Summary of Benefits and Coverage: What This Plan Covers & What You Pay for Covered Services Coverage Period: on or after 07/01/2017
Blue Care Elect Preferred 90 Copay Mount Holyoke College Coverage for: Individual and Family | Plan Type: PPO

4 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, see www.bluecrossma.com/coverage-info.

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.bluecrossma.com/sbcglossary or call 1-888-456-1351 to request a copy.

Important Questions Why This Matters:

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

What is the overall $250 member / $500 family.

deductible? individual deductible until the total amount of deductible expenses paid by all family members meets the
overall family deductible.
Yes. In-network preventive and
. prenatal care, most office visits, This plan covers some items and services even if you haven't yet met the deductible amount. But a
Are there services h L | h . F ie. this ol — . ith
covered before you meet t.e.rapy VISItS', menta healt copaymept or coinsurance may apply. For example, this plan covers certain preyentwe services without
. visits, prescription drugs; cost sharing and before you meet your deductible. See a list of covered preventive services at

your deductible? : .

emergency room, emergency https://www.healthcare.gov/coverage/preventive-care-benefits/.

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

For medical benefits, $2,000
What is the out-of-pocket | member / $4,000 family; and for
limit for this plan? prescription drug benefits, $1,000
member / $2,000 family.
Premiums, balance-billed
charges, and health care this plan = Even though you pay these expenses, they don't count toward the out-of-pocket limit.
doesn't cover.

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 not included in
the out-of-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, 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.

Yes. See
Will you pay less ifyou  www.bluecrossma.com/findadoct
use a network provider? | or or call 1-800-821-1388 for a list
of network providers.

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

In-Network
(You will pay the

Out-of-Network
(You will pay the

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

Specialist visit

Preventive care/screening/immunization

$15 / visit

$15/ visit, $15 /
chiropractor visit

No charge

20% coinsurance

20% coinsurance;
20% coinsurance /
chiropractor visit

20% coinsurance

Deductible applies first for out-of-
network

Deductible applies first for out-of-
network

Deductible applies first for out-of-
network; limited to age-based
schedule and / or frequency. 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.

Diagnostic test (x-ray, blood work)

10% coinsurance

30% coinsurance

Deductible applies first

Ifyou have a test Imaging (CT/PET scans, MRIs) 10% coinsurance 30% coinsurance Deduptlb!e el s pre-
authorization may be required
$10/ retail supply or
Generic drugs $20 / mail service Not covered
supply Up to 30-day retail (90-day mail
L you_l:ieed (L5 t:_:_r ol $30/ retail supply or service) supply; cost share may be
yourifiness or condition Preferred brand drugs $60 / mail service Not covered waived for certain covered drugs and
Ao n.\ftt)_rma;uon e supply supplies; pre-authorization required for
prescription drug coverage $50 / retail supply or certain drugs
's available at Non-preferred brand d $100 / mail servi Not covered
e ey e preferred brand drugs mail service ot covere
ications supply
I Applicable cost share When obtained from a designated
Specialty drugs (generic, preferred, Not covered specialty pharmacy; pre-authorization

non-preferred)

required for certain drugs

If you have outpatient
surgery

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

$250 / admission
No charge

20% coinsurance
20% coinsurance

Deductible applies first
Deductible applies first
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Common
Medical Event

Services You May Need

What You Will Pa

In-Network
(You will pay the

Out-of-Network
(You will pay the

Limitations, Exceptions, & Other
Important Information

If you need immediate
medical attention

least)

most)

| Copayment waived if admitted or for

Emergency room care $150 / visit $150 / visit observation stay
Emergency medical transportation 10% coinsurance 10% coinsurance None |
Urgent care $15/ visit 20% coinsurance Deductible aﬁgﬁzfﬁm for out-of-

If you have a hospital stay

Facility fee (e.g., hospital room)

10% coinsurance

30% coinsurance

Deductible applies first; pre-
authorization required

Physician/surgeon fees

10% coinsurance

30% coinsurance

Deductible applies first; pre-
authorization required

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

Outpatient services

Inpatient services

$15/ visit

10% coinsurance

20% coinsurance

30% coinsurance

Deductible applies first for out-of-
network; pre-authorization required for
certain services
Deductible applies first; pre-
authorization required for certain
services

If you are pregnant

Office visits

No charge for
prenatal care; 10%
coinsurance for
postnatal care

20% coinsurance for

prenatal care; 30%
coinsurance for
postnatal care

Childbirth/delivery professional services
Childbirth/delivery facility services

10% coinsurance

10% coinsurance

30% coinsurance

30% coinsurance

Deductible applies first except for
in-network prenatal care; cost sharing
does not apply for in-network
preventive services; maternity care
may include tests and services
described elsewhere in the SBC
(i.e. ultrasound)
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Common
Medical Event

Services You May Need

(You will pay the

Out-of-Network
(You will pay the

Limitations, Exceptions, & Other
Important Information

If you need help recovering
or have other special health
needs

Home health care

Rehabilitation services

Habilitation services

Skilled nursing care

Durable medical equipment

Hospice services

least)

10% coinsurance

$15 / visit

$15/ visit

10% coinsurance

20% coinsurance

10% coinsurance

most)

30% coinsurance

20% coinsurance

20% coinsurance

30% coinsurance

40% coinsurance

30% coinsurance

Deductible applies first; pre-
authorization required
Deductible applies first for out-of-
network; limited to 100 visits per
calendar year (other than for autism,
home health care, and speech
therapy)

Deductible applies first for out-of-
network; rehabilitation therapy
coverage limits apply; cost share and
coverage limits waived for early
intervention services for eligible
children
Deductible applies first; limited to 100
days per calendar year; pre-
authorization required
Deductible applies first; in-network
cost share waived for one breast
pump per birth (20% coinsurance for
out-of-network)
Deductible applies first; pre-
authorization required for certain
services

If your child needs dental or
eye care

Children’s eye exam

Children’s glasses

Children’s dental check-up

No charge

Not covered
No charge for
members with a cleft
palate / cleft lip
condition

20% coinsurance

Not covered
20% coinsurance for
members with a cleft

palate / cleft lip
condition

Deductible applies first for out-of-
network; limited to one exam per
calendar year

None

Limited to members under age 18;
deductible applies first for out-of-
network
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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 Acupuncture e Cosmetic surgery e Long-term care
o Children's glasses e Dental care (Adult) e Private-duty nursing
Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
o Bariatric surgery e Infertility treatment ¢ Routine foot care (only for patients with systemic
e Chiropractic care e Non-emergency care when traveling outside the circulatory disease)
o Hearing aids ($2,000 per ear every 36 months us. e Weight loss programs ($150 per calendar year per
for members age 21 or younger) ¢ Routine eye care - adult (one exam per calendar policy)
year)
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: the
U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform and the U.S. Department of Health and
Human Services at 1-877-267-2323 x6156 or www.cciio.cms.gov. Your state insurance department might also be able to help. If you are a Massachusetts resident, you can
contact the Massachusetts Division of Insurance at 1-877-563-4467 or www.mass.gov/doi. 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 possibly buying individual coverage through a state exchange, you can contact your state’s marketplace, if applicable. If you are a Massachusetts resident,
contact the Massachusetts Health Connector by visiting www.mahealthconnector.org. For more information on your rights to continue your employer coverage, contact your
plan sponsor. (A plan sponsor is usually the member's employer or organization that provides group health coverage to the member.)

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 the
Member Service number listed on your ID card or contact your plan sponsor. (A plan sponsor is usually the member’s employer or organization that provides group health
coverage to the member.) You may also contact The Office of Patient Protection at 1-800-436-7757 or www.mass.gov/hpc/opp.

Does this plan provide Mininum 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.

Disclaimer: This document contains only a partial description of the benefits, limitations, exclusions and other provisions of this health care plan. It is not a policy. It is a
general overview only. It does not provide all the details of this coverage, including benefits, exclusions and policy limitations. In the event there are discrepancies between
this document and the policy, the terms and conditions of the policy will govern.

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

6 of 7



About these Coverage Examples:

Peg is Having a Baby

(9 months of in-network prenatal care and a hospital

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

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.

Jacquie’s Simple Fracture
(in-network emergency room visit and follow-up care)

delivery)

M The plan’s overall deductible $250
M Delivery fee coinsurance 10%
M Facility fee coinsurance 10%
M Diagnostic tests coinsurance 10%
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 $12,713
In this example, Peg would pay:

Cost Sharing
Deductibles $250
Copayments $16
Coinsurance $1,222

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $1,548

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

* Registered Marks of the Blue Cross and Blue Shield Association. ® 2017 Blue Cross and Blue Shield of Massachusetts, Inc., and Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.

condition)
M The plan’s overall deductible $250
W Specialist visit copay $15
M Primary care visit copay $15
M Diagnostic tests coinsurance 10%

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 $7,389
In this example, Joe would pay:

Cost Sharing
Deductibles $134
Copayments $1,120
Coinsurance $0

What isn’t covered

Limits or exclusions $55
The total Joe would pay is $1,309

M The plan’s overall deductible $250
W Specialist visit copay $15
B Emergency room copay $150
B Ambulance services coinsurance 10%

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 $1,925
In this example, Jacquie would pay:
Cost Sharing
Deductibles $0
Copayments $225
Coinsurance $59
What isn’t covered
Limits or exclusions $0
The total Jacquie would pay is $284
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-ﬂm.@ MCC Compliance

for Massachusetts residents that went into effect January 1, 2014,
as part of the Massachusetts Health Care Reform Law.

‘ This health plan meets Minimum Creditable Coverage Standards

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross
and Blue Shield Association. © 2016 Blue Cross and Blue Shield of Massachusetts. Inc., and Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
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@@ Nondiscrimination Notice

Blue Cross Blue Shield of Massachusetts complies with applicable federal civil
rights laws and does not discriminate on the basis of race, color, national origin,
age, disability, sex, sexual orientation, or gender identity. It does not exclude
people or treat them differently because of race, color, national origin, age,
disability, sex, sexual orientation, or gender identity.

Blue Cross Blue Shield of Massachusetts provides:

e Free aids and services to people with disabilities to communicate effectively
with us, such as qualified sign language interpreters and written information in
other formats (large print or other formats).

* 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, call Member Service at the number on your ID card.

If you believe that Blue Cross Blue Shield of Massachusetts has failed to provide
these services or discriminated in another way on the basis of race, color, national
origin, age, disability, sex, sexual orientation, or gender identity, you can file a
grievance with the Civil Rights Coordinator by mail at Civil Rights Coordinator,
Blue Cross Blue Shield of Massachusetts, One Enterprise Drive, Quincy, MA
02171-2126; phone at 1-800-472-2689 (TTY: 711); fax at 1-617-246-3616; or
email at civilrightscoordinator@bcbsma.com.

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, online at ocrportal.hhs.gov; by mail at
U.S. Department of Health and Human Services, 200 Independence Avenue, SW
Room 509F, HHH Building, Washington, DC 20201; by phone at 1-800-368-1019
or 1-800-537-7697 (TDD).

Complaint forms are available at hhs.gov.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross
and Blue Shield Association. © 2016 Blue Cross and Blue Shield of Massachusetts. Inc., and Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
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@@ Translation Resources

Proficiency of Language Assistance Services

Spanish/Espaiiol: ATENCION: Si habla espafiol, tiene a su disposicidon senvicios gratuitos
de asistencia con el idioma. Llame al nimero de Servicio al Cliente que figura en su tarjeta de
identificacion (TTY: 711).

Portuguese/Portugués: ATENCAO: Se fala portugués, séo-Ihe disponibilizados gratuitamente
senvigos de assisténcia de idiomas. Telefone para os Servigos aos Membros, através do nimero no
seu cartao ID (TTY: 711).

Chinese/BEH3: /T & MEBHPL, RNAIOEBEFBIZBHES HEBIRS. 1HKRITE D £LEH
SRS RRSZE (TTY S5 711) &

Haitian Creole/Kreyol Ayisyen: ATANSYON: Si ou pale kreydl ayisyen, sevis asistans nan lang
disponib pou ou gratis. Rele nimewo Sévis Manm nan ki sou kat Idantitifkasyon w lan (Sévis pou
Malantandan TTY: 711).

Vietnamese/Tiéng Viét: LUU Y: Néu quy vi n6i Tiéng Viét, cac dich vu hd trg ngdn nglr dugc cung cdp cho
quy vi mién phi. Goi cho Dich vy Hbi vién theo s6 trén thé ID ctia quy vi (TTY: 711).

Russian/Pycckuin: BHUIMAHWE: ecnn Bbl roBopuTe No-pyccku, Bol MOXeTe BOCMONb30BaThbCA 6ecrnnaTHbIMM
ycnyramu nepesogunka. lNo3soHuTe B oT1AeN 06CNYKMBAHUA KNMEHTOB NO HOMEPY, yKa3aHHOMY B Bawwen
naeHTMduKaumnoHHom Kapte (tenetann: 711).

Arabic/ s:

sl Slaz) sk Blhy e 52kl (31 e elashl Slasy Ll .l duudly Blone Lygalll Baclukl Slads 358 o yall Balll Gamss S 13] zolis]

(711 TTY” Sy gall gatl

Mon-Khmer, Cambodian/ig: MifjS&nnis [prisiigafuntwman igi
UNSSWMENRAARIG ANGIANSUNUHA T yugidniFigaruhumiamuine
1100 G N AU S SIURTHA (TTY: 711)1
French/Francgais: ATTENTION : si vous parlez frangais, des services d'assistance linguistigue sont
disponibles gratuitement. Appelez le Service adhérents au numéro indiqué sur votre carte d'assuré

(TTY : 711).

ltalian/Italiano: ATTENZIONE: se parlate italiano, sono disponibili per voi servizi gratuiti di assistenza
linguistica. Chiamate il Servizio per i membri al numero riportato sulla vostra scheda identificativa

(TTY: 711).

Korean/&H50{: =2|: 5t=0{E AIESIA|= %, 20] X[ MH|AE FEZ 0|35t 5
USLICEH #Hste| D 7t=0l Ue MIHSTTY: 711)E ALSsH0] 3[3 A{d| A0 MESHAAIL.
Greek/Anvika: NMPOXOXH: Edv pi\dte ENnvikd, SiatiBevtal yia oag unnpeoie yAwooikr¢ Bor\Belag,

Swpedv. Kaaéote tnv Yrinpeoia E€unnpétnong MeAwv otov aplBud tne kdptag péhoug oag (ID Card)
(TTY:711).

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association



Polish/Polski: UWAGA: Osoby postugujace sie jezykiem polskim mogg bezptatnie skorzysta¢ z pomocy
jezykowej. Nalezy zadzwoni¢ do Dziatu obstugi ubezpieczonych pod numer podany na identyfikatorze
(TTY:711).

Hindi/f@dY: earer &: afg 3ma Ry Stora €, at 7w ¥graar |are, 39 & fav @:eqes
IqeY &1 HEET VATHT F IUF HED. FE W BT AT Fa€ W Hrel FY @A as. 711).

Gujarati/oevaldl: 241 21Ul 671 dH Lsr2Lel olAdl €1, dl dHed HMISIA ASIAAL AL (Gl HEl Guaoy 89,
AHIL 2USEL 518 WR 2UUAL 4012 U2 Member Service < sid 2L (TTY: 711).

Tagalog/Tagalog: PAUNAWA: Kung nagsasalita ka ng wikang Tagalog, mayroon kang magagamit na
mga libreng serbisyo para sa tulong sa wika. Tawagan ang Mga Serbisyo sa Miyembro sa numerong
nasa iyong ID Card (TTY: 711).

Japanese/B&:E: PHISE HAEEPFELICEDAIRERDSET VARV AY—EZA%ET
%_ME c/ﬂmﬂi%uro DA—RICEREHDBEESEEBLTAV/N\——ERETHBEEILETN
TTY. 711),

German/Deutsch: ACHTUNG: Wenn Sie Deutsche sprechen, steht Innen kostenlos fremdsprachliche
UnterstUtzung zur Verfugung. Rufen Sie den Mitgliederdienst unter der Nummer auf Ihrer ID-Karte an

(TTY: 711).

Persian/luwl:
Sl )8 (g0 1 odiee R et 3,8 e 18 et sl s 0D pge (U5 SaS lesst sl () et 05 S ipgd
(TTY: 711) 00,85 (lad cliac] ledsr 2y b s

L,ao/WI57290: 20011F1A: 119c39cGIWIFINVLG, HNIVLINIWFoLBBMIVWITI LIV
UCILOI. WMEIWOINITELIFNHTVIBCINIVETLE L0289 (TTY: 711),
Navajo/Diné Bizaad: BAA AKOHWIINDZIN DOOIGI: Diné k’ehji yaniltt’i’go saad bee yat’i’ éi
t’aajiik’e bee nika’a’doowotgo éi na’ahoot’i’. Dii bee anitahigi ninaaltsoos bine’déé’ nbomba bika’igiiji’
béésh bee hodiilnih (TTY: 711).

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross
and Blue Shield Association. © 2016 Blue Cross and Blue Shield of Massachusetts. Inc., and Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
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