Client Name: CASHIC-Schalment CSD
Client Number: 296678

Group Number: 10728335

Effective Date; 1/1/12027
Meglcal Benefits - -

2016 Benal"ts

Deductble

Medicare Advantage Renewal

2027 Renewal

2027 Benefits

|covered services, nol including Part D drugs)

Colnsurance {ses spedific benefits for cosl sharing) 0% 0% 0% 0%
In-Network Member Qut-of-Pocket Maximum Amount (This Is S
the most the member wil pay out-ol-pockel for their Medicare- $3,000 Nol Applicable $3,000 Not Applicable

Combined In and Out-of-Network Member Cut-of-Pocket
Maximum Amount (This is the most the member wif pay out-of-
pocket for their Medicare-covered services, not including Parl
D drugs)

$3,000

000

Physiclan and otfier Health Professional Services -

Office Visils - Primary Doglor
QOffice Visils - Specialist
Radiation Therapy
Emergency Room (wawed if admitted within 1 day) $50
Urgent Care £35
Ambutance (Emergent) 250
Ambulance (Non-Emergent) $50 $50
More than 20 Prevartive Sofvices - I Network “OutolNetwork. i
ncludes scree; and vacdines such as Flu, P ia,
:!:w{de'lsa, Hapgﬂﬂsm agian i neunR0s l Covered in Full Covered in Fu'l Covered in Full
BKile T I etWOTk: (OiR-or-Network “In-tatwork =
Hespital (Inpatent) $0 por stay $0 per stay $0 per stay $0 per slay
Observation Room/Oulpabent Surgery (Hospital) $50 $50 $50 $50
Outpatient Surgery (Ambulatory Cenler) $50 $50 $50 $50
Home Heakh Care 0% 0% 0% 0%
Skiled Nursing Faciity (100 days per benefit period) 0% days 1100 0% days 1-100 0% days 1-100 0% days 1-100

$0 Insida service area: 20% for $0 Insida service area: 20% for
; non-participating providers. non-parfcipatng providers.
Dialysls Outside service area: $0 for Qutside service area’ $0 for
non-participating providers, non-participating providars,
Mgnial HeallvGhehiical Dapendence Services S-EineNetwork Otol s ok S noutof-Network s ==
Mental Heath (Inpatient, 190-day Ifetime Fm) $0 per stay $0 per stay $0 per slay
Mentel Heakh (Outpatiant) $40 840 $40
Mental Heakh (Qutpatient with Psychiatris() $20 §$20 520
Alcohel Substance Abuse (Inpatent) $0 per stay $0 per stay $0 per stay
Alcohol Substanca Abuse {Oulpatient) §40
Laboratory. ! [ces vNetwork
aboralery Tesling (Pnysician Office/Free Stand: ng Lah) S0
Lakoralory Testing (Outpatienl Faciity) $0

X-1ays

Advanced Radiolgy (MRI, MRA, PET and CT)

Rehabilftatioh Services - W
Physical, Occupational, and Speech Therapy $20
Chiropractor Medicare Covered §$20

Acupunctura & Massage Therapy Annual Alowance

Cardiac Rehab

Vslon

Medical Vision Exam

Routne Vision Exam (Offered through Davls Vision)

Anrusl allowance (lanses and frames) Offered through Davis
Vision

hearing ald. Up to 2 hearing
alds per ysar.

alds per year.

[Reanng: S
" Diagnostic Hearing Exam 520
Routine Hearing Exam (TruHearing) $45 845 $45
TruHearing: You pay a $699 Not Applcable TruHearing: You pay a $§699 $500 maximum affowance
copay for the Advanced or a copay for the Advanced or @ combined In and out-6f-network
Hearing Aid Benefit (TruHearing) $999 copay for the Premum $999 copay for tha Premlum towards heanng aids that are not

hearing ald. Up te 2 hearing

tha Advanced or Premium
models,

Dantal s

Routns Dental

Suppliss, EqUipmant, and Devicas AR

Durable Medical Equipment $0 comprassion slockings; $0 all $0 compression stockings; $0 al
N other itams 0% other items 0%

; $0 diabetic shoesfinserts; $0 all $0 diabetic shoes/inserts; $0 all
Prosthalics other items other tems a%
Oxygen 0% 0% 0%
Diabstic Supplies 0% 0% 0

[Fiiieds Program: - =Network:~ = InNetwork:




Natiorwide Filness Nebwork

Nationwide Fitness Ne!work
stwork ==+

Immunosuppressive Drugs 0% 0% 0% 0%
Oral Chemotherapy Drugs 0% 0% 0% 0%
Fhyslclan Administered Injectablas 0% 0% 0% 0%
‘Nebulzer Inha'ation 0% 0% 0% 0%
Part B drugs {othm)

Rouhne Chropucic These are routine/not medi:aly
necessary services thal are not covered by Original

Maedicare. Chiropractic visits are fmnited to 12 visits per 320 $20 $20 g2
calendar year,
Routine Podiatry - These are routne/nol medically
necessary services that are nat cavered by Original
Meo'ocarer.yPodla':y visils are Imited to 3 \gim: calendar $20 320 10 $20
yoar,
Maal Plan - 2 meals per day up to 7 days upon dischary Covered for 1 meal per da: i Covered up to 2 meals per day .
from a2n Inpatient Hospp?tal o!: Ss;JF shay.‘f‘a & " uplo7? da}sp ' Not Applicable u: 1o 7 days e NotApplicavle
Over the Counter Drug Allowance Nol Covered Nok Appﬁcabfe " Not Covered Not Applicable
Prestription Diugs s FAH D ne e : T e S
True Oul of Pockel (TrOOP) co:ts Threshold $2,100 $2,400
~_Formulary Furdamental Performance
Medicare Excluded Part D Prescripton Drug Rider Nol Covered Not Coverad
Prescm»on Dedudsble ) Not A&plcab(e i
s (3 T Preferted G standerdn e e
Tier 1 (Preferred Generic) $0.00 $5.00 )
Tier 2 {Non-Preferred Generic) $10.00 £15.00
Tier 3 (gre.'erred. Brand & Generic) $25.00 $30.00
Tier 4 (Non—Preferred) £40.00 $45.00
Tier 5 (Speci $40.00 $45.00
[MENOrdoF Praker gmrm@o' : Rpreds Serpls AITASE
Tier 1 (Preferred Generic) $0.00 $10,00
Tier 2 (Non-Preferred Generic) $20.00 $30.00
Tier 3 (Preferred Brand & Generic) $50.00 $60.00
Tier 4 (Non-Preferred) $80.00 $20.00 .
Tier 5 (Specielty) $40.00 $45.00 $40.00 $45.00

- Retall or Mall Order -Tier 1 & 2 - Up lo a 100 day supply
- Retladl or Mad Order - Tier 3 & 4 - Up lo a S0 day supply
- Spedally Drugs are fmited lo a 31-day supply

- Retal or Mal Order -Tier 1 & 2 - Up to a 100 day supply
- Relail or Mal Order - Tier 3 & 4 - Up to a 90 day supply

Retall and Mail Order Days Supply Limit - Specialty Drugs are limited to a 31-day supply

Catastrophic Phase

After reaching the True Out of Pockel (TrOOP) costs of $2,1C0,
there is $0 member cost sharing for covered Part D drugs in the
catas'rophic coverage phase, including for covered insufin
products and Part D vaccinations.

After reaching the True Out of Pocket (TrOOP) costs of $2.400,
there is $0 member cost sharing for covered Par D drugs in the
calastrophic coverage phase, including for covered insulin
products and Part D vaccinations.

Total Premium'Per Membar; Per Month.
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Highmark Biue Stieid s a Madlcae Advantage HMO, FPO, asa’er Part D plan with a Medieare contrasL Erazlisnent in these plarg depends on costraclrenawal Bacety endior bereft pdministzation may be provided by of through 1be lilowing encities,
which are Independent iceasted of the Blue Cross Bive Shleld Assoclation:

Ceatral and Southe 251e°n PA Highmdrk Ing. G148 Highmark Bl Se'd, Highmark Health Inswarce Campasy, Highmat Choles Compary of Highmark Sertor Haatth Company.

Adirefessnces to "Highnark™ I this document arn reterences ta the Highmark compary 17st s provicing the mamber's bealih banefits or baaith bansfl sdministation andler la oo of more of e a¥ated Bt €amy
The Blue Shieldjc) and Shisld Syrrbol e registersd service maris of the Blse Cross Biue Shistd Association, 2a assoc’ation of Independent Blua Cross Blus Shiald Pass,

TruHearng bs 3 registered rademak ol TreHearing, Inc, 2 separate compasy, Davis Vision ls an indepesdant company that prowiie s the network and administers visicn benelits for Highmark mambers. Express Seripts? bs a sspirate company, Gther
Frermaclew/Physicinnd Providers are ralable la cur retwack,

Tre Flan cemples witk applzable FedorateMirg™s lsws asd doss nol Fscrminata on Una Dass of 1aze, color, natienal colgin, age, sabifly, crser

Peresybasia, Delawass, Wtsl Virgin'a, and New Yeoic 1-244-573-6930 (TTV:711)

Tenamos de ot Lacid cuaiquder pregurta que pusda tra pl £
pede ayudano. Este senvicio es pratis.
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vertos. Pasa chiener un intdrprete, si=plemente Kame &l ndmero conespondiente a wu eslada de residencia. Mgulea que hable espaicl

*The premiums reflected on this document do NOT include the $7.50 pcpm Amsure Fee*



