Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2018 — 12/31/2018
State of New Mexico: PPO Plan Coverage for: Individual + Family | Plan Type: PPO

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 1-877-994-2583 or visit
www.bcbsnm.com. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other
underlined terms see the Glossary. You can view the Glossary at www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf or call 1-877-994-2583 to request a copy.

Important Questions | Answers Wy This Matters:

Preferred Provider: Generallgl, fyou rEust |payball of the costslffrom hQroviderr]s u? to |the dedgjctible

-~ ) : amount before this plan begins to pay. If you have other family members on
8500 Individual / $1,000 Two-Person / $1,500 Family 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

What is the overall
deductible? Non-Preferred Provider:
$2,800 Individual / $5,600 Two-Person / $8,400 Family

Are there services Yes. Office visits that charge a copay, prescription drugs, = deductible amount. But a copayment or coinsurance may apply. For example,
covered before you and preventive care are covered before you meet your this plan covers certain preventive services without cost sharing and before
meet your deductible? | deductible. you meet your deductible. See a list of covered preventive services at

www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other

deductibles for No. You don't have to meet deductibles for specific services

specific services?

What is the out-of- Preferred Provider: The out-of-pocket limit is the most you could pay in a year for covered
ocket limit for this $3,500 Individual / $7,000 Two-Person / $10,500 Family | services. If you have other family members in this plan, they have to meet

plaT Non-Preferred Provider: their own out-of-pocket limits until the overall family out-of-pocket limit has

— $7,000 Individual / $14,000 Two-Person / $21,000 Family = been met.

What is not included in | Premiums, balanced-billed charges, penalty amounts, Even though you pay these expenses, they don’t count toward the out-of-

the out-of-pocket limit? = and healthcare this plan doesn’t cover. pocket limit.

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
Yes. See www.bcbsnm.com or call 1-877-994-2583 fora | provider, and you might receive a bill from a provider for the difference
rovider? list of Preferred providers. between the provider’'s charge and what your plan pays (balance billing). Be
provider: 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.

Will you pay less if you
use a network

Do you need a referral

to see a specialist? No. You can see the specialist you choose without a referral.
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“ 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

What You Will Pay

Non-Preferred Provider |
(You will pay the most)

Preferred Provider
(You will pay the least)

Limitations, Exceptions, & Other
Important Information

If you visit a health

care provider’s
office or clinic

Primary care visit to treat an injury or illness 328 l%%g/gsg; not apply 50% coinsurance None
Specialist visit 322 u%?[i%g/gl:g; not apply 50% coinsurance None
You may have to pay for services
. _ o No Charge; 50% coinsurance; Ml .aren.’t W' SO
Preventive care/screening/immunization deductible does not apply | deductible does not apply provider if the services needed are

preventive. Then check what your
plan will pay for.

If you have a test

Diagnostic test (x-ray, blood work)

20% coinsurance

50% coinsurance

None

Imaging (CT/PET scans, MRIs)

20% coinsurance up to
max $200/test

50% coinsurance

Requires preauthorization.

If you need drugs to
treat your iliness or
condition

More information

about Prescription
drug coverage is
available at
WWW.EXPress-
scripts.com

Generic drugs

Not Applicable

Not Applicable

Preferred brand drugs

Not Applicable

Not Applicable

Non-Preferred brand drugs

Not Applicable

Not Applicable

Specialty drugs

Not Applicable

Not Applicable

See your Express Scripts
Prescription drug plan information
for details.

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

Medical Event

Services You May Need

What You Will Pay

Preferred Provider
(You will pay the least)

Non-Preferred Provider
(You will pay the most)

Limitations, Exceptions, & Other
Important Information

Facility fee (e.g., ambulatory surgery

20% coinsurance

50% coinsurance

Non-emergency observation is $500

immediate medical

Emergency medical transportation

20% coinsurance

20% coinsurance

If you have center) per visit after deductible.
outpatient surgery

Physician/surgeon fees 20% coinsurance 50% coinsurance None

Emergency room care $250 copay/visit $250 copay/visit None
If you need

Non-Preferred or non-emergency air
transfer is 50% coinsurance.

hospital stay

attention
Urgent care $50 copay/visit $50 copay/visit None
. . - . Preauthorization required; $300 penalty
0, L USSR,
If you have a Sl e (4, lospplel v $1,000 copay/admission | 50% coinsurance if not preauthorized for Non-Preferred.

Physician/surgeon fees No Charge 50% coinsurance None
Intensive outpatient program (IOP) is
Outpatient services gggﬁﬁgﬁlzz ot ool 50% coinsurance $55 copay per visit.
—_ pply Residential treatment center (RTC) is
If you need mental limited to 60 days per plan year.
health, behavioral Inpatient, IOP, RTC, and partial
health, or substance hospitalization require preauthorization;
abuse services . . . . $300 penalty if not preauthorized for
Inpatient services $1,000 copay/admission | 50% coinsurance Non-Preferred.

Inpatient physician services are No
Charge after deductible.

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsnm.com 30f7
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Common
Medical Event

Services You May Need

What You Will Pay

Limitations, Exceptions, & Other
Important Information

Office visits

If you are pregnant | Childbirth/delivery professional services

Childbirth/delivery facility services

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 services

Preferred Provider Non-Preferred Provider
(You will pay the least) | (You will pay the most)

$30 copay/visit;
deductible does not apply

$30 copay PPP

$55 copay specialist;
deductible does not apply

$1,000 copay/admission

$55 copay/visit;
deductible does not apply

$55 copay/visit;
deductible does not apply

$55 copay/visit;
deductible does not apply

$1,000 copay/admission

25% coinsurance

No Charge;
deductible does not apply

50% coinsurance

50% coinsurance

50% coinsurance

50% coinsurance

50% coinsurance

50% coinsurance

50% coinsurance

40% coinsurance

50% coinsurance

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

Copay charged for initial visit only.

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

Preauthorization required; $300 penalty if
not preauthorized for Non-Preferred.

Inpatient physician services are No
Charge after deductible.

Limited to 100 visits per plan year.

Includes physical, occupational, and
speech therapies (office/outpatient).

Preauthorization required for inpatient
physical rehabilitation; $300 penalty if not
preauthorized for Non-Preferred.

Related professional services are No
Charge after deductible.

Precertification required for equipment
over $1,000 or long-term rentals.

None
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What You Will Pay

Services You May Need Preferred Provider Non-Preferred Provider
(You will pay the least) | (You will pay the most)

Limitations, Exceptions, & Other
Important Information

Common

Medical Event

Children’s eye exam Not Covered Not Covered .
If vision coverage purchased, see your
If your child needs | Children’s glasses Not Covered Not Covered vision plan information.
dental or eye care
Children’s dental check-up Not Covered Not Covered It dental coverage purchased, see your

dental plan information.

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 Long-term care ¢ Routine foot care (unless you are diabetic)
o Dental care (Adult, routine dental) e Private-duty nursing o Weight loss programs
o Infertility treatment (unless for medical e Routine eye care (Adult)

condition causing the infertility)

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

e Acupuncture (max 25 visits/year e Chiropractic care (max 25 visits/year combined with e Hearing aids (Adults and children, limited to $2,500
combined with chiropractic care) acupuncture) per ear, per 3 year period from date of purchase)
o Bariatric surgery e Coverage provided outside the United States. See ¢ Non-emergency care when traveling outside the
www.bchsnm.com us.

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: the plan at 1-877-994-2583, U.S. Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.gov/ebsa/healthreform, or Department of Health and Human Services, 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.

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsnm.com 50f7
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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: Blue Cross and Blue Shield of New Mexico (BCBSNM) Appeals Unit at 1-800-205-9926 or visit www.bcbsnm.com, or contact the U.S. Department of Labor's
Employee Benefits Security Administration at 1-866-444-EBSA (3272) or visit www.dol.gov/ebsa/healthreform. Additionally, a consumer assistance program can help
you file your appeal. Contact the New Mexico Superintendent of Insurance toll-free at 1-855-427-5674 or www.osi.state.nm.us.

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

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

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-877-994-2583.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-877-994-2583.
Chinese (H130): AN FFEZEHSCAYAE), RIRITIX AN 55 1-877-994-2583.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-877-994-2583.

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~ o )
“
_ ;

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)

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.

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

M The plan’s overall deductible $500
B Specialist copayments $55
® Hospital (facility) copayments $1,000
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 $500

Copayments $1,100

Coinsurance $600

What isn’t covered
Limits or exclusions $100
The total Peg would pay is $2,300

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

M The plan’s overall deductible $500
B Specialist copayments $55
® Hospital (facility) copayments $1,000
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 $7,400
In this example, Joe would pay:
Cost sharing

Deductibles $500

Copayments $400

Coinsurance $300

What isn’t covered
Limits or exclusions $4,300
The total Joe would pay is $5,500

up care)
M The plan’s overall deductible $500
B Specialist copayments $55
B Hospital (facility) copayments $1,000
m 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 $2,000
In this example, Mia would pay:
Cost sharing
Deductibles $500
Copayments $600
Coinsurance $100
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,200
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@ @ BlueCross BlueShield of New Mexico

If you, or someone you are helping, have guestions, 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.

Ay gl JI 1,...:5 _)g.l‘,x.la IL REITPI ﬁj.]a)éJ;l_L’.),Sl&l‘ m‘mlh _L'. '1=,’,)J_(x:~)u‘_.__ﬂh.l:._u AT A e cpa el Ay g gzl e glaall g SacLisall J.E._j,.._a;ll J;JMJ'_.L“‘A.‘:.JM{L.HLJMJALJMQ.'_\S
Arabic B55-710-6984 o Ji=fs cdsUay Sl z‘ —"l
ol RS SR EERNHES Hib AR SEEANEELIENDSERREDAAL. BA—EEE FHENEENETEFETEMNEFRBERARE. WRETEYE q8E
Chinese B+, (HBUE 855-710-6984.

Frangais Sivous, ou guelqu'un que vous &tes en train d'aider, avez des questions, vous avez le droit d'obtenir de I'aide et l'informafion dans votre langue & aucun colt. Pour parler & un interpréte, composez le numéro 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 lhrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die

German Kundenservicenummer auf der Riickseite [hrer Mitgliedskarte an. Falls Sie kein Mitglied sind oder keine Mitgliedskarte besitzen, rufen Sie bitte 855-710-6984 an.

fedr T[TE ATk, AT ATY TolHeh HETITl e I¢ & 30, 9 &, 1 19! HIAT 191 A o3 2leeh Werdol HT Sieiehil 9Tee shied ol ATEHE & | Tl Aeqarge & ard &dsl & ol 379 Heed Hie &

Hindi 1 T2T 1T aEe QAT A 9T HT 1| AT 3T HeTT 8T & I WIS U S 8T & oY 855-710-6984 T FHeT F1

ltalizno Se fu o qualcuno che stai alutando avete domande, hai il dintto di ottenere aiuto e informazioni nella tua lingua gratuitamente. Per parlare con un interprete, puoi chiamare il servizio clienti al numero riportato sul lato

[talian posteriors della tua tessera di socio. Se non sei socio 0 non possiedi una tessera, puoi chiamare il numero 855-710-6984.

A & 5E THEAME EEREEHROEFOEDOEFETYL, JHELAZIXELELE, ZHFEOSETHR—FEZITED, ftﬁ?zw')\il.* 4 7:_%5 TEET, #HEelldhDER A
o BRLBHSILBBE, A h— KOEOHAY v—F—C A BB E THER FEV, A w*‘—“f;tdﬁ EFE— F2BHLTRVEST 8557106984 £ THER

Japanese &L,

st=0 Qo UG E= AT S= M0 220 UME ASF=EREZ Qs ES U EEE A2l HH= 2SS = U et USULG AR IS SHY SI=E0N HH A BS=E

Korean HEOtEA 2 ZEO E]ILI AMHLEIEEDE S 2 A S 855-T10-6984 2 HEFEA 2.

Diné T'aa m, ¢i doodago 1a'da bika ananilwo igii, na'idilkidgo, ts"ida bee na ahooti'1” t"aa niik’e nika a’doolwol. Ata® halne’i bich’}” hadeesdzih ninizingo ¢1 kwe’¢ da’iniishgi aka anidaalwoigii

Mavajo bich’i" hodiilnih, bee néé¢hozinii bine'déé” bikai". Koji atah naaltsoos ni hadit'é6géd ¢i doodago bee néchozinigii Adingo koji” hodiilnih 855-710-6984.

VG I I Y- UITPIE LY L gL TS CRL ST EY PY. PRS- PELT PEEN EPREAEL PO S i SUTENSEST PUS EPRILS T L NP O L S P P EPETENS I5 PR LT Y UCT L SNPETR ER A Pl | WYL SUP YL O P P PR L. S T P-4
Persian el Joala ol B55-T10-6984 o ladi Lt cajlai Cuypuzan SIS 1 cxfioast guzme 81 8 alad ol ol 7 o
Py Ecnu y Bac unu yenoeeka, KOTOPOMY BEI NOMOT3eTe, BOIHWKNH BOMPOCE, ¥ BAC £CTh NPAB0 H3 DECMNATHYK NOMOLE W HHDOPMALMK, NTPENOCTABNEHHYH Ha BalleM Asbike. UToOkI NOroBopKTE © NepesonunKom,

yook NO3BOHWTE B OTAEN 0DCIyXUBaHWA KNUEKTOB MO TENeqOoHy, YKa3aHHOMY Ha obpaTHO cTOpoHE Balled KAPTOUKW YUACTHUKE. ECnM Byl HE ABNAETECH YUACTHUKOM WIH Y BAC HET KAPTOUKM, MO3EOHWTE MO
Russian

Tenedony 855-710-6984.

Espafiol Si usted o alguien a quien usted estd ayudando tiene preguntas, tiene derecho a obtener ayuda e informacién en su idioma sin costo alguno. Para hablar con un intérprete 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 likod ng iyong kard ng miyembro. Kung ikaw ay hindi isang miyembro, o kaya ay walang kard, fumawag sa 855-710-6984.
Tna wWinAM wianuiaumdmhnvdaidadedala 9 aadaniiazldfuanuihouda uvaziayalumerasaaldlaalaidalda0e
Thai waRlAUAINTALAREaA BUTN1ITaNA T HINBATA LT T LA T SsTRTau En winildaudnvIalifdiies nsandaravivuiaway 855-710-6984
Tiéng Viét MEu quy vi hodc nguedi ma quy vi gidp G o bat ky cdu hdi ndo, quy vi co quyén dirwe hd fry va nhdn théng tin bang ngén ng cda minh mi€n phi. D& néi chuyén vii thing dich vién, goi s6 dich vy
Vietnamese khach hang ndm & phia sau thé hi vién cha quy vi. N&u quy vi khong phai 13 hdi vién hodc khong co thé, goi 56 855-710-6984.
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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 service, or think we have discriminated in another way, contact us to file a grievance.

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

300 E. Randolph St. TTY/TDD: 855-661-6965

35th Floor Fax: 855-661-6960

Chicago, lllinois 60601 Email: CivilRightsCoordinator@hcsc.net

You may file a civil rights complaint with 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 Complaint Portal: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Washington, DC 20201 Complaint Forms: http://www.hhs.gov/ocr/office/file/index.html
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2018 — 12/31/2018
State of New Mexico: HMO Plan 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
M0 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 1-877-994-2583 or visit
www.bcbsnm.com. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other
underlined terms see the Glossary. You can view the Glossary at www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf or call 1-877-994-2583 to request a copy.

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
$350 Individual / $675 Two-Person / $1,000 Family the plan, each family member must meet their own individual deductible until

What is the overall

deductible? 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 Yes. Office visits that charge a copay, prescription deductible amount. But a copayment or coinsurance may apply. For example,
covered before you drugs, and preventive care are covered before you meet | this plan covers certain preventive services without cost sharing and before
meet your deductible? | your deductible. you meet your deductible. See a list of covered preventive services at

www.healthcare.gov/coverage/preventive-care-benefits).

Are there other
deductibles for No. You don't have to meet deductibles for specific services
specific services?

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

What is the out-of-
pocket limit for this $3,500 Individual / $7,000 Two-Person / $10,500 Family

plan?

What is not included in | Premiums, balanced-billed charges, penalty amounts, Even though you pay these expenses, they don’t count toward the out-of-
the out-of-pocket limit? = and healthcare this plan doesn't cover. pocket limit.

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,
Yes. See www.bcbsnm.com or call 1-877-994-2583 for | and you might receive a bill from a provider for the difference between the
a list of Preferred providers. 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.

Will you pay less if you
use a network
provider?

Do you need a referral

to see a specialist? No. You can see the specialist you choose without a referral.
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u All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.
What You Will Pay

Common . . : Limitations, Exceptions, & Other
Medical Event SEEED VLA L w W Important Information
(You will pay the least) (You will pay the most)

Prlmary care visit to treat an injury or $25 conpay/wsn; Not Covered None
illness deductible does not apply
e $45 copay/visit;
If you visit a health Specialist visit deductible does not apply Not Covered None
care provider’s office
or clinic ,
You may have to pay for services
No Charae: that aren’t preventive. Ask your
Preventive care/screening/immunization Arge, Not Covered provider if the services needed are
deductible does not apply ,
preventive. Then check what your
plan will pay for.
Diagnostic test (x-ray, blood work) 20% coinsurance Not Covered None

If you have a test

20% coinsurance up to

Imaging (CT/PET scans, MRIs) Not Covered Requires preauthorization.

max $200/test
If you need drugs to | Generic drugs Not Applicable Not Applicable
treat your illness or
ceniten Preferred brand drugs Not Applicable Not Applicable See your Express Scripts
I\P/Iore |n'fotr'mat:>n about Prescription drug plan information
rescription drug i : i for details.
e e L T Non-Preferred brand drugs Not Applicable Not Applicable
at www.express-
scripts.com. Specialty drugs Not Applicable Not Applicable

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsnm.com. 20f7
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Common
Medical Event

Services You May Need

What You Will Pay

Non-Preferred Provider

Preferred Provider

Limitations, Exceptions, & Other
Important Information

(You will pay the least)

(You will pay the most)

E:ﬁ;létryg fee (e.g., ambulatory surgery 20% coinsurance Not Covered \l;ligir;-:f?:rg:gsgﬁgtl):ervatlon is $250 per
If you have —
outpatient surgery No Charae:
. ge;
Physician/surgeon fees deductible does not apply Not Covered None
Emergency room care $250 copay/visit $250 copay/visit None
If you need . , $30 copay ground $30 copay ground , o
immediate medical Emergency medical transportation $100 copay air $100 copay air Requires preauthorization
attention
" Call 1-800-810-BLUE (2583) if you are
Urgent care $50 copayvisit Not Covered outside the service area.
Facility fee (e.g., hospital room) $500 copay/admission Not Covered Requires preauthorization.
If you have a
LT Physician/surgeon fees No Chgrge; Not Covered Requires preauthorization.
deductible does not apply
Intensive outpatient program (IOP) is
Outpatient services izg _D_chi_b? /nglt; t 200l Not Covered Sl G e i
If you need mental Clze COINIE bloEs MO EfpL) Residential treatment center (RTC) is
health, behavioral limited to 60 days per plan year.
health, or substance Inpatient, IOP, RTC, and partial
abuse services hospitalization require preauthorization.
Inpatient services $500 copay/admission Not Covered , . ,
Inpatient physician services are No
Charge after deductible.

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsnm.com.
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Common
Medical Event

If you are pregnant

If you need help
recovering or have
other special health
needs

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

Services You May Need

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

What You Will Pay

Preferred Provider Non-Preferred Provider
(You will pay the least) (You will pay the most)

$25 copay/visit;
deductible does not apply

$25 copay PPP

$45 copay specialist;
deductible does not apply

$500 copay/admission

$45 copay/physician visit
No Charge for nurse visit;
deductible does not apply

$45 copay/visit;
deductible does not apply

$45 copay/visit;
deductible does not apply

$500 copay/admission

20% coinsurance

No Charge;
deductible does not apply

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Limitations, Exceptions, & Other

Important Information

Copay charged for initial visit only.

Cost sharing does not apply for
preventive services. Depending on the

type of services, a copayment,
coinsurance, or deductible may apply.
Maternity care may include tests and
services described elsewhere in the
SBC (i.e. ultrasound.)

Preauthorization required.

Inpatient physician services are No
Charge after deductible.

None

Includes physical, occupational, and
speech therapies (office/outpatient).

Preauthorization required for inpatient
physical rehabilitation.

Related professional services are No
Charge after deductible

None

None
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What You Will P
. at You Will Pay - Limitations, Exceptions, & Other
Preferred Provider Non-Preferred Provider Important Information
(You will pay the least) (You will pay the most)

Common
Medical Event

Services You May Need

Children’s eye exam Not Covered Not Covered If vision coverage purchased, see your
If your child needs | Children’s glasses Not Covered Not Covered vision plan information.
dental or eye care

Children’s dental check-up Not Covered Not Covered I dental coverage purchased, see your

dental plan information.

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.)

o Cosmetic surgery e Long-term care ¢ Routine foot care (unless you are diabetic)
e Dental care (Adult, routine dental) e Private-duty nursing o Weight loss programs
o Infertility treatment (unless for medical ¢ Routine eye care (Adult)

condition causing the infertility)

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

e Acupuncture (max 25 visits/year e Chiropractic care (max 25 visits/year combined with ¢ Non-emergency care when traveling outside the
combined with chiropractic care) acupuncture) us.
o Bariatric surgery e Hearing aids (Adults and children, limited to $2,500

per ear, per 3 year period from date of purchase)

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: the plan at 1-877-994-2583, U.S. Department of Labor’'s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.gov/ebsa/healthreform, or Department of Health and Human Services, 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.

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsnm.com. 50f7
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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: Blue Cross and Blue Shield of New Mexico (BCBSNM) Appeals Unit at 1-800-205-9926 or visit www.bcbsnm.com, or contact the U.S. Department of Labor's
Employee Benefits Security Administration at 1-866-444-EBSA (3272) or visit www.dol.gov/ebsa/healthreform. Additionally, a consumer assistance program can help
you file your appeal. Contact the New Mexico Superintendent of Insurance toll-free at 1-855-427-5674 or www.osi.state.nm.us.

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

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

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-877-994-2583.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-877-994-2583.
Chinese (H130): AN FFEZEHSCAYAE), RIRITIX AN 53 1-877-994-2583.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-877-994-2583.

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 policy document at www.bcbsnm.com. 6 of 7
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About these Coverage Examples:

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

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

Peg is Having a Baby

(9 months of in-network pre-natal care and a
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 $350
B Specialist copayments $45
W Hospital (facility) copayments $500
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 $350

Copayments $600

Coinsurance $100

What isn’t covered
Limits or exclusions $100
The total Peg would pay is $1,150

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

M The plan’s overall deductible $350
W Specialist copayments $45
W Hospital (facility) copayments $500
M 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 $7,400
In this example, Joe would pay:
Cost sharing
Deductibles $350
Copayments $300
Coinsurance $300
What isn’t covered
Limits or exclusions $4,300
The total Joe would pay is $5,250

up care)
M The plan’s overall deductible $350
B Specialist copayments $45
B Hospital (facility) copayments $500
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 $2,000
In this example, Mia would pay:
Cost sharing
Deductibles $300
Copayments $600
Coinsurance $0
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $900
7 of 7



@ @ BlueCross BlueShield of New Mexico

If you, or someone you are helping, have guestions, 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.

Ay gl JI 1,...:5 _)g.l‘,x.la IL REITPI ﬁj.]a)éJ;l_L’.),Sl&l‘ m‘mlh _L'. '1=,’,)J_(x:~)u‘_.__ﬂh.l:._u AT A e cpa el Ay g gzl e glaall g SacLisall J.E._j,.._a;ll J;JMJ'_.L“‘A.‘:.JM{L.HLJMJALJMQ.'_\S
Arabic B55-710-6984 o Ji=fs cdsUay Sl z‘ —"l
ol RS SR EERNHES Hib AR SEEANEELIENDSERREDAAL. BA—EEE FHENEENETEFETEMNEFRBERARE. WRETEYE q8E
Chinese B+, (HBUE 855-710-6984.

Frangais Sivous, ou guelqu'un que vous &tes en train d'aider, avez des questions, vous avez le droit d'obtenir de I'aide et l'informafion dans votre langue & aucun colt. Pour parler & un interpréte, composez le numéro 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 lhrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die

German Kundenservicenummer auf der Riickseite [hrer Mitgliedskarte an. Falls Sie kein Mitglied sind oder keine Mitgliedskarte besitzen, rufen Sie bitte 855-710-6984 an.

fedr T[TE ATk, AT ATY TolHeh HETITl e I¢ & 30, 9 &, 1 19! HIAT 191 A o3 2leeh Werdol HT Sieiehil 9Tee shied ol ATEHE & | Tl Aeqarge & ard &dsl & ol 379 Heed Hie &

Hindi 1 T2T 1T aEe QAT A 9T HT 1| AT 3T HeTT 8T & I WIS U S 8T & oY 855-710-6984 T FHeT F1

ltalizno Se fu o qualcuno che stai alutando avete domande, hai il dintto di ottenere aiuto e informazioni nella tua lingua gratuitamente. Per parlare con un interprete, puoi chiamare il servizio clienti al numero riportato sul lato

[talian posteriors della tua tessera di socio. Se non sei socio 0 non possiedi una tessera, puoi chiamare il numero 855-710-6984.

A & 5E THEAME EEREEHROEFOEDOEFETYL, JHELAZIXELELE, ZHFEOSETHR—FEZITED, ftﬁ?zw')\il.* 4 7:_%5 TEET, #HEelldhDER A
o BRLBHSILBBE, A h— KOEOHAY v—F—C A BB E THER FEV, A w*‘—“f;tdﬁ EFE— F2BHLTRVEST 8557106984 £ THER

Japanese &L,

st=0 Qo UG E= AT S= M0 220 UME ASF=EREZ Qs ES U EEE A2l HH= 2SS = U et USULG AR IS SHY SI=E0N HH A BS=E

Korean HEOtEA 2 ZEO E]ILI AMHLEIEEDE S 2 A S 855-T10-6984 2 HEFEA 2.

Diné T'aa m, ¢i doodago 1a'da bika ananilwo igii, na'idilkidgo, ts"ida bee na ahooti'1” t"aa niik’e nika a’doolwol. Ata® halne’i bich’}” hadeesdzih ninizingo ¢1 kwe’¢ da’iniishgi aka anidaalwoigii

Mavajo bich’i" hodiilnih, bee néé¢hozinii bine'déé” bikai". Koji atah naaltsoos ni hadit'é6géd ¢i doodago bee néchozinigii Adingo koji” hodiilnih 855-710-6984.

VG I I Y- UITPIE LY L gL TS CRL ST EY PY. PRS- PELT PEEN EPREAEL PO S i SUTENSEST PUS EPRILS T L NP O L S P P EPETENS I5 PR LT Y UCT L SNPETR ER A Pl | WYL SUP YL O P P PR L. S T P-4
Persian el Joala ol B55-T10-6984 o ladi Lt cajlai Cuypuzan SIS 1 cxfioast guzme 81 8 alad ol ol 7 o
Py Ecnu y Bac unu yenoeeka, KOTOPOMY BEI NOMOT3eTe, BOIHWKNH BOMPOCE, ¥ BAC £CTh NPAB0 H3 DECMNATHYK NOMOLE W HHDOPMALMK, NTPENOCTABNEHHYH Ha BalleM Asbike. UToOkI NOroBopKTE © NepesonunKom,

yook NO3BOHWTE B OTAEN 0DCIyXUBaHWA KNUEKTOB MO TENeqOoHy, YKa3aHHOMY Ha obpaTHO cTOpoHE Balled KAPTOUKW YUACTHUKE. ECnM Byl HE ABNAETECH YUACTHUKOM WIH Y BAC HET KAPTOUKM, MO3EOHWTE MO
Russian

Tenedony 855-710-6984.

Espafiol Si usted o alguien a quien usted estd ayudando tiene preguntas, tiene derecho a obtener ayuda e informacién en su idioma sin costo alguno. Para hablar con un intérprete 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 likod ng iyong kard ng miyembro. Kung ikaw ay hindi isang miyembro, o kaya ay walang kard, fumawag sa 855-710-6984.
Tna wWinAM wianuiaumdmhnvdaidadedala 9 aadaniiazldfuanuihouda uvaziayalumerasaaldlaalaidalda0e
Thai waRlAUAINTALAREaA BUTN1ITaNA T HINBATA LT T LA T SsTRTau En winildaudnvIalifdiies nsandaravivuiaway 855-710-6984
Tiéng Viét MEu quy vi hodc nguedi ma quy vi gidp G o bat ky cdu hdi ndo, quy vi co quyén dirwe hd fry va nhdn théng tin bang ngén ng cda minh mi€n phi. D& néi chuyén vii thing dich vién, goi s6 dich vy
Vietnamese khach hang ndm & phia sau thé hi vién cha quy vi. N&u quy vi khong phai 13 hdi vién hodc khong co thé, goi 56 855-710-6984.
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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 service, or think we have discriminated in another way, contact us to file a grievance.

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

300 E. Randolph St. TTY/TDD: 855-661-6965

35th Floor Fax: 855-661-6960

Chicago, lllinois 60601 Email: CivilRightsCoordinator@hcsc.net

You may file a civil rights complaint with 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 Complaint Portal: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Washington, DC 20201 Complaint Forms: http://www.hhs.gov/ocr/office/file/index.html
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2018 - 12/31/2018
Z‘A PRESBYTERIAN State of New Mexico Fam Coverage for: Individual or Family | Plan Type: HMO

A 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

M 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 1-888-275-7737 or visit www.phs.org. 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 http://www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf or call 1-888-275-7737 to request a copy.

Important Questions Answers Why This Matters:
What is the overall $350 Individual/ $675 Two- Generally, you must pay all of the costs from providers up to the deductible amount before this plan
deductible? person/ $1,000 Family begins to pay.

. . . This plan covers some items and services even if you havent yet met the deductible amount. But a
/;‘;tfeotrr;ergus ?nnggf socijorvered ngso.rp—ere(\)/ﬁ r:n’ugztca(;ﬁrls cogie copayment or coinsurance may apply. For example, this plan covers certain preventive care without
ol cti)tlal o7 y de ducti)tl)le y cost sharing and before you meet your deductible. See a list of covered preventive services at
—_ _— www.healthcare.gov/sbc-glossary/#preventive-care.
Are there other deductibles N You don't have t t deductibles f if :
for specific services? 0. ou don't have to meet deductibles for specific services.
mﬁ;? tt::iz ‘i;?,f' oKet ﬁg’rggg /?11%9%37%%;\,\/0- The out of pocket limit is the most you could pay in a year for covered services.

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

Premiums, balance billing
charges, health care this plan

doesn't cover, and penalty
amounts.

Even though you pay these expenses, they don't count toward the out of pocket limit.

Will you pay less if you use
a network provider?

Yes. See www.phs.org or call
1-888-275-7737 for a list of
participating providers.

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).

Do you need a referral to
see a specialist?

No.

You can see the specialist you choose without a referral.

HWH10041_AS0O00002
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A 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

Primary care visit to treat an

What You Will Pay

In-network Provider

(You will pay the least)

$25 copayment/visit.

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

Limitations, Exceptions, & Other Important

Information

injury or illness Video visit - No charge Not covered Deductible does not apply.
If you visit a health Specialist visit $45 copayment/visit Not covered Deductible does not apply.
?r.e provider's office or You may have to pay for services that aren't
e Preventive No charae Not covered preventive. Ask your provider if the services needed
care/screening/immunization 9 are preventive. Then check what your plan will pay
for.
Diagnostic test (x-ray, blood o i oo ,
20% coinsurance Not covered Coverage is limited up to a maximum of $200 per
If you have a test work) . )0 .
: , test/day. Prior authorization may be required.
Imaging (CT/PET scans, MRIs) |20% coinsurance Not covered
If you need drugs to , ,
treat your iiness or Generic drugs (Tier 1) Not covered Not covered
condition Preferred brand d Tier2) |Not d Not d
' i referred brand drugs (Tier ot covere ot covere
g/lrgrsi:irgﬁngtrlsg apout el ) Administered by Express Scripts - contact at 1-800-
coverage is available L\_lrci)gr-%r)eferred brand drugs Not covered Not covered 74720,
at
pmh:ﬁ?;q/formsanddocu Specialty drugs (Tier 4) Not covered Not covered
Facility fee (e.g., ambulato .
|sfuyole| have outpatient |, g er);/ ce n(t er%] V' 120% coinsurance Not covered None
rgery Physician/surgeon fees 20% coinsurance Not covered Facility claim only

If you need immediate
medical attention

Emergency room care

$250 copayment/visit

$250 copayment
Ivisit

Waived if admitted into a hospital, then hospital

copayment applies.

$30 copayment/trip

$30 copayment/trip

Eggq;?gz or:]ledlcal ground; $100 ground; $100 None
Hansportation copayment/trip air copayment/trip air
Urgent care $50 copayment/visit $50 copayment/visit None

If you have a hospital
stay

$500

Facility fee (e.g., hospital room) conavmentiadmission Not covered Prior authorization may be required.
Physician/surgeon fees No change Not covered Prior authorization may be required.
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Common

What You Will Pay

Limitations, Exceptions, & Other Important

Medical Event Services You May Need In-net_work Provider  Qut-of-network Provider Information
(You will pay the least) | (You will pay the most)
Hggltlh?ggﬂan\;i%?g?l Outpatient services $25 copayment/visit  |Not covered None
health, or substance $500
abuse services Inpatient services copavment/admission Not covered Prior authorization may be required.
N $25 copayment initial Depending on the type of services, a copayment,
Siiicelaits visit only ot st coinsurance, or deductible may apply.
Childbirth/delivery professional .
If you are pregnant services y No charge Not covered None
Childbirth/delivery facility $500 _
services copayment/pregnancy N NomE
$45 : , ,
. No charge for nursing services.Deductible does not
Home health care ggf\;ﬁi\ggnsent/physmlan Not covered apply. Prior authorization may be required.
Inpatient: $500
S , copayment/admission; Office visit. Deductible does not apply. Prior
If you need help Rehabilitation services Outpatient: $45 Not covered authorization may be required.
recovering or have copayment/visit
;’Lheedr:pec'a' health  Hapilitation services $45 copayment/visit Not covered None
. . $500 Admission copayment waived if readmitted within 15
aldlted] ATeIn cae copayment/admission SCETEE days. Prior authorization may be required.
Durable medical equipment 20% coinsurance Not covered Prior authorization may be required.
Vol eafes No charae Not covered Deductible does not apply. Prior authorization may be
g required.
; Children's eye exam 20% coinsurance Not covered None
geyr:)t:[g?i(:':e;ges Children's glasses 20% coinsurance Not covered Prior authorization may be required.
Children's dental check-up Not covered Not covered None
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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.)

«  Cosmetic Surgery +  Glasses (Child) +  Private-Duty Nursing

+ Dental Care (Adult) * Infertility Treatment * Routine Eye Care (Adult)
+  Dental check-up (Child) * Long-Term Care * Routine Foot Care

+  Eye exam (Child) . {\rl]%nUEénergency Care When Traveling Outside ~ «  Weight Loss Programs

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

«  Acupuncture +  Chiropractic Care + Hearing Aids
*  Bariatric Surgery

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: Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. 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 appeal. 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: Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. Additionally, you may
contact the Office of the Superintendent of Insurance Managed Health Care Bureau at 1-855-427-5674 or by email at mhcb.grievance@state.nm.us.

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

Does this plan meet Minimum Value Standards? Yes
If your plan doesn't meet the Minimum Value Standard, you may be eligible for a premium tax credits to help you pay for a plan through the Marketplace.

Language Access Services:

Para obtener asistencia en Espafiol, llame al 1-888-275-7737.

Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-888-275-7737.

IR E P, WERITIEA S 1-888-275-7737.

Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-888-275-7737.

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

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

Peg is Having a Baby

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

M The plan's overall deductible $350 m The plan's overall deductible $350 ™ The plan's overall deductible $350
= Specialist $45 m Specialist $45 m Specialist $45
I Hospital (Facility) $500 m Hospital (Facility) $500 m Hospital (Facility) $500
No No No
i Other Charge i Other Charge i Other Charge
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) Primary care physician office visits (including Emergency room care (including medical
Childbirth/Delivery Professional Services disease education) supplies)
Childbirth/Delivery Facility Services Diagnostic tests (blood work) Diagnostic test (x-ray)
Diagnostic tests (ultrasounds and blood work) Prescription drugs Durable medical equipment (crutches)
Specialist visit (anesthesia) Durable medical equipment (glucose meter) Rehabilitation services (physical therapy)
Total Example Cost $12,731  Total Example Cost $7,389  Total Example Cost $1,925
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $350  Deductibles $107  Deductibles $53
Copayments $50  Copayments $290  Copayments $405
Coinsurance $209  Coinsurance $27  Coinsurance $13
What isn't covered What isn't covered What isn't covered
Limits or exclusions $60  Limits or exclusions $55  Limits or exclusions $0
The total Peg would pay is $669  The total Joe would pay is $479  The total Mia would pay is $472

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

Presbyterian Healthcare Services complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national
origin, age, disability, or sex.

Presbyterian Healthcare Services does not exclude people or treat them differently because of race, color, national origin, age, disability, or sex.

Presbyterian Healthcare Services:
e Provides free aids and services to people with disabilities to communicate effectively with us, such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, other formats)
e Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, contact the Presbyterian Customer Service Center at 505- 923-5420, 1-855-592-7737, TTY: 711.

If you believe that Presbyterian Healthcare Services has failed to provide these services or discriminated in another way on the basis of race, color,
national origin, age, disability, or sex, you can file a grievance. You can file a grievance in person, or by mail, fax, or email. If you need help filing a
grievance, the Privacy Officer and Civil Rights Coordinator is available to help you.

Presbyterian Privacy Officer and Civil Rights Coordinator

P.O. Box 27489
Albuquerque, NM 87125

Phone: 1-866-977-3021, TTY: 711
Fax: 505-923-5124
Email: info@phs.org

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, D.C. 20201

Phone: 1-800-368-1019, 1-800-537-7697 (TDD)
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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Multi-Language Interpreter Services

English ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call 505-923-5420,
1-855-592-7737 (TTY: 711).
Spanish ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame al 505-923-5420,
1-855-592-7737 (TTY: 711).
Navajo Dii baa aké ninizin: Dii saad bee yanilti’go Diné Bizaad, saad bee ak&’anida’awo’dé¢’, t’a4 jiik’eh éi nd holo, koji’ hodiilnih
505-923-5420, 1-855-592-7737 (TTY: 711)
Vietnamese | CHU Y: N&u ban néi Tiéng Viét, c6 cac dich vu hd trg ngén ngit mién phi danh cho ban. Goi s6 505-923-5420, 1-855-592-7737 (TTY:
711).
German ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfligung. Rufnummer:
505-923-5420, 1-855-592-7737 (TTY: 711).
Chinese IR MEGERRERETX, BRLSEEGESEYRE. FHE 505-923-5420,
1-855-592-7737 (TTY: 711).,
Arabic 25 apald e a8 1-855-592-7737 505-923-5420,(TTY:711), ad s doadd  Ozaldadd sl sacsis ¢ JId 83g lomald Glasg gles g JId el Ly
1y 5k sz da
Korean FO: S FHE AMNBOIAI=E R, AN K& MEHIAE 22 0/ E0HA! == JUSLILCH 505-923-5420, 1-855-592-7737 (TTY: 711)
HOoZ Mool =&AL,
Tagalog- PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag
Filipino sa 505-923-5420, 1-855-592-7737 (TTY: 711).
Japanese FEEE: BAREZEINDGE. BEHOSEXEZIAAVEEZITET, 505-923-5420, 1-855-592-7737 (TTY: 711) &
T. BEEICTITERLEZELY,
French ATTENTION: Si vous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 505-923-5420,
1-855-592-7737 (ATS: 711).
Italian ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero
505-923-5420, 1-855-592-7737 (TTY: 711).
Russian BHMMAHMWE: Ecnv Bbl roBOpPUTE Ha PYCCKOM fA3bIKe, TO BaM A0CTYyNHbI 6ecnnaTHble ycayrn nepesoaa. 3soHuTe 505-923-5420,
1-855-592-7737 (tenetann: 711).
Hindi eIt & Ffe o (§Q] avera & a1 ek forg o § WToT JEraar F4T0 Iqersy £ 505-923-5420, 1-855-592-7737 (TTY:
711) 9% HiT T
Farsi (TTY: 711) 7737-592-855-1 <5420-923-505 o jlad b 3 1K e )8 Glbia) o I8 Sy sem s ) i (51 s pos i€ e Camea ol (5 45 Aiass
A el
Thai Fou: guyanw Insgaaunsalduimsmemdonanmldns Tns 505-923-5420, 1-855-592-7737 (TTY: 711).
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PresRN

Presbyterian Health Plan members have access to PresRN, a nurse advice line
available to you 24 hours a day, 7 days a week, including holidays. There is no charge
to call our experienced registered nurses (RN) for answers to your questions and health
concerns. As always, if you are having a medical emergency, please call 911.

What is PresRN?

PresRN is an easy way to speak with a Presbyterian nurse if you are not feeling well
and do not know what to do. Just call the phone number for your health plan and one of
our qualified nurses will listen to your health concerns and give you the answers that
you need to care for you and your family. Our Presbyterian nurses are happy to answer
general health questions when you are healthy too.

o Phone: 505-923-5570 or 1-866-221-9679



1 EXPRESS SCRIPTS®

Your henefit at a glance

Express Scripts Prescription Drug Benefit
For The State of New Mexico — January to December 2018

_ Retail (30-day supply) Mail Order (90-day supply)

$3,500 single / $10,500 family
(accumulated with Medical OOP towards annual max)

Out of Pocket

$50 Individual / $100 Family only on Non-Generics

1 *k
DEEEE (applies to Medical annual OOP Max)

Generic $6 $17
Brand (Preferred) 30% ($35 min / $95 max) $120
Brand (Non-Preferred) 40% ($60 min / $130 max) $155
$60 Generic $60 Generic
Specialty Medlcatllons (30 day supply) S $85 Preferred Brand $85 Preferred Brand
must move to mail order after 2 fills at retail
$125 Non-preferred Brand $125 Non-preferred Brand

** Deductible - For Single/Individual coverage, a one-time S50 deductible will be charged on the first fill of a non-generic medication at retail or
mail order. The S50 deductible will apply toward the total medical OOP maximum. Once that S50 deductible is met, there will be no further
deductible charged on any individual claim for the remainder of the plan year.

** Deductible - For Family coverage, or single + child(ren), a one-time 5100 deductible will be charged on the first fill of a non-generic medication
at retail or mail order. The 5100 deductible will apply toward the total medical OOP maximum. Once that S100 deductible is met, there will be no
further deductible charged on any individual claim for the remainder of the plan year.

***product Selection Cost - If you obtain a brand-name drug when a generic equivalent is available, you are responsible for the generic
copayment plus the cost difference between the brand-name drug and the generic drug.

Saving with Home Delivery

Use Express Scripts home delivery pharmacy to fill your maintenance medications (those prescription drugs you take
regularly to treat an ongoing condition). We deliver up to a 90-day supply to you with free standard shipping. Three
retail fills are allowed on maintenance medications before your copay will increase to the mail order copays shown
above (for a 30 day supply).

Saving with Generics

FDA-approved generics are as safe and effective as their brand-name counterparts. If you're taking a brand-name drug,
talk to your doctor and ask whether a less expensive generic drug could treat your condition. If your doctor agrees, ask
your doctor to write a new prescription for the generic that you can fill through your prescription benefit.

Home Delivery... it’s quick and easy
*call us and we will contact your doctor to get a new 90-day prescription or have your doctor fax it to us.*

Manage your prescription online and on the go Register at express-scripts.com Download the Express Scripts Mobile App

Receive Prescription Reminders v v
Search for lower cost options using My Rx Choices v v
Receive Prescription and Drug Interaction Alerts v v
Show your virtual ID card at a retail pharmacy v

Contact a pharmacist v

Check your coverage, claims and balances

«

Print claim forms, order forms and fax forms v



. State of New Mexico Dental Plan
© DELTA DENTAL Administered by Delta Dental of New Mexico

Network Information (v-%%

In-Network Providers in New Mexico:
PPONew Mexico

The State of New Mexico Dental Plan features the PPONew Mexico
network, a preferred Provider network with more than 2,200 access
points in New Mexico.' This network is designed to offer members
savings based on Provider discounts (Maximum Approved Fees)
while giving access to general Providers and specialists in every
category. In addition, Benefit levels are enhanced when you select a
PPONew Mexico Provider.

In-Network Providers in Other States: Delta Dental PPOSM
Outside of New Mexico, the Delta Dental PPO network is considered in-network. Delta Dental PPO is a
national preferred Provider network with more than 282,000 office locations nationwide.?

Reduce your out-of-pocket costs by always selecting an in-network Provider. By selecting Participating
Providers, you are only responsible for your Coinsurance and Deductible, if applicable, at the time you
receive services. No balance billing applies and your Provider will file claims on your behalf.

Choosing an In-Network Provider

Delta Dental has multiple Provider networks, and not every Provider participates in every network. When
asking a Provider if he or she participates with Delta Dental, make sure to specify the PPONew Mexico
Provider network (or Delta Dental PPO, if outside New Mexico). You can search for Providers
on www.deltadentalnm.com under the “Find a Dentist” link, or in the Delta Dental mobile app.

Out-of-Network Providers

Out-of-network Providers have not agreed to the Provider fee maximums applicable under the dental Plan.
Your out-of-pocket costs can be much higher because you may be balance billed for the difference up to
the full amount charged by the Provider. Further, you may have to pay the full amount at the time you
receive services and submit a claim for reimbursement. Reduced Benefit levels apply to out-of-network
services.

Specified Medical Conditions

The State of New Mexico Plan covers routine cleanings twice per year. For members with periodontal
disease and some specific at-risk health conditions, additional cleanings or topical fluoride treatment are
available. The patient should talk with his or her Provider about treatment.

Quick Bite: Pre-Treatment Estimates—Be in the Know

Are you anticipating a potentially costly procedure such as a crown or root canal? Request a Pre-Treatment
Estimate prior to scheduling dental services to get an estimate of what your share of the cost will be. Talk
with your Provider and ask him/her to submit a Pre-Treatment Estimate. Delta Dental will respond in writing
to you and your Provider. Be a wise consumer and

Contact avoid potential additional expenses by taking
t f this f ice.

Phone: (505) 855-7111 or toll-free (877) 395-0420 | 2dVantage of this free service

Email: customerservice@deltadentalnm.com Access 24/7

Web: www.deltadentalnm.com

Mobile App: Download the Delta Dental mobile
app on the App Store (Apple) or Google Play
(Android)

Delta Dental’s automated voice response system is
available 24/7 to help you with topics such as
Benefit/eligibility verification, requesting an ID card,
Provider directories (fax, voice, or email), and
checking claim/Pre-Treatment Estimate status.

1. Network data for PPONew Mexico. Delta Dental of New Mexico. Accessed September 20, 2017.
2. “Delta Dental by the Numbers.” Delta Dental Plans Association. Web. Accessed September 20,
2017. www.deltadental.com/Public/Company/stats2.jsp
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& DELTA DENTAL

Benefit Category In Network: ‘ Out of Network:*

Oral Exams (two routine per calendar year)

Routine or Periodontal Cleanings (two per calendar year or up to two
additional for specified at-risk medical conditions)

Radiographic Images (full mouth: once every five years; bitewings: twice
in a calendar year)

Topical Fluoride (through age 18, twice per calendar year)

Emergency Treatment for Relief of Pain

Sealants (through age 15, permanent molars only, three year limitation)

Space Maintainers (through age 18, five year limitation)

Amalgam or Composite Fillings

Stainless Steel Crowns (primary teeth only)

Oral Surgery (maxillofacial surgical procedures of the oral cavity,
including extractions)

Endodontics (pulp therapy and root canal filling)

Periodontics (non-surgical and surgical treatment of gum disease)

Repairs to Crowns, Implants, Onlays, Bridges, and Partial or Complete
Dentures

Adjustments to Partial or Complete Dentures

General Anesthesia (intravenous sedation and general anesthesia, when
Dentally Necessary and administered by a licensed Provider for a covered
oral surgery procedure)

Prosthodontic procedures for construction of fixed bridges, partials, or
complete dentures

Implants (specified services, including repairs, and related prosthodontics,
subject to clinical review/approval)

Onlays, Crowns, and Cast Restorations (when teeth cannot be restored
with amalgam or composite resin restorations)

Children up to 18th birthday

Plan Pays 100%

Plan Pays 100%
You Pay 0%*

You Pay 0%

Plan Pays 100%
You Pay 20%

Plan Pays 55%
You Pay 45%*

Plan Pays 60%
You Pay 40%

Plan Pays 35%
You Pay 65%*

Plan Pays 75% up to a
$2,000 lifetime maximum
You Pay 25%*

Adults, 18 and over

Calendar Year Deductible—Jan. 1-Dec. 31. (Does not apply to Diagnostic
and Preventive Services or Orthodontic Services)

Plan Pays 60% up to a
$1,750 lifetime maximum
You Pay 40%*

You Pay
$50 per Enrolled Person
$150 per Family

Calendar Year Maximum—Jan. 1 -Dec. 31. (Excludes expenses for
Orthodontic Services)

Plan Pays up to
$1,750 per Enrolled Person

*Selecting a Non-Participating Provider may result in higher out-of-pocket expenses, even when there is no change in
Benefit level between in-network and out-of-network Benefits. Non-Participating Providers do not accept Delta Dental’s
Maximum Approved Fees as payment in full. You will be financially responsible for balance billed amounts, or amounts

that exceed the Non-Participating Provider’s reimbursement.

This Benefit comparison has been prepared as a general description to highlight some of the Benefits available under
your dental Plan. It does not reflect all Benefits, limitations, and exclusions, or provide complete coverage information.

Delta Dental will provide complete coverage descriptions when you enroll.
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The State of New Mexico

Welcome to Davis Vision!

We are pleased to provide you with information on your vision benefit to help you
care for your vision and eye health - a key part of overall health and wellness!

If you are not currently enrolled, please visit our member site at
davisvision.com or call 1.877.923.2847 to locate providers or for additional

information.

DAVIS VISION

EYECARE REFRAMED™

Using your henefits is easy! Justlog
on to our Member site at davisvision.com

and click “Find a Provider,” or call us at
1.800.999.5431.

Make an appointment. Tell your provider
you are a Davis Vision member with coverage
through The State of New Mexico. Provide
your member ID number, name and date

of birth, and do the same for your covered
dependents seeking vision services. Your
provider will take care of the rest!

100% OF YOUR CALLS & CLAIMS ARE

PROUDLY ADMINISTERED IN THE USA f
TS e iy
Frequency | In-network In-network
Benefit
Once every - Copay Coverage
Eye Examination 12 months $10 Covered in full. Includes dilation when professionally indicated.
Spectacls Lensea P $15 Clear plastic lenses in any single vision, l.)llfocal, lnfocallor lenticular p_rescnptlon. Covered in full.
(See below for additional lens options and coatings.)
Covered in Full Frames:  Any Fashion, Designer or Premier level frame from
Davis Vision's Collection? (retail value, up to $190).
. H 0,
Frraifio P R $0 OR, Frame Allowance: $150 low:ard any frame lrgm provider plus 20% off any
balance.! No copay required.
OR, Visionworks Frame Allowance: $200 allowance plus 20% off any balance toward any
frame from a Visionworks family of store locations.”®
No copay required.
Contact Lens Davis Vision Collection Contacts: Covered in full.
Evaluation, Fitting 12 months $0 Non Collection Contacts®:  $60 allowance plus 15% off balance.
& Follow Up Care
Covered in Full Contacts: From Davis Vision's Collection?, up to:
Planned Replacement Four boxes/multi-packs*®
Disposable Eight boxes/multi-packs*
Contact Lenses OR, Contact Lens Allowance: $150 allowance toward any contacts from provider's
(in lieu of 12 months $0 supply plus 15% off balance.”! No copay required.
eyeglasses)
OR, Visually Required Contacts: Covered in full with prior approval.
‘Number of contact lens boxes may vary based on manufacturer's
packaging.

Significant savings on optional frames, lens types and coatings!

Member Price ' Additional discounts nol applicable al Walmart, Sam's Club or Costco focations

? The Davis Vision Co'lection is avalable at most parlicipating independent pravider

& - s . L ¥ 3 locations.
Davis Vision Collection Frames: Fashion | Designer | Premier ..., $0.1 30 |80 v e sutaotimigs o oo mulblocsl snd gas permasbla contact rsss:
Tinling.of PIESHELBNSES oo s s v s e d s s s S e e e S B R $0O ¢ For dependent chitdran, monocular patients and patients with prescriptions of
: +/-6.00 dioplers or grealer.

OVEISIZE LIEINSEE . covinuvavinimisaimasvsiese ive i s tas s s s o0 5054 o 0 0S5 P00 5 s v S e S $0 - Enhanced frame allowance available at 8% Visionworks Locations nationwide,
Scratch-ReSISIANt COALNG.c.vciivreriiireiiesse et eres st re s sas s s ssesas s se s se e b nesebessresenes SO *Wansifonsisiategislared kademaricof Transitons Oplicatinc.

Ultr_awolet Qoalmg A A I LI A A gt il S $12 Piease nole: Your peovider raserves the righ! to not dispense malerials until all
Anti-Reflective Coating: Standard | Premium | UItra .........cccoovviiinciinniisceen, $35 | $48 | $60  appticable member cosls, fees and copayments have been collected. Contact

Polycarbonate Lenses
High-Index Lenses

$04-$30

lenses: Rouling eya examinations do nol include professional services for contact
lens evaluations. Any applicable fees above the evaluation and fiiting allowance
are the responsibilty of the member. If contact lenses are selected and fitied, they
may not ba exchanged for eyeglasses. Progressive lenses: If you are unable to

Progressive Lenses: Standard | Premium | Ultra ..., 350 | $90 | $140  agapt to progressive addition lenses you have purchased, convantional bifocals
. will ba supplied at no additional cosl; however, your copaymenl is nonrefundabls.
POIETIZEY LISTIE0E, oo vismvensm s s sy sy o T R T e e v R oy BIB ol ba comibthod wiitomerdiseotniter aliors Ploabs buoibad (acslors

Photochromic Lenses (i.e. Transitions®, etc.)®

....................................................................... $65

options and copaymeants apply to in-network benefits.

Scratch Protection Plan: Single Vision | Multifocal Lenses .......cc.cccovvvvenicieeiicecsee i $20 | $40

SPCVX00976web 6/23/16




Frequently Asked Questions

How can | contact Member Services?

Call 1.800.999.5431 for automated help 24/7. Live help is also
available seven days a week: Monday-Friday, 8 a.m.-11 p.m. |
Saturday, 9 a.m.-4 p.m. | Sunday, 12 p.m.-4 p.m. (Eastern Time).
(TTY services: 1.800.523.2847.)

What frames are in Davis Vision’s Collection?

Our Collection offers a great selection of fashionable and designer
frames, most of which are covered in full. No wonder 8 out of 10
members select a Collection frame. Log on to our member Web site
at davisvision.com and take a look!

When will | receive my eyewear?

Your eyewear will be delivered to your network provider generally
within five business days of order receipt. Special prescriptions,
lens coatings, provider frames or out-of-stock frames may delay the
standard turnaround time.

Do | need a claim form?
Claim forms are only required if you visit an out-of-network provider.
Claim forms are available on our member Web site.

Can | split my benefits?

You may split your benefits by receiving your eye examination and
eyeglasses or contact lenses on different dates or through different
provider locations. To maximize your henefit value we recommend
that all services be obtained from a network provider.

Can | use an out-of-network provider?

Yes; however, you receive the greatest value by staying in-network.
If you go out-of-network, pay the provider at the time of service, then
submit a claim to Davis Vision for reimbursement, up to the following
amounts: eye exam - $40 | single vision lenses - $40 | bifocal - $60
| trifocal - $80 | lenticular - $100 | frame - $50 | elective contacts -
$105 | visually required contacts - $225.

Are there any exclusions to the vision benefits?

Your vision plan does not cover medical treatment of eye disease
or injury; vision therapy; special lens designs or coatings, other
than those described herein; replacement of lost eyewear; non-
prescription (plano) lenses; contact lenses and eyeglasses in the
same benefit cycle; services not performed by licensed personnel;
two pair of eyeglasses in lieu of bifocals.

DAVIS VISION EXTRAS!

One Year Breakage Warranty Repair or replacement of
your plan covered spectacle lenses, Collection frame or frame from
a network retail location where the Collection is not displayed.

Greater Benefits Access a higher frame allowance by visiting a
Visionworks family of store locations”.

Additional Savings At most participating network locations,
members receive up to 20% off addilional eyeglasses, sunglasses
and items not covered by the benefit and 10% off disposable contact
lenses.”®

Mail Order Contact Lenses Replacement contacts (after
initial benefit) through www.DavisVisionContacts.com mail-order
service ensures easy, convenient, purchasing online and quick,
direct shipping to your door. Log on to our member Web site for
details.

Laser Vision Correction Up to 25% discount off participating
provider's U&C or 5% off advertised special (whichever is lower).
Log on to our member Web site for details and to locate a provider.

Low Vision Services Comprehensive low vision evaluation
once every five years and low vision aids up to the plan maximum.
Covers up to four follow-up visits in five years.

Eye Health & Wellness Log on and learn more about your
eyes, health and wellness; common eye conditions that can impair
vision; and what you can do to ensure healthy eyes and a healthier
life.

For more details... about your vision benefits, patient rights and
responsibilities, or more information about Davis Vision, please log
on to our member Web site or contact us at 1.800.999.5431.

Davis Vision has made every effort to correctly summarize your vision plan features
herein. In the event of a conflict between this information and your organization’s
contract with Davis Vision, the terms of the contract will prevail.

” Enhanced frame allowance available al all Visionworks Locations nationwide.

¥additional discounts not applicable at Walmart, Sam’s Club or Coslco locations.

Fully insured preduct Underwritten by HM Life Insurance Company. Administered by Davis Vislon, which
may operate as Davis Vision Insurance Administrators in Calfornia




Lea County Group Number: 30072336

Your Vision
Benefits Summary

Get the best in eye care and eyewear with LEA COUNTY
GOVERNMENT and VSP® Vision Care.

Using your VSP benéefit is easy.

o Create an account at vsp.com. Once your plan is effective,
review your benefit information.

o Find an eye care provider who’s right for you. The decision
is yours to make—choose a VSP doctor, a participating retail
chain, or any out-of-network provider. To find a VSP provider,
visit vsp.com or call 800.877.7195.

o At your appointment, tell them you have VSP. There’s no ID
card necessary. If you'd like a card as a reference, you can
print one on vsp.com.

That's it! We’ll handle the rest—there are no claim forms to
complete when you see a VSP provider.

Best Eye Care

You'll get the highest level of care, including a WellVision
Exam®- the most comprehensive exam designed to detect eye
and health conditions. Plus, when you see a VSP provider, you'll
get the most out of your benefit, have lower out-of-pocket costs,
and your satisfaction is guaranteed.

Choice in Eyewear

From classic styles to the latest designer frames, you'll find
hundreds of options. Choose from featured frame brands

like bebe®, Calvin Klein, Cole Haan, Flexon®, Lacoste, Nike, Nine
West, and more'. Visit vsp.com to find a Premier Program
location that carries these brands. Prefer to shop online? Check
out all of the brands at Eyeconic.com, VSP's online eyewear
store.

Plan Information

VSP Coverage Effective Date: 01/01/2017
VSP Provider Network: VSP Signature

LEA COUNTY GOVERNMENT and VSP provide you with an
affordable eyecare plan.

'Brands/Promotion subject to change.

©2014 Vision Service Plan. All rights reserved. VSP, VSP Vision care for life, and WellVision Exam
are registered trademarks of Vision Service Plan. Flexon is a registered trademark of Marchon
Eyewear, Inc. All other company names and brands are trademarks or registered trademarks
of their respective owners. 43859296-1

3
VSO,

Vision care for life

Lined Bifocal Lenses.

e

Your Coverage with a VSP Provider

o Focuses on your eyes and overall

WellVision
Exam wellness $10
o Every calendar year
Prescription Glasses $20
= $130 allowance for a wide selection
of frames
o $150 allowance for featured frame .
Included in
Frame brands Prescription
o 20% savings on the amount over your
Glasses
allowance
> $70 Costco® frame allowance
o Every other calendar year
= Single vision, lined bifocal, and lined
trifocal lenses Included in
Lenses o Polycarbonate lenses for dependent Prescription
children Glasses
o Every calendar year
o Standard progressive lenses $50
e Premium progressive lenses $80 - $90
Lens o Custom progressive lenses $120 - $160
Enhancements ° Average savings of 35-40% on other
lens enhancements
= Every calendar year
o $130 allowance for contacts; copay
Contacts does not apply
(instead of o Contact lens exam (fitting and Up to $60
glasses) evaluation)

o Every calendar year

Gl and Sungl

o Extra $20 to spend on featured frame brands. Go to
vsp.com/specialoffers for details.

o 30% savings on additional glasses and sunglasses,
including lens enhancements, from the same VSP provider
on the same day as your WellVision Exam. Or get 20%
from any VSP provider within 12 months of your last

Extra Savings WellVision Exam.

Retinal Screening
= No more than a $39 copay on routine retinal screening
as an enhancement to a WellVision Exam

Laser Vision Correction

o Average 15% off the regular price or 5% off the
promotional price; discounts only available from
contracted facilities

Your Coverage with Out-of-Network Providers
Visit vsp.com for details, if you plan to see a provider other than a VSP network provider.

up to $50
up to $70

Exam
Frame
Single Vision Lenses.......

Lined Trifocal Lenses .......... up to $100
Progressive Lenses ... up to $75
Contacts
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