Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

Northwestem University: Premier PPO Plan

Coverage Period: 01/01/2021 - 12/31/2021
Coverage for: Individual + Family | Plan Type: PPO

The Summary of Benefits and Coverage (SBC) document will helpyou choose a health plan. The SBC shows youhowyou andthe planwould

share the cost for covered health care services. NOTE: Information about the cost ofthis plan (called the premium) will be provided separately.
This is only asummary. For more information aboutyour coverage, orto geta copyof the completeterms of coverage, call 1-800-327-8497 or at

www.bcbsil.com. Forgeneraldefinitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other
underlined terms, see the Glossary. You can view the Glossaryat www.healthcare.govisbc-glossary/ or call 1-855-756-4448to requesta copy.

ImportantQuestions ~ |Answers | Why This Matters:

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
limitfor this plan?

Whatis notincludedin
the out-of-pocketlimit?

Willyou payless ifyou
use a network provider?

Do you need a referral to
see a specialist?

Tier1: $250 Individual/$750 Family
For In-Network

$400 Individual/$1,200 Family
Out-of-Network

$800 Individual/$2,400 Family

Yes. Certain preventive care, services that

charge a copay and emergency room

services are covered before you meet your

deductible.

No.

Tier1:$1,200 Individual/$3,200 Family
For In-Network:

$2,400 Individual/$6,600 Family

For Out-of-Network:

$4,800 Individual/$12,800 Family
Prescription drug expense limit:

$1,500 Individual/$5,450 Family
Premiums, balanced-billed charges, and
healthcare this plan doesn’t cover.

Yes. See www.bcbsil.com orcall
1-800-327-8497 for a list of network
providers.

No.

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

Thisplan covers some items and services even if you haven’t yet met the deductible
amount. But a copayment or coinsurance mayapply. Forexample, this plan covers
certain preventive_services without cost sharing and before you meetyour deductible.
See a list of covered preventive services at
https:/www.healthcare.govicoverage/preventive-care-benefits/.

You don’thave to meet deductibles for specific services.

The out-of-pocket limitis the most you could pay in a year for covered senvices.
If you have other family membersin this plan, they have to meet their own out-of-
pocket limits until the overall family out-of-pocket limithas been met.

Even though you pay these expenses, they don’t counttoward the out-of-pocket limit.

You pay the leastif you use a provider in Northwestern Medicine network. You pay
moreif you use a provider in-network. You will pay the mostif you use an out-of-
network provider, and you mightreceive 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 mightuse an out-of-network provider for some seniices (such as
lab work). Check with your provider before you get senvices.

You can see the specialistyou choose without a referral.
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“ Al copayment and coinsurance costs shownin this chart are after your deductible hasbeen met, if a deductible applies.

What You Will Pay

" Tier 1 Provider Out-of-Network | . .. .. .
C9mmon Services You May Need (You will pay In-Network Provider LTRSS, Exceptlons,.& e
Medical Event o ST Important Information
the least) Provider (You will pay
the most)
. . - $10 copayhisit, | $25 copayhisit; Q
cF:rnirlTr?erZscare U ELD L) deductible does | deductible does ggiﬁsuran ce Copay applies to office visit only.
not apply not apply SR
If you visita health care . .
e GG $20 copayhisit, | $35 copayhisit; o
I;"T Specialist visit deductible does | deductible does Sgiﬁsurance None
not apply not apply —_—
You may have to pay for senices that
. : No Charge; No Charge; 0 aren’t preventive. Ask your provider if
.P reven’qvef carg/screening/ deductible does | deductible does igiﬁsurance the senvices needed are preventive.
immunization not apply not apply E— Then checkwhatyour plan will pay
for.
. . _ o i 10% 30%
fvou h test Diagnostic test (x-ray, blood work) | 5% coinsurance coinsurance coinsurance Preauthorization may be required; see
youhave ates 10% 30% your benefit booklet* for details.

Imaging (CT/PET scans, MRIs)

5% coinsurance

coinsurance

coinsurance

* For more information about limitations and exceptions, see the plan or policydocumentat www.bcbsil.com.
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What You Will Pay

Tier 1 Provider Out-of-Network P .
M e((:ici)c?;n?\:]e nt Services You May Need (You will pay In-Net.work Prov!der L'm'tﬁ::;g:{ a?ﬁi?ctalron?:t’ig nOther
the least) Provider (You will pay
the most)
$10for 30 day $10for 30 day
supply, $20 for supply, $20 for
Generic drugs N/A 31-90 daysupply ' 31-90 day supply
(retail), $20 (mail | (retail), $20 (mail
order) order)
If you need drugs to $30for30day | $30for 30 day
treat yourillness or supply, $60 for supply, $60 for
condition Preferred brand drugs N/A 31-90 day supply ' 31-90 day supply
More information about (retail), $60 (mail | (retail), $60 (mail
prescription drug order) order) Covers up to a 90 day supply.
coverage is available at $60 for 30 day $60 for 30 day
https:/Awww.express- supply,$120for | supply, $120 for
scripts.com/northwesternun | Non-preferred brand drugs N/A 31-90 daysupply | 31-90 day supply
iversity. (retail), $120 (retail), $120
(mail order) (mail order)
$90 for 30 day $90 for 30 day
supply,$180for | supply, $180 for
Specialty drugs N/A 31-90 daysupply = 31-90 day supply
(retail), $180 (retail), $180
(mail order) (mail order)
Facilityfee (e.g., ambulatory 5% coi 10% 30% Preauthorization may be required; see
) b coinsurance . , . .
If you have outpatient surgery center) ———— | coinsurance coinsurance your benefit booklet” for details.
surgery 10% 30%

Physician/surgeon fees

5% coinsurance

coinsurance

coinsurance

None

* For more information about limitations and exceptions, see the plan or policydocumentat www.bcbsil.com.
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What You Will Pay

Tier 1 Provider Out-of-Network o .
M e((:ici)c?;n?\:]e nt Services You May Need (You will pay In-Net.work Prov!der L'm'tﬁ:;g:{ ai)ﬁt:\;f)(t)l:n:\:{iganther
the least) Provider (You will pay
the most)
$150 copayhisit, | $150 copayhisit; | $150 copayhisit;
deductible does | deductible does | deductible does
Emergencyroom care not apply plus not apply plus not apply plus Copay waived if admitted.
10% 10% 10%
If you need immediate coinsurance coinsurance coinsurance
medical attention . _ 10% 10% 10% Preauthorization may be required for
Emergency medical transportation coinsurance colnsurance colnsurance non-emergencytranfponat|op; see
- your benefit booklet™ for details.
Urgent care 10% 10% 30.% None
coinsurance coinsurance coinsurance
T . B et 10% 30% Preauthorization required. See your
If you have a hospital Feallifiee (o noepialiee) o1 GAMBUENEE coinsurance coinsurance benefit booklet* for details.
stay Physician/surgeon fees 5% coinsurance 10% 30% None
coinsurance coinsurance
PCP copay appliesto office visit only.
Out-of-Network (OON) Psychiatrist
senices rendered in an office setting
525 copayfofiice | 5y, mﬁ)pg ; to::?rdsl ﬂgcimemﬁrkt st
If you need mental : : : -~ : 0 enefitlevel. sychiatris
hgalth, behavioral Outpatient senvices 5% coinsurance | visit; deductible e — senvices rendered at an inpg’gent or
health, or substance ST e 2l outpatient setting will apply towards
abuse services the OON benefits.
Preauthorization required. See your
benefit booklet* for details.
10% 30%

Inpatient services

5% coinsurance

coinsurance

coinsurance

Preauthorization required.

* For more information about limitations and exceptions, see the plan or policydocumentat www.bcbsil.com.
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| What You Will Pay
Tier 1 Provider
(You will pay
the least)

Out-of-Network
Provider
(You will pay

Common
Medical Event

Limitations, Exceptions, & Other
Important Information

Services You May Need

In-Network
Provider

If you are pregnant

the most)
$10 copayhisit, | $25 copayhisit; 30 Copay appliesto first prenatal visit
Office visits deductible does | deductible does coir:surance (per pregnancy).
not apply not apply —_— Cost sharing does not apply for

Childbirth/delivery professional
senices

5% coinsurance

10%
coinsurance

30%
coinsurance

preventive senvices. Depending on the
type of senvices, a copaymentor
deductible may apply. Maternity care
may include tests and senices
described elsewhere in the SBC (i.e.
ultrasound.)

If you need help
recovering or have other
special health needs

- : . : . 10% 30%
0
Childbirth/delivery facility services | 5% coinsurance coinsurance coinsurance None
Home health care 59% coinsurance 10% 30% No limiton number of visits.
¢TSS | coinsurance coinsurance Preauthorization may be required.
0 0
Rehabilitation services 5% coinsurance 10.A’ 30./°
coinsurance coinsurance _ .
Preauthorization may be required.
I : o i 10% 30%
Habilitation services 5% coinsurance . .
coinsurance coinsurance
10% 30% No limiton number of days.

Skilled nursing care

5% coinsurance

coinsurance

coinsurance

Preauthorization may be required.

Durable medical equipment

5% coinsurance

10%
coinsurance

30%
coinsurance

Benefits are limited to items used to
serve a medical purpose. DME
benefits are provided for both
purchase and rental equipment (up to
the purchase price).

Preauthorization may be required.

Hospice senices

5% coinsurance

10%
coinsurance

30%
coinsurance

Preauthorization may be required.

* For more information about limitations and exceptions, see the plan or policydocumentat www.bcbsil.com.
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What You Will Pay

| |
Tier 1 Provider | Out-of-Network | . .. . ,
Common . — —— . | Limitations, Exceptions, & Other
Medical Event Services You May Need (You will pay In-Net.work Prov!der Important Information
the least) Provider (You will pay

| the most)
\ i hild nesd Children’seye exam Not Covered Not Covered Not Covered None
\ yourchildneeds Children’s glasses Not Covered Not Covered Not Covered None
- dental oreye care :

Children’s dental check-up Not Covered Not Covered Not Covered None

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan documentfor more information and alist of any other excluded services.)

e Acupuncture e Longterm care e Routine foot care (with the exception of person
e Cosmetic surgery e Routine eye care (Adult) with diagnosis of diabetes)
e Dental care (Adult) e Weight loss programs

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

e Bariatric surgery e Hearingaids e Non-emergencycare when traveling outside the
e Chiropractic care o Infertility treatment us.
e Most coverage provided outside the United e Private-duty nursing (with the exception of
States. See www.bcbsil.com inpatient private duty nursing)

* For more information about limitations and exceptions, see the plan or policydocumentat www.bcbsil.com. Page 6 of 8
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YourRightsto Continue Coverage: There are agenciesthat can help if you wantto continue your coverage after it ends. The contactinformation for those
agenciesis: the plan at 1-800-327-8497, U.S. Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.goviebsa/healthreform, or Department of Health and Human Senvices, 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 complaintagainstyour plan for a denial of a claim. This complaintiscalled 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 submita claim,appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: Blue Cross and Blue Shield of lllinois at 1-800-327-8497 or visit www.bcbsil.com, orcontactthe U.S. Department of Labor's Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or visit www.dol.goviebsa/healthreform. Additionally, a consumerassistance program can help you file your appeal.
Contact the lllinois Department of Insurance at (877) 527-9431 or visit http://insurance.illinois.gov.

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 plandoesn’t meet the Minimum Value Standards, you may be eligible for a premium tax creditto help you pay for a plan through the Marketplace.

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-327-8497.

Tagalog (T agalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-327-8497.
Chinese (1 3C): 2 S 75 b SCig#E B, IR ITIXAN555 1-800-327-8497.

Navajo (Dine): Dinek'ehgo shika atohwol ninisingo, kwiijigo holne' 1-800-327-8497.

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

i i

Thisis not a cost estimator. T reatments 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 senices under the plan. Use this informationto 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 Tier 1 pre-natal care and a hospital

Managing Joe’s type 2 Diabetes

(a year of routine Tier 1 care of a well-controlled

Mia’s Simple Fracture
(Tier 1 emergency room visit and follow up

delivery)
M The plan’s overall deductible $250
M Specialist coinsurance 5%
M Hospital (facility) coinsurance 5%
M Other coinsurance 5%

This EXAMPLE eventincludes services like:
Specialistoffice visits (prenatal care)
Childbirth/Delivery Professional Senices
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialistvisit (anesthesia)

Total Example Cost $12,700
In this example, Peg would pay:
Cost Sharing

Deductibles $250

Copayments $30

Coinsurance $60

Whatisn’t covered
Limits or exclusions $60
The total Peg would pay is $440

condition)

M The plan’s overall deductible $250
M Specialist coinsurance 5%
W Hospital (facility) coinsurance 5%
B Other coinsurance 5%
This EXAMPLE eventincludes services like:
Primary care physician office visits (including
disease education)
Diagnostic tests (blood work)
Prescriptiondrugs
Durable medical equipment (glucose meter)

Total Example Cost $5,600
In this example, Joe would pay:

Cost Sharing

Deductibles $250

Copayments $900

Coinsurance $30

Whatisn’t covered
Limits or exclusions $20
The total Joe would pay is $1,200

care)
M The plan’s overall deductible $250
B Specialist coinsurance 5%
M Hospital (facility) coinsurance 5%
B Other coinsurance 5%

This EXAMPLE eventincludes services like:
Emergencyroom care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $2,800
In this example, Miawould pay:
Cost Sharing
Deductibles $250
Copayments $200
Coinsurance $100
Whatisn’t covered
Limits or exclusions $0
The total Miawould pay is $550
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

Northwestem University: Select PPO Plan

Coverage Period: 01/01/2021 - 12/31/2021
Coverage for: Individual + Family | Plan Type: PPO

The Summary of Benefits and Coverage (SBC) document will helpyou choose a health plan. The SBC shows youhowyou andthe planwould

share the cost for covered health care services. NOTE: Information about the cost ofthis plan (called the premium) will be provided separately.
This is only asummary. For more information aboutyour coverage, orto geta copyof the completeterms of coverage, call 1-800-327-8497 or at

www.bcbsil.com. Forgeneraldefinitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other
underlined terms, see the Glossary. You can view the Glossaryat www.healthcare.govisbc-glossary/ or call 1-855-756-4448to requesta copy.

ImportantQuestions ~ |Answers | Why This Matters:

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
limitfor this plan?

Whatis notincludedin
the out-of-pocketlimit?

Willyou payless ifyou
use a network provider?

Do you need a referral to
see a specialist?

Tier1: $500 Individual/$1,500 Family
For In-Network:

$750 Individual/$2,250 Family
Out-of-Network:

$1,500 Individual/$4,500 Family

Yes. Certain preventive care, services that

charge a copay and emergency room

services are covered before you meet your

deductible.
No.

Tier1:$1,800 Individual/$4,800 Family
For In-Network:

$3,000 Individual/$8,000 Family

For Qut-of-Network:

$6,000 Individual/$16,000 Family
Prescription drug expense limit:

$1,500 Individual/$5,450 Family
Premiums, balanced-billed charges, and
healthcare this plan doesn’t cover.

Yes. See www.bcbsil.com orcall
1-800-327-8497 for a list of network

providers.

No.

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

Thisplan covers some items and services even if you haven’t yet met the deductible
amount. But a copayment or coinsurance mayapply. Forexample, this plan covers
certain preventive_services without cost sharing and before you meetyour deductible.
See a list of covered preventive services at
https://www.healthcare.govicoverage/preventive-care-benefits/.

You don’thave to meet deductibles for specific services.

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

Even though you pay these expenses, they don’t counttoward the out-of-pocket limit.

You pay the leastif you use a provider in Northwestern Medicine network. You pay
more if you use a provider in-network. You will pay the mostif you use an out-of-
network provider, and you mightreceive 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 mightuse an out-of-network provider for some services (such as
lab work). Check with your provider before you get services.

You can see the specialistyou choose without a referral.
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“ Al copayment and coinsurance costs shownin this chart are after your deductible hasbeen met, if a deductible applies.

What You Will Pay

" Tier 1 Provider " Out-of-Network | . .. .. .
Common . — —— . | Limitations, Exceptions, & Other
Medical Event Services You May Need (You will pay the In-Net.work Prov!der Important Information
least) Provider (You will pay
the most)
. . $10 copayhisit; $25 copayhisit; o
iFr: r|Lrjna(r)3/r<i:|ﬁ1reeS\1;3|t totreat an deductible does | deductible does ﬁgiﬁsurance Copay appliesto office visit only.
ary not apply not apply SR
If youvisita health care $20 Aisit $35 copayhisit
rovider’s office or copaywvsit, copaymvsit, 0
I;"T Specialist visit deductible does | deductible does igiﬁsurance None
not apply not apply —_—
You may have to pay for senices that
Preventive care/screening/ e Chgrge; i Che}rge; 40% aren tpr.eve;nhve. Ask your M i
, ation deductible does | deductible does coinsurance the services needed are Qrevgntlve.
'mmuniza not apply not apply E— Then checkwhatyour plan will pay
for.
. . - 5
Diagnosfic test (x-ray, blood 10% coinsurance | 20% coinsurance 40./" . .
[ e work) coinsurance Preauthorization may be required; see

Imaging (CT/PET scans, MRIs)

10% coinsurance

20% coinsurance

40%

coinsurance

your benefit booklet* for details.

* For more information about limitations and exceptions, see the plan or policydocumentat www.bcbsil.com.
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What You Will Pay

Tier 1 Provider Out-of-Network P .
M e((:ici)c?;n?\:]e nt Services You May Need (You will pay the In-Net.work Prov!der L'm'tﬁ::;g:{ a?ﬁi?ctalron?:t’ig nOther
least) Provider (You will pay
the most)
$10for 30 day $10for 30 day
supply, $20 for 31- | supply, $20 for
Generic drugs N/A 90 day supply 31-90 day supply
(retail), $20 (mail | (retail), $20 (mail
order) order)
If you need drugs to $30for 30 day $30for 30 day
treat yourillness or supply, $60 for 31- | supply, $60 for
condition Preferred brand drugs N/A 90 day supply 31-90 day supply
More information about (retail), $60 (mail | (retail), $60 (mail
prescription drug order) order) Covers upto a 90 day supply.
coverage is available at $60 for 30 day $60 for 30 day
https:/Awww.express- supply,$120for | supply, $120 for
scripts.com/northwesternun | Non-preferred brand drugs N/A 31-90 daysupply | 31-90day supply
iversity . (retail), $120 (mail | (retail),$120
order) (mail order)
$90 for 30 day $90 for 30 day
supply,$180for | supply, $180 for
Specialty drugs N/A 31-90daysupply | 31-90day supply
(retail), $180 (mail | (retail), $180
order) (mail order)
. Facility fee (e.g., ambulatory 10% coinsurance | 20% coinsurance 40% Preauthorization maly be rquired; see
If you have outpatient surgery center) —_— —————— | coinsurance your benefit booklet” for details.
surgery 40%

Physician/surgeon fees

10% coinsurance

20% coinsurance

coinsurance

None

* For more information about limitations and exceptions, see the plan or policydocumentat www.bcbsil.com.
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What You Will Pay

" Tier 1 Provider Out-of-Network | . .. .. .
Common . e —— . | Limitations, Exceptions, & Other
Medical Event Services You May Need (You will pay the In-Net.work Prov!der Important Information
least) Provider (You will pay
the most)
- . ... | $150 copayhisit;
$150 copayhisit, | $150 copayhisit; .
deductibledoes | deductible does deductible does
Emergencyroom care — —— not apply plus Copay waived if admitted.
not apply plus not apply plus 20%
) ) 20% coinsurance | 20% coinsurance .
If you need immediate coinsurance
medical attention S 20 Preauthorization may be required for
. 10% coinsurance | 20% coinsurance i non-emergencytransportation; see
b ) colnsurance your benefit booklet™ for details.
: . 40%
0 0,
Urgent care 10% coinsurance | 20% coinsurance Coinsurance None
. . , : 40% Preauthorization required. See your
0, 0 —_— e e
T TEENEa e Facility fee (e.g., hospitalroom) | 10% coinsurance | 20% coinsurance Coinsurance benefit booklet* for details.
0,
stay Physician/surgeon fees 10% coinsurance | 20% coinsurance 40.A’ None
coinsurance
PCP copay appliesto office visit only.
Out-of-Network (OON) Psychiatrist
senices rendered in an office setting
$25 copayloffice will apply towards the In-Network
If you need mental . . I .. __p_y : 40% (INN) benefit level. OON Psychiatrist
health, behavioral O FEUENEEEES 0% QU gsgg% coinsurance senvices rendered at an inpatient or

health,or substance
abuse services

outpatient setting will apply towards
the OON benefits.

Preauthorization required. See your
benefit booklet* for details.

Inpatient services

10% coinsurance

20% coinsurance

40%
coinsurance

Preauthorization required.

* For more information about limitations and exceptions, see the plan or policydocumentat www.bcbsil.com.
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| What You Will Pay
Tier 1 Provider Out-of-Network
(You will pay the Provider
least) (You will pay

Common
Medical Event

Limitations, Exceptions, & Other
Important Information

Services You May Need

In-Network
Provider

If you are pregnant

the most)
$10 copayhisit; $25 copayhisit; 40 Copay appliesto first prenatal visit
Office visits deductibledoes | deductible does coir:s rance (per pregnancy).
not apply not apply coinsurance Cost sharing does not apply for

Childbirth/delivery professional
senices

10% coinsurance

20% coinsurance

40%

coinsurance

preventive senvices. Depending on the
type of services, a copayment,
coinsurance, or deductible may apply.
Maternity care may include tests and
senices described elsewherein the
SBC (i.e. ultrasound.)

Childbirth/delivery facility
sernvices

10% coinsurance

20% coinsurance

40%

coinsurance

None

If you need help
recovering or have other
special health needs

Home health care

10% coinsurance

20% coinsurance

40%

coinsurance

Preauthorization may be required.
No limiton number of visits.

Rehabilitation services

10% coinsurance

20% coinsurance

40%

coinsurance

Habilitation services

10% coinsurance

20% coinsurance

40%

coinsurance

Preauthorization may be required.

Skilled nursing care

10% coinsurance

20% coinsurance

40%

coinsurance

Preauthorization may be required.
No limiton number of days.

Durable medical equipment

10% coinsurance

20% coinsurance

40%

coinsurance

Preauthorization may be required.
Benefits are limited to items used to
serve a medical purpose. DME
benefits are provided for both
purchase and rental equipment (up to
the purchase price).

Hospice senices

10% coinsurance

20% coinsurance

40%

coinsurance

Preauthorization may be required.

* For more information about limitations and exceptions, see the plan or policydocumentat www.bcbsil.com.
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What You Will Pay

| |
Tier 1 Provider Out-of-Network P .
M e((:ici)c?;n?\:]e nt Services You May Need (You will pay the In-Net.work Prov!der leltie::;g?{ ai)ﬁt:\;f)(t)l:n:\:{iganther
least) Provider (You will pay
| the most)
\ ) Children’seye exam Not Covered Not Covered Not Covered None
} gm;[s?:;en::r:s Children’s glasses Not Covered Not Covered Not Covered None
‘ Children’s dental check-up Not Covered Not Covered Not Covered None

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan documentfor more information and alist of any other excluded services.)

e Acupuncture e Longterm care ¢ Routine foot care (with the exception of person
e Cosmetic surgery e Routine eye care (Adult) with diagnosis of diabetes)
o Dental care (Adult) o \Weight loss programs

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

e Bariatric surgery o Infertility treatment ¢ Non-emergencycare when traveling outside the
e Chiropractic care e Mostcoverage provided outside the United u.s.
e Hearingaids States. See www.bcbsil.com e Private-duty nursing (with the exception of

inpatient private duty nursing)

* For more information about limitations and exceptions, see the plan or policydocumentat www.bcbsil.com. Page 6 of 8



http://www.bcbsil.com/
http://www.bcbsil.com/

YourRightsto Continue Coverage: There are agencies that can help if you wantto continue your coverage after it ends. The contactinformation for those
agenciesis: the plan at 1-800-327-8497, U.S. Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.goviebsa/healthreform, or Department of Health and Human Seniices, 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 complaintagainstyour plan for a denial of a claim. T his complaintiscalleda
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 submita claim,appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: Blue Cross and Blue Shield of lllinois at 1-800-327-8497 or visit www.bcbsil.com,orcontactthe U.S. Department of Labor's Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or visit www.dol.goviebsa/healthreform. Additionally, a consumerassistance program can help you file your appeal.
Contact the lllinois Department of Insurance at (877) 527-9431 or visit http:/insurance.illinois.gov.

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 plandoesn’t meet the Minimum Value Standards, you may be eligible for a premium tax creditto help you pay for a plan through the Marketplace.

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-327-8497.

Tagalog (T agalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-327-8497.
Chinese (77 3C): 40 e 75 B LR Hs B, BIRITIX A543 1-800-327-8497.

Navajo (Dine): Dinek'ehgo shika atohwol ninisingo, kwiijigo holne' 1-800-327-8497.

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

i i

Thisis 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 senices under the plan. Use this informationto 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 Tier 1 pre-natal care and a hospital

Managing Joe’s type 2 Diabetes

(a year of routine Tier 1 care of a well-controlled

Mia’s Simple Fracture
(Tier 1 emergency room visit and follow up

delivery)
M The plan’s overall deductible $500
M Specialist copayment $20
M Hospital (facility) coinsurance 10%
M Other coinsurance 10%

This EXAMPLE eventincludes services like:
Specialistoffice visits (prenatal care)
Childbirth/Delivery Professional Senices
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialistvisit (anesthesia)

Total Example Cost $12,700
In this example, Peg would pay:
Cost Sharing

Deductibles $500

Copayments $30

Coinsurance $100

What isn't covered
Limits or exclusions $60
The total Peg would pay is $690

condition)

M The plan’s overall deductible $500
M Specialist copayment $20
M Hospital (facility) coinsurance 10%
B Other coinsurance 10%
This EXAMPLE eventincludes services like:
Primary care physician office visits (including
disease education)
Diagnostic tests (blood work)
Prescription drugs
Durable medical equipment (glucose meter)

Total Example Cost $5,600
In this example, Joe would pay:

Cost Sharing

Deductibles $500

Copayments $1,200

Coinsurance $50

Whatisn’t covered
Limits or exclusions $20
The total Joe would pay is $1,770

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsil.com.

care)
M The plan’s overall deductible $500
M Specialist copayment $20
M Hospital (facility) coinsurance 10%
B Other coinsurance 10%

This EXAMPLE eventincludes services like:
Emergencyroom care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $2,800
In this example, Miawould pay:
Cost Sharing
Deductibles $500
Copayments $200
Coinsurance $200
Whatisn’t covered
Limits or exclusions $0
The total Miawould pay is $900
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

Northwestem University: Value HSA Plan

Coverage Period: 01/01/2021 - 12/31/2021
Coverage for: Individual + Family | Plan Type: PPO

The Summary of Benefits and Coverage (SBC) document will helpyou choose a health plan. The SBC shows youhowyou andthe planwould

share the cost for covered health care services. NOTE: Information about the cost ofthis plan (called the premium) will be provided separately.
This is only asummary. For more information aboutyour coverage, orto geta copyof the completeterms of coverage, call 1-800-327-8497 or at

www.bcbsil.com. Forgeneraldefinitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other
underlined terms, see the Glossary. You can view the Glossaryat www.healthcare.govisbc-glossary/ or call 1-855-756-4448to requesta copy.

ImportantQuestions ~ |Answers | Why This Matters:

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
limitfor this plan?

Whatis notincludedin
the out-of-pocket limit?

Willyou payless ifyou
use a network provider?

Do you need a referral to
see a specialist?

Tier1:$1,500 Individual/$3,000 Family
For In-Network

$2,000 Individual/$4,000 Family
Out-of-Network

$3,000 Individual/$6,000 Family

Yes. Certain preventive care is covered
before you meetyour deductible.

No.

Tier1:$2,400 Individual/$6,400 Family
For In-Network:

$3,000 Individual/$8,000 Family

For Out-of-Network:

$7,500 Individual/$20,000 Family
Premiums, balanced-billed charges, and
healthcare this plan doesn’t cover.

Yes. See www.bcbsil.com orcall
1-800-327-8497 for a list of network

providers.

No.

Generally, you must pay all of the costs from providers up to the deductible amount
before this plan beginsto pay. If you have other familymemberson the policy, the
overall family deductible must be met before the plan begins to pay.

Thisplan covers some items and services even if you haven’t yet met the deductible
amount. But a copayment or coinsurance mayapply. Forexample, this plan covers
certain preventive_services without cost sharing and before you meetyour deductible.
See a list of covered preventive services at
https:/www.healthcare.govicoverage/preventive-care-benefits/.

You don’thave to meet deductibles for specific services.

The out-of-pocket limitis the most you could pay in a year for covered senvices.
If you have other family membersin this plan, the overall family out-of-pocket limit must
be met.

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

You pay the leastif you use a provider in Northwestern Medicine network. You pay
moreif you use a provider in-network. You will pay the mostif you use an out-of-
network provider, and you mightreceive 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 mightuse an out-of-network provider for some services (such as
lab work). Check with your provider before you get services.

You can see the specialistyou choose without a referral.
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“ All copayment and coinsurance costs shownin this chart are after your deductible hasbeen met, if a deductible applies.

|

Common
Medical Event

What You Will Pay
Tier 1 Provider
(You will pay
the least)

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

Limitations, Exceptions, & Other
Important Information

Services You May Need

In-Network
Provider

If you visita health care

Primary care visit to treat an injury
orillness

10%
coinsurance

20%
coinsurance

40%
coinsurance

Coinsurance applies after deductible.

Imaging (CT/PET scans, MRIs)

coinsurance

coinsurance

coinsurance

brovider's office or Specialist visit 10% 207 407 Coinsurance applies after deductible
clinic 2pecialist coinsurance coinsurance coinsurance ~0insurance app —_—
You may have to pay for senices that
Preventivel care/screening! No Charge; No Charge; 40% aren’t preventive. Ask your provider if
. —-— deductible does | deductible does coir:surance the senvices needed are preventive.
Immunizaton not apply not apply EE— Then checkwhatyour plan will pay
for.
. . 10% 20% 40% . . :
Diagnostic test (x-ray, blood work) Coinsurance coinsurance coinsurance Comsuranpe gpplles after dedluctllble.
If you have a test 10% 20% 40% Preauthorization may be required; see
0 0 0

your benefit booklet* for details.

* For more information about limitations and exceptions, see the plan or policydocumentat www.bcbsil.com.
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What You Will Pay
Tier 1 Provider Out-of-Network
(You will pay Provider
the least) (You will pay

Common
Medical Event

Limitations, Exceptions, & Other
Important Information

Services You May Need

In-Network
Provider

If youneed drugs to
treat yourillness or
condition

More information about
prescription drug
coverage is available at
https://www.express-
scripts.com/northwesternun
iversity .

If you have outpatient
surgery

If you need immediate
medical attention

If you have a hospital
stay

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

Generic drugs

Preferred brand drugs

Non-preferred brand drugs

Specialty drugs

Facilityfee (e.g., ambulatory
surgery center)

Physician/surgeon fees

Emergencyroom care

Emergency medical transportation

Urgent care
Facilityfee (e.g., hospital room)

Physician/surgeon fees

Outpatient services

Inpatient senvices

20% coinsurance

20% coinsurance
20% coinsurance

20% coinsurance

10%
coinsurance
10%
coinsurance
20%
coinsurance

10%
coinsurance

10%
coinsurance
10%
coinsurance
10%
coinsurance

10%
coinsurance

10%
coinsurance

20% coinsurance

the most)

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

20% 40%
coinsurance coinsurance
20% 40%
coinsurance coinsurance
20% 20%

coinsurance

coinsurance

20%
coinsurance

20%
coinsurance

20% 40%
coinsurance coinsurance
20% 40%
coinsurance coinsurance
20% 40%
coinsurance coinsurance
20% 40%
coinsurance coinsurance
20% 40%

coinsurance

coinsurance

* For more information about limitations and exceptions, see the plan or policydocumentat www.bcbsil.com.

Covers upto a 90 day supply.

Coinsurance applies after deductible.

Preauthorization may be required; see
your benefit booklet” for details.

Coinsurance applies after deductible.

Coinsurance applies after deductible.

Preauthorization may be required for
non-emergencytransportation; see
your benefit booklet™ for details.

Coinsurance applies after deductible.

Preauthorization may be required; see
your benefit booklet* for details.

Coinsurance applies after deductible.

Coinsurance applies after deductible.
Preauthorization may be required; see
your benefit booklet* for details.
Coinsurance applies after deductible.
Preauthorization required.
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What You Will Pay
Tier 1 Provider Out-of-Network
(You will pay Provider
the least) (You will pay
the most)

Common
Medical Event

Limitations, Exceptions, & Other
Important Information

Services You May Need

In-Network
Provider

Office visits

Childbirth/delivery professional

If you are pregnant .
y preg senices

Childbirth/delivery facility sernices

Home health care

Rehabilitation services

Habilitation services

If you need help
recovering or have other

special health needs Skilled nursing care

Durable medical equipment

Hospice senvices

10%
coinsurance

10%
coinsurance

10%
coinsurance

10%
coinsurance

10%
coinsurance

10%
coinsurance

10%
coinsurance

10%
coinsurance

10%
coinsurance

20%
coinsurance

40%
coinsurance

20%
coinsurance

40%
coinsurance

20%
coinsurance

40%
coinsurance

20%
coinsurance

40%
coinsurance

20%
coinsurance

40%
coinsurance

20%
coinsurance

40%
coinsurance

20%
coinsurance

40%
coinsurance

20%
coinsurance

40%
coinsurance

20%
coinsurance

40%
coinsurance

* For more information about limitations and exceptions, see the plan or policydocumentat www.bcbsil.com.

Coinsurance applies after deductible.
Cost sharing does not apply for
preventive services. Depending on the
type of senvices, a coinsurance or
deductible may apply. Maternity care
may include tests and services
described elsewhere in the SBC (i.e.
ultrasound.)

None

Coinsurance applies after deductible.
No limiton number of visits.
Preauthorization may be required.

Coinsurance applies after deductible.
Preauthorization may be required.

Coinsurance applies after deductible.
Preauthorization may be required.

Coinsurance applies after deductible.
No limiton number of days.
Preauthorization may be required.

Coinsurance applies after deductible.
Benefits are limited to items used to
serve a medical purpose. DME
benefits are provided for both
purchase and rental equipment (up to
the purchase price).

Preauthorization may be required.
Coinsurance applies after deductible.
Preauthorization may be required.
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What You Will Pay

" Tier 1 Provider | Out-of-Network | . .. .. .
Common . — —— . | Limitations, Exceptions, & Other
Medical Event SRV L RT3 ten el M PrL!der Important Information
the least) Provider (You will pay
the most)

Children’seye exam Not Covered Not Covered Not Covered None
If yourchild needs T
dental or eye care Children’sglasses Not Covered Not Covered Not Covered None

Children’s dental check-up Not Covered Not Covered Not Covered None

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan documentfor more information and a list of any other excluded services.)

e Acupuncture e Longterm care ¢ Routine foot care (with the exception of person
e Cosmetic surgery e Routine eye care (Adult) with diagnosis of diabetes)

e Dental care (Adult) e Weight loss programs

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

e Bariatric surgery o Infertility treatment e Non-emergencycare when traveling outside the
e Chiropractic care e Mostcoverage provided outside the United us.

e Hearingaids States. See www.bcbsil.com e Private-duty nursing (with the exception of

inpatient private duty nursing)

* For more information about limitations and exceptions, see the plan or policydocumentat www.bcbsil.com. Page 50f 7
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YourRightsto Continue Coverage: There are agencies that can help if you wantto continue your coverage after it ends. T he contactinformation for those
agenciesis: the plan at 1-800-327-8497, U.S. Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.goviebsa/healthreform, or Department of Health and Human Seniices, 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 complaintagainstyour plan for a denial of a claim. T his complaintis 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 submita claim,appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: Blue Cross and Blue Shield of lllinois at 1-800-327-8497 or visit www.bcbsil.com, orcontactthe U.S. Department of Labor's Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or visit www.dol.goviebsa/healthreform. Additionally, a consumerassistance program can help you file your appeal.
Contact the lllinois Department of Insurance at (877) 527-9431 or visit http:/insurance.illinois.gov.

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 plandoesn’t meet the Minimum Value Standards, you may be eligible for a premium tax creditto help you pay for a plan through the Marketplace.
Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-327-8497.

Tagalog (T agalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-327-8497.

Chinese (47 32): an R F5 e ey #s8), R ITX NS5 1-800-327-8497.
Navajo (Dine): Dinek'ehgo shika atohwol ninisingo, kwiijigo holne' 1-800-327-8497.

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

i i

Thisis 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 senices under the plan. Use this informationto 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 Tier 1 pre-natal care and a hospital

Managing Joe’s type 2 Diabetes

(a year of routine Tier 1 care of a well-controlled

Mia’s Simple Fracture
(Tier 1 emergency room visit and follow up

delivery)
M The plan’s overall deductible $1,500
M Specialist coinsurance 10%
M Hospital (facility) coinsurance 10%
M Other coinsurance 10%

This EXAMPLE eventincludes services like:
Specialistoffice visits (prenatal care)
Childbirth/Delivery Professional Senices
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialistvisit (anesthesia)

Total Example Cost $12,700
In this example, Peg would pay:
Cost Sharing

Deductibles $1,500

Copayments $0

Coinsurance $100

What isn't covered
Limits or exclusions $60
The total Peg would pay is $1,660

condition)
M The plan’s overall deductible $1,500
B Specialist coinsurance 10%
M Hospital (facility) coinsurance 10%
B Other coinsurance 10%

This EXAMPLE eventincludes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing

Deductibles $1,500

Copayments $0

Coinsurance $700

What isn't covered
Limits or exclusions $20
The total Joe would pay is $2,220

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsil.com.

care)
M The plan’s overall deductible $1,500
B Specialist coinsurance 10%
M Hospital (facility) coinsurance 10%
B Other coinsurance 10%

This EXAMPLE eventincludes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $2,800
In this example, Miawould pay:
Cost Sharing
Deductibles $1,500
Copayments $0
Coinsurance $100
Whatisn’t covered
Limits or exclusions $0
The total Miawould pay is $1,600
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

Northwestem University: HDHP Plan

Coverage Period: 01/01/2021 - 12/31/2021
Coverage for: Individual + Family | Plan Type: PPO

The Summary of Benefits and Coverage (SBC) document will helpyou choose a health plan. The SBC shows youhowyou andthe planwould

share the cost for covered health care services. NOTE: Information about the cost ofthis plan (called the premium) will be provided separately.
This is only asummary. For more information aboutyour coverage, orto geta copyof the completeterms of coverage, call 1-800-327-8497 or at

www.bcbsil.com. Forgeneraldefinitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other
underlined terms, see the Glossary. You can view the Glossaryat www.healthcare.govisbc-glossary/ or call 1-855-756-4448to requesta copy.

ImportantQuestions ~ |Answers | Why This Matters:

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
limitfor this plan?

Whatis notincludedin
the out-of-pocket limit?

Willyou payless ifyou
use a network provider?

Do you need a referral to
see a specialist?

Tier1:$1,500 Individual/$3,000 Family
For In-Network

$2,000 Individual/$4,000 Family
Out-of-Network

$3,000 Individual/$6,000 Family

Yes. Certain preventive care is covered
before you meetyour deductible.

No.

Tier1:$2,400 Individual/$6,400 Family
For In-Network:

$3,000 Individual/$8,000 Family

For Out-of-Network:

$7,500 Individual/$20,000 Family
Premiums, balanced-billed charges, and
healthcare this plan doesn’t cover.

Yes. See www.bcbsil.com orcall
1-800-327-8497 for a list of network

providers.

No.

Generally, you must pay all of the costs from providers up to the deductible amount
before this plan beginsto pay. If you have other familymemberson the policy, the
overall family deductible must be met before the plan begins to pay.

Thisplan covers some items and services even if you haven’t yet met the deductible
amount. But a copayment or coinsurance mayapply. Forexample, this plan covers
certain preventive_services without cost sharing and before you meetyour deductible.
See a list of covered preventive services at
https:/www.healthcare.govicoverage/preventive-care-benefits/.

You don’thave to meet deductibles for specific services.

The out-of-pocket limitis the most you could pay in a year for covered senvices.
If you have other family membersin this plan, the overall family out-of-pocket limit must
be met.

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

You pay the leastif you use a provider in Northwestern Medicine network. You pay
moreif you use a provider in-network. You will pay the mostif you use an out-of-
network provider, and you mightreceive 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 mightuse an out-of-network provider for some services (such as
lab work). Check with your provider before you get services.

You can see the specialistyou choose without a referral.
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A Al copayment and coinsurance costs shownin this chart are after your deductible hasbeen met, if a deductible applies.

What You Will Pay

Common
Medical Event

Services You May Need

' Tier 1 Provider

(You will pay the
least)

In-Network
Provider

Out-of-Network |

Provider
(You will pay the

Limitations, Exceptions, & Other
Important Information

If you visita health care

Primary care visit to treat an
injury or illness

10% coinsurance

20% coinsurance

most)

40% coinsurance

Coinsurance applies after deductible.

rovider’s office or
I;"T Specialist visit 10% coinsurance | 20% coinsurance | 40% coinsurance | Coinsurance appliesafter deductible.
You may have to pay for senices that
. : No Charge; No Charge; aren’t preventive. Ask your provider if
iFr: iqvir:]’zglsﬂgnare/screemnq/ deductibledoes | deductibledoes | 40% coinsurance | the senices needed are preventive.
not apply not apply Then checkwhatyour plan will pay
for.
Diagnostic test (x-ray, blood 10% coinsurance | 20% coinsurance | 40% coinsurance Coinsurance applies after deductible.
If you have a test work) - - — | Preauthorization may be required,;

Imaging (CT/PET scans, MRIs)

10% coinsurance

20% coinsurance

40% coinsurance

see your benefit booklet* for details.

* For more information about limitations and exceptions, see the plan or policydocumentat www.bcbsil.com
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Common

Medical Event

Services You May Need

What You Will Pay

Tier 1 Provider
(You will pay the
least)

In-Network
Provider

Out-of-Network
Provider
(You will pay the

Limitations, Exceptions, & Other
Important Information

If youneed drugs to
treat yourillness or

condition

More information about

prescription drug

coverage is available at
https://www.express-
scripts.com/northwesternun

iversity .

If you have outpatient

surgery

If you need immediate

medical attention

If you have a hospital

stay

If you need mental
health,behavioral

health,or substance

abuse services

Generic drugs

Preferred brand drugs

Non-preferred brand drugs

Specialty drugs

Facilityfee (e.g., ambulatory
surgery center)

Physician/surgeon fees
Emergency room care

Emergency medical
transportation

Urgent care
Facilityfee (e.g., hospital room)
Physician/surgeon fees

Outpatient senvices

Inpatient services

20% coinsurance

20% coinsurance
20% coinsurance

20% coinsurance

10% coinsurance

10% coinsurance
20% coinsurance

10% coinsurance

10% coinsurance
10% coinsurance

10% coinsurance

10% coinsurance

10% coinsurance

20% coinsurance

20% coinsurance
20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance
20% coinsurance

20% coinsurance

20% coinsurance
20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

most)

20% coinsurance

20% coinsurance
20% coinsurance

20% coinsurance

40% coinsurance

40% coinsurance
20% coinsurance

Covers up to a 90 day supply.

Coinsurance applies after deductible.

Preauthorization may be required;
see your benefit booklet" for details.

Coinsurance applies after deductible.

20% coinsurance

40% coinsurance

Coinsurance applies after deductible.
Preauthorization may be required for
non-emergencytransportation; see
your benefit booklet” for details.

Coinsurance applies after deductible.

40% coinsurance

Coinsurance applies after deductible.

40% coinsurance

40% coinsurance

Preauthorization required. See your
benefit booklet* for details.

Coinsurance applies after deductible.
Preauthorization required. See your

40% coinsurance

* For more information about limitations and exceptions, see the plan or policydocumentat www.bcbsil.com

benefit booklet* for details.
Coinsurance applies after deductible.
Preauthorization required.
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What You Will Pay

Tier 1 Provider Out-of-Network

Coluiel (You will pay the Provider

Medical Event

Limitations, Exceptions, & Other
Important Information

Services You May Need

In-Network

least)

Provider

(You will pay the

If you are pregnant

If you need help

recovering or have other
special health needs

If your child needs

dental oreye care

Office visits

Childbirth/delivery professional
services

Childbirth/delivery facility
services

Home health care

Rehabilitation services
Habilitation services

Skilled nursing care

Durable medical equipment

Hospice senvices

Children’seye exam
Children’s glasses
Children’s dental check-up

10% coinsurance

10% coinsurance

10% coinsurance

10% coinsurance

10% coinsurance
10% coinsurance

10% coinsurance

10% coinsurance

10% coinsurance

Not Covered
Not Covered
Not Covered

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance
20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

Not Covered
Not Covered
Not Covered

most)
40% coinsurance

Coinsurance applies after deductible.

40% coinsurance

Cost sharing does not apply for
preventive services. Dependingon
the type of senvices, a coinsurance or
deductible may apply. Maternity care

40% coinsurance

40% coinsurance

40% coinsurance
40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

Not Covered
Not Covered
Not Covered

* For more information about limitations and exceptions, see the plan or policydocumentat www.bcbsil.com

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

None

Coinsurance applies after deductible.
No limiton number of visits.
Preauthorization may be required.

Coinsurance applies after deductible.
Preauthorization may be required.

Coinsurance applies after deductible.
No limiton number of days.
Preauthorization may be required.
Coinsurance applies after deductible.
Benefits are limited to items used to
serve a medical purpose. DME
benefits are provided for both
purchase and rental equipment (up to
the purchase price).

Preauthorization may be required.
Coinsurance applies after deductible.
Preauthorization may be required.
None

None

None
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YourRightsto Continue Coverage: There are agencies that can help if you wantto continue your coverage after it ends. The contactinformation for those
agenciesis: the plan at 1-800-327-8497, U.S. Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.goviebsa/healthreform, or Department of Health and Human Seniices, 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 complaintagainstyour plan for a denial of a claim. This complaintiscalled 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 submita claim,appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: Blue Cross and Blue Shield of lllinois at 1-800-327-8497 or visit www.bcbsil.com, orcontactthe U.S. Department of Labor's Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or visit www.dol.goviebsa/healthreform. Additionally, a consumerassistance program can help you file your appeal.
Contact the lllinois Department of Insurance at (877) 527-9431 or visit http:/insurance.illinois.gov.

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 plandoesn’t meet the Minimum Value Standards, you may be eligible for a premium tax creditto help you pay for a plan through the Marketplace.

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-327-8497.

Tagalog (T agalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-327-8497.
Chinese (77 3C): 40 e 75 B LR Hs B, BIRITIX A543 1-800-327-8497.

Navajo (Dine): Dinek'ehgo shika atohwol ninisingo, kwiijigo holne' 1-800-327-8497.

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

i i

Thisis 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 senices under the plan. Use this informationto 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 Tier 1 pre-natal care and a hospital

Managing Joe’s type 2 Diabetes
(a year of routine Tier 1 care of a well-controlled

Mia’s Simple Fracture
(Tier 1 emergencyroom visit and follow up

delivery)
M The plan’s overall deductible $1,500
M Specialist coinsurance 10%
M Hospital (facility) coinsurance 10%
M Other coinsurance 10%

This EXAMPLE eventincludes services like:
Specialistoffice visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialistvisit (anesthesia)

Total Example Cost $12,700
Inthis example, Peg would pay:
Cost Sharing

Deductibles $1,500

Copayments $0

Coinsurance $100

What isn’t covered
Limits or exclusions $60
Thetotal Peg would pay is $1,660

condition)
M The plan’s overall deductible $1,500
M Specialist coinsurance 10%
M Hospital (facility) coinsurance 10%
B Other coinsurance 10%

This EXAMPLE eventincludes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescriptiondrugs

Durable medical equipment (glucose meter)

Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing

Deductibles $1,500

Copayments $0

Coinsurance $700

What isn’t covered
Limits or exclusions $20
The total Joe would pay is $2,220

care)
M The plan’s overall deductible $1,500
M Specialist coinsurance 10%
W Hospital (facility) coinsurance 10%
B Other coinsurance 10%

This EXAMPLE eventincludes services like:
Emergencyroom care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $2,800
Inthis example, Miawould pay:
Cost Sharing
Deductibles $1,500
Copayments $0
Coinsurance $100
What isn’t covered
Limits or exclusions $0
Thetotal Miawould payis $1,600
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

BlueCross BlueShield
A @ " Northwestem University: HMOI Plan

Coverage Period: 01/01/2021 - 12/31/2021
Coverage for: Individual + Family | Plan Type: HMO

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
#8 sharethe cost for covered health care services. NOTE: Information aboutthe cost of this plan (called the premium) will be provided separately.

Thisis onlya summary. For more information about your coverage, or to geta copy of the complete terms of coverage, call 1-800-892-2803 or at
https://policy-srv.box.com/s/7Tmr48k2up424w9rogv16vyecdazafhu2.
For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the
Glossary. You canview the Glossary at www.healthcare.gov/sbc-glossary/ or call 1-855-756-4448 to request a copy.

ImportantQuestions ~ |Answers | Why This Matters:

What is the overall
deductible?

Are there services
covered before you meet
yourdeductible?

Are there other
deductibles for specific
services?

What is the out-of-pocket
limitfor this plan?

Whatis notincludedin
the out-of-pocket limit?

Willyou pay less ifyou
use a network provider?

Do you need a Referral to
see a specialist?

$0

No.

No.
$1,500 Individual/$3,000 Family

Prescription drug expense limit:

$1,500 Individual/$10,200 Family
Premiums, balanced-billed charges, and
healthcare this plan doesn’t cover.

Yes. See www.bcbsil.com orcall
1-800-892-2803 for a list of participating

providers.

Yes.

See the Common Medical Events chart below for your costs for services this plan
COVers.

You will have to meetthe deductible before the plan pays for any senvices.

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

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

Even though you pay these expenses, they don’t counttoward the out-of-pocket
limit.

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

Thisplan will pay some or all of the costs to see a specialistfor covered senices but
only if you have a Referral before you see the specialist.

Blue Cross and Blue Shield of Illinois, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association

SBC IL HMO LG - 2021
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“ Al copayment and coinsurance costs shownin this chart are after your deductible hasbeen met, if a deductible applies.

What You Will Pay |
| Non-Participating Limitations, Exceptions, & Other Important
Provider Information

(You will pay the most)

Common

Services You May Need Participating Provider

Medical Event (You will pay the least)

Senvices or suppliesthat are not ordered by
Primary care visit o treat an your Primary Care Physician or Women’s
. ) $25 copayhisit Not Covered Principal Health Care Provider, except
Ty ilinss emergencyand routine vision exams, are not
If you visita health covered.
g:'gil;rigwﬂ S Specialist visit $35 copayhisit Not Covered Referral required.
You may have to pay for services that aren’t
Preventive care/screening/ No Charge Not Covered preventive. Ask your provider if the senices
immunization needed are preventive. Thencheckwhat your
plan will pay for.
Diagnosfic test (x-ray, blood No Charge Not Covered Referral required.
If you have a test work)
Imaging (CT/PET scans,MRIs) | No Charge Not Covered Referral required.
* For more information about limitations and exceptions, see the plan or policydocumentat Page 2 of 6
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Common
Medical Event

Services You May Need

| What You Will Pay

Participating Provider
(You will pay the least)

Non-Participating

Provider

| Limitations, Exceptions, & Other Important
Information

If youneed drugs to
treat yourillness or
condition

More information about
prescription drug
coverage is available at

https://w ww.express-
scripts.comy/northw esternu

niversity

Generic drugs

$10 for 30 day
supply, $20 for 31-90
day supply (retail)
$20 (mail order)

(You will pay the most)

$10 for 30 day
supply, $20 for 31-90
day supply (retail)
$20 (mail order)

Preferred brand drugs

$30 for 30 day
supply, $60 for 31-90
day supply (retail)
$60 (mail order)

$30 for 30 day
supply, $60 for 31-90
day supply (retail)
$60 (mail order)

Non-preferred brand drugs

$60 for 30 day
supply, $120 for 31
90 day supply (retail)
$120 (mail order)

$60 for 30 day
supply, $120 for 31
90 day supply (retail)
$120 (mail order)

Covers up to a 90 day supply.

Specialty drugs

$90 for 30 day
supply, $180 for 31-
90 day supply (retail)
$180 (mail order)

$90 for 30 day
supply, $180 for 31-
90 day supply (retail)
$180 (mail order)

Facilityfee (e.g., ambulatory

Ifyouhave outpatient | srgery center) 250 gopaysi Not Corered Referral required.

surgery Physician/surgeon fees No Charge Not Covered
Emergency room care $150 copayhisit $150 copayhisit Copay waived if admitted.

If you need immediate Eg:g)q: r?ac‘:[?/orr?edlcal No Charge No Charge Ground transportation only.

R LT Uraent care $25 copayhisit Not Covered Must be affiliated with member’s chosen
~Igenicare copay medical group or referral required.

Ifyou have a hospital Facility fee (e.g., hospital room) | $500 copay/admission | Not Covered Referral required.

stay Physician/surgeon fees No Charge Not Covered Referral required.

* For more information about limitations and exceptions, see the plan or policydocumentat
https://policy-srv.box.com/s/7Tmr48k2up424w9rogv16vyecdazafhu2.
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What You Will Pay

Participating Provider Non-ll:for\t/iifjie ratin
(You will pay the least)

Limitations, Exceptions, & Other Important
Information

Common
Medical Event

Services You May Need

(You will pay the most)
If you need mental Outpatient services $25 copayhisit Not Covered Unlimited visits. Referral required.
health,behavioral
health,or substance | Inpatient services $500 copay/admission | Not Covered Unlimited days. Referral required.
abuse services
Office visits $25 copayhisit Not Covered Copay appliesfor the 1st prenatal visit only.
Cost sharing does not apply for preventive
Childbirthidelivery professional senvices. Depending on the type of senvices, a
copayment may apply. Maternity care ma
Ibyoulare pregnant services No Charge Not Covered include tests ar?ld sé)r\};ces desctr}i,bed ’
elsewherein the SBC (i.e. ultrasound.)
Childbirth/delivery facility .
. $500 copay/admission | Not Covered None
Home health care No Charge Not Covered Referral required.
Rehabilitation services $25 copayhisit Not Covered 60 visits combined for all therapies.
Habilitation services $25 copayhisit Not Covered Referral required.
Ifyou need help Skilled nursing care $500 copay/admission | Not Covered Excludes cus.todial care. Referral required.
recovering or have Referral requ!req. .
other special health . . Bengﬁts are limited to items used to serve a
Durable medical equipment No Charge Not Covered medical purpose. DME benefits are provided
needs :
for both purchase and rental equipment (up to
the purchase price).
Hospice senvices No Charge Not Covered gg%t::}trgﬁm Aol
Children’s eye exam No Charge Not Covered tg?t:tceig:t)ir?qng rga%rg r:very 12 months at
If your child needs $75 contactlens allowance or $0 copay for
dental oreye care Children’s glasses $125 allowance Not Covered spectacle lenses every 24 months; $125 frame
allowance 24 months.
Children’s dental check-up Not Covered Not Covered None

* For more information about limitations and exceptions, see the plan or policydocumentat
https://policy-srv.box.com/s/7Tmr48k2up424w9rogv16vyecdazafhu2.
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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 Cosmetic surgery e Longterm care e Routine foot care (with the exception of person
e Custodial care e Private-duty nursing with diagnosis of diabetes)
e Dental care (Adult)

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

e Acupuncture e Hearingaids ¢ Non-emergencycare when traveling outside the
e Bariatric surgery o Infertility treatment
» Chiropractic care e Most coverage provided outside the United * Routine eye care (Adult)

States. See www.bcbsil.com o Weight loss programs (except when non-

medicallysupenised)

YourRightsto Continue Coverage: There are agencies that can help if you wantto continue your coverage after it ends. The contactinformation for those
agenciesis: the plan at 1-800-892-2803, U.S. Departmentof Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.goviebsa/healthreform, or Department of Health and Human Senvices, 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 complaintagainstyour plan for a denial of a claim. T his complaintiscalleda
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 submita claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: Blue Cross and Blue Shield of lllinois at 1-800-892-2803 or visit www.bcbsil.com, orcontactthe U.S. Department of Labor's Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or visit www.dol.goviebsa/healthreform. Additionally, a consumerassistance program can help you file your appeal.
Contact the lllinois Department of Insurance at (877) 527-9431 or visit http:/insurance.illinois.gov.

Does this plan provide Minimum Essential Coverage? Yes
Minimum Essential Coverage generallyincludes 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 plandoesn’t meet the Minimum Value Standards, you may be eligible for a premium tax creditto help you pay for a plan through the Marketplace.

Language Access Services:
Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-892-2803.
Tagalog (T agalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-892-2803.

Chinese (HF 32): 2 375 EHp S #k ), 1R ITX NS5 1-800-892-2803.
Navajo (Dine): Dinek'ehgo shika atohwol ninisingo, kwiijigo holne' 1-800-892-2803.
| To see examples of how this plan might cover costs for a sample medical situation, see the next section.

* For more information about limitations and exceptions, see the plan or policydocumentat Page 50f 6
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Aboutthese Coverage Examples:

u
L )

Thisis 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 informationto 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

M The plan’s overall deductible $0
M Specialist copayment $35
W Hospital (facility) $0
M Other $0

This EXAMPLE eventincludes services like:
Specialistoffice visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialistvisit (anesthesia)

Total Example Cost $12,700
Inthis example, Peg would pay:
Cost Sharing

Deductibles $0

Copayments $500

Coinsurance $0

Whatisn’t covered
Limits or exclusions $60
The total Peg would pay is $560

The plan would be responsible for the other costs of these EXAMPLE covered senvices.

M The plan’s overall deductible $0
M Specialist copayment $35
W Hospital (facility) $0
H Other $0

This EXAMPLE eventincludes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing

Deductibles $0

Copayments $1,500

Coinsurance $0

Whatisn’t covered
Limits or exclusions $20
The total Joe would pay is $1,520

up care)
M The plan’s overall deductible $0
M Specialist copayment $35
W Hospital (facility) $0
M Other $0

This EXAMPLE eventincludes services like:
Emergencyroom care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $2,800
In this example, Miawould pay:
Cost Sharing
Deductibles $0
Copayments $400
Coinsurance $0
Whatisn’t covered
Limits or exclusions $0
The total Miawould pay is $400
Page 6 of 6



Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

Northwestern University: CMM Plan

Coverage Period: 01/01/2021 - 12/31/2021
Coverage for: Individual + Family | Plan Type: PPO

The Summary of Benefits and Coverage (SBC) document will helpyou choose a health plan. The SBC shows youhowyou andthe planwould

share the cost for covered health care services. NOTE: Information aboutthe cost ofthis plan (called the premium) will be provided separately.
This is only asummary. For more information aboutyour coverage, orto geta copyof the completeterms of coverage, call 1-800-327-8497 or at

www.bcbsil.com. Forgeneraldefinitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other
underlined terms, see the Glossary. You can view the Glossaryat www.healthcare.govisbc-glossary/ or call 1-855-756-4448to requesta copy.

ImportantQuestions ~ |Answers [ Why ThisMatters:

What is the overall
deductible?

Are there services
covered before you meet
yourdeductible?

Are there other
deductibles for specific
services?

What is the out-of-pocket
limitfor this plan?

Whatis notincludedin
the out-of-pocketlimit?

Willyou payless ifyou
use a network provider?

Do you need a referral to
see a specialist?

$250 Individual/$750 Family

Yes. Certain preventive care, services that
charge a copay and emergency room
senices are covered before you meet your
deductible.

No.

$1,200 Individual/$3,200 Family

Premiums, balanced-billed charges, and
healthcare this plan doesn’t cover.

Not Applicable.

Generally, you must pay all of the costs from providers up to the deductible amount
before this plan beginsto pay. If you have other familymemberson the plan, each
family member mustmeet their own individual deductible until the total amountof
deductible expenses paid by all family members meets the overall family deductible.
Thisplan covers some items and services even if you haven’t yet met the deductible
amount. But a copayment or coinsurance mayapply.

For example, this plan covers certain preventive services without cost sharing and
before you meetyour deductible. See a list of covered preventive services at
https:/www.healthcare.govicoverage/preventive-care-benefits/.

You don’thave to meet deductibles for specific services.

The out-of-pocket limitis the most you could pay in a year for covered senices. If you
have other family membersin this plan, they have to meet their own out-of-pocket limits
until the overall family out-of-pocket limithas been met.

Even though you pay these expenses, they don’t counttoward the out-of-pocket limit.

Thisplan does not use a provider network. You receive covered senices from any
provider.

You can see the specialistyou choose without a referral.
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“ All copaymentand coinsurance costs shownin this chart are after your deductible hasbeenmet, ifa deductible applies.

Common Limitations, Exceptions, & Other

Services You May Need What You Will Pay

Medical Event Important Information

Primary carevsit to reat an injury $25 copayhisit; deductible does not apply

orillness Copay appliesto office visit only.

Specialist visit $35 copayhisit; deductible does not apply
If you visita health Covered pre\{entive s.ervi.ces and limitsare
care provider’s office based on national guidelines.
or clinic i i

E;?]qvﬁ?ﬁ'zfﬁgf reiscreening/ No Charge; deductible does not apply You may have to pay for services that aren’t

preventive. Ask your provider if the services
needed are preventive. Thencheckwhat

your plan will pay for.

. : . o
Diagnostic test (x-ray, blood work) | 10% coinsurance Preauthorization may be required: see your

benefit booklet* for details.

If you have a test
Imaging (CT/PET scans, MRIs) 10% coinsurance

* For more information about limitations and exceptions, see the plan or policydocumentat www.bcbsil.com. Page 2 0of 6
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Common
Medical Event

Services You May Need

What You Will Pay

Limitations, Exceptions, & Other
Important Information

If you need drugs to
treat yourillness or
condition

More information about
prescription drug
coverage is available
at https://www.express-
scripts.com/northwester
nuniversity.

If you have outpatient
surgery

If you need
immediate medical
attention

If you have a hospital
stay

* For more information about limitations and exceptions, see the plan or policydocumentat www.bcbsil.com.

Generic drugs

Preferred brand drugs

Non-preferred brand drugs

Specialty drugs

Facility fee (e.g., ambulatory
surgery center)
Physician/surgeon fees

Emergencyroom care

Emergency medical transportation

$10for 30 day supply

$20 for 31-90 daysupply (retail),
$20 (mail order)

deductible does notapply

$30 for 30 day supply,

$60 for 31-90 daysupply (retail),
$60 (mail order)

deductible does notapply

$60 for 30 day supply,

$120 for 31-90 day supply(retail),
$120 (mail order)

deductible does notapply

$90 for 30 day supply,

$180 for 31-90 day supply(retail),
$180 (mail order)

deductible does notapply

10% coinsurance

10% coinsurance

$100 copayhisit; deductible does not apply
plus 10% coinsurance

10% coinsurance

Urgent care
Facility fee (e.g., hospital room)

Physician/surgeon fees

10% coinsurance

10% coinsurance

10% coinsurance

Covers up to a 90 day supply.

Preauthorization may be required; see your
benefit booklet* for details.
None

Copay waived if admitted.

Preauthorization may be required for
non-emergencytransportation; see your
benefit booklet™ for details.

None

Preauthorization required. See your benefit
booklet* for details.

None
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Common
Medical Event

Services You May Need

What You Will Pay

Limitations, Exceptions, & Other
Important Information

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

If you are pregnant

If you need help
recovering or have
other special health
needs

If your child needs
dental oreye care

* For more information about limitations and exceptions, see the plan or policydocumentat www.bcbsil.com.

Outpatient services

Inpatient services
Office visits

Childbirth/delivery professional
services

Childbirth/delivery facility services

Home health care

Rehabilitation senvices
Habilitation services

Skilled nursing care

Durable medical equipment
Hospice senices
Children’s eye exam
Children’s glasses
Children’s dental check-up

$25 copayhisit; deductible does not apply

10% coinsurance
$25 copayhisit; deductible does not apply

10% coinsurance

10% coinsurance

No Charge

10% coinsurance
10% coinsurance

10% coinsurance

10% coinsurance
10% coinsurance
Not Covered
Not Covered
Not Covered

PCP copay appliesto psychotherapy office
visit only.

Preauthorization required. See your benefit
booklet* for details.

Preauthorization required.

Copay appliesto first prenatal visit (per
pregnancy).

Cost sharing does not apply for preventive
senices. Depending on the type of senvices,
a copayment, coinsurance, or deductible
may apply. Maternity care may include tests
and senvices described elsewhere in the
SBC (i.e. ultrasound.)

None

No limiton number of visits.
Preauthorization may be required.

Preauthorization may be required.

No limiton number of visits.
Preauthorization may be required.
Preauthorization may be required.
Preauthorization may be required.
None

None

None
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Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan documentfor more information and alist of any other excluded services.)

e Acupuncture e Longterm Care ¢ Routine foot care (with the exception of person
o Cosmetic surgery ¢ Routine eye care (Adult) with the diagnosis of diabetes)

o Dental care (Adult) o \Weight loss programs

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

o Bariatric surgery e Hearingaids o Non-emergencycare when traveling outside the
o Chiropractic care o Most coverage provided outside the United us.

o Infertility treatment States. See www.bcbsil.com o Private-duty nursing (with the exception of

inpatient private duty nursing)

YourRightsto Continue Coverage: There are agenciesthat can help if you wantto continue your coverage after it ends. The contactinformation for those
agenciesis: the plan at 1-800-327-8497, U.S. Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.goviebsa/healthreform, or Department of Health and Human Seniices, 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 complaintagainstyour plan for a denial of a claim. This complaintis 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 submita claim,appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: Blue Cross and Blue Shield of lllinois at 1-800-327-8497 or visit www.bcbsil.com,orcontactthe U.S. Department of Labor's Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or visit www.dol.goviebsa/healthreform. Additionally, a consumerassistance program can help you file your appeal.
Contact the lllinois Department of Insurance at (877) 527-9431 or visit http:/insurance.illinois.gov.

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 plandoesn’t meet the Minimum Value Standards, you may be eligible for a premium tax creditto help you pay for a plan through the Marketplace.

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-327-8497.

Tagalog (T agalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-327-8497.
Chinese (1 3C): i 75 22 SCA#E B, 1K ITIX AN 5591-800-327-8497.

Navajo (Dine): Dinek'ehgo shika atohwol ninisingo, kwiijigo holne' 1-800-327-8497.

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

Thisis 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 informationto 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-

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

hospital delivery)

M The plan’s overall deductible $250
M Specialist copayment $35
W Hospital (facility) coinsurance 10%
B Other coinsurance 10%

This EXAMPLE eventincludes services like:
Specialistoffice visits (prenatal care)
Childbirth/Delivery Professional Senices
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialistvisit (anesthesia)

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

Deductibles $250

Copayments $50

Coinsurance $100

What isn’t covered
Limits or exclusions $60
Thetotal Peg would payis $460

The plan would be responsible for the other costs of these EXAMPLE covered senvices.

controlled condition)

M The plan’s overall deductible $250
W Specialist copayment $35
W Hospital (facility) coinsurance 10%
M Other coinsurance 10%
This EXAMPLE eventincludes services like:
Primary care physician office visits (including
disease education)
Diagnostic tests (blood work)
Prescriptiondrugs
Durable medical equipment (glucose meter)
Total Example Cost $7,400
In this example, Joe would pay:
Cost Sharing
Deductibles $250
Copayments $900
Coinsurance $50
What isn’t covered
Limits or exclusions $20
The total Joe would pay is $1,220

up care)
B Theplan’s overall deductible $250
B Specialist copayment $35
W Hospital (facility) coinsurance 10%
B Other coinsurance 10%

This EXAMPLE eventincludes services like:
Emergencyroom care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $1,900
Inthis example, Miawould pay:
Cost Sharing
Deductibles $250
Copayments $200
Coinsurance $200
What isn’t covered
Limits or exclusions $0
Thetotal Miawould payis $650
6 of 6



@ @ BlueCross BlueShield of Tllinois

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.

i _al) ol (S5 S ol e Wil ek e S0 e Ml Leas 35 e sl v )58 e ) anaill BS540 (e linly By peiall Sl pladd) g el e Jpeandl 6 Gall el (Al saels add ool ol oLl IS
Arabic B55-T10-6984 Ao Joailh «dilay Sl Yy oui€
gt nSREE, s EFERENAYE &, Bt B R, EEEAH R BLUENESRIESHEAMER. Be—EHA SN BHAEENTRFEENEPRMABEARE. WREFETA, ®EE
Chinese B, i5BUE 855-710-6984.
Frangais Si vous, ou quelgu'un que vous étes en train d'aider, avez des questions, vous avez le droit d'obtenir de ['aide et I'informaticn dans votre langue & aucun colt. Pour parler & un interpréte, compesez le numeéro du
French service 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 die
German Kundenservicenummer auf der Rlckseite |hrer Mitgliedskarte an, Falls Sie kein Mitglied sind oder keine Mitgliedskarte besitzen, rufen Sie bitte 855-710-6984 an.
EMnVIKG Edv eoeic f kamoiog mou BonBime Exete epwinoeig, £xete To Sikaiwpa va MpBete BorBeia kan mnpogopieg om yhwooa oag ywpic xpéwon. MNa va piAfoete ot Evav Sieppnvéa, kaéaTe Tov apiBpd efummptmong
Greek mehaTY TTOU avaypageTal oo Tiow pEpog g kaprag pihoug oag. Eav Bev cioTe pihog A Sev Exete kdpra, kaAbaTe Tov apiBud 855-710-6984.
o2l %l ctHol Ul dR HEE 531 26U flat Acll Bl olly caulseiol W ollAn. goula WA cld s2al M2, dHIL HeAuEell sl Wsn WA es Al olu2 UR Sld 53l
Gujarati ol WU HEUUE el Uclell let, atall wius{l W 51 otall Al 855-710-6984 «iel2 UR SlA 53
&Er Ife 3T, A7 7 FEEr FETIAT T T 8 3T, T8 &, 7 HTTRT 30 {7 3 Fo¥: 2ok Heraran H Srerehi) ored e o 60w g | Bt sreparee & a1 6 & AU, 30 sary wE
Hindi ey fT 1T TITE AT AeN UK e | ATE 3T HEET ALY &, AT I IH FS ALY &, A 855-710-6084 G el FY |
Italiano Se fu 0 qualcuno che stai aiutando avete domande, hai il diritto di ottenere aiuto e informazioni nella tua lingua gratuitamente. Per parlare con un interprete, puoi chiamare il servizio clienti al numero riportato sul lato
Italian posteriore della tua tessera di socio. Se non sei socio o non possiedi una tessera, puoi chiamare il numero 855-710-6984.
=20 ek G L= MG S= ME0 220 UCHH Al FEE Jcis SSU HEE G2 SN2 28 5= U= A AUSLICL SR IE RN V=W HHI L BHES
Korean FSISHA A2, B2 0| OFLIAIHLE FHET 812 Al ™ 855-710-6984 S 2 FEIF & A2,
Diné T"ad ni, ¢i doodago ta’da bikd ananilwo’igii, na’iditkidgo, 1s"ida bee na ahodti’i" "4 niik’e nika a’doolwol. Ata® halne™i bich’” hadeesdzih ninizingo éi kwe'¢ da’iniishgi aka anidaalwo igii
Navajo bich'{” hodiilnih, bee nééhdzinii bine”déé” bikad™. Koji atah naaltsoos nd hadit’éégdd éi doodago bee nééhdzinigii 4dingo koji” hodiilnih 855-710-6984.
Polski Jesli Ty lub osoba, kiorej pomagasz, macie jakiekolwiek pytania, macie prawo do uzyskania bezplatne] informacji | pomocy we wiasnym jgzyku. Aby porozmawiac z thumaczem, zadzwon pod numer podany na
Polish odwrocie karty czlonkowskiej. Jezeli nie jestes czlonkiem lub nie masz przy sobie karty, zadzwon pod numer 855-710-6984.
— Ecnu y Bac unw YenoBexa, KOTOPOMY Bbl NOMOraeTe, BOSHWKNM BONPOCEI, ¥ BAC €CTb NPaBo Ha DEcnnaTHy NoMolWb W WHGOPMAUMID, NPeLOCTABNEHHYID Ha BaweM A3bike. YT00b! NOTCBOPHTE C NEPEBOSUMKOM,
R{::‘g 0 NO3BOHKTE B OTAEN OGCMYXMBAHWA KNWEHTOB N0 TenedioHy, yKasaHHOMY Ha 06PaTHOR CTOPOHE BALIEH KAPTOHKW YYACTHYKA. ECNN Bl HE ABNABTECH YYACTHWKOM MM Y BAC HET KAPTOMKM, NO3BOHUTE NO

TenedioHy 855-710-6984.
Espafiol Si usted o alguien a guien usted esta ayudando tiene preguntas, tiene derecho a obtener ayuda e informacion en su idioma sin costo alguno. Para hablar con un interprete comuniguese con el nimero del Servicio al
Spanish 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, o 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-wika,
Tagalog tumawag sa numero ng serbisyo para sa kustomer sa liked ng iyong kard ng miyembro. Kung ikaw ay hindi isang miyembro, o kaya ay walang kard, tumawag sa 855-710-6984.
5 oSSy gy S S S8k _wan gl 3818 S dusla Cilaglee gl ane e e 3 ) S Qo8 Gnn Dl S e S 2l S s S0l eSS0l B

Urdu <SS 32 855-T10-6084 « 5 3 agd SIS Ly S Ol L e o il 81 0 pculy SSJS S
Tiéng Viét Néu quy vi hodc ngudi ma quy vi gilip 85 c6 bét ky cu hoi nao, quy vi co quyén duoc hé tro va nhan thong tin bAng ngén ngir cia minh mién phi. D& néi chuyén véi thang dich vién, goi sd dich vy khach
Vietnamese hang ndm & phia sau thé hdi vién cla quy vi. Néu quy vi khdng phdi 12 hdi vién hodc khéng cd thé, goi sd 855-710-6884,
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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 us at 855-710-6984.

If you believe we have failed to provide a senice, or think we have discriminated in another way, contactustofile a grievance.

Office of Civil Rights Coordinator Phone: 855-664-7270 (voicemail)

300 E. Randolph St. TTYTDD: 855-661-6965

35th Floor Fax: 855-661-6960

Chicago, lllinois 60601 Email: CivilRightsCoordinator@hcsc.net

You may file a civil rights complaintwith 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 ComplaintPortal: https://ocrportal.nhs.goviocr/portal/lobby.jsf

Washington, DC 20201 ComplaintForms: http:/www.hhs.goviocr/office/file/index.html



https://ocrportal.hhs.gov/
http://www.hhs.gov/ocr/office/file/index.html

Patient Protection Disclosure (for HMO IL Medical Plan Enrollees Only)

The HMO Illinois medical plan requires the designation of a primary care provider. You have the right
to designate any primary care provider who participates in our network and who is available to accept
you or your family members. For information on how to select a primary care provider, and for a list of
the participating primary care providers, contact BlueCross BlueShield at (800) 892-2803. For children,
you may designate a pediatrician as the primary care provider.

You do not need prior authorization from BlueCross BlueShield or from any other person (including a
primary care provider) in order to obtain access to obstetrical or gynecological care from a health care
professional in our network who specializes in obstetrics or gynecology. The health care professional,
however, may be required to comply with certain procedures, including obtaining prior authorization
for certain services, following a pre-approved treatment plan, or procedures for making referrals. For a
list of participating health care professionals who specialize in obstetrics or gynecology, contact the
BCBS at (800) 892-2803.



Premium Assistance Under Medicaid and the
Children’s Health Insurance Program (CHIP)

If you or your children are eligible for Medicaid or CHIP and you’re eligible for health coverage from your employer,
your state may have a premium assistance program that can help pay for coverage, using funds from their Medicaid or
CHIP programs. If you or your children aren’t eligible for Medicaid or CHIP, you won’t be eligible for these premium
assistance programs but you may be able to buy individual insurance coverage through the Health Insurance Marketplace.
For more information, visit www.healthcare.gov.

If you or your dependents are already enrolled in Medicaid or CHIP and you live in a State listed below, contact your
State Medicaid or CHIP office to find out if premium assistance is available.

If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or any of your dependents
might be eligible for either of these programs, contact your State Medicaid or CHIP office or dial 1-877-KIDS NOW or
www.insurekidsnow.gov to find out how to apply. If you qualify, ask your state if it has a program that might help you
pay the premiums for an employer-sponsored plan.

If you or your dependents are eligible for premium assistance under Medicaid or CHIP, as well as eligible under your
employer plan, your employer must allow you to enroll in your employer plan if you aren’t already enrolled. This is
called a “special enrollment” opportunity, and you must request coverage within 60 days of being determined eligible
for premium assistance. If you have questions about enrolling in your employer plan, contact the Department of Labor
at www.askebsa.dol.gov or call 1-866-444-EBSA (3272).

If you live in one of the following states, you may be eligible for assistance paying your employer health plan
premiums. The following list of states is current as of January 31, 2017. Contact your State for more information
on eligibility —

ALABAMA — Medicaid FLORIDA — Medicaid
Website: http://myalhipp.com/ Website: http://flmedicaidtplrecovery.com/hipp/
Phone: 1-855-692-5447 Phone: 1-877-357-3268

ALASKA — Medicaid GEORGIA — Medicaid

The AK Health Insurance Premium Payment Program Website: http://dch.georgia.gov/medicaid
Website: http://myakhipp.com/ - Click on Health Insurance Premium Payment (HIPP)
Phone: 1-866-251-4861 Phone: 404-656-4507
Email: CustomerServicec@MyAKHIPP.com
Medicaid Eligibility:

http://dhss.alaska.gov/dpa/Pages/medicaid/default.aspx

ARKANSAS — Medicaid INDIANA — Medicaid
Website: http://myarhipp.com/ Healthy Indiana Plan for low-income adults 19-64
Phone: 1-855-MyARHIPP (855-692-7447) Website: http://www.in.gov/fssa/hip/
Phone: 1-877-438-4479
All other Medicaid

Website: http://www.indianamedicaid.com
Phone 1-800-403-0864

COLORADO — Health First Colorado

(Colorado’s Medicaid Program) & IOWA — Medicaid
Child Health Plan Plus (CHP+)
Health First Colorado Website: Website:
https://www.healthfirstcolorado.com/ http://dhs.iowa.gov/ime/members/medicaid-a-to-z/hipp
Health First Colorado Member Contact Center: Phone: 1-888-346-9562

1-800-221-3943/ State Relay 711

CHP+: Colorado.gov/HCPF/Child-Health-Plan-Plus
CHP+ Customer Service: 1-800-359-1991/

State Relay 711




KANSAS — Medicaid NEW HAMPSHIRE — Medicaid
Website: http://www .kdheks.gov/hcf/ Website:
Phone: 1-785-296-3512 http://www.dhhs.nh.gov/oii/documents/hippapp.pdf
Phone: 603-271-5218
KENTUCKY — Medicaid NEW JERSEY — Medicaid and CHIP
Website: http://chfs.ky.gov/dms/default.htm Medicaid Website:
Phone: 1-800-635-2570 http://www .state.nj.us/humanservices/

dmahs/clients/medicaid/
Medicaid Phone: 609-631-2392
CHIP Website: http://www.njfamilycare.org/index.html

CHIP Phone: 1-800-701-0710

LOUISIANA — Medicaid NEW YORK — Medicaid
Website: Website: https://www.health.ny.gov/health care/medicaid/
http://dhh.louisiana.gov/index.cfm/subhome/1/n/331 Phone: 1-800-541-2831

Phone: 1-888-695-2447

MAINE — Medicaid NORTH CAROLINA — Medicaid
Website: http://www.maine.gov/dhhs/ofi/public- Website: https://dma.ncdhhs.gov/
assistance/index.html Phone: 919-855-4100

Phone: 1-800-442-6003
TTY: Maine relay 711

Website: Website:
http://www.mass.gov/eohhs/gov/departments/masshealth/ http://www.nd.gov/dhs/services/medicalserv/medicaid/
Phone: 1-800-462-1120 Phone: 1-844-854-4825

MINNESOTA — Medicaid OKLAHOMA — Medicaid and CHIP

Website: http://mn.gov/dhs/people-we-serve/seniors/health- | Website: http://www.insureoklahoma.org
care/health-care-programs/programs-and-services/medical- Phone: 1-888-365-3742

assistance.jsp
Phone: 1-800-657-3739

MISSOURI — Medicaid OREGON — Medicaid
Website: Website: http://healthcare.oregon.gov/Pages/index.aspx
http://www.dss.mo.gov/mhd/participants/pages/hipp.htm http://www.oregonhealthcare.gov/index-es.html
Phone: 573-751-2005 Phone: 1-800-699-9075

MONTANA — Medicaid PENNSYLVANIA — Medicaid
Website: Website:http://www.dhs.pa.gov/provider/medicalassistance/
http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP healthinsurancepremiumpaymenthippprogram/index.htm
Phone: 1-800-694-3084 Phone: 1-800-692-7462

NEBRASKA — Medicaid RHODE ISLAND — Medicaid
Website: Website: http://www.eohhs.ri.gov/
http://dhhs.ne.gov/Children Family Services/AccessNebras | Phone: 401-462-5300
ka/Pages/accessnebraska index.aspx
Phone: 1-855-632-7633

NEVADA - Medicaid SOUTH CAROLINA — Medicaid

Medicaid Website: https://dwss.nv.gov/ Website: https://www.scdhhs.gov

Medicaid Phone: 1-800-992-0900 Phone: 1-888-549-0820




SOUTH DAKOTA - Medicaid WASHINGTON — Medicaid
Website: http://dss.sd.gov Website: http://www.hca.wa.gov/free-or-low-cost-health-
Phone: 1-888-828-0059 care/program-administration/premium-payment-program

Phone: 1-800-562-3022 ext. 15473

TEXAS — Medicaid ‘ WEST VIRGINIA — Medicaid
Website: http://gethipptexas.com/ Website:
Phone: 1-800-440-0493 http://www.dhhr.wv.gov/bms/Medicaid%20Expansion/Pages/

default.aspx
Phone: 1-877-598-5820, HMS Third Party Liability

UTAH — Medicaid and CHIP \ WISCONSIN — Medicaid and CHIP
Medicaid Website: https://medicaid.utah.gov/ Website:
CHIP Website: http://health.utah.gov/chip https://www.dhs.wisconsin.gov/publications/p1/p10095.pdf
Phone: 1-877-543-7669 Phone: 1-800-362-3002
VERMONT- Medicaid WYOMING — Medicaid
Website: http://www.greenmountaincare.org/ Website: https://wyequalitycare.acs-inc.com/
Phone: 1-800-250-8427 Phone: 307-777-7531
VIRGINIA — Medicaid and CHIP ‘
Medicaid Website:

http://www.coverva.org/programs_premium_assistance.cfm
Medicaid Phone: 1-800-432-5924

CHIP Website:
http://www.coverva.org/programs_premium_assistance.cfm
CHIP Phone: 1-855-242-8282

To see if any other states have added a premium assistance program since January 31, 2017, or for more information on
special enrollment rights, contact either:

U.S. Department of Labor U.S. Department of Health and Human Services
Employee Benefits Security Administration Centers for Medicare & Medicaid Services
www.dol.gov/agencies/ebsa www.cms.hhs.gov

1-866-444-EBSA (3272) 1-877-267-2323, Menu Option 4, Ext. 61565

Paperwork Reduction Act Statement

According to the Paperwork Reduction Act of 1995 (Pub. L. 104-13) (PRA), no persons are required to respond to a collection of
information unless such collection displays a valid Office of Management and Budget (OMB) control number. The Department notes
that a Federal agency cannot conduct or sponsor a collection of information unless it is approved by OMB under the PRA, and
displays a currently valid OMB control number, and the public is not required to respond to a collection of information unless it
displays a currently valid OMB control number. See 44 U.S.C. 3507. Also, notwithstanding any other provisions of law, no person
shall be subject to penalty for failing to comply with a collection of information if the collection of information does not display a
currently valid OMB control number. See 44 U.S.C. 3512.

The public reporting burden for this collection of information is estimated to average approximately seven minutes per respondent.
Interested parties are encouraged to send comments regarding the burden estimate or any other aspect of this collection of information,
including suggestions for reducing this burden, to the U.S. Department of Labor, Employee Benefits Security Administration, Office
of Policy and Research, Attention: PRA Clearance Officer, 200 Constitution Avenue, N.W., Room N-5718, Washington, DC 20210 or
email ebsa.opr@dol.gov and reference the OMB Control Number 1210-0137.




Northwestern

Privacy Notice Reminder

Northwestern University

The privacy rules under the Health Insurance Portability and Accountability Act (HIPAA) require
the Northwestern University health plan (the “Plan”) to periodically send a reminder to participants
about the availability of the Plan’s Privacy Notice and how to obtain that notice. The Privacy
Notice explains participants’ rights and the Plan’s legal duties with respect to protected health
information (PHI) and how the Plan may use and disclose PHI.

To obtain a copy of the Privacy Notice contact the Health & Welfare/Absence Manager at 847-
467-0673. You may also view the Privacy Notice online at
http://www.northwestern.edu/hr/benefits/resources/index.html.

You may also contact the Plan’s Privacy Official at 847-491-8588 for more information on the
Plan’s privacy policies or your rights under HIPAA.

WRG only: #20066227



HIPAA Special Enrollment Notice

If you are declining enrollment for yourself or your dependents (including
your spouse) because of other health insurance or group health plan
coverage, you may be able to enroll yourself and your dependents in this
plan if you or your dependents lose eligibility for that other coverage

(or if the employer stops contributing toward your or your dependents’
other coverage). However, you must request enrollment within 31 days
after your or your dependents’ other coverage ends (or after the employer
stops contributing toward the other coverage).

In addition, if you have a new dependent as a result of marriage, birth,
adoption, or placement for adoption, you may be able to enroll yourself
and your dependents. However, you must request enrollment within 31
days after the marriage, birth, adoption, or placement for adoption.

To request special enrollment or obtain more information, contact the
Benefits Division at 847-491-7513.

* Source: US Department of Labor, Employee Benefits Security Administration. Compliance Assistance Guide:
Health Benefits Coverage Under Federal Law, Washington, DC: October 2010, p. 102, available at
http://www.dol.gov/ebsa/pdf/CAG.pdf. Language used in the model appears in the final HIPAA portability
regulations at 29 CFR 8§ 2590.701-6(c)(1).



http://www.dol.gov/ebsa/pdf/CAG.pdf

Important Notice from Northwestern University About
Your Prescription Drug Coverage and Medicare

Please read this notice carefully and keep it where you can find it. This notice has
information about the current prescription drug coverage available through
Northwestern University and about your options under Medicare’s prescription drug
coverage. This information can help you decide whether or not you want to join a
Medicare drug plan. If you are considering joining, you should compare your current
coverage, including which drugs are covered at what cost, with the coverage and
costs of the plans offering Medicare prescription drug coverage in your area.
Information about where you can get help to make decisions about your prescription
drug coverage is at the end of this notice.

There are two important things you need to know about your current coverage and
Medicare’s prescription drug coverage:

1. Medicare prescription drug coverage became available in 2006 to everyone with
Medicare. You can get this coverage if you join a Medicare Prescription Drug Plan
or join a Medicare Advantage Plan (like an HMO or PPO) that offers prescription
drug coverage. All Medicare drug plans provide at least a standard level of
coverage set by Medicare. Some plans may also offer more coverage for a higher
monthly premium.

2. Northwestern University has determined that the prescription drug coverage
offered by our health plans is, on average for all plan participants, expected to pay
out as much as standard Medicare prescription drug coverage pays and is
therefore considered Creditable Coverage. Because your existing coverage is
Creditable Coverage, you can keep this coverage and not pay a higher premium (a
penalty) if you later decide to join a Medicare drug plan.

When Can You Join A Medicare Drug Plan?

You can join a Medicare drug plan when you first become eligible for Medicare and each
year from October 15™ through December 7™

However, if you lose your current creditable prescription drug coverage, through no fault of
your own, you will also be eligible for a two (2) month Special Enrollment Period (SEP) to join
a Medicare drug plan.



What Happens To Your Current Coverage If You Decide to Join A
Medicare Drug Plan?

If you decide to join a Medicare drug plan, your current Northwestern University coverage will
not be affected.

Your Northwestern University coverage pays for other medical expenses in addition to
prescription drugs. If you or your covered family member enrolls in a Medicare drug plan,
your Northwestern University medical and prescription drug coverage will coordinate with
Medicare and as a result, generally will not be impacted. For example, for active employees
and spouses of active employees, Northwestern University’s group health plan will pay
benefits first. Then, Medicare will coordinate with the Northwestern University group health
plan. However, you should be aware that Northwestern University will not reimburse you for
any Part D premium that may apply to your enrollment in a Medicare drug plan.

If you do decide to join a Medicare drug plan as a retiree and drop your current Northwestern
University retiree coverage, be aware that you and your dependents will not be able to get
this coverage back.

When Will You Pay A Higher Premium (Penalty) To Join A Medicare Drug
Plan?

You should also know that if you drop or lose your current coverage with Northwestern
University and don’t join a Medicare drug plan within 63 continuous days after your current
coverage ends, you may pay a higher premium (a penalty) to join a Medicare drug plan later.

If you go 63 continuous days or longer without creditable prescription drug coverage, your
monthly premium may go up by at least 1% of the Medicare base beneficiary premium per
month for every month that you did not have that coverage. For example, if you go nineteen
months without creditable coverage, your premium may consistently be at least 19% higher
than the Medicare base beneficiary premium. You may have to pay this higher premium (a
penalty) as long as you have Medicare prescription drug coverage. In addition, you may have
to wait until the following November to join.

For More Information About This Notice Or Your Current Prescription
Drug Coverage...

Contact the person listed below for further information. NOTE: You'll get this notice each
year. You will also get it before the next period you can join a Medicare drug plan, and if this
coverage through Northwestern University changes. You also may request a copy of this
notice at any time.




For More Information About Your Options Under Medicare Prescription
Drug Coverage...

More detailed information about Medicare plans that offer prescription drug coverage is in the
“‘Medicare & You” handbook. You'll get a copy of the handbook in the mail every year from
Medicare. You may also be contacted directly by Medicare drug plans.

For more information about Medicare prescription drug coverage:
* Visit www.medicare.gov
* Call your State Health Insurance Assistance Program (see the inside back cover of
your copy of the “Medicare & You” handbook for their telephone number) for
personalized help
e Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048.

If you have limited income and resources, extra help paying for Medicare prescription drug
coverage is available. For information about this extra help, visit Social Security on the web at
www.socialsecurity.gov, or call them at 1-800-772-1213 (TTY 1-800-325-0778).

Remember: Keep this Creditable Coverage notice. If you decide to join
one of the Medicare drug plans, you may be required to provide a copy of
this notice when you join to show whether or not you have maintained
creditable coverage and, therefore, whether or not you are required to pay
a higher premium (a penalty).

Date: 10/01/2020
Name of Entity/Sender: Northwestern University
Contact--Position/Office: Retirement Plans Manager

Address: 720 University Place
Evanston, IL 60208
Phone Number: 847-491-7513




WHCRA Annual Notice

Do you know that your plan, as required by the Women’s Health and Cancer
Rights Act of 1998, provides benefits for mastectomy-related services including
all stages of reconstruction and surgery to achieve symmetry between the
breasts, prostheses, and complications resulting from a mastectomy, including
lymphedema? Call your plan administrator at §47-491-7513 for more
information.

* Source: US Department of Labor, Employee Benefits Security Administration. Compliance Assistance Guide:
Health Benefits Coverage Under Federal Law, Washington, DC: October 2010, p. 110, available at
http://www.dol.gov/ebsa/pdf/CAG.pdf.



http://www.dol.gov/ebsa/pdf/CAG.pdf

NMHPA Disclosure

Group health plans and health insurance issuers generally may not, under
Federal law, restrict benefits for any hospital length of stay in connection
with childbirth for the mother or newborn child to less than 48 hours
following a vaginal delivery, or less than 96 hours following a cesarean
section. However, Federal law generally does not prohibit the mother’s or
newborn’s attending provider, after consulting with the mother, from
discharging the mother or her newborn earlier than 48 hours (or 96 hours
as applicable). In any case, plans and issuers may not, under Federal law,
require that a provider obtain authorization from the plan or the
insurance issuer for prescribing a length of stay not in excess of 48 hours
(or 96 hours).

* Source: US Department of Labor, Employee Benefits Security Administration. Compliance Assistance Guide:
Health Benefits Coverage Under Federal Law, Washington, DC: October 2010, p. 108, available at
http://www.dol.gov/ebsa/pdf/CAG.pdf. Language used in the model appears in the final HIPAA portability
regulations at 29 CFR § 2520.102-3(t)(2).



http://www.dol.gov/ebsa/pdf/CAG.pdf
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