Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Coverage Period: 11/1/2025-10/31/2026
Services TAC HEBP: Henderson County, Medical Plan: Custom BEN Rx Plan: 5A-NG Coverage for: Individual/Family | Plan Type: BEN

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.bcbstx.com or by calling 1-855-357-5228. 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 https://www.cms.gov/CClIO/Resources/Forms-Reports-and-Other-Resources/ or call 1-800-456-5974 to request a copy.

Important Questions _ Why This Matters:

What is the overall $1,500 Individual / $4,500Family
deductible?

Yes. Services that charge a copay,
Are there services covered | prescription drugs, and In-Network diagnostic

before you meet your tests, home health, skilled nursing, and

deductible? hospice are covered before you meet your
deductible.

Are there other

deductibles for specific No.

services?

What is the out-of-pocket | $5 500 Individual / $8,700 Family
limit for this plan?

Deductibles, premiums, preauthorization,
penalties, balance-billed charges, and
health care this plan doesn't cover.

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

Yes. See www.bcbstx/com or call
1-855-357-5228 for a list of
In-Network providers.

Will you pay less if you use
a network provider?

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 don't have to meet deductibles for specific 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.

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

This plan uses a provider network. You will pay less if you use a provider in the
plan’s network. This plan does not cover out-of-network providers or services.
Check with your provider before you get services.
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Do you need a referral to Your Primary Care Physician (PCP) coordinates your medical care, as appropriate,
L Yes. . o L . N

see a specialist? either by providing treatment or by issuing Referrals to direct you to Participating

Providers.

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

What You Will Pay

Common . Limitations, Exceptions, & Other Important
. Services You May Need : : .
Medical Event Network Provider Out-of-Network Provider Information
(You will pay the least) | (You will pay the most)
Primary care visit to treat an 318 c_()t%y/;isi’tt; t aool Not Covered Virtual visits available through MDLive
injury or iliness cecuctiv’e dost not apply $0 copay. In-Network.
$40 copaylvisit;
Specialist visit deductible does not Not Covered None
If you visit a health apply
care_p_rowder Sl You may have to pay for services that aren’t
or clinic . . :
preventive. Ask your PCP if the services
needed are preventive. Then check what your
, . No Charge; plan will pay for.
.P reveqtlvg ESiE SEE TN deductible does not Not Covered
immunization
apply
. : No Charge; Office visit copay may apply.
Diagnosfic test (x-ray, blood deductible does not Not Covered o .
work) apply Certain Diagnostic Procedures
If you have a test are subject to deductible.
Imaging (CT/PET scans, MRIs) | 20% coinsurance Not Covered None
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A All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common
Medical Event

Services You May Need

What You Will Pay

Network Provider
(You will pay the least)

Out-of-Network Provider

(You will pay the most)

Limitations, Exceptions, & Other Important
Information

Retail: $10 copay /

prescription
Tier 1 pl\)/lrziciig %M/ Total Cost of prescription
deductible cioes not Retail: one copay per 30-day supply
apply Retail-90: two copays up to 90 day supply
Retail: $30 copay/ Mail: two copays up to 90-day supply.
:f yotu neeq"drugs 2 prescription Members electing to purchase brand name
réat yourIfiness or _ Mail: $60 copay / - drugs when a generic is available will be
:n°“d'?";" _ Tier 2 prescription: Total Cost of prescription | yaqjired to pay the difference between the cost
;’ret'“ orma.tlgn deductible does not of the Generic drug and Brand Name drug,
: L JEsH e apply plus the Brand Name Copayment.
€rig coverage 1S Retail: $50 Specialty drug prescriptions must be filled
available at: copay / prescription through Lumicera Specialty Pharmacy. One
www.mybenefits.org Mail: $100 copay / copay per 30-day supply.
Tier 3 P —U Total Cost of prescription
prescription;
deductible does not
apply
$30/ $50 copay /
Specialty drugs prescription; deductible | Total Cost of prescription
does not apply
Facility fee (¢.g., ambulatory 20% coinsurance Not Covered None

If you have outpatient
surgery

surgery center)

Physician/surgeon fees

20% coinsurance

Not Covered

If you need immediate
medical attention

Emergency room care

20% coinsurance
after $600 copay/visit

Not Covered*

Copay waived if admitted.

Emergency medical
transportation

20% coinsurance

Not Covered*

None

*Out-of-network emergency claims will process with in-network level of benefits if the ER diagnosis verifies visit as a true emergency. However, if it is determined
to be a non-emergency, the claim will process as out-of-network and benefits will deny due to your plan not having coverage out-of-network.
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A All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common
Medical Event

Services You May Need

What You Will Pay

Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other Important
Information

Urgent care

(You will pay the least)
$60 copay/visit;

deductible does not

apply

(You will pay the most)

Not Covered

None

If you have a hospital Facility fee (e.g., hospital room) | 20% coinsurance Not Covered All services must be preauthorized.
stay
Physician/surgeon fees 20% coinsurance Not Covered None
$10 /$40 copay / office | Not Covered
Outpatient services ;'S'tl; deductible does not Certain services must be preauthorized; refer to
uw pop y benefit booklet for details.
If you need mental 20% coinsurance for. Not Covered
health, behavioral other outpatient services
health, or substance
abuse services . ,
Inpatient services 20% coinsurance Not Covered All services must be preauthorized.
20% coinsurance applies after initial visit In-
$10/$40 copay / initial Network. _
Office visits visit; deductible does not | Not Covered Cost sharing does not apply for preventive
apply services.
Depending on the type of services, a copayment,
If you are pregnant — . . coinsurance, or deductible may apply.
Ch||db|ﬂh/dellvery professional 20% coinsurance Not Covered Mater.nity care may in.clude tests gnd services
services - described elsewhere in the SBC (i.e. ultrasound).
Slstilite Shrery ey 20% coinsurance Not Covered All services must be preauthorized;

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

Common
Medical Event

Services You May Need

What You Will Pay

Network Provider

(You will pay the least)

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

Limitations, Exceptions, & Other Important
Information

If you need help
recovering or have
other special health
needs

Home health care

No Charge;
deductible does not

apply

Not Covered

Limited to 60 visits per plan year.
All services must be preauthorized.

$10/ $40 copay / visit;
deductible does not

Rehabilitation services Not Covered None
apply
$10/ $40 copay / visit;

Habilitation services deductible does not Not Covered None

apply

Skilled nursing care

No Charge; deductible
does not apply
deductible does not

apply

Not Covered

Limited to 25 days per plan year.
All services must be preauthorized.

Durable medical equipment

20% coinsurance

Not Covered

None

No Charge; deductible

If your child needs
dental or eye care

Hospice services does not apply Not Covered All services must be preauthorized.
No Charge;

Children’s eye exam deductible does not Not Covered None
apply

Children’s glasses Not Covered Not Covered None

Children’s dental check-up Not Covered Not Covered None
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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 Hearing Aids e Private-duty nursing
e Bariatric surgery o Infertility treatment e Routine foot care
e Cosmetic surgery e Long-term care e Weight loss programs

e Dental care (Adult)

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

e Chiropractic care e Non-emergency care when traveling ¢ Routine eye care (Adult)
Outside the U.S.

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is:
the plan at 1-855-357-5228, U.S. Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform, or
Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov. Other
coverage options may be available to you, too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the
Marketplace, visit www.HealthCare.gov or call 1-800-318- 2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide
complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: Blue Cross Blue Shield of Texas at 1-855-357-5228 or visit www.bcbstx.com, or contact the U.S. Department of Labor’'s Employee Benefits Security
Administrations at 1-866-444-EBSA (3272) or visit www.dol.gov/ebsa/healthreform. Contact the Texas Department of Insurance at 1-800-252-3439 or visit
www.texashealthoptions.com.

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

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

Language Access Services:
[Spanish (Espafiol): Para obtener asistencia en Espariol, llame al 1-855-357-5228.]
[Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-855-357-5228.]

[Chinese (A 3X): INRFEHRCHIEERN, 1HIKITIXA 514 1-855-357-5228]
[Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-855-357-5228.]

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

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

pay under different health plans. Please note these coverage examples are based on self-only coverage

Peg is Having a Baby

(9 months of in-network pre-natal care and a
hospital delivery)

B The plan’s overall deductible $5,000
W Specialist copayment $0
W Hospital (facility) coinsurance $0
M Other 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)

Total Example Cost $12,800
In this example, Peg would pay:
Cost Sharing

Deductibles $5,000

Copayments $0

Coinsurance $0

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $5,060

Managing Joe’s type 2 Diabetes

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

B The plan’s overall deductible $5,000
M Specialist copayment $0
W Hospital (facility) coinsurance $0
B Other 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)

Total Example Cost $7,400
In this example, Joe would pay:
Cost Sharing

Deductibles $5,000

Copayments $0

Coinsurance $0

What isn’t covered
Limits or exclusions $60
The total Joe would pay is $5,060

Mia’s Simple Fracture

(in-network emergency room visit and follow

up care)
B The plan’s overall deductible $5,000
M Specialist copayment $0
B Hospital (facility) coinsurance $0
m Other 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 $1,900
In this example, Mia would pay:
Cost Sharing
Deductibles $1,900
Copayments $0
Coinsurance $0
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,900

The plan would be responsible for the other costs of these EXAMPLE covered services.
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If you, or someone you are helping, have questions, you have the right to get help and information in your language at no cost. To speak to an interpreter,
call the customer service number on the back of your member card. If you are not a member, or don’t have a card, call 855-710-6984.
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Arabic .855-710-6984 e dia] lalid iald Y
Er AR, BURIETE AR 5, A BER, A HER % 2 AR B0 B AR B D AGIE . VAR — B A, SRR IS & AR TR S IR R AT RS WREAR G R, BRA§
Chinese B, #fHEE 855-710-6984.

Frangais Si vous, ou quelqu'un que vous étes en train d'aider, avez des questions, vous avez le droit d'obtenir de I'aide et I'information dans votre langue a aucun codt. Pour parler & un interpréte, composez le numéro du service
French client indiqué au verso de votre carte de membre. Si vous n'étes pas membre ou si vous n'avez pas de carte, veuillez composer le 855-710-6984.
Deutsch Falls Sie oder jemand, dem Sie helfen, Fragen haben, haben Sie das Recht, kostenlose Hilfe und Informationen in Ihrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte
German die Kundenservicenummer auf der Riickseite Ihrer Mitgliedskarte an. Falls Sie kein Mitglied sind oder keine Mitgliedskarte besitzen, rufen Sie bitte 855-710-6984 an.
Q% wlddl| %ol dHeld Udol dUS Hee 59 ol Sold Waldl 508 Ucl@p ddljsoctald WA ol AN, g ollNAoL Holdd dold 53¢ol Holf, dMoRol HAUEdol S0l etcl Uolsl
Gujarati UMNIE Yoles Yool «lel R UR Solel 5L %ol WU YHAUE olol HRolddol sold, Hedol WlUelc] Uold? 0l o1l dol 855-710-6984 <16l 2 UR $ol@ S0l
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0 R 3{@ T 3T f‘w@ TR TIAT IR I 3 TS, = 89, Tl SHTIB T 3T YoTooT 1 @70 TH TeoTIdoT 3R ToFHoRY JoTUd A0 Tl HQUBR B | 3T SFToEH T
Hindi A PA F 9T, U0 TG I TR P Uy ' R 5

QT TTT JT6H Fodol TR R DId PR | TT 3T T Tgg #, ToT 3P Yo B T84 8, do¥ 855-710-6984 TR HId PR |
- CEANE. G BERROFOEY DT T, THMAZSwELLS, CHHEOFHETHA— L EZU L0 WREAFLLV T2 ENTEET. BBE»n0 & EA . HR
Ji:a];ignﬁense EBFEESNBGE. A=A —FOEDHARAY—HF—ELAFFLTEBEMAL S0, AVA—THWEEELEA—FE2BFHEHTHVEAE 855-710-6984 £ THEFHL 12 &
W,
oh=0f QHOF 3 EE= Fot7t H= A0 20| AT ots R 2 2o =20t YEE 75| Q02 e o= U= A7t ASLICL 2| 7t S| A=10H4 MH|A~ Ho 2
Korean T35t A2, 3| O] OFLA|AHLE =T QLo Al TH 855-710-6984 2 2 TRt T4 A2
WIFIDI0 T WL @ LIVY D 9T 9l NIV oecy BFLOINIL, W CMWIDETOLREDIMIVYY OBCY B i2Y DY LLWITIZBIW S Loesuive 2lg @ 9.
Laotian B 83 LIF LVIBCUWIZY, LE TNMICTLE IVSVID NIV NG WVIVESS S ILBE W 0TTHITN2LIW IV. T IV IVSVEH VITVITIN, ZM SLILY 0, 6
wumac L 855-710-6984.

Diné T°11ni, 47 doodago La’da b7kl anln7lwo’7¢77, na’7d7[kidgo, ts’7d1 beenl ah00ti’i’ t’11 n77k’en7k1 a’doolwo[. Ata’ halne’7 bich’8” hadeesdzih n7n7zingo 47 kwe’4 da’7n7ishgi 1k1 an7daalwo’7g77 bich’8’
Navajo hod77Inih, bee n44h0zinii bine’d66’ bik11°. Koj7 atah naaltsoos n1 had7t’44g00 47 doodago bee n44h0zin7g77 1dingo koj8” hod77Inih 855-710-6984.

Ay Lo e 53 SLyT 8 3 548 1y il 8 4 iy Al by eila o iy by G K885 e by o i Uadle e 5SS AL a5 543 90 3048433 00 5 Ly ads ol Sl sl i S a5 oS aS Ladi 4y il
Persian el abad dd e 855-710-6984 el o L c3a) iy euia o3 SLYT L ey s g |§) .._\ii)g) Salope lusch Gaa 2 s
Pycckuin Ecnu y Bac unu 4yenoBeka, KOTOPOMY Bbl TOMOraeTe, BO3HMKITI BOMPOCHI, Y BaC eCTb NpaBo Ha 6ecnnaTHyto noMoLLb 1 MHGOPMaLWio, NPefOCTaBNEHHYI0 Ha BalleM si3blke. YTobbl NOroBOpUTL C NEPEBOSYNKOM,

Russian M03BOHUTE B OTAEN 06CIyXMBaHUS KITMEHTOB MO TenedoHy, ykazaHHOMY Ha 0BpaTHOM CTOPOHE BalLe KapTOuKK y4acTHIUKA. ECnn Bl He IBNSIETECh YYaCTHUKOM UMK Y BaC HET KapTOUKu, MO3BOHUTE NO TenedoHy 855-
710-6984.

Espafiol Si usted o alguien a quien usted esta ayudando tiene preguntas, tiene derecho a obtener ayuda e informacion en su idioma sin costo alguno. Para hablar con un intérprete comuniquese con el nimero del Servicio
Spanish al Cliente que figura en el reverso de su tarjeta de miembro. Si usted no es miembro o no posee una tarjeta, llame al 855-710-6984.
Tagalog Kung ikaw, 0 ang isang taong iyong tinutulungan ay may mga tanong, may karapatan kang makakuha ng tulong at impormasyon sa iyong wika nang walang bayad. Upang makipag-usap sa isang tagasalin-
Tagalog wika, tumawag sa numero ng serbisyo para sa kustomer sa likod ng iyong kard ng miyembro. Kung ikaw ay hindi isang miyembro, o kaya ay walang kard, tumawag sa 855-710-6984.

BV} S hasS oSl gy day w s Sﬁp b SE A e e A S S5 aliad wnd selch 155 003 iy MO s S5 G s o 0t Y S5 i S a0 b S a0 S5 e o b (S (S5 G LS
Urdu Sld 3 855-710-6984 «is = 3o SUS o S L aug 30w G852 30m 3 280 (S SLS
Tiéng Viét Néu quy vi hodc nguai ma quy vigitip dd c6 batky cau hdi nao, quy vico quyén duoc hb trg vanhan thong tin bang ngon ngi cia minh mién phi. D& néi chuyén véithong dich vién, goi so dich vu khach
Vietnamese hang nam & phia sau thé héi vién cta quy vi. Néu quy vi khdng phai la hdi vién hodc khéng c6 thé, goi s6 855-710-6984.
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Health care coverage is important for everyone.

We provide free communication aids and services for anyone with a disability or who needs language assistance.
We do not discriminate on the basis of race, color, national origin, sex, gender identity, age or disability.

To receive language or communication assistance free of charge, please call at 855-710-6984.

If you believe we have failed to provide a service, or think we have discriminated in another way, contact us to file a grievance.

Office of Civil Rights Coordinator Phone:  855-664-7270 (voicemail)
300 E. Randolph St. TTY/TDD: 855-661-6965

35th Floor Fax: 855-661-6960

Chicago, lllinois 60601 Email: CivilRightsCoordinator@hcsc.net

You may file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, at:

U.S. Dept. of Health & Human Services Phone: 800-368-1019

200 Independence Avenue SW TTY/TDD: 800-537-7697

Room 509F, HHH Building 1019 Complaint Portal: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Washington, DC 20201 Complaint Forms: http://www.hhs.gov/ocr/office/file/index.html
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