Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: Beginning on or after 01/01/2027
BCBSND: BlueCare Silver 80 1500 87% Coverage for: Individual, Parent and Child, Parent and Children, Two Person, Family | Plan Type: PPO

How The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan
would share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided
separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-833-220-7903 or visit
www.bcbsnd.com/plandocuments. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider,
or other underlined terms see the Glossary. You can view the Glossary at https://www.healthcare.gov/sbc-glossary or call 1-833-220-7903 to request a copy.

For network providers $1,500 individual / $3,000 parent
and child / $3,000 parent and children / $3,000 two
What is the overall person / $3,000 family
deductible? For out-of-network providers $3,000 individual / $6,000
parent and child / $6,000 parent and children / $6,000
two person / $6,000 family

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

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

Are there services covered deductible amount. But a copayment or coinsurance may apply. For
before you meet your Yes, preventive care. example, this plan covers certain preventive services without cost-sharing
deductible? and before you meet your deductible. See a list of covered preventive
services at www.healthcare.gov/coverage/preventive-care-benefits.

;Are then_e _other M No. You don’t have to meet deductibles for specific services.
or specific services?

For network providers $3,200 individual / $6,400 parent

and child / $6,400 parent and children / $6,400 two The out-of-pocket limit is the most you could pay in a year for covered
What is the out-of-pocket | person / $6,400 family services. If you have other family members in this plan, they have to meet
limit for this plan? For out-of-network providers $6,400 individual / $12,800 | their own out-of-pocket limits until the overall family out-of-pocket limit has

parent and child / $12,800 parent and children / $12,800 | been met.
two person / $12,800 family

What is not included in the | Premiums, balance-billed charges and health care this | Even though you pay these expenses, they don’t count toward the out-of-
out-of-pocket limit? plan doesn't cover. pocket limit.
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Will you pay less if you use | Yes. See www.bcbsnd.com/find-a-doctor or call
1-833-220-7903 for a list of network providers.

a network provider?

Do you need a referral to
see a specialist?

This plan uses a provider network. You will pay less if you use a provider

in the plan’s network. You will pay the most if 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.

You can see the specialist you choose without a referral.

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

Common
Medical Event Services You May Need

If you visit a health care
provider’s office or clinic

If you have a test

Primary care visit to treat an
injury or iliness

Specialist visit

Preventive care/screening/
immunization

Diagnostic test (x-ray, blood
work)

Imaging (CT/PET scans, MRIs)

What You Will Pa

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

$20 copay/visit;
deductible does not apply

$20 copay/visit;
deductible does not apply

No charge

20% coinsurance

20% coinsurance

40% coinsurance

40% coinsurance

Not covered

40% coinsurance

40% coinsurance

Limitations, Exceptions, &
Other Important Information
None

None

You may have to pay for services that
aren't preventive. Ask your provider if the
services needed are preventive. Then
check what your plan will pay for.

None

None
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Common :
Medical Event Services You May Need

If you need drugs to treat
your illness or condition
More information about
prescription drug
coverage is available at
www.bcbsnd.com
Imembers/rx-tools

If you have outpatient
surgery

If you need immediate
medical attention

If you have a hospital
stay

Value drugs

Preferred Generic

Generic

Preferred Brand Name

Brand Name

Preferred Specialty
Specialty

Facility fee (e.g., ambulatory

surgery center)

Physician/surgeon fees

Emergency room care

Emergency medical
transportation

Urgent care

Facility fee (e.g., hospital room)

Physician/surgeon fees

What You Will Pa

Out-of-Network Provider

Network Provider

You will pay the least
$5 copay/prescription;
deductible does not apply | Not covered
(retail & mail order)
$10 copay/prescription;
deductible does not apply | Not covered
(retail & mail order)
$10 copay/prescription;
deductible does not apply | Not covered
(retail & mail order)
$50 copay/prescription;
deductible does not apply | Not covered
(retail & mail order)
$125 copay/prescription;
deductible does not apply | Not covered

(retail & mail order)
30% coinsurance Not covered

50% coinsurance Not covered
20% coinsurance
20% coinsurance

20% coinsurance
applies

20% coinsurance;

20% coinsurance network deductible
applies

$20 copay/visit; o

deductible does not apply 40% coinsurance

20% coinsurance

20% coinsurance

40% coinsurance

40% coinsurance

20% coinsurance;
network deductible

40% coinsurance

40% coinsurance

Limitations, Exceptions, &
Other Important Information

Benefits are subject to the copay
application described in the benefit plan.
*See section 1.

Specialty drugs must be received from the
participating specialty pharmacy network.

None

None

None

None

None

Prior Authorization may be required.

None

*For more information about limitations and exceptions, see the plan or policy document at www.bcbsnd.com/plandocuments. 30f6
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Common :
Medical Event Services You May Need

Network Provider
You will pay the least

What You Will Pa

Out-of-Network Provider

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
or eye care

Outpatient services

Inpatient services
Office visits

Childbirth/delivery professional

services
Childbirth/delivery facility
services

Home health care

Rehabilitation services

Habilitation services

Skilled nursing care

Durable medical equipment

Hospice services

Children’s eye exam
Children’s glasses

Children’s dental check-up

$20 copay/office visit;
deductible does not apply

20% coinsurance for other
outpatient services

20% coinsurance
No charge

20% coinsurance
20% coinsurance
20% coinsurance

$20 copay/visit;
deductible does not apply

$20 copay/visit;
deductible does not apply

20% coinsurance

20% coinsurance

20% coinsurance

$40 copay/visit;
deductible does not apply
20% coinsurance

$40 copay/visit;
deductible does not apply

40% coinsurance/office
visit

40% coinsurance for other
outpatient services

40% coinsurance
40% coinsurance

40% coinsurance
40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance
40% coinsurance

Not covered
Not covered

40% coinsurance

Prior Authorization may be required.

Prior Authorization may be required.

None

None

None

40 visits max/benefit period may apply.
Prior Authorization may be required.

30 visits max/benefit period may apply for
each therapy: physical, occupational and
speech.

30 visits max/benefit period may apply for
each therapy: physical, occupational and
speech.

30 days max/benefit period may apply.
Prior Authorization may be required.

Prior Authorization may be required.

None

One exam/benefit period.

Lenses and frames are allowed 1/benefit
period.

Routine exam allowed 2/benefit period and
cleanings allowed 4/benefit period.
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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 Abortions (except if necessary to prevent the e Long-term (custodial) care ¢ Routine foot care (except if medically
woman'’s death) e Non-emergency care when traveling outside the U.S. necessary for members with circulatory

e Cosmetic surgery « Nonformulary drugs disorders)

e Dental care (adult) e Private-duty nursing e Weight loss programs

o Infertility treatment e Routine eye care (adult)

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

e Acupuncture e Chiropractic care (20 visits/benefit period) e Hearing aids (1 hearing aid per ear
e Bariatric surgery (lifetime maximum of 1 operative every 3 years)
procedure may apply)

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: BCBSND at 1-833-220-7903 or www.bcbsnd.com; or the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272)
or www.dol.gov/agencies/ebsa/about-ebsa/ask-a-question/ask-ebsa. Other coverage options may be available to you too, including buying individual insurance
coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: North Dakota Insurance Department at 1-701-328-2440, 1-800-247-0560 or www.nd.gov/ndins/contact.

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

Language Access Services:
See BCBSND's attached disclosure for information on available language assistance services.

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

&

A

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

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

Peg is Having a Baby

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

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-

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

hospital delivery)

M The plan’s overall deductible $1,500
M Specialist copayment $20
M Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

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

Deductibles $1,500

Copayments $0

Coinsurance $1,700

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $3,260

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

controlled condition)

M The plan’s overall deductible $1,500
M Specialist copayment $20
M Hospital (facility) coinsurance 20%
B Other coinsurance 20%

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

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

Deductibles $900

Copayments $600

Coinsurance $0

What isn’t covered
Limits or exclusions $200
The total Joe would pay is $1,700

up care)
M The plan’s overall deductible $1,500
M Specialist copayment $20
M Hospital (facility) coinsurance 20%
B Other coinsurance 20%

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

Diagnostic test (x-ray)

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

Total Example Cost $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $1,500
Copayments $100
Coinsurance $100
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,700
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Blue Cross Blue Shield of North Dakota 625 N D
4510 13th Avenue South « Fargo, ND 58121 ® A

Blue Cross Blue Shield of North Dakota (BCBSND) complies with applicable Federal civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability, gender identity, sexual orientation or sex. BCBSND does not exclude people or treat
them differently because of race, color, national origin, age, disability, gender identity, sexual orientation or sex. BCBSND:

e Provides free aids and services to people with disabilities to communicate effectively with us, such as: written information in other
formats (large print, audio, accessible electronic formats, other formats).

e Provides free 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, please call Member Services at 1-833-220-7903 (toll-free) or through the North Dakota Relay at
1-800-366-6888 or 711. If you believe BCBSND has failed to provide these services or discriminated in another way on the basis

of race, color, national origin, age, disability, gender identity, sexual orientation or sex, you can file a grievance with: Civil Rights
Coordinator, 4510 13th Ave. S. Fargo, ND 58121, 701-297-1638 or North Dakota Relay at 800-366-6888 or 711, 701-282-1804 (fax),
CivilRightsCoordinator@bcbsnd.com (email) (unencrypted emails present a risk.)

You can file a grievance in person or by mail, fax, or email within 180 days of the date of the alleged discrimination.

Grievance forms are available at http://www.bcbsnd.com/report or by calling 1-833-220-7903. If you need help filing a grievance,
the 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 Ave. S.W. Room 509F, HHH Building, Washington, DC 20201, 800-368-1019 or 800-537-7697 (TDD).
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Espafiol (Spanish) — ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia con el idioma. También
hay disponibles ayudas y servicios auxiliares adecuados para proporcionar informacion en formatos accesibles sin cargo. Llame al
1-833-220-7903 (TTY: 1-800-366-6888 o 711) o hable con su proveedor.

Deutsch (German) - ACHTUNG: Wenn Sie Deutsch sprechen, steht Ihnen kostenfreie fremdsprachliche Unterstutzung zur Verfugung.
AuRerdem sind kostenlos entsprechende Hilfsmittel und Dienstleistungen zur Bereitstellung von Informationen in barrierefreien
Formaten erhaltlich. Rufen Sie 1-833-220-7903 (TTY: 1-800-366-6888 oder 711) an oder sprechen Sie mit Ihrem Anbieter.

3 (Chinese) — iI5E: WIRIERFX, HFIOILVAIRHABIESHEIRE. TRERMEENGEE TEMRS, DUEERHSUIRM
B, 38T 1-833-220-7903 (EEFEARFRELR TTY: 1-800-366-6888 5 711) miERIRAYSE R IRF IRt =15,

Oromoo (Oromo) — XIYYEEFFANNOO: Afaan Oromoo dubbattu yoo ta’e, tajaajilli gargaarsa afaan hiikuu kaffaltii malee ni argama.
Gargaarsi dabalataa gargaaraadhaaf tajaaijilli sirrii ta’ee fi odeeffannoo bifa dhaggabamaa ta’een kennuunis bilisaan ni argama. Bilbili
1-833-220-7903 (TTY: 1-800-366-6888 or 711) ykn dhiyeessaa kee waliin haasa'i.

Blue Cross Blue Shield of North Dakota is an independent licensee of the Blue Cross Blue Shield Association. BND-21-003795A « 6-26



Tiéng Viét (Vietnamese) — CHU Y: Néu quy vi néi Tiéng Viét, ¢ sdn cac dich vu hd tro ngdn nglr mién phi cho quy vi. Chung téi ciing
cung cap mién phi cac dich vu va hé tro bd sung thich hop dé cung cap théng tin & cac dinh dang dé tiép can. Xin goi 1-833-220-7903
(TTY: 1-800-366-6888 hoac 711) hoac ndi chuyén v&i nha cung cap cla quy Vi.

Ikirundi (Bantu — Kirundi) — Wiyubare: Nimba uvuga Ikirundi, wemerewe ubufasha bwo kuronka ururimi ku buntu. Wemerewe kandi
ubufasha bukwiye bw’inyongera na serivisi vyo gutanga amakuru mu buryo bworoshe ku buntu. Hamagara kuri 1-833-220-7903
(TTY: 1-800-366-6888 canke 711) canke uvugane n’ujejwe kugufasha.

Ol Algus ity il slaall agaii) Luulie dilia) Cladd 5 Jilu g L@\ 858 Alaall 4y ll) S Lusal) o Ul i 553 iy yad) ot i€ 1Y) 1l — dy (Arabic)

A bl dgle ) ande ) Gasd ) (711 51 1-800-366-6888 1 oaill iilell) 1-833-220-7903 28,0 e Juadl 4SS (6] (50

Kiswahili (Swahili) — ZINGATIA: Ikiwa unazungumza Kiswahili, huduma za msaada wa lugha bila malipo zinapatikana kwa ajili
yako. Vifaa na huduma saidizi zinazofaa ili kutoa taarifa katika miundo inayoweza kufikiwa pia hupatikana bila malipo. Piga simu
1-833-220-7903 (TTY: 1-800-366-6888 au 711) au zungumza na mtoa huduma wako.

Pycckun (Russian) - BHUMAHUWE! Ecnn Bl roBopuTe no-pyccku, Bel MoxeTe Bocnonb3oBaTtbcs 6ecnnartHbiMu ycriyramm
nepesog4nka. Takke npegocTaBnNAeTcs 4ONoNHUTENbHaa 6ecnnaTtHasa NOMOLLb U yCnyrn oTobpaxeHns nHgpopmMmaumm B 4OCTYMNHbIX
dopmaTtax. NMossoHuTe no tenedgoHy 1-833-220-7903 (TTY: 1-800-366-6888 nnn 711) nnmn obpatmutecb K CBOEMY NOCTABLLUMKY YCAYT.
HAEE (Japanese) - 816 BABEHELICHDIAIEEHOER TV RAIVAY—EREZHAWLETET, EREFATELREA T
RET 5-O0OBEUEHEEBE O —EXRBE|EHTITFIRAWZITET, 1-833-220-7903(TTY : 1-800-366-6888 F1=I& 711) [CHEEEL V=T
<H. BEERREEICTHRIZSL,

AqTeAT (Nepali) — =379 fRIER: TUTE AuTet ATHT ATodges, A TUTSET ATRN (4:¢[eF AT 9gEdT Ha18s SUasd G| Tgad T elATg&dT Saal
STETT AT I T T T e af friee® Iaere F 1-833-220-7903 (TTY: 1-800-366-6888 AT 711) HT Fief TR, AT ATFT

STRTAFHT FT LT

Frangais (French) — ATTENTION : Si vous parlez frangais, des services d’assistance linguistique sont disponibles gratuitement. Vous
pouvez aussi bénéficier gratuitement de I'accés a des outils et services auxiliaires appropriés dans des formats accessibles. Appelez

le 1-833-220-7903 (ATS : 1-800-366-6888 ou 711) ou adressez-vous a votre fournisseur.

#2o] (Korean) — 59]: #5+0] & ALgalA & A4, -7 o] ¢ Aul =7k Al g g Uk 5 /s e 408 4us zﬂ%s}_ XM )
HE g U Anjas B85 2 o] 8314 4= 25U T} 1-833-220-7903(TTY: 1-800-366-6888 -+ 711) i Astat A &

A H] 2 A %X}S’Jr el 8}*& AlQ.

Tagalog (Tagalog) - PAUNAWA: Kung nagsasalita kayo ng Tagalog, mayroong kayong magagamit na libreng tulong na mga serbisyo
sa wika. Mayroon ding mga angkop na auxiliary na tulong at serbisyo para magbigay ng impormasyon sa mga naa-access na format na
makukuha ng walang singil. Tumawag sa 1-833-220-7903 (TTY: 1-800-366-6888 o 711) o makipag-usap sa iyong provider.

Norsk (Norwegian) — OBS: Hvis du snakker norsk, er gratis sprakhjelp tilgjengelig for deg. Passende ytterligere hjelpemidler og
tienester for a oppgi informasjon i tilgjengelige formater er ogsa tilgjengelig kostnadsfritt. Ring 1-833-220-7903 (TTY: 1-800-366-6888
eller 711) eller snakk med leverandgren din.

Diné (Navajo) YA AT EEH NITSAHAKEES D|’|’ Diné bizaad bee yénHti go, t'aa iiyisitéé bee yéhoot ééi déé baa ahaya’ at'é. T'aa

,,,,,

1-833-220-7903 bee hojiij’ (TTY: 1-800-366-6888 do6 711), d66 naaltsoos ninizingo bee iina bee nit hane’igii nihit ch’a hodool1
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