o) Arkansas
BlueCross BlueShield

An Independent Licensee of the Blue Cross and Blue Shield Association

Small Group Gold 1000 Essential PPO
Schedule of Benefits

This Schedule of Benefits is part of the Benefit Certificate, Form SmGrpPPO_75293AR122_R1/26 and
is subject to all benefit terms, conditions, limitations, and exclusions contained therein.

Lifetime Maximum — per Covered Person (all services)

No Lifetime Maximum

Dependent Age 26
In-Network Out-of-Network
Deductible - Individual $1,000.00 $3,000.00
Deductible — Family $2,000.00 $6,000.00
Annual Limitation on Cost Sharing - Individual $7,750.00 $23,250.00
Annual Limitation on Cost Sharing - Family $15,500.00 $46,500.00
COVERED BENEFITS AND SERVICES In-Network In-Network Out-of-Network
Copayment Coinsurance Coinsurance

Professional Services

Primary Care Physician (PCP) Visits $30 0% 40% after Ded

Specialist Office Visit (consultation/evaluation only) $60 0% 40% after Ded

Services and procedures provided in the Specialist o o

office other than consultation and evaluation 20% after Ded 40% after Ded
Preventive Health Services

Immunizations (by PCP) $0 0% Not Covered

\F/)Vgg)Baby Care — through 12 months of age (by $0 0% Not Covered

Well Child Exam — over 12 months of age (by PCP) $0 0% Not Covered

Physical Exams — Adults (by PCP) $0 0% Not Covered

Routine Gynecological visit (PCP or GYN) $0 0% Not Covered

Mammogram and Pap Smear, PSA $0 0% Not Covered

Routine Vision Exam — Adult (one per visit per Adult o

Covered Person every 2 years) $0 0% Not Covered

Bone Density $0 0% Not Covered

Prostate Cancer Screening (for men age 40 or older) $0 0% Not Covered
Allergy Services

Services provided by the PCP $30 40% after Ded

Services provided by the Specialist $60 20% after Ded 40% after Ded
Hospital Services

Inpatient Services - Semi-private room 20% after Ded 40% after Ded

Outpatient Hospital Services 20% after Ded 40% after Ded

Outpatient Physician/Surgical Services 20% after Ded 40% after Ded
Emergency Care Services

Urgent Care Center $60 20% after Ded 40% after Ded

Emergency Room 20% after Ded Same as in network

Observation Services 20% after Ded Same as in network
Ambulance Services | 20% after Ded | Same as in network
Ambulatory Surgery Centers $200 | 20%afterDed | 40% after Ded

Outpatient Diagnostic Services

Diagnostic Services - Lab and X-ray
(Services and procedures performed outside PCP
office)

20% after Ded

40% after Ded
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COVERED BENEFITS AND SERVICES (CONT)

In-Network
Copayment

In-Network
Coinsurance

Out-of-Network
Coinsurance

Advanced Diagnostic Imaging Services
CT Scan, PET Scan, MRI/MRA, Nuclear Radiology

20% after Ded

40% after Ded

Maternity and Family Planning Services* (Prior Notification Required)

Prenatal and Postnatal outpatient care
(PCP Copay may apply to the first visit only)

20% after Ded

40% after Ded

Inpatient Maternity Services

20% after Ded

40% after Ded

Infertility Counseling and Infertility Testing

20% after Ded

Not Covered

Infertility Treatment

20% after Ded

Not Covered

*Out-of-Network Newborn coverage limited to $2,000 per Covered Person for all services (first 90 days after birth)

Rehabilitation Services

Inpatient Rehabilitation Services (Limited to 60 days
per Covered Person per calendar year)

20% after Ded

Not Covered

Outpatient Rehabilitation Services:
Physical, Occupational, and Speech Therapy (Limited

o]
to 30 aggregate visits per Covered Person per $30 0% Not Covered
calendar year)
Chiropractic Services (Limited to the Outpatient
Rehabilitation Services aggregate visit limit specified $60 20% after Ded Not Covered
above)
Cardiac Rehabilitation (Limited to 36 visits per
Covered Person per calendar year) - No coverage in 20% after Ded Not Covered
Freestanding Facilities
Neurologic Rehabilitation Facility Services —
Limited to 60 days per lifetime— Prior Authorization 20% after Ded 40% after Ded
required
Habilitation Services
Developmental Services:
(Limited to a maximum of 180 units per Covered 20% after Ded Not Covered
Person per calendar year)
Outpatient Habilitation Services:
Physical, Occupa’qc.)nal, and Speech Therapy (Limited $30 0% Not Covered
to 30 aggregate visits per Covered Person per
calendar year)
Chiropractic Services (Limited to the Outpatient
Habilitation Services aggregate visit limit specified $60 20% after Ded Not Covered

above)

Mental lliness and Substance Use Disorder Services

Inpatient Hospital Services —Semi-private room

20% after Ded

40% after Ded

Partial Hospitalization

20% after Ded

40% after Ded

Residential Treatment Centers Limited to 60 days
per Covered Person per calendar year

20% after Ded

40% after Ded

Outpatient (consultation, evaluation, psychotherapy
only)

$30, 3 visits free
before copay*

0%

40% after Ded
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COVERED BENEFITS AND SERVICES (CONT) In-Network In-Network Out-of-Network
Copayment Coinsurance Coinsurance
Outpa_tlent Other services _and procedures provided in 20% after Ded 40% after Ded
the office or outpatient facility
g:ll;ap?iI:sMedlcal Equipment (DME) and Medical 20% after Ded 40% after Ded
Prosthetic and Orthotic Devices and Services | 20% after Ded | 40% after Ded
Diabetes Management Services
Diabetic Shoes (per Medicare guidelines) 20% after Ded 40% after Ded
Diabetic Self-Management Training (limited to 10 hours o
initial instruction & additional 2 hours per calendar year) $0 40% after Ded
Skilled Nursing Facility (Limited to 60 Days per 20% after Ded 40% after Ded
Covered Person per calendar year)
Home Health Services (Limited to 50 visits per Covered 20% after Ded 40% after Ded
Person per calendar year)
Hospice Care 20% after Ded 40% after Ded
Dental Care Services o .
Damage to non-diseased teeth due to accident 20% after Ded 40% after Ded
Reconstructive Surgery
Correct defects due to Accident or Surgery 20% after Ded Not Covered
Reduction Mammoplasty 20% after Ded Not Covered
Pgdlatrlc Vision- Annual Routine Exam (1pair of glasses 20% after Ded 40% after Ded
with lenses/contacts per calendar year)
Medications
Hospital or Ambulatory Surgical Center 20% after Ded 40% after Ded
Physician’s Office (PCP only) $30 0% 40% after Ded
Retail Pharmacy (Drug Store)
Preventive Medications $0 0% Not Covered
Generic Medications $20 0% Not Covered
Preferred Brand Name Medications $40 0% Not Covered
Non-Preferred Brand Name Medications $80 0% Not Covered
Specialty Pharmacy (Prior Authorization Required)
Preferred Specialty Medications 20% Not Covered
Non-Preferred Specialty Medications 20% Not Covered

Home Infusion Therapy Pharmacy - Injectable
Medications

20% after Ded

40% after Ded

Organ Transplant Services

20% after Ded

40% after Ded

Medical Disorder Requiring Specialized Nutrients and
Formulas

20% after Ded

40% after Ded
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COVERED BENEFITS AND SERVICES (CONT) In-Network In-Network Out-of-Network
Copayment Coinsurance Coinsurance
Hearing Aid Benefits - $1,400 per hearing aid per o o
: - 0% 0%
Covered Person with unlimited replacements
Temporomandibular Joint Benefits | | 20% afterDed |  40% after Ded
Miscellaneous Health Interventions | | 20% afterDed |  40% after Ded

**3 visits free before copay” applies to the first 3 claims of Outpatient Mental Health Services in the calendar year.

NOTE:

In-Network Services for which the Covered Person has a Coinsurance responsibility are subject to the In-Network Medical
Annual Deductible, in most cases.

Out-of-Network Deductible and Coinsurance amounts do not apply to the In-Network Medical Annual Deductible or Annual
Limitation on Cost Sharing.
Expenses incurred for services that exceed specific benefit limits are not applied to the Annual Limitation on Cost Sharing.

Non-Essential Health Benefit Deductible (Non-EHB Deductible) refers to specific combined medial and drug benefit deductible
for treatment that is not considered an essential health benefit. Please refer to your Plan’s Policy for more information on non-
essential health benefits.

Non-Essential Health Benefit Deductible amounts do not apply to the In-Network or Out-of-Network Medical Annual
Deductible or Annual Limitation on Cost Sharing. Expenses incurred for non-essential health benefits may exceed the benefit
limits for the Annual Limitation on Cost Sharing.

The Covered Person may be responsible for difference between billed charges and the Allowance or Allowable Charges for
services covered at the Out-of-Network benefit level.

If an In-Network Provider is not available for covered services or supplies, you may notify the Company prior to receiving
treatment to obtain prior authorization of in-network coverage for such services or supplies. If the Company determines
covered services or supplies are not available from an In-Network Provider, a written authorization of in-network coverage for
such services or supplies will be provided to the policyholder, then In-Network Deductible, Coinsurance, and Copayment will
apply to the claims for services that you receive from the Out-of-Network Provider if authorized by the Company. See the
Plan's Policy for additional information on Provider Network and Cost Sharing Procedures.

Please note that Prior Authorization does not guarantee payment or assure coverage; it means only that the information
furnished to us at the time indicates that the service or equipment meets the Primary Coverage Criteria set out in your Benefit
Certificate.

All Covered Services are subject to the Arkansas Blue Cross and Blue Shield Allowance or Allowable Charge.

http://www.arkansasbluecross.com
Fulfillment
Form #: SCH-75293AR1220011 R1/26

SCH-75293AR1220011



http://www.arkansasbluecross.com/

NOTICE OF LANGUAGE ASSISTANCE, AUXILIARY AIDS/SERVICES AND NON-DISCRIMINATION
NOTICE

We provide free language assistance, appropriate auxiliary aids and services, and reasonable modifications to people
with disabilities to communicate effectively with us, such as qualified sign language interpreters, written information in
various formats (large print, audio, accessible electronic formats, other formats), and language services to people whose
primary language is not English, such as qualified interpreters and information written in other languages. If you need
these services, call or contact Customer Service at 1-800-238-8379 (TTY:771) or Civil Rights Coordinator.

ATTENTION: Free language assistance services are available to you. Appropriate auxiliary aids and services to provide
information in assessable formats are available free of charge. Call 1-800-238-8379 (TTY: 711) or speak to your provider.

Spanish: ATENCION: Disponemos de servicios gratuitos de asistencia lingiiistica. También hay disponibles de forma
gratuita ayudas y servicios auxiliares adecuados para proporcionar informacion en formatos accesibles. Llame al
1-800-238-8379 (TTY: 711) o hable con su proveedor.

Chinese Simplified: ‘T= : RERFBES RS - 1o - RRERESEZEALERNBIANITRS - 18R
&8 1-800-238-8379 (TTY: 711)sl BEX R BRI AR S5 12 147 -

Chinese Traditional: )T = : HMEHRENZESHERY - URRENBEESHE TEMAEMRR - EALENESERE
AR TR E R - F518FT 1-800-238-8379 (TTY: 711) B MM ARIE IR HE -
Tagalog: PAUNAWA: Available para sa iyo ang mga libreng serbisyo sa tulong sa wika. Available rin nang walang

bayad ang mga naaangkop na auxiliary na tulong at serbisyo para magbigay ng impormasyon sa mga naa-access na
format. Tumawag sa 1-800-238-8379 (TTY: 711) o makipag-usap sa iyong provider.

French: ATTENTION : Des services d’assistance linguistique sont gratuitement mis a votre disposition. Des
aides et services auxiliaires appropriés visant a vous informer dans des formats accessibles sont également
mis a votre disposition gratuitement. Appelez le 1 800 238 8379 (TTY : 711) ou discutez avec votre prestataire.

Vietnamese: CHU Y: Cac dich vu hé trg ngon ngu se dugc cung cap mlen phi cho quy vi. Cac dich vu va ho tro
giao tiép phu hop nhadm cung cép théng tin o cac dinh dang dé tlep can cung dwgc cung cap hoan toan mién phi.
Hay goi 1-800-238-8379 (TTY: 711) ho&c trao ddi voi nha cung cap cua quy Vi.

German: HINWEIS: Ihnen stehen kostenlose Sprachmittlungsdienste zur Verfligung. Entsprechende Hilfsmittel und
Dienste zum barrierefreien Zugang zu Informationen stehen ebenfalls kostenfrei zur Verfigung. Rufen Sie 1-800-
238- 8379 (TTY: 711) an oder sprechen Sie mit lhrem Leistungserbringer.
Korean: T2|: & 210{ X[ MH|AE 0|83t = UASLILE 2 7tst ALz §EE MSot| flet

Mot EX 19t NHIAE B2 2 HNSEL|CH 1-800-238-8379 (TTY: 711)H2 s

M-S A 225t Al2.

Russian: BHUMAHWE! Bam goctynHbl 6ecnnatHble ycrnyru a3blkoBow nogaepxkun. MNpuemnemoie BcrnoMoraterbHble

CpeAcTBa 1 ycnyrv no npegocTaBnenHnio MHpopmMaumum B JOCTYMNHLIX hopmMaTax Takke npeaocTaBnsaoTes
6ecnnaTtHo. No3BoHuTe no TenedoHy 1-800-238-8379 (TTY: 711) unu obpatutecb kK CBOEMY NOCTaBLUUKY YCIYT.

;Arabicfdlcﬁ.s; e Uwﬂl@s UJ& 5gb plzd Jd ?GU’" Ll I sudisd Sl legas
U]ua\qu Uﬁd‘u““.’f’ Jo Ju‘_g ) U?td Jﬁ\Q s,nua‘éé qwbd tdgé‘ spas) U«.S"‘ ?Q‘CB ?GU“ ‘GU“‘
sz 1euald £ 1 1-800-238-8379 1TTY) (711 15 1depads 1s asp 1 13

Hindi: 4@ ¢: 3TU% @ AR[e® TN TgRIar JaTd Juaay & | 3 WA o Ja-T

JUAY A P A Iaf Tgraes 14 3R Jard off R[H Iuaay &1 1-800-238-8379

(TTY: 711) R Bid R T U YRaTAT Y o1 B |

Italian: ATTENZIONE: Ha a disposizione servizi di assistenza linguistica gratuiti. Potra usufruire gratuitamente

anche di sussidi e servizi ausiliari appropriati per ottenere le informazioni in formati accessibili. Chiami il numero 1-
800-238-8379 (TTY: 711) o chieda al suo operatore sanitario.



Portuguese: ATENCAO: Servicos gratuitos de assisténcia Ilngmstlca estao dlsponlvels para vocé. Ajudas e servigos
auxiliares apropriados para fornecer informagdes em formatos acessiveis também estao disponiveis gratuitamente.
Ligue para 1-800-238-8379 (TTY: 711) ou fale com seu provedor.

French Creole: ATANSYON: Genyen sévis asistans lang gratis disponib pou ou. Epitou, genyen lot ed ak sevis
apwopriye disponib gratis pou ede moun jwenn enfomasyon nan yon foma ki aksesib. Rele 1-800-238-8379 (TTY: 711)
oswa pale ak founisé w la.

Polish: UWAGA: moze Pan/Pani skorzysta¢ z bezptatnych ustug pomocy jezykowej. Odpowiednie dodatkowe
pomoce i ustugi w zakresie zapewniania dostepu do informacji w przystepnym formacie réwniez sg dostepne
bezptatnie. Prosimy dzwoni¢ pod numer 1-800-238-8379 (TTY: 711) lub porozmawia¢ z lekarzem.

Japanese: VERE: BEOZHEYR— b —E A2 THHAVELETET. 72127 VL7 —~v v bCHERE M
T30y MY —E AL\ TG £ 9. 1-800-238-8379  (TTY: 711) (B EiHL 272K
By BRBRAEE I THR S 2 S

NON-DISCRIMINATION NOTICE

Our Company complies with applicable federal and state civil rights laws and does not discriminate, exclude, or treat
people differently on the basis of race, color, national origin, age, disability, or sex.

If you believe that we have failed to provide these language assistance or auxiliary aids and services or discriminated in
another way on the basis of race, color, national origin, age, disability, or sex.

Civil Rights Coordinator

601 Gaines Street, Little Rock, AR 72201

Phone: 1-844-662-2276 (TTY: 711)

You can file a grievance in person, by mail, or by email. If you need help filing a grievance our Civil Rights Coordinator is
available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights
electronically through the Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf,
or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue SW., Room 509F, HHH Building, Washington, DC 20201
Phone: 1-800-368-1019; TDD: 1-800-537-7697

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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