Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

TRS-ActiveCare: ActiveCare Primary

Coverage Period: 09/01/2022 - 08/31/2023
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
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 1-866-355-5999 or at

www.bcbstx.com/trsactivecare. 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.healthcare.gov/sbc-glossary/ or call 1-855-756-4448 to request a copy.

Important Questions

What is the overall

deductible? $2,500 Individual / $5,000 Family

Yes. Services that charge a copayment,
prescription drugs, and In-Network preventive care,
and diagnostic test are covered before you meet
your deductible.

Are there services covered
before you meet your
deductible?

Are there other deductibles

oo - No
for specific services?

What is the out-of-pocket

limit for this plan? $8,150 Individual / $16,300 Family

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

Premiums, balance-billing charges, and health care
this plan doesn’t cover.

Yes. See www.bcbstx.com/trsactivecare or call
1-866-355-5999 for a list of network providers.

Will you pay less if you
use a network provider?

Do you need a referral to

. Yes.
see a specialist?

Answers | 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 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
deductible amount. But a copayment or coinsurance may apply.

For example, this plan covers certain preventive services without cost sharing
and before you meet your deductible. See a list of covered preventive services at
www.healthcare.gov/coverage/preventive-care-benefits/.

You don't have to meet deductibles for 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.

Even though you pay these expenses, they don’t count toward the out-of-pocket

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.

This plan will pay some or all of the costs to see a specialist for covered services
but only if you have a referral before you see the specialist.
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45 Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common What You Will Pa Limitations, Exceptions, & Other
Medical Event Services You May Need In-Net.work Provider Out-of-Network Provider Important Information
ou will pay the least ou will pay the most

Includes Internist, General Physician,
Family Practitioner, Pediatrician,

$30 copayment/visit; Behavioral Health Physicians, or
Primary care visit to treat an injury | deductible does not apply; Not Covered Gynecologist.
orillness except 30% coinsurance for Virtual visits may be available, please
office surgery refer to your plan policy for more details;

TRS Virtual Health Medical Consult Fee:
Teladoc $12, RediMD $0.

$70 copayment/visit;
If you visit a health deductible does not apply;

Specialist visit Not Covered None

care provider’s except 30% coinsurance for
office or clinic office surgery
TRS Preventive Care -
. https://www.trs.texas.gov/Pages/healthcar
1 Chgrge, e_covered preventive care.aspx.
deductible does not apply; :
, You may have to pay for services that
Preventive except Not Covered aren’t preventive. Ask your provider if the
care/screening/immunization $30 PCP/$70 SPC |t DIEVETTIVe. your provider
Uvisit for heari services needed are preventive. Then
copaymentvisit for hearing or check what your plan will pay for.
eye exam N .
1 per plan year limitation for Hearing and
Eye exam.
No Charge: Outpatient Lab/X-ray services performed
Diagnostic test (x-ray, blood work) Arge, Not Covered at a hospital apply 30% coinsurance after
deductible does not apply .
If you have a test deductible.
o
Imaging (CT/PET scans, MRIs) S0 Gl TG Not Covered Preauthorization may be required.

deductible

* For more information about limitations and exceptions, see the plan or policy document at www.bcbstx.com/trsactivecare. Page 2 of 8
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Common .
Medical Event Services You May Need

What You Will Pa

In-Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other

If you need drugs to
treat your iliness or
condition

More information

about prescription

drug coverage is
available at

www.caremark.com

If you have
outpatient surgery

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

Generic drugs

Preferred brand drugs

Non-preferred brand drugs

Specialty drugs

Facility fee (e.g., ambulatory
surgery center)

Physician/surgeon fees

ou will pay the least

Copayment/prescription,
deductible doesn't apply to
non-specialty generics: $15
(Retail first fill), $30 (Retail
second fill - maintenance
drugs), $45 (Mail Order or
Retail-Plus)

30% coinsurance, after
deductible

50% coinsurance, after
deductible

30% coinsurance, after
deductible

30% coinsurance after
deductible
30% coinsurance after
deductible

ou will pay the most

See Limitations, Exceptions,
& Other Important
Information column for more
details.

See Limitations, Exceptions,
& Other Important
Information column for more
details.

See Limitations, Exceptions,
& Other Important
Information column for more
details.

See Limitations, Exceptions,
& Other Important
Information column for more
details.

See Limitations, Exceptions,
& Other Important
Information column for more
details.

Not Covered

Not Covered

Important Information

Covers 31-day supply (Retail), 60-90 day
supply (Mail Order or Retail-Plus).
Includes contraceptive drugs & devices
obtainable from a pharmacy. No charge
for preferred generic FDA-approved
women's contraceptives.

In-network: Precertification & step therapy
required. Your cost will be higher for
choosing Brand over Generics unless
prescribed Dispense as Written.
Qut-of-Network: Reimbursement is the
allowed amount for what would have been
charged by a network pharmacy less the
member cost share after the deductible.

All Specialty drugs must be filled at CVS
Specialty Pharmacy. Retail not covered.
31-day supply limit.

The PrudentRx Copay Program allows
you to get select specialty medications at
no cost to you. That means $0 out-of-
pocket (OOP) for any medications on your
plan’s exclusive Specialty Drug List when
you fill by CVS Specialty®. PrudentRx can
be reached at 1-800-578-4403 to address
any questions regarding the PrudentRx
Copay Program.

None

None
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Common Ll (Ll Limitations, Exceptions, & Other
Medical Event Services You May Need In-Network Provider Out-of-Network Provider Important Information
ou will pay the least ou will pay the most

Free Standing Emergency Rooms apply a

30% coinsurance after 30% coinsurance after $500 copayment per visit prior to the

Emergency room care T e deductible. Once the deductible and
deductible deductible . , o
copayment are applied, there is a 30%
If you need coinsurance.
immediate medical i i
attention Emergency medical 30% coinsurance after 30% coinsurance after Ground and air transporta.t|on covered.
transportation deductible deductible Non-emergency transport: not covered,

except if preauthorized.
$50 copayment/visit;

Urgent care deductible does not apply Not Covered None
Facility fee (e.g., hospital room) 80% coinsurance after Not Covered None
If you have a e deductible
. o
BB Physician/surgeon fees 324:1(:0—%?:[%”% after Not Covered None

Certain services must be preauthorized;
refer to benefits booklet for details.

30 copayment/office visit; , - )
$30 copayment Virtual visits are available through TRS-

If you need mental Outpatient services %‘mﬂgﬁi; ot apply Not Covered Virtual Health; Behavioral Health Consult
health, behavioral after deductible for Fees: Psychiatrist (Initial Visit) $70.00,
health, or substance other outpatient services Psychiatrist (Ongoing Visit) $70.00,
abuse services Psychologist, Licensed Clinical Social
Worker $70.00.
o
Inpatient services 30% coinsurance after Not Covered None

deductible

* For more information about limitations and exceptions, see the plan or policy document at www.bcbstx.com/trsactivecare. Page 4 of 8
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Common .
Medical Event Services You May Need

What You Will Pa

In-Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other

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.bcbstx.com/trsactivecare.

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

ou will pay the least

$30 copayment/office visit;
deductible does not apply

30% coinsurance after
deductible

30% coinsurance after
deductible
30% coinsurance after
deductible

$30 copayment/visit;
deductible does not apply

$30 copayment/visit;
deductible does not apply

30% coinsurance after
deductible

30% coinsurance after
deductible

30% coinsurance after
deductible

ou will pay the most

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Important Information

Copayment applies to first prenatal visit
(per pregnancy).

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).

None

Limited to 60 visits per plan year.

This includes physical therapy,
occupational therapy, and speech therapy.

Limited to 25 days per plan year.

Limited to 1 durable medical equipment for
same/similar purpose. Excludes repairs for
misuse/abuse.

None
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| What You Will Pay
Services You May Need In-Network Provider Out-of-Network Provider

Limitations, Exceptions, & Other
Important Information

Common

Medical Event (You will pay the least) (You will pay the most)

Children’s eye exam $70 colpayment/wsﬂ; Not Covered 1 routine eye exam/plan year if performed
deductible does not apply by an ophthalmologist or optometrist.
If your child needs
dental or eye care Children’s glasses Not Covered Not Covered None
Children’s dental check-up Not Covered Not Covered None

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 (with the exception of person with
e Dental care (Adult and Children) e Non-emergency care when traveling outside the U.S. diagnosis of diabetes)
o Weight loss programs (except for required
preventive services)

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

o Acupuncture (in lieu of anesthesia e Hearing aids (limited to $1,000 per 36 months for members age e Private-duty nursing

and nausea during pregnancy) 19 and older) « Routine eye care (Adult, 1 routine eye exam per
o Bariatric surgery (Limited to Blue o Infertility treatment (Limited to the diagnosis & treatment of plan year)

Distinction Center Plus. 30% after underlying medical condition)

deductible. $5,000 per procedure
copayment for professional charges.)

o Chiropractic care (35 visits per plan
year)

* For more information about limitations and exceptions, see the plan or policy document at www.bcbstx.com/trsactivecare. Page 6 of 8
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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 plan at 1-866-355-5999, 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.

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 Texas at 1-866-355-5999 or visit www.bcbstx.com/trsactivecare, 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 Texas Department of Insurance's Consumer Health Assistance Program at 1-800-252-3439 or visit www.texashealthoptions.com.

Does this plan provide Minimum Essential Coverage? Yes
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid,
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet the Minimum Value Standards? 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 1-866-355-5999.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-355-5999.
Chinese (H130): AR FFZE P SCAYEE), 1BIRFTXAS 515 1-866-355-5999.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-866-355-5999.

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 =,
u
L J

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

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

Peg is Having a Baby

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

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

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

hospital delivery)

B The plan’s overall deductible $2,500
M Specialist copayment $70
M Hospital (facility) coinsurance 30%
B Other coinsurance 30%

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 $2,500

Copayments $40

Coinsurance $2,700

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $5,300

controlled condition)

M The plan’s overall deductible $2,500
W Specialist copayment $70
M Hospital (facility) coinsurance 30%
B Other coinsurance 30%

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

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

Deductibles $2,500

Copayments $500

Coinsurance $400

What isn’t covered
Limits or exclusions $20
The total Joe would pay is $3,420

up care)
M The plan’s overall deductible $2,500
W Specialist copayment $70
M Hospital (facility) coinsurance 30%
M Other coinsurance 30%

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

Diagnostic test (x-ray)

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

Total Example Cost $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $2,100
Copayments $300
Coinsurance $0
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $2,400

*Note: This plan has other deductibles for specific services included in this coverage example. See "Are there other deductibles for specific services?” row above.

The plan would be responsible for the other costs of these EXAMPLE covered services.
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@ BlueCross BlueShield of Texas

If you, or someone you are helping, have questions, you have the nght 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.

T QU g e S ) 8 e 28y el o Sl eThadl Lans 85 e Jeal o658 pa sie il SIS (553 e izl Dy 5 g el Cilagleall g aclaall o Jpeand) 8 el sl Al sl gasd gal g Sl 8 o)
Arabic _855-7T10-6984 o (i ddL, Sl Y
gEhx RE, S EA RS S, Shit FREN, EEEN RIS EEEAEMAAR. A—UiEES, BHENEENTEFESENEFRBEERS. WREFREE 8 FY
Chinese 8+, iEHIE 8557106984
Frangais Sivous, ou quelgu'un que vous &tes en train d'aider, avez des guestions, vous avez le droit d'obtenir de I'aide et l'information dans votre langue & aucun coldt. Pour parler & un interpréte, composez le numéro du service
French 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 B55-710-6984.

Deutsch Falls Sie cder jemand, dem Sie helfen, Fragen haben, haben Sie das Recht, kostenlose Hilfe und Informationen in Ihrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprachen, 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.

aperatdl %l dnel wata dil wee 59l 260 sla 2l Sl oflw calsaa sl ol W goullan w18 cud seal M2, dMzL deaueedl siSedl wen wudet ouss Al ootz U siet 520wl

Gujarati WU HeaAUE =l Yrtal sla, wac wu=ll wd 518 A=l dl 855-710-6984 <oz uz siel sl

f&er =g AT, AT A TSTHHT WGl & 16 & S8, T &, dl ATIeh] 3911 AT A - 2[eeh eracl A AT 91o Fiet o1 HTUHHE § | T Hejarges 8 ard Hi- & a0, H9 g &1 & did

Hindi 2T 7T0 aE e TaT T 9T i e | TTe AT HEET AT &, AT HIYSh 9TH IS A%T &, of 855-710-6984 9T &hi of i |

A4 IHEAE., TR SEROGORNOFTEL. THEA S wELES, CHEOHBTHA—PEZULEY., BHEAFLENT A LATELT. HEd 0 s¢A. 8

Jaha‘r:;”se RMEBFSNEHE, Av/ i—A—FOEDARAZ>—H—EAFSEITHEFE(LS V. AV A—THOEE LA — FEER5TL AL 855-710-6084 £ THEIG X
S,

=M Qe et E= Aot s= A0 220 AULE ASE RFER IS S EHE Ao CHE = == 2ol USULL EE IIE S BN A=DH HHABER

Korean HEtotE A2 F 20| OtLAIHLE ZEEI SI2 A1 H 855-710-65984 22 B S FHA 2.

wIzono | tavian f'.r:lﬁuﬁ)ﬁﬁuﬁﬂﬁg‘!ﬁnuudDmtﬁsﬁé‘m‘w, vprvhSo2cSimaugoscdie oy éaﬂjcﬂuUu'aﬂ':gsgui‘mlo'?ombﬁdﬂﬁéqu cadusivurscUwz, llnmacands

Laofian nougneaidddmdigostngnesguion favautcsvszngn. & vhvo loilvmach 855-710-6984.

Diné T"aa m1. ¢1 doodago fa'da bika ananilwo'igii, na‘idilkadgo. ts"ida bee na ahoot1'1” t"aa nilk'e nika a’doolwol. Ata” halne’i bich’1" hadeesdzih ninizingo ¢1 kwe'¢ da’iniishg: aka anidaalwo'igil bich®

Mavajo hodiilmh, bee néchozmn bine'dée” bikaa’. Koji atah naaltsoos na hadit’¢¢goo ¢i doodago bee né¢hozinigii adingo koji® hodiilmh 855-710-0984.

R Lad Oy pame ISy 3a4S (ghs jladdy (g 0e Cilans Lo oalad an e S L 08 Cipn il ity o Cile D 5 Sl B sl cass gl 3424 350 1 ol Bl aB3h N o€ eSS Sl laduS L8 Las S
Persian et Jeals palad 85571046984 o et L 2 plad Cygeme 1S L eafliant gome 1 3 80 (el ol eali z 0
Pycormi Ecnu y Bac WnK yenoBexa, KOTOPOMY Bbl NOMOTAETE, BO3HUEIM BOMPOCKI, ¥ BAC ECTL NPaso Ka BecnnaTHylo NoMOoLs W MHCOPMALMI0, MPEAOCTAENEHHYD HA BALEM R3bke. YT0DOR NOrOBOPUTL C NEPEEOAYMHOM, TIO3BOHUTE
Russian B oTOen 0BCNyMBaHNA KIWEHTOE No Tenedory, YKa3aHHOMY Ha obpaTHOA cTopoHe Bawell KApTOUKK YUaCTHWHEA. ECNK BbI HE ABNRETECE YUACTHHKOM MMM Y BAC HET KAPTOUKM, NO3BOHWTE no Tenedony 855-710-6984.
Espafiol Siusted o alguien a quien usted esta ayudando tiene preguntas, tiene derecho a obtener ayuda e informacion en su idioma sin costo alguno. Para hablar con un intérprete comuniquese con el nimero del Servicio al
Spanish Cliente que figura en el reverso de su tarjeta de miembro. 5i usted no es miembro o no posee una tarjeta, llame al 855-710-6984.

Tagalog Kung ikaw, o ang isang taong iyong finutulungan ay may mga tancng, 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, tumawag sa 855-710-6984.

520 S s SIS g e Bl € RO s e g Ga 1 8 el lagles g ane G e by G S0 A i Jlee A e oSl (S e ot 80T E
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Tiéng Viat NEu quj vi hodc ngueii ma quy vi giip d& c6 bat ky cdu hdi nao, quy vi co quyén dwge hd tro va nhin thong tin bing ngdn ngiF cda minh mién phi. D& nai chuyén vdi thing dich vién, goi so dich vu khach
Vietnamese hang nim & phia sau thé hdi vién cla quy vi. Néu quy vi khiing phai 1 hii vién hodc khdng cd thé, goi s0 B55-710-6984.
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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.

300 E. Randolph St.
35th Floor

Office of Civil Rights Coordinator Phone: 855-664-7270 (voicemail)
TTY/TDD: 855-661-6965
Fax: 855-661-6960
Email: CivilRightsCoordinator@hcsc.net

Chicago, IL 60601

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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