Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
BlueCross BlueShield Arizona

BluePreferred® PPO 8300 100

Coverage Period: On and after 04/01/2026
Coverage for: Individual & Family | Plan Type: PPO

» AnIndependent Licensee of the Blue Cross Blue Shield Association

45 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 azblue.com/benefit2026apr. 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 1-877-475-8440 to request a copy.

What is the overall
deductible?

In-network: $8,300/individual or
$16,600/family per calendar year

Out-of-network: $16,600/individual or
$33,200/family per calendar year

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.
Unless a copay, fee, or other percent is shown, the coinsurance percent of the allowed
amount that you pay for most services is 0% (‘no charge after deductible”) in-network
and 0% (“no coinsurance after deductible”) out-of-network.

Are there services covered
before you meet your
deductible?

Yes. In-network primary care and
specialist visits, certain in-network
preventive services, prescription drugs,
specialty drugs, emergency room care,
in-network urgent care visits, in-network
mental health visits, and hospice services
are covered before you meet your
deductible.

This plan covers some items and services even if you haven't yet met the annual
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/.

Are there other
deductibles for specific
services?

No.

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

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

In-network: $8,300/individual or
$16,600/family per calendar year

Out-of-network: $16,600/individual or
$33,200/family per calendar year

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

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

Premiums, out-of-network prior
authorization charges, balance-bills, and
costs for health care this plan doesn'’t
cover.

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

Will you pay less if you use
a network provider?

Answers Why This Matters:

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

Yes. See www.azblue.com or call network. You will pay the most if you use an out-of-network prov?der. and you might

1-87.7- 475-84 4'0 fora I'ist of in-network receive a bill from a provider for the difference between the provider's charge and what
. B your plan pays (balance billing). Be aware your network provider might use an out-of-

LEICEES 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.

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

Common Medical

What You Will Pay

Limitations, Exceptions, & Other

Services You May Need Network Provider Out-of-Network Provider :
ST (You will pay the least)  (You will pay the most) IR e
Primary care visit to treat | $25 copay/provider/day, Specialist copay for most chiropractic services.
an injury or illness deductible does not apply $500 charge if no prior authorization for out-of-
network services. No charge for medical
otk vial $95 copay/provider/day, telehealth consultations through Telehealth from
If you visit a health Specialist visi deductible does not apply AZ Blue.

No coinsurance after

g:r:"ﬁ::w& office deductible & balance bill | Preventive services not required to be covered
by state or federal law are not covered. You may
Preventive care/screening/ No charde have to pay for services that aren’t preventive.
immunization g Ask your provider if the services needed are

preventive. Then check what your plan will pay
for.

Page 2 of 10

* For more information about limitations, exceptions, and prior authorization, see the plan or policy document at azblue.com/benefit2026apr.



https://www.healthcare.gov/sbc-glossary/#network-provider
https://www.healthcare.gov/sbc-glossary/#referral
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#preventive-care
https://www.healthcare.gov/sbc-glossary/#screening

Common Medical
Event

Services You May Need

What You Will Pay

Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other
Important Information

Diagnostic test (x-ray,

(You will pay the least)

Office visit copay
(deductible does not apply)

(You will pay the most)

Cost share varies based on place of service and
provider's network status and type. $500 charge

blood work) or no charge after No coinsurance after if no prior authorization for out-of-network
If you have a test el deductible & balance bill SEIVICES.
— may apply ; :
Office visit copay Cost share varies based on place of service and
Imaging (CT/PET scans, (deductible does not apply) provider’s network status and type. $500 charge
MRIs) or no charge after if no prior authorization for out-of-network
deductible services.
Tier 1a: $3 copay/30-day | Tier 1a: $3 copay/30-day
supply, deductible does supply & balance bill,
Tier 1a/1b not apply deductible does not apply
Tier 1b: $20 copay/30-day | Tier 1b: $20 copay/30-day
supply, deductible does supply & balance bil, Some drugs require prior authorization and won't
not apply deductible does not apply | be covered without it. 90-day supply is 2.5
If you need drugs to No Coi " copays for retail and mail order. Mail order not
treat yourillness or | Tier 2 No charge after deductible dé%;&; bil | covered out-of-network. If a generic drug is
condition available, pay the generic cost share + the price
More information about . difference between the allowed amount for the
prescription drug Tier 3 No charge after deductible | \0 coinsurance after | rang ang generic drugs.
coverage is available ————— | deductible & balance bill
at www.azblue.com
Tier 4 No charge after deductible 2‘: d%;:sé bil
Specialty copay covers up to a 30-day supply.
Specialty drugs No charge after deductible | Not covered Some drugs require prior authorization and won't
be covered without it.
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What You Will Pay

Common Medical Network Provider Out-of-Network Provider

Event

Limitations, Exceptions, & Other
Important Information

Services You May Need

If you have outpatient
surgery

Facility fee (e.g.,

ambulatory surgery center)

Physician/surgeon fees

(You will pay the least)

No charge after deductible

(You will pay the most)

No coinsurance after
deductible & balance bill

No coinsurance after
deductible & balance bill

may apply

$500 charge if no prior authorization for out-of-
network services.

If you need immediate
medical attention

Emergency room care

No charge after deductible

If admitted to hospital, copay is waived and you
pay inpatient deductible for facility and ancillary
services. Out-of-network providers can’t balance
bill for the difference between the allowed
amount and the billed charge.

Emergency medical
transportation

No charge after in-network deductible

None.

Urgent care

$95 copay/provider/day,
deductible does not apply

No coinsurance after
deductible & balance bill

Copay applies only to providers specifically
contracted for urgent care.

If you have a hospital
stay

Facility fee (e.g., hospital
room)

No charge after deductible

No coinsurance after
deductible & balance bill

No coinsurance after

$500 charge if no prior authorization for out-of-
network services.

Physician/surgeon fees No charge after deductible | deductible & balance bill
may apply
Long-term acute care . No coinsurance after $500 charge_lf no prior authorization for out-of-
No charge after deductible VTR network services.

(LTAC)

deductible & balance bill

Limit of 365 total LTAC days per member.

Copay applies to office,
home, walk-in clinic visits
(deductible does not
apply). Amount varies

Cost-share varies based on place of service and
provider's network status & type. $500 charge if
no prior authorization for out-of-network services.

If you need mental ; ; .
health, behavioral Outpatient services based on PCP/Specialist. No coinsurance after | g0 copay for counseling or $45 copay for
health, or substance No charge after deductible deductible & balance bill | ooy chiatric telehealth consultations through
abuse services applies to all other may apply Telehealth from AZ Blue.
locations.
Inpatient services No charge after deductible $500 charge if no prior authorization for out-of-
B network services.
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Common Medical
Event

Services You May Need

What You Will Pay

Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other
Important Information

If you are pregnant

Office Visits

(You will pay the least)
Office visit copay
(deductible does not apply)
or no charge after
deductible

(You will pay the most)

No coinsurance after
deductible & balance bill

Childbirth/delivery

No coinsurance after

orofessional services No charge after deductible | deductible & balance bill
may apply

Childbirth/delivery facility . No coinsurance after

services No onarge after deductible deductible & balance bill

Only one copay is collected for services included
in delivering physician’s global charge.
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). Cost
sharing does not apply for in-network preventive
services.

If you need help
recovering or have
other special health
needs

Home health care/Home
infusion therapy

No charge after deductible

No coinsurance after
deductible & balance bill

$500 charge if no prior authorization for out-of-
network services. Limit of 42 visits (of up to 4
hours)/calendar year.

Rehabilitation services
¢ PT/OT/ST = Physical

No coinsurance after

$500 charge if no prior authorization for out-of-
network services.
Limit of 120 days/calendar year for Extended

Therapy, Occupational Mo GiIige ¢l dnethie deductible & balance bill | Active Rehabilitation Facility (EAR) and 180
Therapy, Speech Therapy days/calendar year for Skilled Nursing Facility
(SNF).
Habilitation services Not covered* Not covered* *Limited coverage available for habilitation
. , . No coinsurance after services to treat autism spectrum disorder for
Skilled nursing care N e el duihle deductible & balance bill | groups of 51 or more eligible employees.
Office visit copay Cost share varies based on place of service and

Durable medical

(deductible does not apply)

No coinsurance after

provider's network status and type. $500 charge

equipment or no charge after deductible & balance bill | if no prior authorization for out-of-network
deductible services.

No charae excent Deductible and coinsurance waived. $500

Hospice services No charge balancegbill P charge if no prior authorization for out-of-network
- services.
. SR Children’s eye exam Not covered Not covered Excluded
your child needs . ,
dental or eye care Ch!Idren’s glasses Not covered Not covered Excluded
Children’s dental check-up | Not covered Not covered Excluded
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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.)

Acupuncture

Care that is not medically necessary

Cosmetic surgery, cosmetic services & supplies

Custodial care

Dental care except as stated in plan

DME rental/repair charges that exceed DME

purchase price

o Experimental and investigational treatments
except as stated in plan

o Eyewear except as stated in plan

o Fertility and infertility medication and treatment

o Flat feet treatment and services

Genetic and chromosomal testing, except as
stated in plan

Habilitation services, except certain autism
services

Hearing aids

Home health care and infusion therapy exceeding
42 visits (of up to 4 hours)/calendar year
Homeopathic services

Inpatient EAR treatment exceeding 120 days per
calendar year and inpatient SNF treatment
exceeding 180 days per calendar year

Long-term care, except long-term acute care up to a

365 days benefit plan maximum

Massage therapy other than allowed under
evidence-based criteria

Naturopathic services

Out-of-network Mail Order and out-of-network
Specialty

Private-duty nursing

Respite care, except as stated in plan
Routine foot care

Routine vision exams

Sexual dysfunction treatment and services
Weight loss programs

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

e Bariatric surgery

Chiropractic care

Non-emergency care when travelling outside the
U.S.

Page 6 of 10

* For more information about limitations, exceptions, and prior authorization, see the plan or policy document at azblue.com/benefit2026apr.




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:

= For group health coverage subject to ERISA, contact the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.gov/ebsa/healthreform.

= For non-federal governmental group health plans, contact 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.

= Church plans are not covered by the Federal COBRA continuation coverage rules. If the coverage is insured, individuals should contact the Arizona Department
of Insurance (602-364-2499, or 1-800-325-2548 in Arizona but outside the Phoenix area) regarding their possible rights to continuation coverage under State law.

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 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:

= For group health coverage subject to ERISA, contact Blue Cross Blue Shield of Arizona at 1-877-475-8440. You may also contact the Department of Labor’s
Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. If your coverage is insured, you may also contact the
Arizona Department of Insurance at 602-364-2499, or 1-800-325-2548 in Arizona but outside the Phoenix area.

= For non-federal governmental group health plans and church plans that are group health plans, contact Blue Cross Blue Shield of Arizona at 1-877-475-8440. If
your coverage is insured, you may also contact the Arizona Department of Insurance at 602-364-2499, or 1-800-325-2548 in Arizona but outside the Phoenix area
or https://difi.az.gov/consumerfi/health.

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

Does this plan meet 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.
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Notice of Availability of Language Assistance Services and Auxiliary Aids and Services

English: Free language assistance services are available to you. Appropriate auxiliary aids and services to provide information in accessible formats are also
available free of charge. Call 1-877-475-4799.

Spanish: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia linguistica. Tambien estan disponibles de forma gratuita ayuda y servicios
auxiliares apropiados para proporcionar informacion en formatos accesibles. Llame al 602-864-4884.

Navajo: Ding bee yanitii’'gogo, saad bee and’awo’ bee dka'anida’awo’it’aad jik'eh nd holg. Bee ahit hane’'go bee nida’anishi t'aad

dkodaat’ehigii dod bee dka’anida’wao'i ko bee baa hane’i bee hadadilyaa bich']” ahoot'Vigii €1 1" aa jik'eh hold. Kohjl” 1-877-475-4799.

Chinese Simplified: D130, FA 1 et bR ILE S BN ARS . FA A S s 240 Ha i i T H AR S5, ULk TR MME 2. Soh
1-877-475-4799 .

Chinese Traditional: {8 IR [F 5] - FPIETLUS TR R E S RBIIETRS - th oLl R ALE EaVeliBh T S FaAE TS - DUERifa =ttt & - SAEE
1-877-475-4799 -

Tagalog: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng serbisyong tulong sa wika. Magagamit din nang libre ang mga naaangkop na
auxiliary na tulong at serbisyo upang magbigay ng impormasyon sa mga naa-access na format. Tumawag sa 1-877-475-4799.

French: Si vous parlez Frangais, des services d'assistance linguistique gratuits sont a votre disposition. Des aides et services auxiliaires appropriés pour
fournir des informations dans des formats accessibles sont egalement disponibles gratuitement. Appelez le 1-877-475-4799.

Vietnamese: Néu ban néi tiéng Viét, ching tdi cung cap mién phi cac dich vu hd tro ngdn ngir. Cac hd tro dich vu phi hop d& cung cap théng tin theo cac dinh
dang dé tiép can ciing dwoc cung cap mién phi. Vui ldong goi theo sb 1-877-475-4799.

German: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose Sprachassistenzdienste zur Verfugung. Entsprechende Hilfsmittel und Dienste zur
Bereitstellung von Informationen in barrierefreien Formaten stehen ebenfalls kostenlos zur Verfligung. Rufen Sie 1-877-475-4799.

Korean: S+=0| § AIESHA = EF F2 20 X A28 0| S5t = ASHC 0|2 s EACE FEE HMSSI=e MBS EEZ 7|7 A Mu|az B 22
R 2 F LU|ct. 1-877-475-4799.

Russian: Ecnv Bbl rOBOPUTE Ha PYCCKWIA, BaAM OOCTYNHbl BecnnaTHele YCnyri A3bliKoBOW nogaepx#ki. CoOTBETCTBYIOLLWME BCNOMOraTernbHble CpeACcTBa W YCryru
no NpegocTaBneHnilo MHhopMaumMKM B OOCTYNHbIX dhopMaTax Takke npegoctaenaiTca becnnatHo. MNoaeoHuTe no Tenedony 1-877-475-4799.

Arabic
Al e Jeadl Ulas Lall J gea ol (S Caliaiy ila glacadl 51 dadlic Culand g sacbies Jile s i o0 LaS Aadlaall A salll Gac beeadl Cilend Sl A i ol jad) Zadll Caaa S 1) A
1-877-475-4799

Hindi: Tfc 370 [&g1 dierd €, Al siiuds o 3o 1T Yerdl a1d Suae Bidl & | gorH URe! H STH®RI UaH &3 & (0l 3ugad Yedd - SR Jard 1 e
JUcRI g1 1-877-475-4799 |
Farsi (Persian)

ldmgd )Sl olaeayls 518 et e fans 3o ool Al dleicn Coleds cauS | » Cusees bl s 03300 et oY) Jebds o A (LB Sla e jo cele sl Shl sl Calie luddn coleas o bji%ﬁsg%lg}

Thai: 'HN"'IEJWIH Vn”\ﬂﬂmiﬂﬂﬁk"l 1‘HEJ L‘Tl“‘lJ"if'l’ﬁﬂ'J’lN‘c‘j’lHLHaDﬂ'luﬂﬁ'ldﬁﬂi UanaAnL uaum'iaquauam-imﬂhumamwa‘[umaua‘fu‘sﬂuuunwﬁm"lﬁ'imu"lmﬁumﬁ«ﬁ’:nu
Tusalustass 1-877-475-4799.

Japanese: BEFZHESIDHIES . EHOEEXEY —ERZCHAWNEHET . P27 GELHRATED I SEESA L) TR THEBZEMR T -0 0E
T EC Y —E AL TITRAWEITET . 1-877-475-4799 .

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

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

these coverage examples are based on self-only coverage.

Peg is Having a Baby

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

Managing Joe’s Type 2 Diabetes

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

hospital delivery)

M The plan’s overall deductible $8,300
B Specialist copayment $95
M Hospital (facility) coinsurance 0%
W 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)

M The plan’s overall deductible $8,300
B Specialist copayment $95
M Hospital (facility) coinsurance 0%
W 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)

Mia’s Simple Fracture

(in-network emergency room visit and follow up

W The plan’s overall deductible $8,300
B Specialist copayment $95
M Hospital (facility) coinsurance 0%
W 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 $12,700 | | Total Example Cost $5,600 | | 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 $8,210 Deductibles $4,260 Deductibles $2,300
Copayments $90 Copayments $1,150 Copayments $180
Coinsurance $0 Coinsurance $0 Coinsurance $0

\ What isn’t covered | What isn’t covered I What isn’t covered \
Limits or exclusions $50 Limits or exclusions $20 Limits or exclusions $0

| The total Peg would pay is $8,350 | | The total Joe would pay is $5,430 | | The total Mia would pay is $2,480 |

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Discrimination is Against the Law

Blue Cross® Blue Shield® of Arizona (AZ Blue) 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 characteristics, intersex traits, pregnancy or related conditions, sexual orientation, gender identity, and sex stereotypes).
AZ Blue does not exclude people or treat them less favorably because of race, color, national origin, age, disability, or sex.

AZ Blue:
* Provides people with disabilities reasonable modifications and free appropriate auxiliary aids and services to communicate effectively with us, such as:
o  Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, other formats)
* Provides free language assistance services to people whose primary language is not English, which may include:
o  Qualified interpreters
o Information written in other languages

If you need reasonable modifications, appropriate auxiliary aids and services, or language assistance services, call 602-864-4884 for Spanish and
1-877-475-4799 for all other languages and other aids and services.

If you believe that AZ Blue has failed to provide these services or discriminated in another way on the basis of race, color, national origin, age, disability, or sex,
you can file a grievance with:
Section 1557 Coordinator
P.O. Box 13466
Phoenix, AZ 85002-3466
Call 602-864-2288; TTY 711

or email us at crc@azblue.com

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, AZ Blue Section 1557 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.sf, 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, 1-800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
This notice is available at AZ Blue's website: azblue.com/nondiscrimination-notice.
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