why this was done, to obtain copies of documents relating to the decision without charge, and to
appeal any denial, all within certain time schedules.

Under ERISA, there are steps you can take to enforce the above rights. Forinstance, if you request a
copy of Plan documents from the Plan and do not receive them within 30 days, you may file suit in
federal court. Insuch a case, the court may require the Plan Administrator to provide the materials
and pay you up to $110 a day until you receive the materials, unless the materials were not sent
because of reasons beyond the control of the Plan Administrator. If you have a claim for benefits
which is denied or ignored, in whole or in part, you may file suit in a state or federal court. In addition,
if you disagree with the Plan's decision or lack thereof concemning the qualified status of a medical
child support order, you may file suit in federal court. If it should happen that Plan fiduciaries misuse
the Plan's money, or if you are discriminated against for asserting your rights, you may seek assistance
from the U.S. Department of Labor, or you may file suit in federal court. The court shall decide who
should pay court costs and legal fees. If you are successful, the court may order the person you have
sued to pay these costs and fees. If you lose, the court may order you to pay these costs and fees, for
example, if it finds your claim is frivolous.

Assistance with Questions

If you have any questions about the Plan, you should contact the Plan Administrator. If you have any
questions about this statement or about your rights under ERISA, or if you need assistance in obtaining
documents from the Plan Administrator, you should contact the nearest office of the Employee
Benefits Security Administration, U.S. Department of Labor, listed in the telephone directory or the
Division of Technical Assistance and Inquiries, Pension and Welfare Benefits Administration, U.S.
Department of Labor, 200 Constitution Ave., N\W., Washington, D.C. 20210. You may also obtain
certain publications about your rights and responsibilities under ERISA by calling the publications
hotline of the Employee Benefits Security Administration.

Shared Services has caused this Summary Plan Description to be executed, effective as of January 1,
2023.

Juniata College
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Juniata College
Qualified High Deductible Health Plan

This program is a qualified high deductible plan as defined by the Internal Revenue <
Service. It is designed for use with a Health Savings Account (HSA). On the chart below, i "GHMK @] @ PPO BlLIE'

you'll see what your plan pays for specific services. You may be responsible for a facility fee, clinic charge or similar fee or charge (in addition
to any professional fees) if your office visit or service is provided at a location that qualifies as a hospital department or a satellite building of a

hospital.

104890-83, 104890-84

Benefit

In Network

General Provisions

Benefit Period (1)

Out of Network

Contract Year

Deductible (per benefit period)
Individual
Family

$1,650

q

:

53,300

Plan Pays — payment based on the plan allowance

100% after deductible

80% after deductible

Out-of-Pocket Limit (Includes coinsurance and prescription drug cost
sharing. Once met, plan pays 100% coinsurance for the rest of the benefit
period)

Retail Clinic Visits & Virtual Visits

100% after deductible

Individual None $ 4,100
Family None $ 8,200
Total Maximum Out-of-Pocket (Includes deductible, coinsurance, copays,

prescription drug cost sharing and other qualified medical expenses,

Network only) (2) Once met, the plan pays 100% of covered services for

the rest of the benefit period.

Individual $1,650 Not Applicable
Family $3,300 Not Applicable

Office/Clinic/Urgent Care Visits

80% after deductible

Primary Care Provider Office Visits & Virtual Visits

100% after deductible

80% after deductible

Specialist Office Visits & Virtual Visits

100% after deductible

80% after deductible

Virtual Visit Provider Originating Site Fee

100% after deductible

80% after deductible

Urgent Care Center Visits

100% after deductible

80% after deductible

Maternity-Professional (including dependent daughter)

100% after deductible

80% after deductible

Telemedicine Services (3)

Routine Adult
Physical Exams

100% after deductible

Preventive Care (4)

100% (deductible does not apply)

not covered

80% after deductible

Adult Immunizations

100% (deductible does not apply)

80% after deductible

Routine Gynecological Exams, including a Pap Test

100% (deductible does not apply)

80% (deductible does not apply)

Mammograms, Annual Routine

100% (deductible does not apply)

80% after deductible

Mammograms, Medically Necessary

100% after deductible

80% after deductible

Women’s Health-Breast Feeding supplies All screenings, and counseling

100% (deductible does not apply)

80% after deductible

Diagnostic Services and Procedures

100% (deductible does not apply)

80% after deductible

Routine Pediatric
Physical Exams

100% (deductible does not apply)

80% after deductible

Pediatric Immunizations

100% (deductible does not apply)

80% (deductible does not apply)

Diagnostic Services and Procedures

Emergency Room Services

100% (deductible does not appl

Emergency Services

80% after deductible

100% after deductible

Ambulance - Emergency (Non-Emergency, Ground, Air and Water) (9)

100% after deductible

Non-Emergency & Non-Urgent use of Urgent Care provider

Hospital Inpatient

100% after deductible

Hospital and Medical / Surgical Expenses (including maternity)
100% after deductible

80% after deductible

80% after deductible

Hospital Outpatient

100% after deductible

80% after deductible

Maternity (non-preventive facility & professional services) including
dependent daughter

100% after deductible

80% after deductible

Medical Care (including inpatient visits and consultations)/Surgical
Expenses

Physical Medicine

100% after deductible

Therapy and Rehabilitation Services

100% after deductible

80% after deductible

80% after deductible

Limit: 60 visits/benefit period

Respiratory Therapy 100% after deductible : 80% after deductible
Limit: 60 visits/benefit period
Speech Therapy 100% after deductible 80% after deductible

Limit: 60 visits/benefit period

Occupational Therapy

100% after deductible

80% after deductible

Limit: 60 visits/benefit period

Spinal Manipulations

100% after deductible

[ 80% after deductible

Limit: 25 visits/benefit period
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Benefit

In Network

Qut of Network

Other Therapy Services (Cardiac Rehab, Infusion Therapy,
Chemotherapy, Radiation Therapy and Dialysis

Inpatient Mental Health Services

Mental Health

100% after deductible

/ Substance Abuse

100% after deductible

80% after deductible

80% after deductible

Inpatient Detoxification / Rehabilitation

100% after deductible

80% after deductible

Outpatient Mental Health Services (includes virtual behavioral health
Visits)

100% after deductible

80% after deductible

Qutpatient Substance Abuse Services

Allergy Extracts and Injections

100% after deductible

Other Services
100% deductible waived

80% after deductible

80% after deductible

Autism Spectrum Disorder including Applied Behavior Analysis (5)

100% after deductible

80% after deductible

Infertility Treatment (diagnosis and treatment of the underlying medical
condition only)

100% after deductible

80% after deductible

Contraceptives

100% after deductible

80% after deductible

Vasectomy

100% after deductible

80% after deductible

Tubal Ligation

100% after deductible

80% after deductible

Diabetic Supplies

100% after deductible

80% after deductible

Hearing Aids (Limited $1,000 per lifetime)

100% after deductible

80% after deductible

Diagnostic Services
Advanced Imaging (MRI, CAT, PET scan, etc.)

100% after deductible

80% after deductible

Basic Diagnostic Services (standard imaging, diagnostic medical,
lab/pathology, allergy testing)

100% after deductible

80% after deductible

Durable Medical Equipment, Orthotics and Prosthetics

100% after deductible

80% after deductible

Home Health Care

100% after deductible

80% after deductible

Limit: 120 vi

sits/benefit period

Hospice

100% after deductible

80% after deductible

Infertility Counseling, Testing and Treatment (6)

100% after deductible

80% after deductible

Private Duty Nursing

100% after deductible

80% after deductible

Skilled Nursing Facility Care

100% after deductible

80% after deductible

Limit: 90 days/benefit period

Transplant Services

100% after deductible

80% after deductible

Precertification Requirements (7) Yes Yes
Prescription Drugs

Prescription Drug Deductible
Individual Integrated with medical deductible
Family Integrated with medical deductible
Prescription Drug Program (8) Retail Drugs (34-day Supply)
Defined by the National Plus Pharmacy Network - Not Physician Network. $0 generic copay
Prescriptions filled at a non-network pharmacy are not covered. $0 brand copay

\ég:irgpr)]lan uses the Comprehensive Formulary with an Open Benefit Maintenance Drugs through Mail Order (90-day Supply)
$0 generic copay
$0 brand copay
This is not a contract. This benefits summary presents plan highlights only. Please refer to the policy/ plan documents, as limitations and exclusions apply. The
policy/ plan documents control in the event of a conflict with this benefits summary.
(1) Your group's benefit period is based on a Contract Year. The Contract Year is a consecutive 12-month period beginning on your employer's effective date.
Contact your employer to determine the effective date applicable to your program.
(2) The Network Total Maximum Out-of-Pocket (TMOOP) is mandated by the federal government. TMOOP must include deductible, coinsurance, copays,
prescription drug cost share and any qualified medical expense. If you are enrolled in a "Family" plan, with your non-embedded deductible, the entire family
deductible must be satisfied before claims reimbursement begins. In addition, with your non-embedded out-of-pocket limit, the entire family out-of-pocket limit must
be satisfied before additional claims reimbursement begins. Finally, with your non-embedded TMOOP, once the entire family TMOORP is satisfied, claims will pay at
100% of the plan allowance for covered expenses for the family, for the rest of the plan year.
(3) Services are provided for acute care for minor ilinesses. Services must be performed by a Highmark approved telemedicine provider. Virtual Behavioral Health
visits provided by a Highmark approved telemedicine provider are eligible under the Outpatient Mental Health benefit.
(4) Services are limited to those listed on the Highmark Preventive Schedule (Women's Health Preventive Schedule may apply).
(5) Coverage for eligible members to age 21. Services will be paid according to the benefit category (e.g. speech therapy) Treatment for autism spectrum disorders
does not reduce visit/day limits.
(6) Treatment includes coverage for the correction of a physical or medical problem associated with infertility. Infertility drug therapy may or may not be covered
depending on your group's prescription drug program.
(7) Highmark Medical Management & Policy (MM&P) must be contacted prior to a planned inpatient admission or within 48 hours of an emergency or maternity-
related inpatient admission. Be sure to verify that your provider is contacting MM&P for precertification. If this does not occur and it is later determined that all or
part of the inpatient stay was not medically necessary or appropriate, you will be responsible for payment of any costs not covered.
(8) At a retail or mail-order pharmacy, if your deductible has not been met, you pay the entire cost for your prescription drug at the discounted rate Highmark has
negotiated. The amount you paid for your prescription will be applied to your deductible. If your deductible has been met, you will only pay any member
responsibility based on the benefit level indicated above. You will pay this amount at the pharmacy when you have your prescription filled. The Highmark formulary
is an extensive list of Food and Drug Administration (FDA) approved prescription drugs selected for their quality, safety and effectiveness. The formulary was
developed by Highmark Pharmacy Services and approved by the Highmark Pharmacy and Therapeutics Committee made up of clinical pharmacists and
physicians. All plan formularies include products in every major therapeutic category. Plan formularies vary by the number of different drugs they cover and in the
cost-sharing requirements. This formulary covers all FDA-approved generic and brand-name drugs.
(9) Air Ambulance services rendered by out-of-network providers will be covered at the highest network of benefits.
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Health benefits or health benefit administration may be provided by or through Highmark Blue Cross Blue Shield or Highmark
Choice Company, which are independent licensees of the Blue Cross Blue Shield Association.
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Discrimination is Against the Law

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

The claims administrator:

- Provides free aids and services to people with disabilities to communicate
effectively with us, such as:

- Qualified sign language interpreters

— Written information in other formats (large print, audio, accessible
electronic formats, other formats)

- Provides free language services to people whose primary language is not
English, such as:

- Qualified interpreters
- Information written in other languages
If you need these services, contact the Civil Rights Coordinator.

If you believe that the claims administrator has failed to provide these services
or discriminated in another way on the basis of race, color, national origin,
age, disability, or sex, including sex stereotypes and gender identity, you

can file a grievance with: Civil Rights Coordinator, P.O. Box 22492, Pittsburgh,
PA 15222, Phone: 1-866-286-8295, TTY: 711, Fax: 412-544-2475, email:
CivilRightsCoordinator@highmarkhealth.org. 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
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2025 - 12/31/2025
Juniata College: PPO Blue Coverage for: Individual/Family Plan Type: HDHP

A 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, visit www.highmark.com or call 1-800-241-
5704. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see
the Glossary. You can view the Glossary at www.HealthCare.gov/shc-glossary/ or call 1-800-318-2596 to request a copy.

Important Questions _ Why This Matters:

What is the overall deductible? $1,650 individual/$3,300 family Generally, you must pay all of the costs from providers up to the deductible amount
combined network and out-of-network. before this plan begins to pay. If you have other family members on the policy, the

overall family deductible must be met before the plan begins to pay.

Are there services covered before | Yes. Preventive care services are This plan covers some items and services even if you haven't yet met the deductible
you meet your deductible? covered before you meet your network | amount. But a copayment or coinsurance may apply.
deductible.

For example, this plan covers certain preventive services without cost-sharing and
Copayments and coinsurance amounts | before you meet your deductible. See a list of covered preventive services at

don't count toward the deductible. https://www.healthcare.gov/coverage/preventive-care-benefits/.
Are there other deductibles for No. You don't have to meet deductibles for specific services.
specific services?
What is the out-of-pocket limit for | $0 individual/$0 family network out-of- The out-of-pocket limit is the most you could pay in a year for covered services. If you
this plan? pocket limit, up to a total maximum out- | have other family members in this plan, the overall family out-of-pocket limit must be
of-pocket of $1,650 individual/$3,300 met.
family.
$4,100 individual/$8,200 family out-of-
network.
What is not included in the out— Network: Premiums, balance-billed Even though you pay these expenses, they don't count toward the out-of-pocket limit.
of—pocket limit? charges, and health care this plan
doesn't cover do not apply to your total
maximum out-of-pocket.
Out-of-network: Copayments,
deductibles, premiums, balance-billed
charges, and health care this plan
doesn't cover.
An example of a benefit book can be found at https://shop.highmark.com/sales/#!/sbc-agreements. 10f9
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Will you pay less if you Yes. See www.highmark.com or call This plan uses a provider network. You will pay less if you use a provider in the plan’s

use a network provider? 1-800-241-5704 for a list of network network. You will pay the most if you use an out-of-network provider, and you might
providers. receive a bill from a provider for the difference between the provider’s charge and

what your plan pays (balance billing).
Be aware your network provider might use an out-of-network provider for some
services (such as lab work). Check with your provider before you get services.

Do you need a referral to see a No. You can see the specialist you choose without a referral.
specialist?

“ All copayment and coinsurance costs shown in this chart are after your overall deductible has been met, if a deductible applies.

| What You Will Pa

Common Medical Limitations, Exceptions, & Other Important

Services You May Need Network Provider Out-of-Network

S (You will pay the Provider (You will [
If you visit a health Primary care visit to treat an injury or No charge 20% coinsurance You may have to pay for services that aren’t
care provider’s office | illness preventive. Ask your provider if the services
or clinic Specialist visit No charge 20% coinsurance needed are preventive. Then check what your
Preventive care/screening/immunization | No charge 20% coinsurance plan will pay for.
Deductible does not
apply. Please refer to your preventive schedule for
additional information.
If you have a test Diagnostic test (x-ray, blood work) No charge 20% coinsurance Precertification may be required.
Imaging (CT/PET scans, MRIs) No charge 20% coinsurance Precertification may be required.
If you need drugs to Generic drugs No charge Not covered Up to 34-day supply retail pharmacy.
treat your illness or (retail) Up to 90-day supply maintenance prescription
condition No charge drugs through mail order.
(mail order)
More information about | Brand drugs No charge Not covered
prescription drug (retail)
coverage is available at No charge
(mail order)
If you have outpatient | Facility fee (e.g., ambulatory surgery No charge 20% coinsurance Precertification may be required.
surgery center)
Physician/surgeon fees No charge 20% coinsurance Precertification may be required.
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| What You Will Pa

Common Medical Limitations, Exceptions, & Other Important

Event Services You May Need Network Provider Out-of-Network Information
(You will pay the Provider (You will
least) pay the most)
If you need immediate = Emergency room care No charge No charge none S
medical attention Emergency medical transportation No charge No charge none

Urgent care No charge 20% coinsurance none -——-

If you have a hospital | Facility fees (e.g., hospital room) No charge 20% coinsurance Precertification may be required.

stay Physician/surgeon fees No charge 20% coinsurance Precertification may be required.

If you need mental Outpatient services No charge 20% coinsurance Precertification may be required.

health, behavioral Inpatient services No charge 20% coinsurance Precertification may be required.

health, or substance

abuse services

If you are pregnant Office visits No charge 20% coinsurance Cost sharing does not apply for preventive

Childbirth/delivery professional services No charge 20% coinsurance services.

Childbirth/delivery facility services No charge 20% coinsurance Depending on the type of services, a
copayment, coinsurance, or deductible may
apply.

Maternity care may include tests and services
described elsewhere in the SBC (i.e.
ultrasound.)

Network: The first visit to determine pregnancy
is covered at no charge. Please refer to the
Women'’s Health Preventive Schedule for
additional information.

Precertification may be required.
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What You Will Pay

Common Medical
Event

Limitations, Exceptions, & Other Important

Network Provider QOut-of-Network .
e e — = Information

(You will pay the Provider (You will
least) pay the most)

Services You May Need

If you need help Home health care No charge 20% coinsurance Combined network and out-of-network: 120
recovering or have visits per benefit period, combined with visiting
other special health nurse.
needs Precertification may be required.
Rehabilitation services No charge 20% coinsurance Combined network and out-of-network: 60
physical medicine visits, 60 speech therapy
visits, and 60 occupational therapy visits per
benefit period.
Precertification may be required.
Habilitation services Not covered Not covered none S
Skilled nursing care No charge 20% coinsurance Combined network and out-of-network: 90
days per benefit period.
Precertification may be required.
Durable medical equipment No charge 20% coinsurance Precertification may be required.
Hospice services No charge 20% coinsurance Precertification may be required.
If your child needs Children’s eye exam Not covered Not covered none S
dental or eye care Children’s glasses Not covered Not covered none
Children’s dental check-up Not covered Not covered none S
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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 Habilitation services e Routine foot care
e Cosmetic surgery e Long-term care e Weight loss programs
e Dental care (Adult) e Routine eye care (Adult)

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

o Bariatric surgery e Hearing aids e Non-emergency care when traveling outside
the U.S. See www.bcbsglobalcore.com

e Chiropractic care e Infertility treatment e Private-duty nursing

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: Department of Labor’'s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform, or the Department of
Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov. The Pennsylvania
Department of Consumer Services at 1-877-881-6388. Other options to continue coverage are available to you too, including buying individual insurance coverage
through the Health Insurance Marketplace. For more information about the Marketplace, visit http://www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim appeal or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact:

e Your plan administrator/employer.

e The Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform.

Does this plan provide Minimum Essential Coverage? Yes
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid,
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

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

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:

P
u
v

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 pre-natal care and a
hospital delivery)

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

Mia’s Simple Fracture
(in-network emergency room visit and follow up

EThe plan’s overall deductible $1,650
M Specialist coinsurance 0%
W Hospital (facility) coinsurance 0%
mOther coinsurance 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)

HMThe plan’s overall deductible $1,650
M Specialist coinsurance 0%
M Hospital (facility) coinsurance 0%
mOther coinsurance 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)

care)
B The plan’s overall deductible $1,650
M Specialist coinsurance 0%
M Hospital (facility) coinsurance 0%
mOther coinsurance 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 | $12,700  Total Example Cost | $5600  Total Example Cost | $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $1,650 Deductibles $1,650 Deductibles $1,650
Copayments $0 Copayments $0 Copayments $0
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 $20 Limits or exclusions $0
The total Peg would pay is $1,710 The total Joe would pay is $1,670 The total Mia would pay is $1,650

Note: These numbers assume the patient does not participate in the plan’s wellness program. If you participate in the plan’s wellness program, you may be able to
reduce your costs. For more information about the wellness program, please contact: :

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Insurance or benefit administration may be provided by Highmark Blue Cross Blue Shield and Highmark Choice Company which are independent
licensees of the Blue Cross and Blue Shield Association. Health care plans are subject to terms of the benefit agreement.

To find more information about Highmark’s benefits and operating procedures, such as accessing the drug formulary or using network providers,
please go to DiscoverHighmark.com; or for a paper copy, call 1-855-873-4106.



Discrimination is Against the Law

The Claims Administrator/Insurer complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex, including sex stereotypes and
gender identity. The Claims Administrator/Insurer does not exclude people or treat them differently because
of race, color, national origin, age, disability, or sex assigned at birth, gender identity or recorded gender.
Furthermore, the Claims Administrator/Insurer will not deny or limit coverage to any health service based

on the fact that an individual’s sex assigned at birth, gender identity, or recorded gender is different from
the one to which such health service is ordinarily available. The Claims Administrator/Insurer will not deny or
limit coverage for a specific health service related to gender transition if such denial or limitation results in
discriminating against a transgender individual. The Claims Administrator/Insurer:

- Provides free aids and services to people with disabilities to communicate effectively with us, such as:
- Qualified sign language interpreters
- Written information in other formats (large print, audio, accessible electronic formats, other formats)
- Provides free language services to people whose primary language is not English, such as:
- Qualified interpreters
- Information written in other languages
If you need these services, contact the Civil Rights Coordinator.

If you believe that the Claims Administrator/Insurer has failed to provide these services or discriminated in
another way on the basis of race, color, national origin, age, disability, or sex, including sex stereotypes and
gender identity, you can file a grievance with: Civil Rights Coordinator, P.O. Box 22492, Pittsburgh, PA 15222,
Phone: 1-866-286-8295, TTY: 711, Fax: 412-544-2475, email: CivilRightsCoordinator@highmarkhealth.org.
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

ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call the
number on the back of your ID card (TTY: 711).

ATENCION: Si usted habla espafiol, servicios de asistencia lingiiistica, de forma gratuita, estan disponibles
para usted. Llame al nimero en la parte posterior de su tarjeta de identificaciéon (TTY: 711).

FER: MREEBN, TEERERFIESHEIRS.
BFRITEHEMEEEASE TTY: 711)



CHU Y: Néu quy vi noi tiéng Viét, chiing t6i cung cap dich vu hé tro ngén nglt mién phi cho quy vi. Xin goi s6
dién thoai 8 mat sau thé ID clia quy vi (TTY: 711).

ok

L2 T E MBSt = 25 floll F2 90| MSEUHCLIDIIE SHHo U= HEz=E
TSI AIL (TTY: 711).
ATENSYON: Kung nagsasalita ka ng Tagalog, may makukuha kang mga libreng serbisyong tulong sa wika.
Tawagan ang numero sa likod ng iyong ID card (TTY: 711).

BHUMAHWE: Ecnu Bbl roBOpUTE NO-PYCCKM, Bbl MOXKETE BOCMONb30BaTbCA OeCnaTHbIMI YCyramu A3bIKOBOMN
nopnepxKu. [lo3BoHNTe No HOMepy, ykazaHHOMY Ha 06opoTe Ballell naeHTdUKaLMOHHON KapTbl (Homep
ana Tekct-tenedoHHbIX yctponcts (TTY): 711).
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ATTENTION: Si c’est créole que vous connaissez, il y a un certain service de langues qui est gratis et
disponible pour vous-méme. Composez le numéro qui est au dos de votre carte d'identité. (TTY: 711).

ATTENTION: Si vous parlez francais, les services d’assistance linguistique, gratuitement, sont a votre
disposition. Appelez le numéro au dos de votre carte d'identité (TTY: 711).

UWAGA: Dla 0séb mowigcych po polsku dostepna jest bezptatna pomoc jezykowa. Zadzwon pod numer
podany na odwrocie karty ubezpieczenia zdrowotnego (TTY: 711).

ATENCAO: Se a sua lingua é o portugués, temos atendimento gratuito para vocé no seu idioma. Ligue para o
numero no verso da sua identidade (TTY: 711).

ATTENZIONE: se parla italiano, per lei sono disponibili servizi di assistenza linguistica a titolo gratuito.
Contatti il numero riportato sul retro della sua carta d'identita (TTY: 711).

ACHTUNG: Wenn Sie Deutsch sprechen, steht Ihnen unsere fremdsprachliche Unterstiitzung kostenlos
zur Verfligung. Rufen Sie dazu die auf der Riickseite lhres Versicherungsausweises (TTY: 711) aufgefiihrte
Nummer an.

L AAREBHAREEDAIGSE VAR H—EREERTCTHRBWEITE Y. ID hA— FDOE(CEH
EBINTWVWABESICEFEZS M IEEWD (TTY: 711),

Cadly 5 adl o jlad by Canlad G i 50 (O8I G 4g (0l ) SaS e (S e Cuma gl L4 el S da s
Ao el (TTY: 711) 253 (lalid oS



THIGHMARK. 2®) | PPO Blue
Juniata College
PPO Blue Sharing

On the chart below, you'll see what your plan pays for specific services. You may be responsible for a facility fee, clinic charge or similar fee or charge (in addition
to any professional fees) if your office visit or service is provided at a location that qualifies as a hospital department or a satellite building of a hospital.
104071-79, 104071-80

Benefit Network Out-of-Network
General Provisions

Benefit Period(1) Contract Year

Deductible (per benefit period)

Individual $350 $ 800

Family $700 $1,600

Plan Pays — payment based on the plan allowance 100% after deductible 80% after deductible

Out-of-Pocket Limit (Once met, plan pays 100% coinsurance for the rest
of the benefit period)

Individual None $4,100
Family None $8,200
Total Maximum Out-of-Pocket (Includes deductible, coinsurance, copays,
prescription drug cost sharing and other qualified medical expenses,
Network only)(2) Once met, the plan pays 100% of covered services for
the rest of the benefit period.

Individual $3,550 N/A
Family $7,100 N/A
Office/Clinic/Urgent Care Visits
Retail Clinic Visits & Virtual Visits 100% after $15 copay 80% after deductible
Primary Care Provider Office Visits & Virtual Visits 100% after $20 copay 80% after deductible
Specialist Office & Virtual Visits 100% after $30 copay 80% after deductible
Virtual Visit Originating Site Fee 100% 80% after deductible
Urgent Care Center Visits 100% after $30 copay 100% after $30 copay
Maternity-Professional (including dependent daughter) 100% after deductible 80% after deductible
Telemedicine Services(3 100% after $10 copa: Not Covered
Preventive Care(4
Routine Adult
Physical exams 100% 80% after deductible
Adult immunizations 100% 80% after deductible
Routine gynecological exams, including a Pap Test 100% 80% after deductible
Mammograms, annual routine 100% 80% after deductible
Mammograms & 3D Mammograms 100% 80% after deductible
Women'’s Health- Breast Feeding supplies All screenings, and counseling 100% 80% after deductible
Diagnostic services and procedures 100% 80% after deductible
Routine Pediatric
Physical exams 100% 80% after deductible
Pediatric immunizations 100% 80% after deductible
Diagnostic services and procedures 100% 80% after deductible
Emergency Room Services 100% after $100 copay (waived if admitted)
Ambulance — Emergency (Non-Emergency, Ground, Air and Water) (9) 100% (deductible does not apply)
Non-Emergency & Non-Urgent use of Urgent Care provider 100% after a $30 copa 100% after a $30 copa

Hospital and Medical/Surgical Expenses (including maternity)
100% after $100 copay
(per admission)
Hospital Outpatient- Excludes emergency room services 100% after $30 copay 80% after deductible
100% after $100 copay
(per admission)

Hospital Inpatient 80% after deductible

Maternity (including dependent daughter) 80% after deductible

II\E/IedlcaI Care (including inpatient visits and consultations)/Surgical 100% after deductible 80% after deductible
xpenses
Therapy and Rehabilitation Services
. - 100% after $15 copay 80% after deductible
Physical Medicine Limit: 60 visits/benefit period
} ) 100% after $15 copay | 80% after deductible
Speech, Occupational & Respiratory Therapy Limit: 60 visits per therapy/benefit period
Spinal Manioulations 100% after $15 copay [ 80% after deductible
P P Limit: 25 visits/benefit period
Other Therapy Services (Cardiac Rehab, Infusion Therapy, o . o )
Chemotherapy, Radiation Therapy and Dialysis) 100% after deductible 80% after deductible
Inpatient Mental Health Services 100% after $.10(.) copay 100% after $.10(.) copay
(per admission) (per admission)
Inpatient Detoxification / Rehabilitation 100% after $.109 copay 100% after $.109 copay
(per admission) (per admission)
Outpatient Mental Health Services (includes virtual behavioral health
visits) 100% after $15 copay 100% after $15 copay
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Benefit Network [ Out-of-Network

Outpatient Substance Abuse Services 100% after $15 copay 100% after $15 copay
Other Services

Allergy Extracts and Injections 100% deductible waived 80% after deductible

Autism Spectrum Disorder including Applied Behavior Analysis(5) 100% after deductible 80% after deductible

Infertility Treatment (diagnosis and treatment of the underlying medical

condition only) 100% after deductible 80% after deductible
. 100% ) .
Contraceptives (deductible waived) 80% after deductible
Vasectomy 100% after deductible 80% after deductible
Tubal ligation 100% deductible waived 80% after deductible
Diabetic Supplies 100% deductible waived 80% after deductible
Hearing Aids (Limited $1,000 per lifetime) 100% deductible waived 80% after deductible
Diagnostic Services
Advanced Imaging (MRI, CAT, PET scan, etc.) 100% after deductible 80% after deductible
Basic Diagnostic Serwce; (standard imaging, diagnostic medical, 100% after deductible 80% after deductible
lab/pathology, allergy testing)
Durable Medical Equipment, Orthotics and Prosthetics 100% deductible waived 80% after deductible
Home Health Care 100% after deductible 80% after deductible
Limit: 120 visits/benefit period
Hospice 100% after deductible 80% after deductible
Infertility Counseling, Testing and Treatment(6) 100% after deductible 80% after deductible
Private Duty Nursing 100% after deductible 80% after deductible
. . . . . 100% after $100 copay 80% after deductible
Skilled Nursing Facility Care-Applies to Facility Limit: 90 days/benefit period
Transplant Services 100% after $100 copay | 80% after deductible
Precertification Requirements(7 Yes

Prescription Drugs
Prescription Drug Deductible (must be satisfied before any drug benefits
are paid. For Retail Drugs only.)

e $50.00
Individual
Family $150.00
Retail Drugs (31/60/90-day Supply)
$3/$6/$9 low cost generic
(Deductible waived for low cost generic, generic and mail order generic) $15/$30/$45 generic copay
Formulary Brand (31/60/90-day Supply)
Prescription Drug Program(8) 10% (min $25; max $100)/ 10% ($40 min, $200 max)/ 10% ($60 min, $300 max)
Non-formulary Brand (31/60/90-day Supply)
Soft Mandatory Generic: the member pays the applicable copay. If the 10% (min $45; max $100) / 10% ($80 min, $300 max) / 10% (min $120, $400
physician requires brand-name, member would pay brand-name copay. If max)
the member requests brand-name when a generic is available, the 10% (min $25; max $150) preferred specialty
member pays the applicable copay plus the difference between the 10% (min $45; max $150) non- preferred specialty

generic price and the brand-name price
Maintenance Drugs through Mail Order (90-day Supply)

Prescriptions filled at a non-network pharmacy are not covered. $6 low cost generic

$30 generic copay
Your plan uses the Comprehensive Formulary with an Incentive Benefit $50 formulary brand copay
Design. $90 non-formulary brand copay

10% (min $25; max $150) preferred specialty

10% (min $45; max $150) non- preferred specialty

This is not a contract. This benefits summary presents plan highlights only. Please refer to the policy/ plan documents, as limitations and exclusions apply.

The policy/ plan documents control in the event of a conflict with this benefits summary.

(1) Your group's benefit period is based on a Contract Year. The Contract Year is a consecutive 12-month period beginning on your employer's effective date.
Contact your employer to determine the effective date applicable to your program.

(2) The Network Total Maximum Out-of-Pocket (TMOOP) is mandated by the federal government. TMOOP must include deductible, coinsurance, copays,
prescription drug cost share and any qualified medical expense. Effective with plan years beginning on or after January 1, 2016, the TMOOP cannot exceed
$3,550 for individual and $7,100 for two or more persons.

(3) Services are provided for acute care for minor ilinesses. Services must be performed by a Highmark approved telemedicine provider. Virtual Behavioral
Health visits provided by a Highmark approved telemedicine provider are eligible under the Outpatient Mental Health.

(4) Services are limited to those listed on the Highmark Preventive Schedule (Women's Health Preventive Schedule may apply).

(5) Coverage for eligible members to age 21. Services will be paid according to the benefit category (e.g. speech therapy). Treatment for autism spectrum
disorders does not reduce visit/day limits.

(6) Treatment includes coverage for the correction of a physical or medical problem associated with infertility. Infertility drug therapy may or may not be covered
depending on your group’s prescription drug program.

(7) Highmark Medical Management & Policy (MM&P) must be contacted prior to a planned inpatient admission or within 48 hours of an emergency or maternity-
related inpatient admission. Be sure to verify that your provider is contacting MM&P for precertification. If this does not occur and it is later determined that
all or part of the inpatient stay was not medically necessary or appropriate, you will be responsible for payment of any costs not covered.

(8) The Highmark formulary is an extensive list of Food and Drug Administration (FDA) approved prescription drugs selected for their quality, safety and
effectiveness. The formulary was developed by Highmark Pharmacy Services and approved by the Highmark Pharmacy and Therapeutics Committee made
up of clinical pharmacists and physicians. All plan formularies include products in every major therapeutic category. Plan formularies vary by the number of
different drugs they cover and in the cost-sharing requirements. Your program includes coverage for both formulary and non-formulary drugs at the
copayment or coinsurance amounts listed above. Under the soft mandatory generic provision, when you purchase a brand drug that has a generic
equivalent, you will be responsible for the brand-drug copayment plus the difference in cost between the brand and generic drugs, unless your doctor
requests that the brand drug be dispensed. The Copay Armor program helps members to afford high cost medications (mostly specialty) by
leveraging manufacturer coupon dollars. Members will not need to change where prescriptions are filled and will be contacted by Pillar Rx for
cost savings enrollment. If eligible members do not enroll in this money-saving program at no additional cost, then a new 30% coinsurance will
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apply to certain high-cost medications. However, if eligible members enroll in Copay Armor, the manufacturer coupons will reduce out-of-pocket
costs to $0 or a nominal fee, depending on the medication. Please note that when members use Copay Armor, only the amount a member pays
for the prescription will apply towards the member’s annual out-of-pocket maximum.

(9) Air Ambulance services rendered by out-of-network providers will be covered at the highest network level of benefits.

Health benefits or health benefit administration may be provided by or through Highmark Blue Cross Blue Shield or Highmark
Choice Company, which are independent licensees of the Blue Cross Blue Shield Association.
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Discrimination is Against the Law

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

The claims administrator:

« Provides free aids and services to people with disabilities to communicate
effectively with us, such as:

- Qualified sign language interpreters

- Written information in other formats (large print, audio, accessible
electronic formats, other formats)

- Provides free language services to people whose primary language is not
English, such as:

- Qualified interpreters
- Information written in other languages
If you need these services, contact the Civil Rights Coordinator.

If you believe that the claims administrator has failed to provide these services
or discriminated in another way on the basis of race, color, national origin,
age, disability, or sex, including sex stereotypes and gender identity, you

can file a grievance with: Civil Rights Coordinator, P.O. Box 22492, Pittsburgh,
PA 15222, Phone: 1-866-286-8295, TTY: 711, Fax: 412-544-2475, email:
CivilRightsCoordinator@highmarkhealth.org. 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.

Please note that your employer — and not the claims administrator - is entirely
responsible for determining member eligibility and for the design of your plan/
program; including, any exclusion or limitation described in the benefit Booklet.

ATTENTION: If you speak English, language assistance services, free of charge, are
available to you. Call the number on the back of your ID card (TTY: 711).

ATENCION: Si usted habla espafiol, servicios de asistencia lingiistica, de forma
gratuita, estan disponibles para usted. Llame al nimero en la parte posterior de
su tarjeta de identificacion (TTY: 711).

AR ﬁﬂ%"“iﬁéfﬁi » Al fEER Bt e BE S PR S -
HRITEN S HEEEN S (TTY : 711) -

CHU Y: Néu quy vi néi tiéng Viét, ching téi cung cap dich vu hé tro ngén ngit
mién phi cho quy vi. Xin goi s6 dién thoai & mat sau thé
ID cia quy vi (TTY: 711).

BHUMAHWE: Ecnu Bbl roBopuTe NO-PyCcCKu, Bbl MOXeETe BOCMNONb30BaThCA
6ecnnaTHbIMK ycnyramy A3bIKOBOW noaaepku. Mo3soHUTe No Homepy,
yKa3saHHOMY Ha obopoTe Baliein aeHTUGUKALMOHHOW KapTbl (HOMep ans
TekcT-TenedoHHbIX ycTponcTs (TTY): 711).

Geb Acht: Wann du Deitsch schwetzscht, kannscht du en Dolmetscher griege,
un iss die Hilf Koschdefrei. Kannscht du die Nummer an deinre ID Kard
dahinner uffrufe (TTY: 711).

20l MISELIC ID 3tE
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ATTENZIONE: se parla italiano, per lei sono disponibili servizi di assistenza
linguistica a titolo gratuito. Contatti il numero riportato sul retro della sua carta
d'identita (TTY:711).

A8 Joat) ol dalie Alaall A2l 3 45 laall il lligh (g jall all) Coas i 13) rags
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ATTENTION: Si vous parlez francais, les services d'assistance linguistique,
gratuitement, sont a votre disposition. Appelez le numéro au dos de votre carte
d'identité (TTY: 711).

ACHTUNG: Wenn Sie Deutsch sprechen, steht Ihnen unsere fremdsprachliche
Unterstltzung kostenlos zur Verfligung. Rufen Sie dazu die auf der Riickseite
Ihres Versicherungsausweises (TTY: 711) aufgefiihrte Nummer an.

gallot Ul %l dR oAl el el &, dl el Usll Aci,
USAUL dHal GUANY B, dHIRL AWAKUAREAL ULB0Lell @Il AUIAEAL oAUR
UR $lot 8 (TTY: 711).

UWAGA: Dla 0s6b méwigcych po polsku dostepna jest bezptatna pomoc
jezykowa. Zadzwon pod numer podany na odwrocie karty ubezpieczenia
zdrowotnego (TTY: 711).

Kominike : Si se Kreyol Ayisyen ou pale, gen sévis entépret, gratis-ticheri, ki la
pou ede w. Rele nan nimewo ki nan do kat idantite wla (TTY: 711).

wmicho) : ihnagas unw manign wgimnuhaytswigaman
RUMGRUESINAGAIRWRRANG 1 e gIRIFiueinunsislinigh
MBI UIURIURIIANAGA (TTY:711)

ATENCAO: Se a sua lingua é o portugués, temos atendimento gratuito para
vocé no seu idioma. Ligue para o nimero no verso da sua
identidade (TTY: 711).

ATENSYON: Kung nagsasalita ka ng Tagalog, may makukuha kang mga libreng
serbisyong tulong sa wika. Tawagan ang numero sa likod ng iyong
ID card (TTY: 711).

HEE}C I
BHCBIEL NI

. HAGEPREREO HIZSHET Y AZ A« h—E 2%
WEETET, ID h— FOEITHTEA TS
SV (TTY: T11),

O 2 (OBl a4 el S iladd (S o Comia a8 Gl 4 Ll S s
20850 O (TTY: 711) 355 (lalisd i \S Cady 5o adl g0 jladi Uy Candads

BAA AKONINIZIN: Diné k’ehgo yanilti’go, language assistance services, éi
t’aa niik’eh, bee nika a’doowot, éi bee na’ahoot’i’. ID bee nééhdzingo nanitinigii
bine’d¢¢’ (TTY: 711) ji” hodiilnih.

AT & Fel 3T gfad aod &, mmﬁﬁ?ymm
JaT 3T 2| IS FEHT TgAT (ID) FRE B gi¥ T AR W
Wi H| (TTY: 711).

s P ) Sl (e G ¢a gy S glae 0L com S 520l BN ok b s
(TTY: 711) ;S JS )MBMC)J)AMUSS}S@;M:M

(0D B8 B JTSTES, TrESS WISBIS VEBIS, 8 S,
H% ot eSrad. B> Boerd DEBDERS 6L (&) S8 &S5D
D08 o5 Soo (TTY: 711).

Tusansu: minqaima Tne, TusmssremaedmnininuTashitis 143 Tns g
wnoaviiegaumaniaslsziidlsznruvesnm (TTY: 711)

T ETARI: TGT dUTS AAUTell $TT SIellged ™ Hel, dUISHT oIaT TaT
HEIAT HATEY, ATR[AF 3TAGY gooe]| dUSH HTSST FRSH qosf
HITAT W AR (TTY: 711) AT BT IR |

Aandacht: Indien u Nederlands spreekt, is de taaladviesdienst gratis
beschikbaar voor u. Bel het nummer op de achterkant van uw identificatie
(ID) kaart (TTY: 711).
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

Juniata College: PPO Blue

J'1N

Coverage Period: 01/01/2025 - 12/31/2025
Coverage for: Individual/Family Plan Type: PPO

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, visit www.highmark.com or call 1-800-241-
5704. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see
the Glossary. You can view the Glossary at www.HealthCare.gov/shc-glossary/ or call 1-800-318-2596 to request a copy.

Important Questions

What is the overall deductible?

Are there services covered before
you meet your deductible?

Are there other deductibles for
specific services?

What is the out-of-pocket limit for
this plan?

An example of a benefit book can be found at https://shop.highmark.com/sales/#!/sbc-agreements.

$350 individual/$700 family network.
$800 individual/$1,600 family out-of-network.

Yes. Office visits, preventive care services,
inpatient hospital facility, outpatient hospital
facility, emergency room care, emergency
medical transportation, urgent care, mental
health, substance abuse, rehabilitation
services, skilled nursing facility, durable
medical equipment, and prescription drug
benefits are covered before you meet your
network deductible.

Copayments and coinsurance amounts don't
count toward the network deductible.

Yes. $50 individual/$150 family for
prescription drug coverage.

There are no other specific deductibles.

$0 individual/$0 family network out-of-pocket
limit, up to a total maximum out-of-pocket of
$3,550 individual/$7,100 family.

$4,100 individual/$8,200 family out-of-
network.

Generally, you must pay all of the costs from providers up to the deductible
amount before this plan begins to pay. If you have other family members on the
plan, each family member must meet their own individual deductible until the
total amount of deductible expenses paid by all family members meets the
overall family deductible.

This plan covers some items and services even if you haven't yet met the
deductible amount. But a copayment or coinsurance may apply. For example,
this plan covers certain preventive services without cost-sharing and before you
meet your deductible. See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits/.

You must pay all of the costs for these services up to the specific deductible
amount before this plan begins to pay for these services.

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.
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What is not included in the out-of-

Network: Premiums, balance-billed charges,

pocket limit?

and health care this plan doesn't cover do
not apply to your total maximum out-of-
pocket.

Out-of-network: Copayments, deductibles,
premiums, balance-billed charges,
prescription drug expenses, and health care
this plan doesn't cover.

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

Will you pay less if you use a
network provider?

Yes. See www.highmark.com or call 1-800-
241-5704 for a list of network providers.

This plan uses a provider network. You will pay less if you use a provider in the

plan’s network. You will pay the most if you use an out-of-network provider, and
you might receive a bill from a provider for the difference between the provider's
charge and what your plan pays (balance billing).

Be aware your network provider might use an out-of-network provider for some

services (such as lab work). Check with your provider before you get services.

Do you need a referral to see a
specialist?

No.

You can see the specialist you choose without a referral.

“ All copayment and coinsurance costs shown in this chart are after your overall deductible has been met, if a deductible applies.

Common Medical

What You Will Pay

Limitations, Exceptions, & Other

Event STIEES WD e Network Provider (You p W Important Information
will pay the least) G e L2
the most)
If you visit a Primary care visit to treat an injury or $20 copay/visit 20% coinsurance You may have to pay for services that
health care iliness Deductible does not aren’t preventive. Ask your provider if the
provider’s office apply. services needed are preventive. Then
or clinic Specialist visit $30 copay/visit 20% coinsurance check what your plan will pay for.
Deductible does not
apply. Please refer to your preventive schedule for
Preventive care/screening/immunization | No charge 20% coinsurance additional information.
Deductible does not
apply.
If you have atest = Diagnostic test (x-ray, blood work) No charge 20% coinsurance Precertification may be required.
Imaging (CT/PET scans, MRIs) No charge 20% coinsurance Precertification may be required.
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What You Will Pa

Common Medical
Event

Limitations, Exceptions, & Other
Important Information

Services You May Need Out-of-Network

Network Provider (You

will pay the least) Provider (You will pay

the most)

If you need drugs | Low Cost Generic drugs $3/$6/$9 Not covered Up to 31/60/90-day supply retail pharmacy.
to treat your copay/prescription (retail) Up to 90-day supply maintenance

iliness or Deductible does not apply prescription drugs through mail order.
condition $6 copay/prescription
(mail order)

More information Generic drugs $15/$30/$45 Not covered
about prescription copay/prescription (retail)
drug coverage is Deductible does not apply
available at $30 copay/prescription
(mail order)

Deductible does not apply
Formulary Brand drugs 10% coinsurance Not covered
$25/$40/$60 minimum
$100/$200/$300
maximum per prescription
(retail)

$50 copay/prescription
(mail order)
Non-Formulary Brand drugs 10% coinsurance Not covered
$45/$80/$120 minimum
$100/$300/$400
maximum per prescription
(retail)

$90 copay/prescription
(mail order)

Preferred Specialty drugs 10% coinsurance $25 Not covered
minimum, $150 maximum
per prescription

(retail & mail order)
Non-Preferred Specialty drugs 10% coinsurance $45 Not covered
minimum, $150 maximum
per prescription

(retail & mail order)
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Common Medical
Event

Services You May Need

What You Will Pay

Network Provider (You
will pay the least)

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

Limitations, Exceptions, & Other
Important Information

immediate medical
attention

Deductible does not
apply.

Deductible does not
apply.

If you have Facility fee (e.g., ambulatory surgery $30 copay/visit 20% coinsurance Precertification may be required.
outpatient surgery | center) Deductible does not
apply.
Physician/surgeon fees No charge 20% coinsurance Precertification may be required.
If you need Emergency room care $100 copay/visit $100 copay/visit Copay waived if admitted as an inpatient.

Emergency medical transportation No charge No charge none
Deductible does not Deductible does not
apply. apply.

Urgent care $30 copay/visit $30 copay/visit none
Deductible does not Deductible does not
apply. apply.

If you have a Facility fees (e.g., hospital room) $100 copay per admission | 20% coinsurance Precertification may be required.
hospital stay Deductible does not
apply.
Physician/surgeon fees No charge 20% coinsurance Precertification may be required.
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Common Medical
Event

Services You May Need

Network Provider (You
will pay the least)

What You Will Pa

Out-of-Network
Provider (You will pay

Limitations, Exceptions, & Other
Important Information

Deductible does not
apply.

the most)
If you need mental | Outpatient services $15 copay/visit $15 copay/visit Precertification may be required.
health, behavioral Deductible does not Deductible does not
health, or apply. apply.
substance abuse | Inpatient services $100 copay per admission | $100 copay per admission | Precertification may be required.
services Deductible does not Deductible does not
apply. apply.
If you are Office visits $100 copay per admission | 20% coinsurance Cost sharing does not apply for preventive
pregnant Deductible does not services.
apply. Depending on the type of services, a
Childbirth/delivery professional services | $100 copay per admission | 20% coinsurance copayment, coinsurance, or deductible may
Deductible does not apply.
apply. Maternity care may include tests and
Childbirth/delivery facility services $100 copay per admission | 20% coinsurance services described elsewhere in the SBC

(i.e. ultrasound.)

Network: The first visit to determine
pregnancy is covered at no charge. Please
refer to the Women’s Health Preventive
Schedule for additional information.
Precertification may be required.

5 of 11




Common Medical
Event

If you need help
recovering or have
other special
health needs

Services You May Need

What You Will Pay

Network Provider (You
will pay the least)

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

Limitations, Exceptions, & Other
Important Information

Home health care No charge 20% coinsurance Combined network and out-of-network: 120
visits per benefit period, combined with
visiting nurse.

Precertification may be required.

Rehabilitation services $15 copay/visit 20% coinsurance Combined network and out-of-network: 60

Deductible does not
apply.

physical medicine visits, 60 speech therapy
visits, and 60 occupational therapy visits
per benefit period.

Precertification may be required.

Habilitation services Not covered Not covered none S
Skilled nursing care $100 copay per admission | 20% coinsurance Combined network and out-of-network: 90
Deductible does not days per benefit period.

apply.

Precertification may be required.

Durable medical equipment No charge 20% coinsurance Precertification may be required.
Deductible does not
apply.
Hospice services No charge 20% coinsurance Precertification may be required.
If your child needs | Children’s eye exam Not covered Not covered none -——-
dental or eye care | Children’s glasses Not covered Not covered none
Children’s dental check-up Not covered Not covered none S

6 of 11




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 Habilitation services e Routine foot care
e Cosmetic surgery e Long-term care e Weight loss programs
e Dental care (Adult) e Routine eye care (Adult)

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

o Bariatric surgery e Hearing aids e Non-emergency care when traveling outside
the U.S. See www.bcbsglobalcore.com

e Chiropractic care e Infertility treatment e Private-duty nursing

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: Department of Labor’'s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform, or the Department of
Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov. The Pennsylvania
Department of Consumer Services at 1-877-881-6388. Other options to continue coverage are available to you too, including buying individual insurance coverage
through the Health Insurance Marketplace. For more information about the Marketplace, visit http://www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim appeal or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact:

e Your plan administrator/employer.

e The Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform.

Does this plan provide Minimum Essential Coverage? Yes
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid,
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

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

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:

P
u
v

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 pre-natal care and a
hospital delivery)

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

Mia’s Simple Fracture
(in-network emergency room visit and follow up

EThe plan’s overall deductible $350
M Specialist copayment $30
W Hospital (facility) coinsurance 0%
mOther coinsurance 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)

HMThe plan’s overall deductible $350
W Specialist copayment $30
M Hospital (facility) coinsurance 0%
mOther coinsurance 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)

care)
B The plan’s overall deductible $350
M Specialist copayment $30
M Hospital (facility) coinsurance 0%
mOther coinsurance 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 | $12,700  Total Example Cost | $5600  Total Example Cost | $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles* $400 Deductibles* $200 Deductibles $200
Copayments $100 Copayments $300 Copayments $300
Coinsurance $0 Coinsurance $300 Coinsurance $0
What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0
The total Peg would pay is $560 The total Joe would pay is $820 The total Mia would pay is $500

reduce your costs. For more information about the wellness program, please contact:
* This plan has other deductibles for specific services included in this coverage example. See "Are there other deductlbles for specific services?" row above.

Note: These numbers assume the patient does not participate in the plan’s wellness program. If you participate in the plan’s wellness program, you may be able to

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Insurance or benefit administration may be provided by Highmark Blue Cross Blue Shield and Highmark Choice Company which are independent
licensees of the Blue Cross and Blue Shield Association. Health care plans are subject to terms of the benefit agreement.

To find more information about Highmark’s benefits and operating procedures, such as accessing the drug formulary or using network providers,
please go to DiscoverHighmark.com; or for a paper copy, call 1-855-873-4106.



Discrimination is Against the Law

The Claims Administrator/Insurer complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex, including sex stereotypes and
gender identity. The Claims Administrator/Insurer does not exclude people or treat them differently because
of race, color, national origin, age, disability, or sex assigned at birth, gender identity or recorded gender.
Furthermore, the Claims Administrator/Insurer will not deny or limit coverage to any health service based

on the fact that an individual’s sex assigned at birth, gender identity, or recorded gender is different from
the one to which such health service is ordinarily available. The Claims Administrator/Insurer will not deny or
limit coverage for a specific health service related to gender transition if such denial or limitation results in
discriminating against a transgender individual. The Claims Administrator/Insurer:

- Provides free aids and services to people with disabilities to communicate effectively with us, such as:
- Qualified sign language interpreters
- Written information in other formats (large print, audio, accessible electronic formats, other formats)
- Provides free language services to people whose primary language is not English, such as:
- Qualified interpreters
- Information written in other languages
If you need these services, contact the Civil Rights Coordinator.

If you believe that the Claims Administrator/Insurer has failed to provide these services or discriminated in
another way on the basis of race, color, national origin, age, disability, or sex, including sex stereotypes and
gender identity, you can file a grievance with: Civil Rights Coordinator, P.O. Box 22492, Pittsburgh, PA 15222,
Phone: 1-866-286-8295, TTY: 711, Fax: 412-544-2475, email: CivilRightsCoordinator@highmarkhealth.org.
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

ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call the
number on the back of your ID card (TTY: 711).

ATENCION: Si usted habla espafiol, servicios de asistencia lingiiistica, de forma gratuita, estan disponibles
para usted. Llame al nimero en la parte posterior de su tarjeta de identificaciéon (TTY: 711).

FER: MREEBN, TEERERFIESHEIRS.
BFRITEHEMEEEASE TTY: 711)



CHU Y: Néu quy vi noi tiéng Viét, chiing t6i cung cap dich vu hé tro ngén nglt mién phi cho quy vi. Xin goi s6
dién thoai 8 mat sau thé ID clia quy vi (TTY: 711).

ok

L2 T E MBSt = 25 floll F2 90| MSEUHCLIDIIE SHHo U= HEz=E
TSI AIL (TTY: 711).
ATENSYON: Kung nagsasalita ka ng Tagalog, may makukuha kang mga libreng serbisyong tulong sa wika.
Tawagan ang numero sa likod ng iyong ID card (TTY: 711).

BHUMAHWE: Ecnu Bbl roBOpUTE NO-PYCCKM, Bbl MOXKETE BOCMONb30BaTbCA OeCnaTHbIMI YCyramu A3bIKOBOMN
nopnepxKu. [lo3BoHNTe No HOMepy, ykazaHHOMY Ha 06opoTe Ballell naeHTdUKaLMOHHON KapTbl (Homep
ana Tekct-tenedoHHbIX yctponcts (TTY): 711).

Shen) i sn Ay AR 3 g pall 28 1l Joi) Al Aalia Ailavall Zal 8 & slaall iladd lligh e pall Aall) Caaa i 13) ;4

ATTENTION: Si c’est créole que vous connaissez, il y a un certain service de langues qui est gratis et
disponible pour vous-méme. Composez le numéro qui est au dos de votre carte d'identité. (TTY: 711).

ATTENTION: Si vous parlez francais, les services d’assistance linguistique, gratuitement, sont a votre
disposition. Appelez le numéro au dos de votre carte d'identité (TTY: 711).

UWAGA: Dla 0séb mowigcych po polsku dostepna jest bezptatna pomoc jezykowa. Zadzwon pod numer
podany na odwrocie karty ubezpieczenia zdrowotnego (TTY: 711).

ATENCAO: Se a sua lingua é o portugués, temos atendimento gratuito para vocé no seu idioma. Ligue para o
numero no verso da sua identidade (TTY: 711).

ATTENZIONE: se parla italiano, per lei sono disponibili servizi di assistenza linguistica a titolo gratuito.
Contatti il numero riportato sul retro della sua carta d'identita (TTY: 711).

ACHTUNG: Wenn Sie Deutsch sprechen, steht Ihnen unsere fremdsprachliche Unterstiitzung kostenlos
zur Verfligung. Rufen Sie dazu die auf der Riickseite lhres Versicherungsausweises (TTY: 711) aufgefiihrte
Nummer an.

L AAREBHAREEDAIGSE VAR H—EREERTCTHRBWEITE Y. ID hA— FDOE(CEH
EBINTWVWABESICEFEZS M IEEWD (TTY: 711),

Cadly 5 adl o jlad by Canlad G i 50 (O8I G 4g (0l ) SaS e (S e Cuma gl L4 el S da s
Ao el (TTY: 711) 253 (lalid oS



THIGHMARK. 2®) | PPO Blue
Juniata College
PPO Blue Sharing

On the chart below, you'll see what your plan pays for specific services. You may be responsible for a facility fee, clinic charge or similar fee or charge (in addition
to any professional fees) if your office visit or service is provided at a location that qualifies as a hospital department or a satellite building of a hospital.
108710-00, 108710-01

Benefit Network Out-of-Network
General Provisions

Benefit Period(1) Contract Year

Deductible (per benefit period)

Individual $2,000 $4,000

Family $4,000 $8,000

Plan Pays — payment based on the plan allowance 100% after deductible 80% after deductible

Out-of-Pocket Limit (Once met, plan pays 100% coinsurance for the rest
of the benefit period)

Individual None $8,000
Family None $16,000
Total Maximum Out-of-Pocket (Includes deductible, coinsurance, copays,
prescription drug cost sharing and other qualified medical expenses,
Network only)(2) Once met, the plan pays 100% of covered services for
the rest of the benefit period.

Individual $3,550 N/A
Family $7,100 N/A
Office/Clinic/Urgent Care Visits
Retail Clinic Visits & Virtual Visits 100% after $15 copay 80% after deductible
Primary Care Provider Office Visits & Virtual Visits 100% after $20 copay 80% after deductible
Specialist Office & Virtual Visits 100% after $30 copay 80% after deductible
Virtual Visit Originating Site Fee 100% 80% after deductible
Urgent Care Center Visits 100% after $30 copay 100% after $30 copay
Maternity-Professional (including dependent daughter) 100% after deductible 80% after deductible
Telemedicine Services(3 100% after $10 copa: Not Covered
Preventive Care(4
Routine Adult
Physical exams 100% 80% after deductible
Adult immunizations 100% 80% after deductible
Routine gynecological exams, including a Pap Test 100% 80% after deductible
Mammograms, annual routine 100% 80% after deductible
Mammograms & 3D Mammograms 100% 80% after deductible
Women'’s Health- Breast Feeding supplies All screenings, and counseling 100% 80% after deductible
Diagnostic services and procedures 100% 80% after deductible
Routine Pediatric
Physical exams 100% 80% after deductible
Pediatric immunizations 100% 80% after deductible
Diagnostic services and procedures 100% 80% after deductible
Emergency Room Services 100% after $100 copay (waived if admitted)
Ambulance — Emergency (Non-Emergency, Ground, Air and Water) (9) 100% (deductible does not apply)
Non-Emergency & Non-Urgent use of Urgent Care provider 100% after a $30 copa 100% after a $30 copa

Hospital and Medical/Surgical Expenses (including maternity)
100% after $100 copay
(per admission)
Hospital Outpatient- Excludes emergency room services 100% after $30 copay 80% after deductible
100% after $100 copay
(per admission)

Hospital Inpatient 80% after deductible

Maternity (including dependent daughter) 80% after deductible

II\E/IedlcaI Care (including inpatient visits and consultations)/Surgical 100% after deductible 80% after deductible
xpenses
Therapy and Rehabilitation Services
. - 100% after $15 copay 80% after deductible
Physical Medicine Limit: 60 visits/benefit period
} ) 100% after $15 copay | 80% after deductible
Speech, Occupational & Respiratory Therapy Limit: 60 visits per therapy/benefit period
Spinal Manioulations 100% after $15 copay [ 80% after deductible
P P Limit: 25 visits/benefit period
Other Therapy Services (Cardiac Rehab, Infusion Therapy, o . o )
Chemotherapy, Radiation Therapy and Dialysis) 100% after deductible 80% after deductible
Inpatient Mental Health Services 100% after $.10(.) copay 100% after $.10(.) copay
(per admission) (per admission)
Inpatient Detoxification / Rehabilitation 100% after $.109 copay 100% after $.109 copay
(per admission) (per admission)
Outpatient Mental Health Services (includes virtual behavioral health
visits) 100% after $15 copay 100% after $15 copay
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Benefit Network [ Out-of-Network

Outpatient Substance Abuse Services 100% after $15 copay 100% after $15 copay
Other Services

Allergy Extracts and Injections 100% deductible waived 80% after deductible

Autism Spectrum Disorder including Applied Behavior Analysis(5) 100% after deductible 80% after deductible

Infertility Treatment (diagnosis and treatment of the underlying medical

condition only) 100% after deductible 80% after deductible
. 100% ) .
Contraceptives (deductible waived) 80% after deductible
Vasectomy 100% after deductible 80% after deductible
Tubal ligation 100% deductible waived 80% after deductible
Diabetic Supplies 100% deductible waived 80% after deductible
Hearing Aids (Limited $1,000 per lifetime) 100% deductible waived 80% after deductible
Diagnostic Services
Advanced Imaging (MRI, CAT, PET scan, etc.) 100% after deductible 80% after deductible
Basic Diagnostic Serwce; (standard imaging, diagnostic medical, 100% after deductible 80% after deductible
lab/pathology, allergy testing)
Durable Medical Equipment, Orthotics and Prosthetics 100% deductible waived 80% after deductible
Home Health Care 100% after deductible 80% after deductible
Limit: 120 visits/benefit period
Hospice 100% after deductible 80% after deductible
Infertility Counseling, Testing and Treatment(6) 100% after deductible 80% after deductible
Private Duty Nursing 100% after deductible 80% after deductible
. . . . . 100% after $100 copay 80% after deductible
Skilled Nursing Facility Care-Applies to Facility Limit: 90 days/benefit period
Transplant Services 100% after $100 copay | 80% after deductible
Precertification Requirements(7 Yes

Prescription Drugs
Prescription Drug Deductible (must be satisfied before any drug benefits
are paid. For Retail Drugs only.)

e $50.00
Individual
Family $150.00
Retail Drugs (31/60/90-day Supply)
$3/$6/$9 low cost generic
(Deductible waived for low cost generic, generic and mail order generic) $15/$30/$45 generic copay
Formulary Brand (31/60/90-day Supply)
Prescription Drug Program(8) 10% (min $25; max $100)/ 10% ($40 min, $200 max)/ 10% ($60 min, $300 max)
Non-formulary Brand (31/60/90-day Supply)
Soft Mandatory Generic: the member pays the applicable copay. If the 10% (min $45; max $100) / 10% ($80 min, $300 max) / 10% (min $120, $400
physician requires brand-name, member would pay brand-name copay. If max)
the member requests brand-name when a generic is available, the 10% (min $25; max $150) preferred specialty
member pays the applicable copay plus the difference between the 10% (min $45; max $150) non- preferred specialty

generic price and the brand-name price
Maintenance Drugs through Mail Order (90-day Supply)

Prescriptions filled at a non-network pharmacy are not covered. $6 low cost generic

$30 generic copay
Your plan uses the Comprehensive Formulary with an Incentive Benefit $50 formulary brand copay
Design. $90 non-formulary brand copay

10% (min $25; max $150) preferred specialty

10% (min $45; max $150) non- preferred specialty

This is not a contract. This benefits summary presents plan highlights only. Please refer to the policy/ plan documents, as limitations and exclusions apply.

The policy/ plan documents control in the event of a conflict with this benefits summary.

(1) Your group's benefit period is based on a Contract Year. The Contract Year is a consecutive 12-month period beginning on your employer's effective date.
Contact your employer to determine the effective date applicable to your program.

(2) The Network Total Maximum Out-of-Pocket (TMOOP) is mandated by the federal government. TMOOP must include deductible, coinsurance, copays,
prescription drug cost share and any qualified medical expense. Effective with plan years beginning on or after January 1, 2016, the TMOOP cannot exceed
$3,550 for individual and $7,100 for two or more persons.

(3) Services are provided for acute care for minor ilinesses. Services must be performed by a Highmark approved telemedicine provider. Virtual Behavioral
Health visits provided by a Highmark approved telemedicine provider are eligible under the Outpatient Mental Health.

(4) Services are limited to those listed on the Highmark Preventive Schedule (Women's Health Preventive Schedule may apply).

(5) Coverage for eligible members to age 21. Services will be paid according to the benefit category (e.g. speech therapy). Treatment for autism spectrum
disorders does not reduce visit/day limits.

(6) Treatment includes coverage for the correction of a physical or medical problem associated with infertility. Infertility drug therapy may or may not be covered
depending on your group’s prescription drug program.

(7) Highmark Medical Management & Policy (MM&P) must be contacted prior to a planned inpatient admission or within 48 hours of an emergency or maternity-
related inpatient admission. Be sure to verify that your provider is contacting MM&P for precertification. If this does not occur and it is later determined that
all or part of the inpatient stay was not medically necessary or appropriate, you will be responsible for payment of any costs not covered.

(8) The Highmark formulary is an extensive list of Food and Drug Administration (FDA) approved prescription drugs selected for their quality, safety and
effectiveness. The formulary was developed by Highmark Pharmacy Services and approved by the Highmark Pharmacy and Therapeutics Committee made
up of clinical pharmacists and physicians. All plan formularies include products in every major therapeutic category. Plan formularies vary by the number of
different drugs they cover and in the cost-sharing requirements. Your program includes coverage for both formulary and non-formulary drugs at the
copayment or coinsurance amounts listed above. Under the soft mandatory generic provision, when you purchase a brand drug that has a generic
equivalent, you will be responsible for the brand-drug copayment plus the difference in cost between the brand and generic drugs, unless your doctor
requests that the brand drug be dispensed. The Copay Armor program helps members to afford high cost medications (mostly specialty) by
leveraging manufacturer coupon dollars. Members will not need to change where prescriptions are filled and will be contacted by Pillar Rx for
cost savings enrollment. If eligible members do not enroll in this money-saving program at no additional cost, then a new 30% coinsurance will
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apply to certain high-cost medications. However, if eligible members enroll in Copay Armor, the manufacturer coupons will reduce out-of-pocket
costs to $0 or a nominal fee, depending on the medication. Please note that when members use Copay Armor, only the amount a member pays
for the prescription will apply towards the member’s annual out-of-pocket maximum.

(9) Air Ambulance services rendered by out-of-network providers will be covered at the highest network level of benefits.

Health benefits or health benefit administration may be provided by or through Highmark Blue Cross Blue Shield or Highmark
Choice Company, which are independent licensees of the Blue Cross Blue Shield Association.
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Discrimination is Against the Law

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

The claims administrator:

« Provides free aids and services to people with disabilities to communicate
effectively with us, such as:

- Qualified sign language interpreters

- Written information in other formats (large print, audio, accessible
electronic formats, other formats)

- Provides free language services to people whose primary language is not
English, such as:

- Qualified interpreters
- Information written in other languages
If you need these services, contact the Civil Rights Coordinator.

If you believe that the claims administrator has failed to provide these services
or discriminated in another way on the basis of race, color, national origin,
age, disability, or sex, including sex stereotypes and gender identity, you

can file a grievance with: Civil Rights Coordinator, P.O. Box 22492, Pittsburgh,
PA 15222, Phone: 1-866-286-8295, TTY: 711, Fax: 412-544-2475, email:
CivilRightsCoordinator@highmarkhealth.org. 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.

Please note that your employer — and not the claims administrator - is entirely
responsible for determining member eligibility and for the design of your plan/
program; including, any exclusion or limitation described in the benefit Booklet.

ATTENTION: If you speak English, language assistance services, free of charge, are
available to you. Call the number on the back of your ID card (TTY: 711).

ATENCION: Si usted habla espafiol, servicios de asistencia lingiistica, de forma
gratuita, estan disponibles para usted. Llame al nimero en la parte posterior de
su tarjeta de identificacion (TTY: 711).

AR ﬁﬂ%"“iﬁéfﬁi » Al fEER Bt e BE S PR S -
HRITEN S HEEEN S (TTY : 711) -

CHU Y: Néu quy vi néi tiéng Viét, ching téi cung cap dich vu hé tro ngén ngit
mién phi cho quy vi. Xin goi s6 dién thoai & mat sau thé
ID cia quy vi (TTY: 711).

BHUMAHWE: Ecnu Bbl roBopuTe NO-PyCcCKu, Bbl MOXeETe BOCMNONb30BaThCA
6ecnnaTHbIMK ycnyramy A3bIKOBOW noaaepku. Mo3soHUTe No Homepy,
yKa3saHHOMY Ha obopoTe Baliein aeHTUGUKALMOHHOW KapTbl (HOMep ans
TekcT-TenedoHHbIX ycTponcTs (TTY): 711).

Geb Acht: Wann du Deitsch schwetzscht, kannscht du en Dolmetscher griege,
un iss die Hilf Koschdefrei. Kannscht du die Nummer an deinre ID Kard
dahinner uffrufe (TTY: 711).

20l MISELIC ID 3tE

01/01/2024

ATTENZIONE: se parla italiano, per lei sono disponibili servizi di assistenza
linguistica a titolo gratuito. Contatti il numero riportato sul retro della sua carta
d'identita (TTY:711).

A8 Joat) ol dalie Alaall A2l 3 45 laall il lligh (g jall all) Coas i 13) rags
(711 23Rl s pandl D s 553 Juai¥) ) ol oa Ay Cala 3 5 al)

ATTENTION: Si vous parlez francais, les services d'assistance linguistique,
gratuitement, sont a votre disposition. Appelez le numéro au dos de votre carte
d'identité (TTY: 711).

ACHTUNG: Wenn Sie Deutsch sprechen, steht Ihnen unsere fremdsprachliche
Unterstltzung kostenlos zur Verfligung. Rufen Sie dazu die auf der Riickseite
Ihres Versicherungsausweises (TTY: 711) aufgefiihrte Nummer an.

gallot Ul %l dR oAl el el &, dl el Usll Aci,
USAUL dHal GUANY B, dHIRL AWAKUAREAL ULB0Lell @Il AUIAEAL oAUR
UR $lot 8 (TTY: 711).

UWAGA: Dla 0s6b méwigcych po polsku dostepna jest bezptatna pomoc
jezykowa. Zadzwon pod numer podany na odwrocie karty ubezpieczenia
zdrowotnego (TTY: 711).

Kominike : Si se Kreyol Ayisyen ou pale, gen sévis entépret, gratis-ticheri, ki la
pou ede w. Rele nan nimewo ki nan do kat idantite wla (TTY: 711).

wmicho) : ihnagas unw manign wgimnuhaytswigaman
RUMGRUESINAGAIRWRRANG 1 e gIRIFiueinunsislinigh
MBI UIURIURIIANAGA (TTY:711)

ATENCAO: Se a sua lingua é o portugués, temos atendimento gratuito para
vocé no seu idioma. Ligue para o nimero no verso da sua
identidade (TTY: 711).

ATENSYON: Kung nagsasalita ka ng Tagalog, may makukuha kang mga libreng
serbisyong tulong sa wika. Tawagan ang numero sa likod ng iyong
ID card (TTY: 711).

HEE}C I
BHCBIEL NI

. HAGEPREREO HIZSHET Y AZ A« h—E 2%
WEETET, ID h— FOEITHTEA TS
SV (TTY: T11),

O 2 (OBl a4 el S iladd (S o Comia a8 Gl 4 Ll S s
20850 O (TTY: 711) 355 (lalisd i \S Cady 5o adl g0 jladi Uy Candads

BAA AKONINIZIN: Diné k’ehgo yanilti’go, language assistance services, éi
t’aa niik’eh, bee nika a’doowot, éi bee na’ahoot’i’. ID bee nééhdzingo nanitinigii
bine’d¢¢’ (TTY: 711) ji” hodiilnih.

AT & Fel 3T gfad aod &, mmﬁﬁ?ymm
JaT 3T 2| IS FEHT TgAT (ID) FRE B gi¥ T AR W
Wi H| (TTY: 711).

s P ) Sl (e G ¢a gy S glae 0L com S 520l BN ok b s
(TTY: 711) ;S JS )MBMC)J)AMUSS}S@;M:M

(0D B8 B JTSTES, TrESS WISBIS VEBIS, 8 S,
H% ot eSrad. B> Boerd DEBDERS 6L (&) S8 &S5D
D08 o5 Soo (TTY: 711).

Tusansu: minqaima Tne, TusmssremaedmnininuTashitis 143 Tns g
wnoaviiegaumaniaslsziidlsznruvesnm (TTY: 711)

T ETARI: TGT dUTS AAUTell $TT SIellged ™ Hel, dUISHT oIaT TaT
HEIAT HATEY, ATR[AF 3TAGY gooe]| dUSH HTSST FRSH qosf
HITAT W AR (TTY: 711) AT BT IR |

Aandacht: Indien u Nederlands spreekt, is de taaladviesdienst gratis
beschikbaar voor u. Bel het nummer op de achterkant van uw identificatie
(ID) kaart (TTY: 711).
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

Juniata College: PPO Blue

J'1N

Coverage Period: 01/01/2025 - 12/31/2025
Coverage for: Individual/Family Plan Type: PPO

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, visit www.highmark.com or call 1-
808-241-5704 . For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined
terms see the Glossary. You can view the Glossary at www.HealthCare.gov/sbc-glossary/ or call 1-800-318-2596 to request a copy.

Important Questions

What is the overall deductible?

Are there services covered before
you meet your deductible?

Are there other deductibles for
specific services?

What is the out-of-pocket limit for
this plan?

An example of a benefit book can be found at https://shop.highmark.com/sales/#!/sbc-agreements.

$2,000 individual/$4,000 family network.
$4,000 individual/$8,000 family out-of-
network.

Yes. Office visits, preventive care, inpatient
hospital facility, outpatient hospital facility,
emergency room care, emergency medical
transportation, urgent care, mental health,
substance abuse, rehabilitation services,
skilled nursing facility, durable medical
equipment, and prescription drug benefits
are covered before you meet your network
deductible.

Copayments and coinsurance amounts don't
count toward the network deductible.

Yes. $50 individual/$150 family for
prescription drug coverage.

There are no other specific deductibles.

$0 individual/$0 family network out-of-pocket
limit, up to a total maximum out-of-pocket of
$3,550 individual/$7,100 family.

$8,000 individual/$16,000 family out-of-
network.

Generally, you must pay all of the costs from providers up to the deductible
amount before this plan begins to pay. If you have other family members on the
plan, each family member must meet their own individual deductible until the
total amount of deductible expenses paid by all family members meets the
overall family deductible.

This plan covers some items and services even if you haven't yet met the
deductible amount. But a copayment or coinsurance may apply. For example,
this plan covers certain preventive services without cost-sharing and before you
meet your deductible. See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits/.

You must pay all of the costs for these services up to the specific deductible
amount before this plan begins to pay for these services.

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.
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What is not included in the out-of— | Network: Premiums, balance-billed charges, | Even though you pay these expenses, they don't count toward the out-of-pocket

pocket limit? and health care this plan doesn't cover do limit.
not apply to your total maximum out-of-
pocket.

Out-of-network: Copayments, deductibles,
premiums, balance-billed charges,
prescription drug expenses, and health care
this plan doesn't cover.

Will you pay less if you use a Yes. See www.highmark.com or call 1-800- | This plan uses a provider network. You will pay less if you use a provider in the
network provider? 241-5704 for a list of network providers. plan’s network. You will pay the most if you use an out-of-network provider, and

you might receive a bill from a provider for the difference between the provider's
charge and what your plan pays (balance billing).

Be aware your network provider might use an out-of-network provider for some
services (such as lab work). Check with your provider before you get services.

Do you need a referral to see a No. You can see the specialist you choose without a referral.
specialist?

“ All copayment and coinsurance costs shown in this chart are after your overall deductible has been met, if a deductible applies.

What You Will Pay

Common Medical Limitations, Exceptions, & Other

Services You May Need Out-of-Network

Event NetV\_lork Provider (You Provider (You will pay Important Information
will pay the least) Y
the most)
If you visit a Primary care visit to treat an injury or $20 copay/visit 20% coinsurance You may have to pay for services that
health care iliness Deductible does not aren’t preventive. Ask your provider if the
provider’s office apply. services needed are preventive. Then
or clinic Specialist visit $30 copay/visit 20% coinsurance check what your plan will pay for.
Deductible does not
apply. Please refer to your preventive schedule for
Preventive care/screening/immunization | No charge 20% coinsurance additional information.
Deductible does not
apply.
If you have atest = Diagnostic test (x-ray, blood work) No charge 20% coinsurance Precertification may be required.
Imaging (CT/PET scans, MRIs) No charge 20% coinsurance Precertification may be required.
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What You Will Pa

Common Medical
Event

Limitations, Exceptions, & Other
Important Information

Services You May Need Out-of-Network

Network Provider (You

will pay the least) Provider (You will pay

the most)

If you need drugs | Low Cost Generic drugs $3/$6/$9 Not covered Up to 31/60/90-day supply retail pharmacy.
to treat your copay/prescription (retail) Up to 90-day supply maintenance

iliness or Deductible does not apply prescription drugs through mail order.
condition $6 copay/prescription
(mail order)

More information Generic drugs $15/$30/$45 Not covered
about prescription copay/prescription (retail)
drug coverage is Deductible does not apply
available at $30 copay/prescription
(mail order)

Deductible does not apply
Formulary Brand drugs 10% coinsurance Not covered
$25/$40/$60 minimum
$100/$200/$300
maximum per prescription
(retail)

$50 copay/prescription
(mail order)
Non-Formulary Brand drugs 10% coinsurance Not covered
$45/$80/$120 minimum
$100/$300/$400
maximum per prescription
(retail)

$90 copay/prescription
(mail order)

Preferred Specialty drugs 10% coinsurance $25 Not covered
minimum, $150 maximum
per prescription

(retail & mail order)
Non-Preferred Specialty drugs 10% coinsurance $45 Not covered
minimum, $150 maximum
per prescription

(retail & mail order)
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Common Medical
Event

Services You May Need

What You Will Pay

Network Provider (You
will pay the least)

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

Limitations, Exceptions, & Other
Important Information

immediate medical
attention

Deductible does not
apply.

Deductible does not
apply.

If you have Facility fee (e.g., ambulatory surgery $30 copay/visit 20% coinsurance Precertification may be required.
outpatient surgery | center) Deductible does not
apply.
Physician/surgeon fees No charge 20% coinsurance Precertification may be required.
If you need Emergency room care $100 copay/visit $100 copay/visit Copay waived if admitted as an inpatient.

Emergency medical transportation No charge No charge none
Deductible does not Deductible does not
apply. apply.

Urgent care $30 copay/visit $30 copay/visit none
Deductible does not Deductible does not
apply. apply.

If you have a Facility fees (e.g., hospital room) $100 copay per admission | 20% coinsurance Precertification may be required.
hospital stay Deductible does not
apply.
Physician/surgeon fees No charge 20% coinsurance Precertification may be required.
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Common Medical
Event

Services You May Need

Network Provider (You
will pay the least)

What You Will Pa

Out-of-Network
Provider (You will pay

Limitations, Exceptions, & Other
Important Information

Deductible does not
apply.

the most)
If you need mental | Outpatient services $15 copay/visit $15 copay/visit Precertification may be required.
health, behavioral Deductible does not Deductible does not
health, or apply. apply.
substance abuse | Inpatient services $100 copay per admission | $100 copay per admission | Precertification may be required.
services Deductible does not Deductible does not
apply. apply.
If you are Office visits $100 copay per admission | 20% coinsurance Cost sharing does not apply for preventive
pregnant Deductible does not services.
apply. Depending on the type of services, a
Childbirth/delivery professional services | $100 copay per admission | 20% coinsurance copayment, coinsurance, or deductible may
Deductible does not apply.
apply. Maternity care may include tests and
Childbirth/delivery facility services $100 copay per admission | 20% coinsurance services described elsewhere in the SBC

(i.e. ultrasound.)

Network: The first visit to determine
pregnancy is covered at no charge. Please
refer to the Women’s Health Preventive
Schedule for additional information.
Precertification may be required.
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Common Medical
Event

If you need help
recovering or have
other special
health needs

Services You May Need

What You Will Pay

Network Provider (You
will pay the least)

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

Limitations, Exceptions, & Other
Important Information

Home health care No charge 20% coinsurance Combined network and out-of-network: 120
visits per benefit period, combined with
visiting nurse.

Precertification may be required.

Rehabilitation services $15 copay/visit 20% coinsurance Combined network and out-of-network: 60

Deductible does not
apply.

physical medicine visits, 60 speech therapy
visits, and 60 occupational therapy visits
per benefit period.

Precertification may be required.

Habilitation services Not covered Not covered none S
Skilled nursing care $100 copay per admission | 20% coinsurance Combined network and out-of-network: 90
Deductible does not days per benefit period.

apply.

Precertification may be required.

Durable medical equipment No charge 20% coinsurance Precertification may be required.
Deductible does not
apply.
Hospice services No charge 20% coinsurance Precertification may be required.
If your child needs | Children’s eye exam Not covered Not covered none -——-
dental or eye care | Children’s glasses Not covered Not covered none
Children’s dental check-up Not covered Not covered none S
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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 Habilitation services e Routine foot care
e Cosmetic surgery e Long-term care e Weight loss programs
e Dental care (Adult) e Routine eye care (Adult)

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

o Bariatric surgery e Hearing aids e Non-emergency care when traveling outside
the U.S. See www.bcbsglobalcore.com

e Chiropractic care e Infertility treatment e Private-duty nursing

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: Department of Labor’'s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform, or the Department of
Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov. The Pennsylvania
Department of Consumer Services at 1-877-881-6388. Other options to continue coverage are available to you too, including buying individual insurance coverage
through the Health Insurance Marketplace. For more information about the Marketplace, visit http://www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim appeal or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact:

e Your plan administrator/employer.

e The Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform.

Does this plan provide Minimum Essential Coverage? Yes
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid,
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

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

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:

P
u
v

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 pre-natal care and a
hospital delivery)

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

Mia’s Simple Fracture
(in-network emergency room visit and follow up

EThe plan’s overall deductible $2,000
M Specialist copayment $30
W Hospital (facility) coinsurance 0%
mOther coinsurance 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)

HMThe plan’s overall deductible $2,000
W Specialist copayment $30
M Hospital (facility) coinsurance 0%
mOther coinsurance 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)

care)
B The plan’s overall deductible $2,000
M Specialist copayment $30
M Hospital (facility) coinsurance 0%
mOther coinsurance 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 | $12,700  Total Example Cost | $5600  Total Example Cost | $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles* $2,000 Deductibles* $1,200 Deductibles $1,700
Copayments $10 Copayments $600 Copayments $400
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 $20 Limits or exclusions $0
The total Peg would pay is $2,070 The total Joe would pay is $1,820 The total Mia would pay is $2,100

reduce your costs. For more information about the wellness program, please contact:
* This plan has other deductibles for specific services included in this coverage example. See "Are there other deductlbles for specific services?" row above.

Note: These numbers assume the patient does not participate in the plan’s wellness program. If you participate in the plan’s wellness program, you may be able to

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Insurance or benefit administration may be provided by Highmark Blue Cross Blue Shield and Highmark Choice Company which are independent
licensees of the Blue Cross and Blue Shield Association. Health care plans are subject to terms of the benefit agreement.

To find more information about Highmark’s benefits and operating procedures, such as accessing the drug formulary or using network providers,
please go to DiscoverHighmark.com; or for a paper copy, call 1-855-873-4106.



Discrimination is Against the Law

The Claims Administrator/Insurer complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex, including sex stereotypes and
gender identity. The Claims Administrator/Insurer does not exclude people or treat them differently because
of race, color, national origin, age, disability, or sex assigned at birth, gender identity or recorded gender.
Furthermore, the Claims Administrator/Insurer will not deny or limit coverage to any health service based

on the fact that an individual’s sex assigned at birth, gender identity, or recorded gender is different from
the one to which such health service is ordinarily available. The Claims Administrator/Insurer will not deny or
limit coverage for a specific health service related to gender transition if such denial or limitation results in
discriminating against a transgender individual. The Claims Administrator/Insurer:

- Provides free aids and services to people with disabilities to communicate effectively with us, such as:
- Qualified sign language interpreters
- Written information in other formats (large print, audio, accessible electronic formats, other formats)
- Provides free language services to people whose primary language is not English, such as:
- Qualified interpreters
- Information written in other languages
If you need these services, contact the Civil Rights Coordinator.

If you believe that the Claims Administrator/Insurer has failed to provide these services or discriminated in
another way on the basis of race, color, national origin, age, disability, or sex, including sex stereotypes and
gender identity, you can file a grievance with: Civil Rights Coordinator, P.O. Box 22492, Pittsburgh, PA 15222,
Phone: 1-866-286-8295, TTY: 711, Fax: 412-544-2475, email: CivilRightsCoordinator@highmarkhealth.org.
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

ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call the
number on the back of your ID card (TTY: 711).

ATENCION: Si usted habla espafiol, servicios de asistencia lingiiistica, de forma gratuita, estan disponibles
para usted. Llame al nimero en la parte posterior de su tarjeta de identificaciéon (TTY: 711).

FER: MREEBN, TEERERFIESHEIRS.
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CHU Y: Néu quy vi noi tiéng Viét, chiing t6i cung cap dich vu hé tro ngén nglt mién phi cho quy vi. Xin goi s6
dién thoai 8 mat sau thé ID clia quy vi (TTY: 711).

ok

L2 T E MBSt = 25 floll F2 90| MSEUHCLIDIIE SHHo U= HEz=E
TSI AIL (TTY: 711).
ATENSYON: Kung nagsasalita ka ng Tagalog, may makukuha kang mga libreng serbisyong tulong sa wika.
Tawagan ang numero sa likod ng iyong ID card (TTY: 711).

BHUMAHWE: Ecnu Bbl roBOpUTE NO-PYCCKM, Bbl MOXKETE BOCMONb30BaTbCA OeCnaTHbIMI YCyramu A3bIKOBOMN
nopnepxKu. [lo3BoHNTe No HOMepy, ykazaHHOMY Ha 06opoTe Ballell naeHTdUKaLMOHHON KapTbl (Homep
ana Tekct-tenedoHHbIX yctponcts (TTY): 711).
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ATTENTION: Si c’est créole que vous connaissez, il y a un certain service de langues qui est gratis et
disponible pour vous-méme. Composez le numéro qui est au dos de votre carte d'identité. (TTY: 711).

ATTENTION: Si vous parlez francais, les services d’assistance linguistique, gratuitement, sont a votre
disposition. Appelez le numéro au dos de votre carte d'identité (TTY: 711).

UWAGA: Dla 0séb mowigcych po polsku dostepna jest bezptatna pomoc jezykowa. Zadzwon pod numer
podany na odwrocie karty ubezpieczenia zdrowotnego (TTY: 711).

ATENCAO: Se a sua lingua é o portugués, temos atendimento gratuito para vocé no seu idioma. Ligue para o
numero no verso da sua identidade (TTY: 711).

ATTENZIONE: se parla italiano, per lei sono disponibili servizi di assistenza linguistica a titolo gratuito.
Contatti il numero riportato sul retro della sua carta d'identita (TTY: 711).

ACHTUNG: Wenn Sie Deutsch sprechen, steht Ihnen unsere fremdsprachliche Unterstiitzung kostenlos
zur Verfligung. Rufen Sie dazu die auf der Riickseite lhres Versicherungsausweises (TTY: 711) aufgefiihrte
Nummer an.

L AAREBHAREEDAIGSE VAR H—EREERTCTHRBWEITE Y. ID hA— FDOE(CEH
EBINTWVWABESICEFEZS M IEEWD (TTY: 711),
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