Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period:07/01/2025 - 06/30/2026

Horizon BCBSN]J: CPC Integrated Health, Inc. Coverage for: All Coverage Types Plan Type: EPO

{+  The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the
u 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. Benefits may change upon renewal. For more information about your coverage, or to get
a copy of the complete terms of coverage, visit Member Online Services at www.HorizonBlue.com/members or by calling 1-800-355-
BLUE(2583). If you do not currently have coverage with Hotizon BCBSN]J you can view a sample policy here, HorizonBlue.com/sample-
benefit-booklets. 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.cciio.cms.gov or call 1-800-355-BLUE(2583) to request

a copy.

Important Questions

Answers Why This Matters:

What is the overall
deductible?

Are there services covered
before you meet your
deductible?

Are there other deductibles

for specific services?

What is the out-of-pocket
limit for this plan?

What is not included in the
out-of-pocket limit?
Will you pay less if you use
a network provider?

Do you need a referral to
see a specialist?

(00852¢1:0060;0061)M/CP

$1,000.00 Individual/$2,000.00  Generally, you must pay all of the costs from providers up to the deductible amount
Family per contract for in-network.  before this plan begins to pay. To meet the overall family deductible, a combination
2 per Family. of the deductible amounts for all or some of the family members must be combined
with no one family contributing more than the individual deductible amount before
the plan begins to pay.
Yes. Preventive care is covered before This plan covers some items and services even if you haven’t yet met the deductible
you meet your 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
https://www.healthcare.gov/coverage /preventive-care-benefits/.

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

For in-network Health providers The out-of-pocket limit is the most you could pay in a year for covered services. If
$3,500.00 Individual/$7,000.00  you have other family members in this plan, they have to meet their own out-of-
Family._Aggregate Family. pocket limits until the overall family out-of-pocket limit has been met.

Premiums, balance-billing charges and Even though you pay these expenses, they don’t count toward the out-of-pocket
health care this plan doesn’t cover. limit.

Yes. See www.HotizonBlue.com or  This plan uses a provider network. You will pay less if you use a provider in the plan's
call 1-800-355-BLUE(2583) for a list network. You will pay the most if you use an out-of-network provider , and you

of network providers. Benefits might receive a bill from a provider for the difference between the provider's charge
provided by in-network providers and and what your plan pays (balance billing). Be aware your network provider might use
BlueCard PPO providers are at the in- an out-of-network provider for some services (such as lab work). Check with your

network level of benefits. provider before you get services.
No. You can see the specialist you choose without a referral.
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T All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common What You Will Pa

Medical Event Services You May Need Network Provider Out-of-Network  |Limitations, Exceptions, & Other
(You will pay the | Provider(You will pay Important Information
least) the most)

If you visit a health  |Primary care visit to treat an $20.00 Copayment per [Not Covered. Horizon CareOnline telemedicine

care provider’s office |[injury or illness visit. $15.00 Copayment services is an additional telemedicine

or clinic per visit applies only to feature provided through Horizon
Horizon CareOnline. BCBSN]'s telemedicine vendor.
Deductible does not apply.

Specialist visit $40.00 Copayment per [Not Covered.

visit. $15.00 Copayment
per visit applies only to
Horizon CareOnline.

Deductible does not apply.

Preventive No Charge. Deductible  [Not Covered. One per calendar year. You may have
care/screening/immunization  |does not apply. 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.

If you have a test Diagnostic test (x-ray, blood No Charge for Office, INot Covered. none
work) Independent Laboratory.

Deductible does not apply.

20% Coinsurance for
Outpatient Hospital.

Imaging (CT/PET scans, MRIs) [20% Coinsurance for [Not Covered. none
Outpatient Hospital.

If you need drugs to |Generic drugs $15.00 copay/prescription (retail) Covers up to a 30-day supply (retail
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Common What You Will Pa

Medical Event Services You May Need Network Provider Out-of-Network  |Limitations, Exceptions, & Other
(You will pay the | Provider(You will pay Important Information
least) the most)
treat your illness or $30.00 copay/prescription (extended retail) prescription); 90-days supply (extended
condition $30.00 copay/prescription (mail-order) retail and mail order prescription
Deductible does not apply. Once the
Preferred brand drugs $35.00 copay/ prescription (retail) out-of-pocket maximum has been met,
$70.00 copay/prescription (extended retail) prescription drugs shall be covered at
$70.00 copay/prescription (mail-order) 100% for the remainder of the calendar
Non-preferred brand drugs $50.00 copay/prescription (retail) year.

$100.00 copay/prescription (extended retail)
$100.00 copay/prescription (mail-order)

If you have Facility fee (e.g., ambulatory 20% Coinsurance for [Not Covered. Procedures related to Spine Surgery are

outpatient surgery surgery center) Outpatient Hospital, subject to pre-service and post-service
[Ambulatory Surgical utilization management review.
Center.

Physician/sutgeon fees 20% Coinsurance for [Not Covered. Procedures related to Spine Surgery are

Outpatient Hospital, subject to pre-service and post-service
[Ambulatory Surgical utilization management review. 20%
Center. Coinsurance for in-network anesthesia

in an Outpatient Hospital, Ambulatory
Surgical Center.

If you need Emergency room care $100.00 Copayment per  [$100.00 Copayment per  [Copayment waived if admitted within
immediate medical visit then 20% visit then 20% 24 hours. Out-of-network payment at
attention Coinsurance for OutpatientiCoinsurance for Outpatientfthe in-network level of benefits applies
Hospital. Deductible does [Hospital. Deductible does |only to true medical emergencies and
not apply. not apply. accidental injuries.
Emergency medical 20% Coinsurance. [Not Covered. none
transportation
Urgent care $40.00 Copayment per Not Covered. none
visit. Deductible does not
apply.
If you have a Facility fee (e.g., hospital room) |20% Coinsurance for [Not Covered. Requires pre-approval. 20% penalty
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What You Will Pa

Network Provider Out-of-Network
Provider(You will pay

Common

Medical Event Limitations, Exceptions, & Other

Important Information

Services You May Need

(You will pay the

hospital stay

Inpatient Hospital.

applies for non-compliance.

Physician/surgeon fees 20% Coinsurance for [Not Covered. 20% Coinsurance for in-network
Inpatient Hospital. anesthesia.
If you need mental  |Outpatient services 20% Coinsurance for [Not Covered. none
health, behavioral Outpatient Hospital.
health, or substance |[npatient services 20% Coinsurance for [Not Covered. Requires pre-approval. 20% penalty
abuse services Inpatient Hospital. applies for non-compliance.
If you are pregnant  |Office visits $20.00 Copayment per visit[Not Covered. Cost sharing does not apply for

for Office. $40.00

Copayment per visit for
Specialist. Deductible does

not apply.

preventive services. Maternity care may

include tests and services described
elsewhere in the SBC (i.e. Ultrasound).

Childbirth/delivery professional [20% Coinsurance for INot Covered. Not covered - for Child.
services Inpatient Hospital.
Childbirth/delivery facility 20% Coinsurance for [Not Covered. Requires pre-approval. 20% penalty
services Inpatient Hospital. applies for non-compliance. Not
covered - for Child.
If you need help Home health care 20% Coinsurance. [Not Covered. Requires pre-approval. 20% penalty
recovering or have applies for non-compliance.
other special health  [Rehabilitation services 20% Coinsurance for [Not Covered. Requires pre-approval. 20% penalty
needs Inpatient Hospital. applies for non-compliance. In-network
Habilitation services 20% Coinsurance for [Not Covered. inpatient physical rehabilitation day

Inpatient Hospital.

limit is 60 days.

Skilled nursing care

20% Coinsurance for
Inpatient Facility.

Not Covered.

Requires pre-approval. 20% penalty
applies for non-compliance. In-
[Network inpatient skilled nursing
facility days are limited to 100 days.

urable medical equipment

20% Coinsurance.

Not Covered.

Requires pre-approval. 20% penalty
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Common What You Will Pa

Medical Event Services You May Need Network Provider Out-of-Network  |Limitations, Exceptions, & Other
(You will pay the | Provider(You will pay Important Information
Hospice services 20% Coinsurance for [Not Covered. applies for non-compliance.
Inpatient Facility.
If your child needs  |Children’s eye exam $40.00 Copayment for [Not Covered. In-Network routine vision exam for a
dental or eye care Specialist. Deductible does child is limited to 1 visit.
not apply.
Children’s glasses $50.00 Reimbursement.  [Not Covered. In-network routine vision hardware
Deductible does not apply. dollar amount is limited to $50.00 once
every 2 years.
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.)

e Acupuncture e Long Term Care
e Cosmetic Surgery e Most coverage provided outside the
e Dental care (Adult) United States.
¢ Non-emergency care when traveling
outside the U.S.

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

e  Bariatric surgery e  Hearing aids, including coverage for e  Private-duty nursing
e  Chiropractic care Cochlear implants e Routine eye care (Adult)
e Infertility treatment
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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: Department of Labot'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.getcovered.nj.gov or call 1-833-677-1010.

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: 1-800-355-BLUE (2583) or visit www.Horizonblue.com. You may also contact the Department of Labor’s Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform.

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 FEssential 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.

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

60f9


https://www.healthcare.gov/sbc-glossary/#marketplace
https://www.healthcare.gov/sbc-glossary/#marketplace
https://www.getcovered.nj.gov/
https://www.healthcare.gov/sbc-glossary/#grievance
https://www.healthcare.gov/sbc-glossary/#appeal
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#claim
https://www.healthcare.gov/sbc-glossary/#grievance
https://www.healthcare.gov/sbc-glossary/#appeal
https://www.healthcare.gov/sbc-glossary/#claim
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#claim
https://www.healthcare.gov/sbc-glossary/#appeal
https://www.healthcare.gov/sbc-glossary/#grievance
https://www.healthcare.gov/sbc-glossary/#plan
https://www.horizonblue.com/
https://www.dol.gov/agencies/ebsa/laws-and-regulations/laws/affordable-care-act/for-employers-and-advisers
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#minimum-essential-coverage
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#health-insurance
https://www.healthcare.gov/sbc-glossary/#marketplace
https://www.healthcare.gov/sbc-glossary/#minimum-essential-coverage
https://www.healthcare.gov/sbc-glossary/#premium-tax-credits
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#minimum-value-standard
https://www.healthcare.gov/sbc-glossary/#premium-tax-credits
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#marketplace
https://www.healthcare.gov/sbc-glossary/#plan

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
u 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 Managing Joe’s type 2 Diabetes Mia’s Simple Fracture

(9 months of in-network pre-natal care (a year of routine in-network care of a (in-network emergency room visit and
well-controlled condition follow up care

m The plan’s overall deductible  $1,000.00 m The plan’s overall deductible  $1,000.00 ® The plan’s overall deductible  $1,000.00
m Specialist Copayment $40.00 = Specialist Copayment $40.00 = Specialist Copayment $40.00
m Hospital (facility) Coinsurance 20% = Hospital (facility) Coinsurance 20% = Hospital (facility) Coinsurance 20%
m Other Coinsurance 20%  m Other Coinsurance 20% = Other Coinsurance 20%

This EXAMPLE event includes services like: This EXAMPLE event includes setrvices like: This EXAMPLE event includes services like:

Specialist office visits (prenatal care) Primary care physician office visits (inc/uding disease Emergency room care (ncluding medical supplies)
Childbirth/Delivery Professional Setrvices edncation) Diagnostic test (x-ray)
Childbirth/Delivery Facility Services Diagnostic tests (blood work) Durable medical equipment (crutches)
Diagnostic tests (#/trasounds and blood work) Prescription drugs Rehabilitation services (physical therapy)
Specialist visit (anesthesia) Durable medical equipment (glucose meter)
| Total Example Cost $12,700.00 | | Total Example Cost $5,600.00 | | Total Example Cost $2,800.00 |
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 $1,000.00 Deductibles $800.00 Deductibles $1,000.00
Copayments $80.00 Copayments $200.00 Copayments $200.00
Coinsurance $1,500.00 Coinsurance $0.00 Coinsurance $200.00
What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $70.00 Limits or exclusions $3,500.00 Limits or exclusions $40.00
The total Peg would pay is $2,650.00 The total Joe would pay is $3,500.00 The total Mia would pay is $1,440.00

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

Horizon Blue Cross Blue Shield of New Jersey complies with applicable Federal civil rights laws and does not discriminate against nor does it
exclude people or treat them differently on the basis of race, color, gender, national origin {(including limited English proficiency and primary
language), age, disability, pregnancy, gender identity, sex, sexual orientation, sex characteristics or health status in the administration of the plan,
including enrollment and benefit determinations.

Horizon provides language assistance services and appropriate auxiliary aids and services at no cost to people with disabilities to communicate
effectively with us, such as qualified sign language interpreters and information written in other languages.

Contacting Member Services
Please call Member Services at 1-800-355-BLUE {(2583) (TTY 711) or the phone number on the back of your member ID card, if you need the free
aids and services noted above and for all other Member Services issues, including:

¢ Claim, benefits or enrollment inquiries

e Lost/stolen ID cards

¢ Address changes

s Anyother inquiry related to your benefits or health plan

Filing a Section 1557 Grievance

If you believe that Horizon has failed to provide the free communication aids and services or discriminated on the basis of race, color, gender,
national origin (including limited English proficiency and primary language), age or disability you can file a discrimination complaint also known as
a Section 1557 Grievance. Horizon BCBSNJ’s Civil Rights Coordinator can be reached by calling the Member Services number on the back of your
member ID card or by writing to the following address:

Horizon BCBSNJ — Civil Rights Coordinator
PO Box 820
Newark, NJ 07101

If you are not a Horizon member, you may contact Section 1557 Coordinator by calling 1-866-660-6528 (TTY 711) or by writing to Horizon BCBSNJ’s
Civil Rights Coordinator at the above-referenced address. 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.jsfhttps://ocrportal.hhs.gov/ocr/portal/lobby.jsf opens a dialog window, or by mail or phone at:

Office for Civil Rights Headquarters

U.S. Department of Health and Human Services 200 Independence Avenue, SW
Room 509F, HHH Building Washington, D.C. 20201

1-800-368-1019 or 1-800-537-7697 (TDD)

OCR Complaint forms are available at www.hhs.gov/ocr/office/file/index.html.
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HOI'lZOIl ' Notice of Availability

If you speak English, free Ianguage assistance services and auxiliary aids are available to provide information in accessible formats. Call the number on the back of your member ID
card for help.

Si habla espafiol, hay servicios gratuitos de asistencia lingliistica y ayudas auxiliares disponibles para proporcionar informacién en formatos accesibles. Llame al nimero
que figura en el reverso de su tarjeta de identificacion de miembro para obtener ayuda.

WSRO > WA RB R S BB AEE T - DIEREGRE R ER - SHEHTERE B D R ReYESRHE= R -

SIR0IE ALBSIAE 2, PR A KB MU AL HE 7| TR SH HR ST HACE YEE HBLS + ULHCH 20| DRI JIUR DILE
Sielof Qs 5 2 FEHBHAI 7] BhRtU o,

o

Se fala portugués, estdo disponiveis servicos de assisténcia linguistica e auxiliares gratuitos para fornecer informacdes em formatos acessiveis. Telefone para o numero no
verso do seu cartdo de identificacdo de associado para obter ajuda.

ol AR sl clletdl dlet, dl yatet sllenl MlEll Y3l wsan w2 [Brges et Aslal AcuBll U Y5 sl GUAGH B, HEE HIZ dHIRL AL WSS
sL8ell Weomoll ololk UR slet 3L

Jedli postugujesz sie jezykiem polski, dostepne sg bezptatne ustugi wsparcia jezykowego i materiaty pomocnicze w celu przekazania informacji w przystepnym formacie.
Aby uzyskaé pomoc, zadzwori pod numer podany na odwrocie identyfikacyjnej karty cztonkowskie;j.

Se parlate italiano, sono disponibili servizi gratuiti di assistenza linguistica e ausili aggiuntivi per fornire informazioni in formati accessibili. Chiamate il numero sul retro
della Vostra tessera identificativa per ricevere assistenza.

Sacludl Lo Jgeaall pumali b Ay eds o 393 sl ol Gl Lealf g g st dopmns i shocal ) Al b Ll il g gl o Laall ilan 55 el pall inai o 13y

Kung nagsasalita ka ng Tagalog, handang magamit ang mga libreng tulong na serbisyo sa wika at mga auxiliary na tulong para magbigay ng impormasyon sa mga naa-
access na format. Tawagan ang numero sa likod ng iyong kard ng pagkakakilanlan bilang miyembro para sa tulong.

Ecnu Bbl roBOpuTE Ha PYCCKMiA A3BIK, Mbl TOTOBBI 6ecnaaTHO NpPefoCTaBUTb YCAYTW NMepeBoAYMKa U BCMOMOraTe/bHble CpeacTBa A4 NoAyYeHna MHGopMaLMK B J0CTYMHBIX
dopmatax. 119 NoaydeHns NomMoLLU MO3BOHUTE M0 HOMEpY, yKazaHHOMY Ha 06paTHO CTOpOHe Ballell KapTOYKM yYacTHUKaA.

Si w pale Kreyol Ayisyen, sévis asistans lang gratis ak ed oksilyé disponib pou bay enfomasyon nan foma ki aksesib. Rele nimewo ki sou do kat manm ou a pou éd.
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Néu ban noi tiéng Viét, cé cac dich vu hé tro ngén nglr mién phi va céng cu hb tro dé cung cép théng tin & céac dinh dang c6 thé truy cap. Hay goi sbé dién
thoai & mat sau thé nhan dang thanh vién clia ban dé dwoc tro gidp.

Sivous parlez frangais, des services d’assistance linguistique gratuits sont a votre disposition, ainsi que des outils auxiliaires fournissant des informations dans des formats
accessibles. Pour recevoir de I'aide, appelez le numéro indiqué au dos de votre carte de membre.

-wﬁdsﬂwo?yxmeéfy&sigTM é;"_di-"\‘ -un uk&wbéiwbﬁ éolnj.\mwkﬂ.&éhy&ﬁ SOl ool (yglae sl beéb«\n éub_) i g5 6y Moo 93y ;;)T_)g\

e I IRT ST F [EH, ORET TIGTS] HIMG O TS Ty AT ST el ANES 8 NUNIE TAFIT THATEH TE@ | NI G
AN TN ARE FET PR (MA NHER A S|

ECNA0023235 (0125)

90f9



