oo PlayCore Wisconsin, Inc. Effective Date: 1/1/2026
AV
B 7 of Tennessee Network: P

Benefit Summary HDHP $2200

Your Cost Out-Of-Network *

Benefit Plan Features: Your Cost In-Network

Annual Shared Deductible **
Individual/Family
Annual Shared Out-of-Pocket Maximum

Individual/Family

$2200/$4400

$3250/$6500

$4400/$8800

$6250/$12500

4th Quarter Carry-over

Covered Services

Preventive Care Services (see page 3 for a list)
Well Child Care Services

Well Care Services

Annual Well Women Exam, Mammogram

Covered at 100%
Covered at 100%
Covered at 100%

Not Covered
Not Covered

Not Covered

Practitioner Office Services
Primary Care Office Visits
Specialist Office Visits

Office Surgery **©

Routine Diagnostic Lab, X-Ray & Injections
Advanced Radiological Imaging 247

Provider-Administered Specialty Drugs 3

20% after Deductible
20% after Deductible
20% after Deductible
20% after Deductible
20% after Deductible
20% after Deductible

40% after Deductible
40% after Deductible
40% after Deductible
40% after Deductible
40% after Deductible
40% after Deductible

Services Received at a Facility

(includes professional and facility charges)
2,4

Inpatient Services 20% after Deductible 40% after Deductible
Outpatient Surgery 346 20% after Deductible 40% after Deductible
Routine Diagnostic Services - Outpatient 20% after Deductible 40% after Deductible
Advanced Radiological Imaging - Outpatient > *” 20% after Deductible 40% after Deductible
Other Outpatient Services ® 20% after Deductible 40% after Deductible
Emergency Care Services 910 20% after Deductible 20% after Deductible
Emergency Care Advanced Radiological Imaging  *° 20% after Deductible 20% after Deductible
Medical Equipment 3

Durable Medical Equipment 20% after Deductible 40% after Deductible

Prosthetics
Orthotic Appliances
Hearing Aids (under age 18)

20% after Deductible
20% after Deductible
20% after Deductible

40% after Deductible
40% after Deductible
40% after Deductible

Behavioral Health

Inpatient: Unlimited days per annual benefit period 24

Outpatient: Unlimited visits per annual benefit period >

20% after Deductible

20% after Deductible

40% after Deductible

40% after Deductible

Therapy Services 1 20% after Deductible 40% after Deductible
Skilled Nursing Facility & Rehabilitation Facility

Services >*

Unlimited days combined per annual benefit period 20% after Deductible 40% after Deductible

Home Health Care Services > *

Unlimited visits per annual benefit period

20% after Deductible

40% after Deductible

Hospice Services
Inpatient 2

Outpatient

20% after Deductible
20% after Deductible

40% after Deductible
40% after Deductible

BlueCross BlueShield of Tennessee, Inc., an independent Licensee of the BlueCross BlueShield Association



Benefit Plan Features: Your Cost In-Network Your Cost Out-Of-Network *

Ambulance Service * 20% after Deductible 40% after Deductible

Prescription Drugs 2

7

Prescription Contraceptives ' Covered at 100% Not Covered

Retail RX04 Network up to 30 day supply

Generic ™ $10 Copay after Plan Deductible Not Covered
30% with a minimum $25 Copay and
maximum $75 Copay after Plan
Preferred ' Deductible Not Covered
40% with a minimum $50 Copay and
maximum $100 Copay after Plan
Non-Preferred ** *° Deductible Not Covered

Plus90 or Home Delivery Network up to 90 day supply

Generic $25 Copay after Plan Deductible Not Covered

30% with a minimum $62.50 Copay

and maximum $187.50 Copay after
Preferred > ' Plan Deductible Not Covered
40% with a minimum $125 Copay and

516 maximum $250 Copay after Plan

Non-Preferred Deductible Not Covered
Self-Administered Specialty Drugs 312,13
40% with a minimum $50 Copay and
maximum $100 Copay after Plan
Specialty Pharmacy Network - up to 30 day supply Deductible Not Covered
Notes:
1. Out-of-network benefits may be based on BlueCross BlueShield of Tennessee maximum allowable charge. You may be responsible for

1

N

13

15

N

v

o

©0 0N

12.

14.

16.

17.

18.

any unpaid billed charges for certain services received from out-of-network providers. For true emergency services at an out-of-
network hospital, items and services received from an out-of-network provider at an in-network hospital (unless you give certain
providers written consent), or emergent and authorized air ambulance services, in-network benefits including deductible will apply
up to the qualified payment amount, and the provider may not bill you for more than your in-network cost share.

Requires prior authorization.

Certain procedures, services, medication and equipment may require prior authorization.

If prior authorization is required, when using network providers outside Tennessee for physician and outpatient services and all
services from out-of-network providers, benefits will be reduced by 10% based on out-of-network coinsurance if prior authorization
is not obtained and services are medically necessary. If services are not medically necessary, no benefits will be provided.
Outpatient behavioral health benefits are determined by place of service. Benefits displaved are for services received in an office
setting; separate benefits may apply for outpatient services received in an alternate setting.

Surgeries include incisions, excisions, biopsies, injection treatments, fracture treatments, applications of casts and splints, sutures
and invasive diagnostic services (e.g., non-screening colonoscopy, sigmoidoscopy and endoscopy).

CT scans, PET scans, MRIs, nuclear medicine and other similar technologies.

Includes services such as chemotherapy, infusions, injections, radiation therapy and renal dialysis.

Copay, if applicable, waived if admitted to hospital.

. In true emergency situations, out-of-network emergency services apply to the in-network deductible and/or out-of-pocket maximum.

Refer to the Services Received at a Facility section for applicable benefits related to the non-emergency use of emergency care
services.

. Physical, speech, spinal manipulative and occupational therapies are unlimited visits per therapy type per annual benefit period.

Cardiac and pulmonary rehabilitative therapies are unlimited visits per therapy type per annual benefit period.
Visit www.bcbst.com for the Preferred Formulary which includes specialty drugs.

. You have a distinct arrangement for self-administered specialty drugs. To receive benefits, you must use a Specialty Pharmacy

Network provider. Visit www.bcbst.com for a list of providers in the Specialty Pharmacy Network.
Specialty drugs are limited to a 30-day supply.
Copay per prescription, up to 30 day supply (when copays apply).

. Your plan requires you to receive long-term medications in a 90-day supply from home delivery or at a retail pharmacy in the Plus90

Network. If you choose to use a retail pharmacy that is not part of the Plus90 Network, you are limited to a 30-day supply.

Visit www.bcbst.com to find a list of pharmacies in the Plus90 Network.

A financial penalty may be applied if you choose a brand name drug when a generic equivalent is available. Please refer to your
Evidence of Coverage (EOC) for specific information.

This plan covers the following at 100%, in accordance with the Women's Preventive Services provision of the Affordable Care Act:
generic contraceptives, vaginal ring, hormonal patch and emergency contraception available with a prescription.

Visit www.bcbst.com for the Preferred Formulary which includes prescription contraceptives.

If more than one person is covered under the group health plan, the full family deductible must be satisfied before benefits will be
paid for the employee or any covered family members.

Limitations and Exclusions. These pages summarize the benefits of your health care plan. Your Evidence of Coverage (EOC) and riders define
the full terms and conditions in greater detail. Should any questions arise concerning benefits, the EOC will govern. For a complete list of
limitations and exclusions, please refer to your EOC.

BlueCross BlueShield of Tennessee, Inc., an independent Licensee of the BlueCross BlueShield Association



http://www.bcbst.com
http://www.bcbst.com
http://www.bcbst.com
http://www.bcbst.com

Summary of Preventive Health Services
Covered at 100% In-Network

In-network preventive services that are covered with no cost share include:

® Primary care services with an A or B recommendation by the United States Preventive Services Task Force (USPSTF)

* Immunizations recommended by the Advisory Committee on Immunization Practices that have been adopted by the Centers for
Disease Control and Prevention (CDC)

 Bright Futures recommendations for infants, children and adolescents that are supported by the Health Resources and Services
Administration (HRSA)

® Preventive care and screening for women as provided in the guidelines supported by HRSA

The following preventive care services are covered (not an all-inclusive list). Coverage of some services may depend on
age and/or risk exposure.

All Members:

* One preventive health exam per annual benefit period. More frequent preventive exams are covered for children up to age 3.

o All standard immunizations adopted by the CDC

¢ Screening for colorectal cancer (age 50 — 75), high cholesterol and lipids (45 and older for women; 35 and older for men), high blood
pressure, obesity, diabetes, and depression (12 and older)

¢ Screening for lung cancer for adults (55 to 80) who have a 30 pack-year smoking history and either currently smoke or have quit within
the past 15 years, per annual benefit period

¢ Screening for HIV and certain sexually transmitted diseases, and counseling for the prevention of sexually transmitted diseases

¢ Screening and counseling in a primary care setting for alcohol misuse and tobacco use; alcohol misuse and tobacco use limited to 8
visits per annual benefit period

¢ Dietary counseling for adults with hyperlipidemia, hypertension, type 2 diabetes, obesity, coronary artery disease and congestive
heart failure; limited to 12 visits per annual benefit period

* One retinopathy screening for diabetics per annual benefit period

e Well-woman visit, including annual sexually transmitted infection (STI) counseling and annual domestic violence screening &
counseling per annual benefit period

e Cervical Cancer Screening per annual benefit period

¢ Screening of pregnant women for anemia, iron deficiency, bacteriuria, hepatitis B virus, Rh factor incompatibility, gestational diabetes

e Breastfeeding support/counseling & supplies, including lactation support and counseling by a trained provider and one manual breast
pump per pregnancy

¢ Counseling for women at high risk of breast cancer for chemoprevention, including risks and benefits

e Mammography screening at age 40 and over, and genetic counseling and, if indicated after counseling, BRCA testing for BRCA breast
cancer gene

* Osteoporosis screening (age 60 or older)

® HPV testing once every 3 years, beginning at age 30

¢ FDA-approved contraceptive methods and counseling
Medical plan: Injectable or implantable hormonal contraceptives and barrier methods, sterilization for women
Rx plan: Generic oral & injectable contraceptives, vaginal contraceptive, patch, prescription emergency contraception

e Prostate cancer screening at age 50 and older
¢ One-time abdominal aortic aneurysm screening at age 65 — 75 (for men who have ever smoked)

Children:

* Newborn screening for hearing, phenylketonuria (PKU), thyroid disease, sickle cell anemia, and cystic fibrosis
¢ Development delays and autism screening

e Iron deficiency screening

¢ Vision screening

BlueCross BlueShield of Tennessee, Inc., an independent Licensee of the BlueCross BlueShield Association



BlueCross BlueShield of Tennessee (BlueCross) complies with applicable Federal civil rights laws and does not discriminate on
the basis of race, color, national origin, age, disability or sex. BlueCross does not exclude people or treat them differently
because of race, color, national origin, age, disability or sex.

BlueCross:

* Provides free aids and services to people with disabilities to communicate effectively with us, such as:
(1) qualified interpreters and (2) written information in other formats, such as large print, audio and
accessible electronic formats.

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

(1) qualified interpreters and (2) written information in other languages.

If you need these services, contact a consumer advisor at the number on the back of your Member ID card or call 1-800-565-
9140 (TTY: 1-800-848-0298 or 711).

If you believe that BlueCross has failed to provide these services or discriminated in another way on the basis of race, color,
national origin, age, disability or sex, you can file a grievance (“Nondiscrimination Grievance”). For help with preparing and
submitting your Nondiscrimination Grievance, contact a consumer advisor at the number on the back of your Member ID card or
call 1-800-565-9140 (TTY: 1-800-848-0298 or 711). They can provide you with the appropriate form to use in submitting a
Nondiscrimination Grievance. You can file a Nondiscrimination Grievance in person or by mail, fax or email. Address your
Nondiscrimination Grievance to: Nondiscrimination Compliance Coordinator; c/o Manager, Operations, Member Benefits
Administration; 1 Cameron Hill Circle, Suite 0019, Chattanooga, TN 37402-0019; (423) 591-9208 (fax);
Nondiscrimination_OfficeGM@bcbst.com (email).

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

BlueCross BlueShield of Tennessee, Inc., an independent Licensee of the BlueCross BlueShield Association
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ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia linglistica.
Llame al 1-800-565-9140 (TTY: 1-800-848-0298).

©3) 800-565-9140-1 8, sl .olonalls ) 3155 &yl Buelunod] Slass ol il 3 Eramess &S 13] 1 gonle
800-848-0298-1 :¢:Sly gl il
AR WREERERPN  BZAURBESFESERRSE BHE 1-800-565-9140
(TTY:1-800-848-0298) .

CHU Y: Néu ban néi Tiéng Viét, cé cac dich vu hd trg ngén ngii mién phi danh cho ban.
Goi s6 1-800-565-9140 (TTY:1-800-848-0298).

Fo|: BH=0{E ME3tAlE B2, 21o] X MHIAE FEE 0|54 £ /U&LICH 1-800-565-9140
(TTY: 1-800-848-0298) 2 2 Fal&l FAAIL.

ATTENTION : Si vous parlez frangais, des services d’aide linguistique vous sont proposés
gratuitement. Appelez le 1-800-565-9140 (ATS : 1-800-848-0298).

?UOQ‘)U T] 20 ‘7U') ‘)L)CO ‘N.n)"IS‘) 290, T)‘)L)U Q ﬂ?DQ o8Cy) _ 80 ‘7).)(3)‘)5‘)
000 3708 9w VL W Ll V. s 1-800-565-9140 (TTY: 1-800-848-0298).

MAFOF; 99515 RAE RTICE WP OHCTI® ACST LCEPTE 112 ALANLT HHIETPA: OL TLNTAD- RTC LLD
1-800-565-9140 (ao01t AtasFo-: 1-800-848-0298).

ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche Hilfsdienstleistungen
zur Verfligung. Rufnummer: 1-800-565-9140 (TTY: 1-800-848-0298).

AL o7l AH AAUAL oUAAL 6L, AL [FrYAs ML ARG QAL AHIRL HIZ GUAsH 8. 5l 52 1-800-565-9140
(TTY 1-800-848- -0298)

EEEE: AXFEEHEINDBE. BEROSEXEBESAAVELE HET, 1-800-565-9140
(TTY:1-800-848-0298) £ T, HBEFFIC T IEH/IEE L,

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa
wika nang walang bayad. Tumawag sa 1-800-565-9140 (TTY:1-800-848-0298).

&P & TR AT (BT arerdd & o7 arae fore G # Ao Hgrrdr Her 39eray €1 1-800-565-9140
(TTY 1-800-848-0298) T¥ it F<|

BHUMAHWE: Ecnu Bbl roBOpuTE Ha PyCCKOM S3bIKE, TO Bam AOCTYMNHbI 6ecnnartHelie ycnyrun
nepesopa. 3soHuTe 1-800-565-9140 (Tenetanin: 1-800-848-0298).
LSl (e bl Lad (51 OB sy () D0k S (oo SR a5 4 B) s
L2850 (ula 1-800-565-9140 (TTY:1-800-848-0298)
ATANSYON: Si w pale Kreyol Ayisyen, gen sévis ed pou lang ki disponib gratis pou ou.
Rele 1-800-565-9140 (TTY: 1-800-848-0298).

UWAGA: Jezeli méwisz po polsku, mozesz skorzysta¢ z bezptatnej pomocy jezykowej. Zadzwon
pod numer 1-800-565-9140 (TTY: 1-800-848-0298).

ATENCAO: Se fala portugués, encontram-se disponiveis servigos linguisticos, gratis. Ligue para
1-800-565-9140 (TTY: 1-800-848-0298).

ATTENZIONE: In caso la lingua parlata sia I'italiano, sono disponibili servizi di assistenza
linguistica gratuiti.Chiamare il numero 1-800-565-9140 (TTY: 1-800-848-0298).

Dii baa ako ninizin: Dii saad bee yanilti'go Diné Bizaad, saad bee aka’anida’awo’déé’,
t'aa jiik’eh, & nad holg, koji’ hédiilnih 1-800-565-9140 (TTY: 1-800-848-0298).
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