Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Cos®rdces Coverage Period: 01/01/201912/31/201¢
Horizon BCBSNJAdvantage EPO Silver Coverage for: All Coverage Type Plan Type: EPO

The Summary of Benefits and Coverage (SBC) document will help you choose a heglém. The SBC shows you how you and the
plan would share the cost for covered health care services. NOTE: Information abdhbé cost of thisplan (called thepremium) will
be provided separately. This is only a summarior more information a@ut your coverage, or to get a copy of the complete terms o

coverage, visit Member Online Services at www.HorizonBlue.com/membe|ompB06355BLUE(2583)If you do not currently have covera
with Horizon BCBSNJ you can view a sample pd@reyhltp://www.state.nj.us/dobi/division_insurance/incseh/ihcforms.htfor general definitiol
of common terms, such @atowed amounbalance billingoinsuranceopaymenteductibleprovider or otherunderlinederms see the Glossary.
You can view the Glossary at www.cciio.cms.gov oi8€8BB5BLUE (2583) to request a copy.

Important Questions Answers Why This Matters:

What is the overall $2,500.00/Individual or Generally, you must pay all of the costs frmwidersup to thedeductiblemount

deductible? $5,000.00/Family for innetwork  before this plan begins to pay. If you have other family memberglamtieach
providers family member must meet their own individeductibleuntil the total amount of

deductibleexpenses paid by all family members meets the overatiddonlyble
Are there services covered Yes. Preventive care is covered b¢Thisplancovers some items and servicese n 1 f y ou liedwcEble

before you meet your you meet your deductible. amount. But aopaymenor coinsurancenay apply. For example, thigncovers
deductible? certainpreventive servicesthoutcostsharingand before you meet yaeductible

See a list of coverpdeventive servicas
https://www.healthcare.gov/coverage/preventaecbenefits/
Are thereother deductibles No. You don't have to medeductiblesfor specific services.
for specific services?
Whatis the out-of-pocket Yes, For imetwork Health/PharmaThe out-of-pocket limit is the most you could pay in a year for covered seific
limit for this plan? providerss7,350.00 Individud/ you have other family members in pfas), they have to meet their owuit-of-
$14,700.00 Family. Aggregate fampocket limits until the overall familyut-of-pocket limit has been met.
What is not included in the PremiumsbalancédillingchargesanEven t hough you pay t hese @ioppockete <
out-of-pocket limit? health care thiland o e s n 6 t limit.
Will you pay less if you use Yes. For a list of inetworkprovidersThisplanuses @rovider networkYou will pay less if you usgraviderin theplan's

a network provider? seewww.HorizonBlue.comor calll- network You will pay the most if you useoaiiof-network provider and you
800355BLUE (2583) might receive a bill frompaoviderfor the difference between t@vider'sharge

and what youplanpays ljalance billijgBe aware youetwork providemight use
anout-of-network providefor some services (such as lab work). Check with y
providerbefore you get services.

Do you need areferralto  No. You don't need i@ferrako see eYou can see thspecialisyou choose withoutraferral

see aspecialist? specialist
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Common
Medical Event

If you visit a health

carep r o v ioffieer
or clinic

Services You May Need

Primary care visit to treat an
injury or illness

All copaymentandcoinsurancecosts shown in this chart are after gegluctible has been met, ifdeeductible applies.

What You Will Pa

Network Provider
(You will pay the
least)
$30.00 Copayment per
visit. $15.00Copayment
pervisitapplies only to
Horizon CareOnline
Deductibledoes not appl

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

Not Covered.

Limitations, Exceptions, & Other
Important Information

Applies to selected PCP

Specialistisit

$50.00 Copaymiefor
Specialigber visit$15.00
Copaymenpervisit
goplies only tadorizon
CareOnlineDeductible
does not apply.

Not Covered.

Applies to norselected®CP.

Preventive
care screeninjmmunization

No Charge.
Deductibledoes not appl

Not Covered.

One per calendar ye#nu may have
to pay for services that aren't
preventive. Ask your provider if the
services needed are preventive. TI
check what your plan will pay for.

If you have a test

Diagnostic teqix-ray, blood
work)

No charge for Office
Independent Laboratory
Deductibledoes not appl

50%Coinsurance for
Outpatient Hospital

Not Covered

Molecular and genomic testing are
subject to prservice and poservice
medical necessity review.

Imaging (CT/PET scans, MRI

50%Coinsurance for
Outpatient~acility

Not Covered.

Requires prapproval

If you need drugs to
treat your illness or
condition

More information abo

Generic drugs

$15.00 Copayment Rétg
$30.00 Copayment Mail
order.

$30.00 Copayment Mail
order.

$15.00 Copayment RétgPrior authorization may be required

Covers up to a 30 day supply per
copayment, up to a 90 day supply
applyig separate copayments (reta
and a 90 day supply (mail order).

prescription drug
coverageis available 4

Preferred brand drugs

50% Coinsurance
Retail/Mail order.

50% Coinsurance
Retail/Mail order.

Prior authorization may be required
Covers up to a 30 day supply (retai

Prime Therapeutics
LLC (Prime) Service

Non-preferred brand drugs

Center

50% Coinsurance
Retail/Mail order.

50% Coinsurance
Retail/Mail order.

and a 90 day supginail order).
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Common
Medical Event

www.MyPrime.com

Services You May Need

Specialty drugs

or 1-800370G5088.
View the formulary at
https://www.myprime.

om/content/dam/prim

e/memberportal/form

[AuthorForms/HIM/2
019/2019 NJ 3T He
thinsuranceMrketplac
ClassicDL.pdf

If you have
outpatient surgery

If you need
immediate medical
attention

If you have a
hospital stay

What You Will Pay

Network Provider

(You will pay the
least

50% Coinsurance Retall

Out-of-Network
Provider(You will pay
the most
50% Coinsurance Retail

Limitations, Exceptions, & Other
Important Information

Facility fee (e.g., ambulatory
surgery center)

50%Coinsurance for
Outpatient Hospital,
Ambulatory Surgical
Center.

Not Covered.

Procedures related to spine surgery
subject to prservice and poservice
utilization management review.

Physician/surgeon fees

50% Coinsurance for
Outpatient Hospital,
Ambulatory Surgical
Center.

Not Covered.

Procedures related to spine surgery
subject to prservice and poservice
utilization management revi&@%
Coinsurancéor anesthesia.

Emergency room care

$100.00 Copayment anq
50%Coinsurance for
Outpatient Hospital

$100.00 Copayment anc
50% Coinsurance for
Outpatient Hospital.

Copayment waived if admitted with|
24 hoursQOut-of-network myment at
thein-network level of benefits appli

Emergency medical

transportation

50%Coinsurance.

50%Coinsurance.

only to true medical emergencies a
accidental injuries

Urgent care

$75.00 Copayment
Deductibledoes not appl

75.00 Copayment.
Deductibledoes not apply

No coverage for neargent care.

Facility fee (e.g., hospital roon

50%Coinsurance for
Inpatient Hospita

Not Covered.

Requires prapproval

Physician/surgeon fees

50%Coinsurance for
Inpatient Hospital.

Not Covered.

50%Coinsurance for anesthesia.

If you need mental
health, behavioral
health, or substance
abuse services

Outpatient services

50%Coinsurance for
Outpatient Hospital.

Not Covered.

none

Inpatient services

50%Coinsurance for
Inpatient Hospital.

Not Covered.

Requires prapproval.
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Common
Medical Event

If you are pregnant

If you need help
recovering or have
other special health
needs

If your child needs
dental or eye care

Services You May Need

Office visits

What You Will Pay

Network Provider
(You will pay the
least
$30.00 Copayment per v
for Office. $50.00
Copayment per vidir
Specialist.

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

Not Covered.

Limitations, Exceptions, & Other
Important Information

Cost sharingoes not apply for
preventiveservicesMaternity care mi

include tests and services describe
elsewhere in the SBC (i.e. Ultrasou

services

Inpatient Hospital.

Childbirth/delivery professiong50%Coinsurance for  [Not Covered. none
services Inpatient Hospital.
Childbirth/delivery facility 50%Coinsurance for  |Not Covered. none

Home health care

$30.00 Copaymeiur
Outpatient Facility
Deductibledoes not apply

Not Covered.

Requires prapproval.Privateduty
nursing is only covered under the
Home health care benefit when
required by a Home health care pla

Rehabilitation services

50% Coinsurance for
Inpatient Hospital.

Not Covered.

Requires prapproval.

Habilitation services

50% Coinsurance for
Inpatient Hospital.

Not Covered.

Skillednursing care

50% Coinsurance for
InpatientFacility

Not Covered.

Durable medical equipment

50% Coinsurance.

Not Covered.

Hospice services

50% Coinsurance for
InpatientFacility

Not Covered.

$15000for non-collection
frames Deductibledoes

not apply.

Chil drends ey {NoCharge. Not Covered Thisbenefit is administered by Davi
Deductibledoes not appl Vison.In-network routine vieh exam

child visit limit is 1 visit.
Chil drends gl 3Amounts greater than [Not Covered This Benefit is admimesed by Davis

Vison.Lenses and Hardware are
covered once every 12 monthmit
includes 1 pair of frames from the
select Davis Vision collection
$150.00allowance for nenollection
frames.

Chi |l dr en 6 sup d e [Not Covered

Not Covered

none
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Excluded Services & Other Covered Services:

Services YoulPlan GenerallyDoes NOT Cover(Check your policy or plan document for more information and a list of any othekcluded

services)
1 Cosmetic surgery 1
1 Dental care (Adult)
1 Hearing aid€Only covered foMembers T
age 15 or younger)
1

=

Longterm care

Other Covered Service6 L1 mi t at i ons

9 Acupuncture when used as a substitu i
other forms of anesthesia

1 Bariatric surgery

Most coverage provided outside the
United States.

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

Privateduty nursing

may apply to

Chiropractic care

t hese

1 Routine eye care (Adult,
OptometristOphthalmologist officéor
verification of coveragm routine vision
services, please see your policy or plé
document.)

Routine foot care

Weight loss programs

s er yplandecsgment)f hi s i sn

1 Infertility treatmenflimited to artificial
inseminatiormequires prapproval)
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Your Rights to Continue Coverage:

There are agencies that can help if you want to continue your coverage after it ends. The contact information festiso$toagendBCBSNJ at
800355BLUE(2583); Department bébor's Employee Benefits Security AdministratioB@8444EBSA (3272) or
https://www.dol.gov/ebsa/contactEBSA/consumerassistance;iNew Jersey State Insurance Department Office of Consumer Protection Se
1-8004467467 ohttp://www.state.nj.us/dobi/consumer.ht®ther coverage options may be available to you too,ngduging individual insura
coverage through the Health Insurdvieeketplace~or more information about tivarketplacevisitwww.HealthCare.gor call 38033182596.

Your Grievance and AppealRights:

There are agencies that can help if you have a complaint aggitestfpowa denial of alaim This complaint is callediaevancer appealFor more

information about your rights, look at the explanafibergefits you will receive for that meditaim Yourplandocuments also provide complete

information to submit elaim appealor agrievancéor any reason to yoplan For more information about your rights, this notice, or assistance
contact: 800355BLUE (2583pr visitwww.Horizonblue.comYou mayalso contact the NJ Department of Banking and Insurance Consumer
Protection Services aB&883931062or visithttp://www.state.nj.us/dobi/consumer.htm

Does this plan provide Minimum EssentialCoverage? Yes

| f you MinimuintEssbndaVGoverdge@r a mont h, youdl |l have to make a payment
exempibn from the requirement that you have health coverage for that month.

Does this plan meet the Minimum Value Standards? Yes

If yourpland o e s n 0 t Minmeue Value tandard®u may be eligible fopgemium tax credio help you pay forganthrough theMarketplace
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About these Coverage Examples:

This is not a cost estimator.Treatments shown are just examples of howl#mnmight cover medical care. Your actual costs
M be different depending on the actual care you receive, the pripeswaercharge, and many other factors. Focus arosie

; sharingamountsdeductiblescopaymentandcoinsurangeandexcluded servicesder theplan Use this information to compare

the portion of costs you might pay under different hglaltis Please note these coverage examples are basedriy salerage

Peg is Having a Baby Managing Joebs ty Mi abs Simple Fr

(9 months of in-network pre-natal care (a year of routine in-network care of a (in-network emergency room visit and
and a hospital delivery) well-controlled condition) follow up care)

y Thep | aovéraldeductible $25000C y Thep | aovéraldeductible $25000C y Thep | aovéraldeductible $2,5000C

y SpecialistCopayment $50.0C y SpecialistCopayment $50.0C y SpecialistCopayment $50.0(
y Hospital (facility) Coinsurance ~ 50% vy Hospital (facility) Coinsurance ~ 50% vy Hospital (facility) Coinsurance — 50%
y Other Coinsurance 0% vy Other Coinsurance 50% vy Other Coinsurance S0%
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialistffice visits§renatal care) Primary care physician office visitslgding dis Emergency room cafi@ecluding medical suppl
Childbirth/Delivery Professional Services education) Diagnostic tegix-ray)
Childbirth/Delivery Facility Services Diagnostic test®lood work) Durable medical equipméontutches)
Diagnostic testsifrasounds and blood work) Prescription drugs Rehabilitation servicgshysical therapy)
Specialist visfanesthesia) Durable medical equipmégtucose meter)
| Total Example Cost $12,800.C | = Total Example Cost $7,400.C | | Total Example Cost $1,900.C |
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 $2,170.0C Deductibles $0.0( Deductibles $6930(C
Copayments $700.0C Copayments $1,3150C Copayments $2770.0C
Coinsurance $4,4800C Coinsurance $1,7910C Coinsurance $6930C
What i1 sndt co What i1 sndét co What 1 sndét co
Limits or exclusions $60.01 Limits or exclusions $550(C Limits or exclusions $0.0(

The total Peg would pay is $7,4100C The total Joe would pay is $3,1610C The total Mia would pay is $1656.0C

Theplan would be responsible for the other costs of these EXAMPLE covered services.
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Horizonl.

Horizon Blue Cross Blue Shield of New Jersey

If you need help understanding this Horizon Blue Cross Blue Shield of New Jersey information,
you have the right to get help in your language at no cost to you. To talk to an interpreter, please
call 1-800-355-BLUE (2583) during normal business hours.

Spanish (Espaiiol): Si necesita ayuda para comprender esta informacion de Horizon Blue Cross
Blue Shield of New Jersey, usted tiene el derecho de obtener ayuda en su idioma sin costo
alguno. Para hablar con un intérprete, sirvase llamar al 1-855-477-AZUL (2985) durante el
horario normal de trabajo.

Chinese (130) : WIR BT EE BhAREEFE e MR A28 7% 5 (Horizon
Blue Cross Blue Shield of New Jersey )&} » 54 MR E IS DUEHIEE S FRE 78D -
W& A 2 > G5 P REGE 1-800-355-BLUE (2583) ©

Korean (¢+=791): 7} 9] A}i= Horizon Blue Cross Blue Shield of New Jersey©l] ¥#3F A 1 &
016H6}7]-.—]6H FRZ AL} EUOZE FEE =SS 1S A/ IdFYH % Ale
TS wro i A A5 A7 52l 1-800-355-BLUE (2583)= 7 5}l T4 Al L.

Portuguese (Portugués): Se precisar de ajuda para entender estas informa¢des da Horizon

Blue Cross Blue Shield of New Jersey, vocé tem o direito de receber gratuitamente assisténcia no
seu idioma. Para falar com um intérprete, ligue para: 1-800-355-BLUE (2583) no horario normal
de trabalho.

Gujarati (AR1dl): oxl di 1L <4 oxdl Ul SRS 64 51 64 2ledd UAHsyAl Heedl 032
S dl, dHel dHIZL MIAL SIS UBL WA QR Hee HAAAIAL 2SR 6. 516 sHUNAL 12 Ald 524,
SUL 520 AL [Bosd saust e(RA1 1-800-355-BLUE (2583) UR §leL 3.

Polish (Polski): Jezeli potrzebujesz pomocy, aby zrozumie¢ informacje planu Horizon

Blue Cross Blue Shield of New Jersey, masz prawo poprosi¢ o bezptatnag pomoc w jezyku
ojczystym. Aby skorzysta¢ z pomocy tlumacza, zadzwon pod numer 1-800-355-BLUE (2583)
podczas normalnych godzin pracy.



Russian (Pycckuit s1361k): Eciin BaM He0OX0a1Ma MoMOIIb B pa3bsCHEHUN 3TOH MH(OpMALuH,
npenocraienHoi komnanueir Horizon Blue Cross Blue Shield of New Jersey, y Bac ectb nmpaBo
Ha MOJIy4eHNe MOMOIIM Ha BallleM POIHOM s3bIke OecriaTHO. J{i1s CBA3M ¢ MepeBOAYNKOM
3BoHMTE 10 HOMepy Tenedona 1-800-355-BLUE (2583) B oObrunble paboune 4achl.

Haitian Creole (Kreyol ayisyen): Si ou bezwen ed pou konprann enfomasyon sou Horizon

Blue Cross Blue Shield of New Jersey, ou gen dwa pou jwenn ed nan lang natifnatal ou

gratis. Pou pale aveék yon entepreét, tanpri rele nimewo 1-800-355-BLUE (2583) pandan 1€ nomal
biznis.

Hindi (f&Y): afg 3nmuet = St & 59 eREsTar oo i & 2fies JIar & TaAga # Ferdr
6 ST &, Al U UG HFA H HUA {0 H FErIcl Ul H1 SR & fopdt gumie & ara
T & forw, FUAT AT FF AT & R 1-800-355-BLUE (2583) WX & Y|

Vietnamese (Tiéng Viét): Néu can duoc giup do dé h1eu 0] thong tin nay cua Horizon

Blue Cross Blue Shield of New Jersey, quy vi c6 quyen duoc glup do bang ngén ngit cua minh
mién phi. Xin goi s6 1-800-355-BLUE (2583) trong gi® lam viéc dé néi chuyén véi nguoi
thong dich.

French (Frangais): Si vous avez besoin d’assistance pour comprendre ces informations au sujet de
Horizon Blue Cross Blue Shield of New Jersey, vous avez le droit d’obtenir de I’aide dans votre
langue, sans aucun frais. Pour parler avec un interpréte, veuillez appeler le 1-800-355-BLUE (2583)
pendant les heures normales de bureau.

Navajo (Diné): Dii New Jersey bit hahoodzo Horizon Blue Cross Blue Shield, t’4a ninizaad
k’ehji baa hane’ii bik’i diitjih bee shika’ a’doowol ninizingo éi bee na’ahoot’i’ d66 doo baéh ilini
da. Ata’ halne’é ta’ bich’{’ hadeesdzih ninizingo t’4a shoodi 1-800-355-BLUE (2583);1’
nida’anishgo oolkitii bik’ehgo hodiilnih.

«Horizon Blue Cross Blue Shield of New Jersey <laglzs agh & saeluall L dalay i€ 1) :(2) Arabic
Aaalal) Jaall el I sl a3 oo sie aw ISl A3S3 A4 ellani ) 0 clinly saclusall o Jpanll i o) el
1-800-355-BLUE (2583) sl

(6] C‘GAM S 3-‘:‘5 CHJ ‘5"".) f_‘l:“ B CMJ ‘3‘3) CX.'?" gs"‘l‘“i ol CS Ciza lad) e S ‘7‘] )§| :(J'U‘) Urdu
;:‘)S Sl wpa a2 Ba s 55)5 sl 23a ;S A =S i ome ) i S e = S ea S 2%
1S JS 2 1-800-355-BLUE (2583) (e ciligl s s IS S Jgana caS o) ¢ ol S



Italian (Italiano): Se vi serve aiuto per capire queste informazioni della Horizon Blue Cross
Blue Shield of New Jersey, avete diritto ad assistenza gratis nella vostra lingua. Per parlare con
un interprete, siete pregati di telefonare al numero 1-800-355-BLUE (2583) durante le normali
ore d’ufficio.

Tagalog (Tagalog): Kung kailangan mo ng tulong sa pag-unawa nitong impormasyon ng Horizon
Blue Cross Blue Shield of New Jersey, may karapatan kang humingi ng tulong sa iyong wika
nang walang gastos sa iyo. Upang makipag-usap sa isang taga-interpret, mangyaring tumawag sa
1-800-355-BLUE (2583) sa loob ng karaniwang mga oras ng negosyo.

An Independent Licensee of the
CMCO0007942 (0516) Blue Cross and Blue Shield Association.
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