CITY OF TULARE
Pre-65 Retiree Rates for 2021

Option 1/$1000 Option 2/$500 Option 3/$0 Option 4/$3000 Option 5/EPO
Rates for Calendar Year deductible deductible deductible deductible $0 deductible
Pre-65 Retirees (including medical, dental and vision)
Retiree Only
Retiree Only Coverage Cost (Monthly) $1,161.06 $1,267.50 $1,323.85 $854.22 $1,425.27
Retiree + 1
Retiree + 1 Coverage Cost (Monthly) $2,319.54 $2,532.44 $2,645.16 $1,705.88 $3,133.36
Family Coverage Cost (Retiree + 1 or more dependents)
Family Coverage Cost (Monthly) $3,249.02 $3,547.09 $3,704.87 $2,389.89 $4,417.70
CITY OF TULARE
Post-65 Retiree Rates for 2021
Rates for Calendar Year Hartford
Post-65 Retirees (including medical, dental and vision)
Retiree Only
Retiree Only Coverage Cost (Monthly) $584.93




Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2021 - 12/31/2021
Plan Option 1: City of Tulare Coverage for: Pre-65 Retirees | 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, visit www.myhnas.com or call
1-877-356-0666. 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.myhnas.com or call 1-877-356-0666 to request a copy.

Important Questions Answers Why This Matters:

. Generally, you must pay all of the costs from providers up to the deductible amount before

What is the overall mmﬂm%%?w%%ﬁ _ﬁoooﬂﬂvmaom and this plan begins to pay. If you have other family members on the plan, each family member
deductible? - amily. For OUt-OtNSIWOrK DIOVIBRIS -y ot et their own individual deductible until the total amount of deductible expenses

$3,000/person and $9,000/family,

paid by all family members meets the overall family deductible.
This plan covers some items and services even if you haven't met the deductible amount.

Are there services But a copayment or coinsurance may apply. For example, this plan covers certain

covered before you Yes, preventive care expenses. preventive services without cost-sharing and before you meet your deductible. See a list of

meet your deductible? covered preventive services at https://www.healthcare.gov/coverage/preventive-care-

benefits/.

Are there other

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

services? | .

What is the out-of- For in-network providers $3,000/person and | The out-of-pocket limit is the most you could pay in a year for covered services. If you have
- pocket limit for this $6,000/family. For out-of-network providers | other family members in this plan, they have to meet their own out-of-pocket limits until the
- plan? - $4,500/person and $13,500/family. overall family out-of-pocket limit has been met.

Deductible, copayments, premiums,
balance-billed charges, penalties, and health = Even though you pay these expenses, they don't count toward the out-of-pocket limit.
care this plan doesn'’t cover.

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

This n.v_mls uses a provider network. You will pay less if w\o: use a m.asaﬂ in the m_ms_m.

to see a specialist?

Will vou pav less if vou Yes. See network. You will pay the most if you use an out-of-network provider, and you might receive
you pay y www.blueshieldca.com/NetworkPPO or call | a bill from a provider for the difference between the provider's charge and what your plan
use a network . : . .
rovider? - 1-800-810-2583 for a list of network pays (balance billing). Be aware that your network provider might use an out-of-network
Broviger: - providers. provider for some services (such as lab work). Check with your provider before you get
- services. "
Do you need a referral No. You can see the specialist you choose without a referral.
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A4 Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common

i May Need
Medical Event Services You May Nee

What You Will Pay

In-Network Provider

Limitations, Exceptions, & Other Important

Out-of-Network Provider Ftaration

Primary care visit to treat an
injury or illness

Specialist visit

If you visit a health Telemedicine - through Plan

You will pay the least)

$15/visit. Deductible
does not apply.

$15/visit. Deductible
does not apply.

$5 copay. Deductible

(You will pay the most)

40% coinsurance*

None

. >uv=m.m fo @m:ma_ physician and behavioral
health telemedicine visits through the Plan’s
designated vendor for such services.

o Not covered Telephone consultations with other physicians
Mwﬂo_T_“Ms%_. soffice  vendor does not apply. will be paid under the appropriate benefit
category (e.g. Physician Office Visit) for the
- I I | service.
. -y 10% coinsurance™ after . .
Chiropractic visit $15/visit Not covered Limited to 20 visits/year.
. N . | |  You may have to pay for services that aren't
Preventive care/screening/ No charge. Deductible e . preventive. Ask your provider if the services
: s 40% coinsurance :
immunization does not apply. you need are preventive. Then check what
- your plan will pay for. -
piganasetest (x-ray, blood 10% coinsurance* 40% coinsurance® None
work)
If you have a test =

Imaging (CT/PET scans, MRIs)

| 10% coinsurance*

Precertification required on select

40% coinsurance®
° procedures. ™

Facility fee (e.g., ambulatory
If you have outpatient ~ surgery center)

10% coinsurance*

40% coinsurance* None

surgery
Physician/surgeon fees

' 10% coinsurance”

Precertification anc:mm on select

40% coinsurance*
P procedures.**

Emergency room care -

If you need immediate emergent use
medical attention ——

Emergency room care —
non-emergent use

10% coinsurance after
$75/visit. Deductible
' does not apply.

40% coinsurance*

_notapply.

10% coinsurance after
$75/visit. Deductible does

Copay waived if admitted.

40% coinsurance* None

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



Common

Services You May Need

What You Will Pay

In-Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other Important

MEdiCatE vent (You will pay the least)  (You will pay the most) IUEMRELT

w%mawhwmoﬂm&nm_ 10% coinsurance* 10% coinsurance* None
|9.mm:.ﬂ_ 8..8 I m“wpﬁmmmﬁgzm 40% coinsurance® - | zo:m| -

If you =.m<.o a hospital Facility fee (e.g., hospital room) “wwoo\m%* i) 40% coinsurance* - __uaom;:_omzo: required.**

stay n@m.mmmm\m&.@mols fees _. 10% ao_zmca:amw | 40% ooamc_.mﬂo% None

e L

o o 1Ee  ppston s s Ol ey | Py i G o
Office visits No charge. Deduclivle 40% coinsurance* Mww_ﬂijwmﬂwm_umwwﬁ_u“%mvﬂwu Mﬁ:%m%%%”ma

If you are pregnant

Childbirth/delivery professional
services

Childbirth/delivery facility
services

does not apply.

10% coinsurance*

" 10% coinsurance* after

$100/admit

40% coinsurance®

40% coinsurance*

preventive care.

None

Home health care

Rehabilitation services -
physical, speech, occupational,

10% coinsurance®

40% coinsurance*

Precertification required for out-of-network
services.™ Limited to 100 visits/year.

Precertification required for speech therapy.**

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

and other rehabilitative 10% coifsurance 40% coinsurance” Limited to an aggregated 60 visits/year.
if you :mon help therapies
wmﬁnmwomﬂ“mmm__.h_wm,\_ﬂs Habilitation services ~ Notcovered Notcovered ‘None -
| neode . . . . _ua.nmazmm:o: required.** Limited to 100
Skilled nursing care 10% coinsurance® 40% coinsurance” consecutive days/year in-network; 60
- ~ consecutive days/year out-of-network.
Durable medical equipment 10% coinsurance* 40% coinsurance”™  Precertification required on select items.**
Hospice services 10% coinsurance* 40% coinsurance* mﬂmmm_ﬁ m__m_wws MM“M__MMMMM._%B_,@:” care.
If your child needs og_aaa.mlmmm exam _ Not covered _  Notcovered ~ None — .
dental or eye care Children’s glasses Not covered Notcovered ~ None B .
T _ Children’s dental check-up - Not covered Not covered None
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*  Deductible applies.
**  Precertification is required before certain medical services. Emergency admissions must be certified within 48 hours following the admission. To precertify
services, call the phone number indicated on your ID card. Failure to precertify out-of-network services will result in a 50% penalty.

For more information about limitations and exceptions, see the plan or policy document at www.myhnas.com. 40f7



Common

ices You M
Medical Event Services You May Need

Retail Pharmacy

What You Will Pay
Mail Order Pharmacy

. . _ (34 day supply) (90 day supply)
Individual maximum out-of- $2,000
pocket amount
Family maximum out-of- $4.000
pocket amount '

if you need drugs to |

treat your iliness or Generic drugs $15/prescription $30/prescription

condition

. More information about S | .
rescription dru

coverage is available at

%%,\l%mi.og Preferred brand drugs $25/prescription $50/prescription
Non-preferred brand drugs = $40/prescription $80/prescription

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

Limitations, Exceptions, & Other Important
Information

The out-of-pocket limit is the most you could
pay during a coverage period (usually one

| year) for your share of the cost of covered

services. This limit helps you plan for health

The Prescription Drug Plan will pay up to the
generic price, less the generic co-pay,
whenever a generic drug is dispensed. If a

. preferred or non-preferred brand name drug is

dispensed, and a generic equivalent is
available, the covered person must pay the
difference between the cost of the preferred or
non-preferred brand name drug and the

" generic equivalent, plus the generic co-pay

unless the physician specifies “Dispense as
Written”.
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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 Infertility treatment e Private duty nursing

' e Cosmetic surgery e Long-term care o Routine eye care (adult)
| » Dental care (adult) e Non-emergency care when traveling outside the ~ ®  Routine foot care

| » Hearing aids U.s. e Weight loss programs

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

| « Bariatric surgery e Chiropractic care

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: HealthNow Administrative Services, 1-877-356-0666, www.myhnas.com; Department of Health and Human Services, Center for Consumer information
and Insurance Oversight, 1-877-267-2323 x61565, 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: HealthNow Administrative Services, 1-877-356-0666, www.myhnas.com

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 1-877-356-0666.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-877-356-0666.
Chinese (-F 3C): a0 RFFE P SCAYHRE), B FTIX N S5181-877-356-0666.

Navajo (Dine): Dinek'ehgo shika atohwol ninisingo, kwiijigo holne' 1-877-356-0666.

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.myhnas.com. 6of7



About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medicai 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)

® The plan’s overall deductible $1000
® Specialist copayment $15
® Hospital (facility) coinsurance 10%
= Other 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 ; $12,700
In this example, Peg would pay:

Cost Sharing

Deductibles $1,000

Copayments $110

Coinsurance $1,000

What isn't covered
Limits or exclusions $60
The total Peg would pay is $2,170

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

Managing Joe’s type 2 Diabetes

(a year of routine in-network care of a well-
controlled condition)

® The plan’s overall deductible $1000
B Specialist copayment $15

® Hospital (facility) coinsurance 10%
B Other 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 | $5600
In this example, Joe would pay:
Cost Sharing

Deductibles $120

Copayments $820

Coinsurance $0

What isn't covered
Limits or exclusions _ $20
The total Joe would pay is $960

Mia's Simple Fracture

(in-network emergency room visit and follow

up care)
B The plan’s overall deductible $1000
B Specialist copayment $15
B Hospital (facility) coinsurance 10%
B Other 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 $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $1,000
Copayments $160
Coinsurance $110
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,270
7of7



- What is the overall

Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2021 - 12/31/2021
Plan Option 2: City of Tulare Coverage for: Pre-65 Retirees | Plan Type: PPO

The Summary of Benefits and Coverage (SBC) document will help you choose a health pian. The SBC shows you how you and the plan would
#5  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, visit www.myhnas.com or call
1-877-356-0666. 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.myhnas.com or call 1-877-356-0666 to request a copy.

important Questions | 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.

For in-network providers $500/person and
e $1,000/family. For out-of-network providers
D $1,500/person and $4,500/family.

This plan covers some items and services even if you haven't met the deductible amount.

~ Are there services But a copayment or coinsurance may apply. For example, this plan covers certain
. covered before you Yes, preventive care expenses. preventive services without cost-sharing and before you meet your deductible. See a list of
' meet your deductible? covered preventive services at https://www.healthcare.gov/coverage/preventive-care-
benefits/.
Are there other i
deductibles for specific = No. You don’t have to meet deductibles for specific services.
services? _
What is the out-of- For in-network providers $3,000/person and | The out-of-pocket limit is the most you could pay in a year for covered services. If you have
pocket limit for this $6,000/family. For out-of-network providers = other family members in this plan, they have to meet their own out-of-pocket limits until the
plan? $4,500/person and $13,500/family. overall family out-of-pocket limit has been met.

Deductible, copayments, premiums,
balance-billed charges, penalties, and health = Even though you pay these expenses, they don’t count toward the out-of-pocket limit.
. care this plan doesn't cover.

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

This plan uses a provider network. You wil _Wm_.v\._mm_m i <oc.:mm a Emsmmq in the plan’s

Wil vou pav less if vou Yes. See network. You will pay the most if you use an out-of-network provider, and you might receive

you pay y - www.blueshieldca.com/NetworkPPO or call | a bill from a provider for the difference between the provider's charge and what your plan
use a network W . e n .

. - 1-800-810-2583 for a list of network pays (balance billing). Be aware that your network provider might use an out-of-network
provider? . : . - )

providers. provider for some services (such as lab work). Check with your provider before you get
- mmz_om.m.. -

Sojypuineedigietonal No. ' You can see the specialist you choose without a referral.

to see a specialist?
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Py All copayment and coinsurance costs shown in this chart are after

Common

What You Will Pay

Services You May Need

In-Network Provider

Out-of-Network Provider

your deductible has been met, if a deductible applies.

Limitations, Exceptions, & Other Important

e et ~ (You will pay the least) You will pay the most MoTaten
._u_.‘mama\ care visit to treat an $15/visit. Deductible 40% coinsurance® None
injury or illness does not apply. | - B
Specialist visit wmw\mﬁ% %%ummg_u_m 40% coinsurance* None
fr— S— - Applies to general u.ga_gm: and behavioral
health telemedicine visits through the Plan’s
- . designated vendor for such services.
If you visit a health ._.m_msma_o_:m ~ through Plan wm SUMW\WE Not covered Telephone consultations with other physicians
care provider's office  Vendor 0es notapply. will be paid under the appropriate benefit
or clinic category (e.g. Physician Office Visit) for the
. semice.
. o 10% coinsurance® after - .
Chiropractic visit $15Nisit Not covered Limited to 20 visits/year.
_ You may have to pay for services that aren't
Preventive care/screening/ No charge. Deductible 40% coinsurance® preventive. Ask your provider if the services
immunization does not apply. ° you need are preventive. Then check what
_n = I _ your plan will pay for. ____li
@%xﬂomao test (x-ay, blood 10% coinsurance* 40% coinsurance* None
If you have a test | = — : ' Precertificatl ired lect
. 0wl . . : recertification required on selec
4 I[maging (CT/PET scans, MRIs) = 10% coinsurance 40% coinsurance orocedures.** |
pacility 66,01 nambulatory 10% coinsurance” 40% coinsurance* None
If you have outpatient ~ SUrgery nmaﬁ e . -
surgery Precertification required on select
Physician/surgeon fees 10% coinsurance* 40% coinsurance* ”
procedures.
S 10% coinsurance after  10% coinsurance after _ D
) MMMQMMM Hmwoa care - $75/visit. Deductible $75/visit. Deductible does  Copay waived if admitted.
If you need immediate g ' does not apply. not apply.
medical attention ma_ - foom care e T
ergency B 40% coinsurance* 40% coinsurance* None

non-emergent use

For more information about limitations and exceptions, see the plan or policy document at www.myhnas.com.
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What You Will Pay
Services You May Need In-Network Provider = Out-of-Network Provider
(You will pay the least) | (You will pay the most)

Common Limitations, Exceptions, & Other Important

Information

Medica!l Event

Emergency medical
transportation

10% coinsurance* 10% coinsurance” None

$15/visit. Deductible | 40% coinsurance® None

=_x Urgent care does not apply.
. . 10% coinsurance™ after . . P -
If you have a hospital Facility ﬁ.mm (e.g., hospital q.o.oav ' $100/admit R moﬁx, Iom__um.sm:om - | _uaom“n_ﬁ_omzoq required.
stay Physician/surgeon fees 10% coinsurance* 40% coinsurance® None

if <o:. need mental

$15/visit. Deductible Certain behavioral health wmz.omm are not

Outpatient services 40% coinsurance”

health, behavioral _ does not apply. | ———— - covered. .
health, or substance Innatient services 10% coinsurance™ after 40% coinsurance” Precertification required.** Certain behavioral
abuse services Sl P $100/admit CaRS - health services are not covered. -
= Cost-sharing does not apply for in-network
Office visits uwmm:w%w. E 40% coinsurance* routine prenatal services that are considered
i PRY: preventive care.
If you are pregnant m%_,_\n_ﬁm:am__éé professional 10% coinsurance® 40% coinsurance* None
Childbirth/delivery facility ' 10% coinsurance* after o — .
 senvices $100/admit 40% coinsurance None |
Home health care 10% coinsurance* 40% coinsurance* vﬂmnmn_ﬁ_mwﬁ_n:.anc;ma for out-of-network
= _ = = e a8 | services.™ Limited to 100 visits/year.
Rehabilitation services -
physical, speech, occupational, B . - . Precertification required for speech therapy.**
T - and other rehabilitative 10% coinsurance 40eicoineirEncs Limited to an aggregated 60 visits/year.
: therapies | = . .
| recavanngos S Habilitation services " Not covered Not covered None
other special health - _ : - = — e
HoeHs . . . . Precertification required.* Limited to 100
Skilled nursing care 10% coinsurance* 40% coinsurance” consecutive days/year in-network; 60
i . — B = _ | consecutive days/year out-of-network.
Durable medical equipment 10% coinsurance” - 40% coinsurance* Precertification required on select items.™
: ; . R . Precertification required for inpatient care.**
| 9 0, *
- Hospice services 10% coinsurance 40% coinsurance Limited to 180 daysfifetime. N
if . Children's eye exam Not covered Not covered None
your child needs Children's dlasses . _ _
dental or eye care J_Qa: sglasses | Notcovered Not covered - None
Children’s dental check-up _ Not covered Not covered | None

For more information about limitations and exceptions, see the plan or policy document at www.myhnas.com. Jof7



*  Deductible applies. . . .
** Precertification is required before certain medical services. Emergency admissions must be certified within 48 hours following the admission. To precertify
services, call the phone number indicated on your ID card. Failure to precertify out-of-network services will result in a 50% penaity.

For more information about limitations and exceptions, see the plan or policy document at www.myhnas.com. 40f7



What You Will Pay
Services You May Need Retail Pharmacy Mail Order Pharmacy
(34 day supply) (90 day supply)

Common

Limitations, Exceptions, & Other important

Medical Event Information

Individual Smx_a_._s. oE-oﬁw ' The os-oﬁ.vooxmﬁ limit is the most you could

pocket amount $2,000 ' pay during a coverage period (usually one
e —_— — ———— year) for your share of the cost of covered
Family maximum out-of- $4.000 ' services. This limit helps you plan for health
pocket amount . | careexpenses.
If you need drugs to The Prescription Drug Plan will pay up to the
MM“”_ mﬁ”” iliness or Generic drugs $10/prescription $20/prescription generic price, _mmmém @mamﬂ_n co-pay,
MoteRH T taRTEe whenever a generic drug is dispensed. If a
I e T e i o _ n_.mﬁmz.ma or non-preferred brand name drug is
r.mlllmooéa is available at _ | a_%msmma_ and a generic equivalent is
www.envolverx.com  Preferred brand drugs $25/prescription $50/prescription available, the covered person must pay the
difference between the cost of the preferred or
non-preferred brand name drug and the
. = = . ~ 1 generic equivalent, plus the generic co-pay
- o unless the physician specifies “Dispense as
Non-preferred brand drugs $40/prescription $80/prescription Written”.

For more information about limitations and exceptions, see the plan or policy document at www.myhnas.com. 50f7



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.)

_. Acupuncture e Infertility treatment e Private duty nursing

'« Cosmetic surgery o Long-term care * Routine eye care (adult)
| Dental care (adult) e Non-emergency care when traveling outside the ~ ®  Routine foot care
e Hearing aids U.s. o Weight loss programs

| Other Covered mmiomaca..mzosm may apply to these services. This isn't a complete list. Please see your plan document.)

| » Bariatric surgery e Chiropractic care

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: HealthNow Administrative Services, 1-877-356-0666, www.myhnas.com; Department of Health and Human Services, Center for Consumer Information
and Insurance Oversight, 1-877-267-2323 x61565, 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: HealthNow Administrative Services, 1-877-356-0666, www.myhnas.com

Daes 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 1-877-356-0666.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-877-356-0666.
Chinese (WP 30): 2N SRR E P SCHIEEE), B FTIX AN S191-877-356-0666.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-877-356-0666.

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

For more information about limitations and exceptions, see the plan or policy document at www.myhnas.com. 6of 7



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)

® The plan’s overall deductible $500
¥ Specialist copayment $15
® Hospital (facility) coinsurance 10%
& Other 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 $12,700
In this example, Peg would pay:

Cost Sharing

Deductibles ~ $500

Copayments $110

Coinsurance $1050

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $1,720

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

Managing Joe’'s type 2 Diabetes

(a year of routine in-network care of a well-
controlled condition)

® The plan’s overall deductible $500
B Specialist copayment $15
| Hospital (facility) coinsurance 10%
® Other 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 95,600
In this example, Joe would pay:
Cost Sharing
Deductibles $120
Copayments - $660
Coinsurance $0
What isn't covered
Limits or exclusions . $20
The total Joe would pay is - $800

Mia's Simple Fracture

(in-network emergency room visit and follow

up care)
B The plan’s overall deductible $500
M Specialist copayment $15
B Hospital (facility) coinsurance 10%
m Other coinsurance 10%

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

Diagnostic test (x-ray)

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

Total Example Cost $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $500
Copayments $160
Coinsurance $170
What isn't covered
Limits or exclusions $0
The total Mia would pay is $830
7of7



Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services
Plan Option 3: City of Tulare

Coverage Period: 01/01/2021 - 12/31/2021
Coverage for: Pre-65 Retirees | 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

Fi

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, visit www.myhnas.com or call
1-877-356-0666. 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.myhnas.com or call 1-877-356-0666 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?

$200/person and $600/family.

- $4,500/person and $13,500/family.

' 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 met the deductible amount.
' But a copayment or coinsurance may apply. For example, this plan covers certain

For in-network providers $0/person and
$0/family. For out-of-network providers

| preventive services without cost-sharing and before you meet your deductible. See a list of
' covered preventive services at hitps://www.healthcare.gov/coverage/preventive-care-
benefits/.

Yes, preventive care expenses.

No. . 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,

For in-network providers $3,000/person and
$6,000/family. For out-of-network providers

Deductible, copayments, premiums,
balance-billed charges, penalties, and health = Even though you pay these expenses, they don’t count toward the out-of-pocket limit.
care this plan doesn’t cover.

Yes. See
www.blueshieldca.com/NetworkPPO or call

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

1-800-810-2583 for a list of network pays (balance billing). Be aware that your network provider might use an out-of-network

providers. provider for some services (such as lab work). Check with your provider before you get
. - services. B
No. | You can see the specialist you choose without a referral.
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44, Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common
Medical Event

- If you visit a health
. care provider’s office
or clinic

Services You May Need

Primary care visit to treat an
injury or iliness

Specialist visit

vendor

What You Will Pay

In-Network Provider
(You will pay the least)

$15/Mvisit

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

30% coinsurance*

 §t5ist ' 30% coinsurance”
Telemedicine — through Plan $5 copay Not covered
15% coinsurance after o

Chiropractic visit

Preventive care/screening/
immunization

' $15/visit

No charge

Not covered

30% coinsurance*

Limitations, Exceptions, & Other Important

Information

None

~ None

Applies to general physician and behavioral
health telemedicine visits through the Plan’s
designated vendor for such services.

Telephone consultations with other physicians

will be paid under the appropriate benefit
category (e.g. Physician Office Visit) for the
service.

Limited to 20 visits/year.

' You may have to pay for services that aren't

preventive. Ask your provider if the services
you need are preventive. Then check what
your plan will pay for.

If you have a test

Diagnostic test (x-ray, blood
work)

Imaging (CT/PET scans, MRIs)

15% coinsurance

15% coinsurance

30% coinsurance”

30% coinsurance*

None

Precertification required on select
procedures.™

Facility fee (e.g., ambulatory

30% coinsurance*

| None

o.
If you have outpatient surgerycenter) a\mmo&mﬂw:mmlli el o -
surgery Physician/surgeon fees 15% coinsurance 30% coinsurance* ?mom:_ﬁ_omﬁw: required on select
iy procedures. -
Emergency room care - 15% coinsurance after ' 15% coinsurance after _ . .
emergent use §7siist | 75Nt OOnm<| waived if admitted.
if you need immediate m%ﬁmm_@m%ﬂﬁmoma - 30% coinsurance 30% coinsurance* None
T Emerency medical | d|m°\ coinsurance Amﬂmoim_cwmzw N - -
fransportation | " i ¢ ok
Urgent care $15Nvisit 30% coinsurance* None

K _<o: have a hospital

Facility fee (e.g., hospital room) | 15% coinsurance after

30% coinsurance*

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

Precertification ansaa.:

20f6



What You Will Pay
Services You May Need In-Network Provider Out-of-Network Provider

Common

Limitations, Exceptions, & Other Important

Medical Event Information

i _ (You will pay the least)  (You will pay the most)
stay . - $100/admit T
Physician/surgeon fees 15% coinsurance 30% coinsurance* None
if you need mental . . ke oy ; Certain behavioral health services are not
health, behavioral Qutpatient services | $15/visit 30% 8_:1m5m:8lu covered. i
health, or substance . : 15% coinsurance after - . Precertification required.** Certain behavioral
abuse services IHpEtiEnHSSINIEES $100/admit 30% colnsurance | health services are not covered. -
Cost-sharing does not apply for in-network
Office visits No charge 30% coinsurance™ routine prenatal services that are considered
— e — _ preventive care.
If you are pregnant m%ﬁ_,_\ﬁ_ﬁmjam_zmé professional 15% coinsurance  30% coinsurance* None
Childbirth/delivery facilty | 15% coinsurance after | ., . " _
- : i $100/admit 30% coinsurance None
. . Precertification required for out-of-network
0 0 "
Home health care 15% coinsurance 30% oo_:w:a.:om services.** Limited to 100 visits/year.
Rehabilitation services -
. physical, speech, occupational, . A . Precertification required for speech therapy.**
if d hel - and other rehabilitative 15% coinsurance 30% coinsurance Limited to an aggregated 60 visits/year.
) voringor have | nerapies . | o L o
recoychngiontiigxe Habilitation services Not covered Not covered None
other special health e, ——— — -~
o | . . _uaom:_%_mmﬁ_o: anc_ah._. Limited to 100
Skilled nursing care 15% coinsurance 30% coinsurance* consecutive days/year in-network; 60
7] V— v . consecutive days/year out-of-network.
- 15% coinsurance . 30% coinsurance* Precertification required on select items.**
. . . ] Precertification required for inpatient care.**
0 0, *
= Hospice services 15% coinsurance 30% coinsurance Limited to 180 days/ifetime. N
If vour child needs Children’s eye exam Notcovered _ Not covered | None
d m<=ﬁ. orevelsate Children's glasses ~ Notcovered Notcovered None S
y ~ Children's dental check-up Not covered Not covered None

*

Deductible applies.
Precertification is required before certain medical services. Emergency admissions must be certified within 48 hours following the admission. To precertify
services, call the phone number indicated on your ID card. Failure to precertify out-of-network services will result in a 50% penalty.

*k

For more information about limitations and exceptions, see the plan or policy document at www.myhnas.com. 30f6



What You Will Pay
Retail Pharmacy
(34 day supply)

Common

Services You May Need
Medical Event Rl L

.~ Individual maximum out-of-

Mail Order Pharmacy
(90 day supply)

pocket amount s200
Family maximum out-of- $4.000
pocket amount - I_ -
If you need drugs to
treat your iliness or Generic drugs $10/prescription $20/prescription
condition
More information about M —— e
prescription drug
coverage is available at
www.envolverx.com Preferred brand drugs $15/prescription $30/prescription
Non-preferred brand drugs $30/prescription $60/prescription

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

Limitations, Exceptions, & Other Important
Information

The out-of-pocket limit is the most you could
pay during a coverage period (usually one
year) for your share of the cost of covered
services. This limit helps you plan for health

| care expenses.

The Prescription Drug Plan will pay up to the
generic price, less the generic co-pay,

- whenever a generic drug is dispensed. If a

preferred or non-preferred brand name drug is
dispensed, and a generic equivalent is
available, the covered person must pay the
difference between the cost of the preferred or
non-preferred brand name drug and the
generic equivalent, plus the generic co-pay
unless the physician specifies “Dispense as
Wiritten”.
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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.)

& Acupuncture o Infertility treatment e Private duty nursing
o Cosmetic surgery e Long-term care ¢ Routine eye care (adult)
¢ Dental care (adult) o Non-emergency care when traveling outside the ¢  Routine foot care
e Hearing aids Us. e Weight loss programs

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

'« Bariatric surgery e Chiropractic care

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: HealthNow Administrative Services, 1-877-356-0666, www.myhnas.com; Department of Health and Human Services, Center for Consumer Information
and Insurance Qversight, 1-877-267-2323 x61565, 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.qov 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: HealthNow Administrative Services, 1-877-356-0666, www.myhnas.com

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 Espafol, llame al 1-877-356-0666.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-877-356-0666.
Chinese (-H 3XX): AL RFE P XHIAER), I FTIXANS181-877-356-0666.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-877-356-0666.

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 ptan or policy document at www.myhnas.com. 50f 6



About these Coverage Examples: A —

7 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

s of in-network pre-natal care and a
hospitat delivery)

W The plan’s overall deductible $0

¥ Specialist copayment $15
W Hospital (facility) coinsurance 15%
m Other coinsurance 15%

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 $0
Copayments $110
Coinsurance $1650
What isn't covered
Limits or exclusions %60
The total Peg would pay is $1,820

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

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

led condition)
® The plan’s overall deductible $0
® Specialist copayment $15
W Hospital (facility) coinsurance 15%
B Other coinsurance 15%

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 _ $0
Copayments $660
Coinsurance - N $20
What isn't covered
Limits or exclusions - §20
The total Joe would pay is $700

Mia’s Simple Fracture

(in-network emergency room visit and follow

up care)
W The plan’s overall deductible $0
W Specialist copayment $15
W Hospital (facility) coinsurance 15%
M Other coinsurance 15%

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 $0
Copayments $160
Coinsurance $330
What isn't covered
Limits or exclusions $0
The total Mia would pay is $490
6 of 6



Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2021 - 12/31/2021
Plan Option 4: City of Tulare Coverage for: Pre-65 Retirees | 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, visit www.myhnas.com or call
1-877-356-0666. 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.myhnas.com or call 1-877-356-0666 to request a copy.

Important Questions | 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.

What is the overall For in-network providers mw.ooo\umao.: and
deductible? $6,000/family. For out-of-network providers
=W em— $5,950/person and $11,900/family.

| This plan covers some items and services even if you haven't met the deductible amount.

Are there services But a copayment or coinsurance may apply. For example, this plan covers certain

covered before you Yes, preventive care expenses, preventive services without cost-sharing and before you meet your deductible. See a list of

meet your deductible? covered preventive services at https://www.healthcare.gov/coverage/preventive-care-
benefits/.

Are there other

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

services? . = —— -

What is the out-of- For in-network providers $5,950/person and | The out-of-pocket limit is the most you could pay in a year for covered services. If you have

pocket limit for this $11,900/family. For out-of-network providers | other family members in this plan, they have to meet their own out-of-pocket limits until the

plan? $5,950/person and $11,900/family. overall family out-of-pocket limit has been met.

Copayments, premiums, balance-billed
charges, penalties, and health care this plan | Even though you pay these expenses, they don’t count toward the out-of-pocket limit.
doesn't cover.

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

. This .u_m:| uses m_oasaﬁ network. You will mm<._mwm if you use m..@os%q in the plan's

Will vou pav less if vou Yes. See network. You will pay the most if you use an out-of-network provider, and you might receive
you pay y www.blueshieldca.com/NetworkPPO or call | a bill from a provider for the difference between the provider's charge and what your plan
use a network : e . .
. 1-800-810-2583 for a list of network pays (balance billing). Be aware that your network provider might use an out-of-network
provider? . ; . = .
providers. provider for some services (such as lab work). Check with your provider before you get
- ) - g services. [ B
Do you need a referral No. You can see the specialist you choose without a referral.

to see a specialist?
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A4 Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay
Services You May Need In-Network Provider | OQut-of-Network Provider
(You will pay the least) | (You will pay the most)

Common
Medical Event

Limitations, Exceptions, & Other Important

Information

Primary care visit to treat an
injury or illness . .
Specialist visit 1 15% coinsurance* 30% coinsurance*

15% coinsurance” 30% coinsurance* None

~ None -

Applies to general U_smmwo_% and behavioral
health telemedicine visits through the Plan’s
designated vendor for such services.

Telemedicine - through Plan $5 copay. Deductible

If you visit a health Not covered Telephone consultations with other physicians
care provider’s office andor does not apply. will be paid under the appropriate benefit
or clinic category (e.g. Physician Office Visit) for the
L _ service.
Chiropracticvisit | 15% coinsurance* ~ Notcovered ~ Limited to 20 visits/year.
You may have to pay for services that aren't

Preventive care/screening/ No charge. Deductible 9 . preventive. Ask your provider if the services

: — 30% coinsurance :

immunization does not apply. you need are preventive. Then check what

your plan will pay for.

!..miT%xﬂoﬁa fest (x-ray, blood - 15% coinsurance* - 30% coinsurance” None

If you h ' Precertification requi .
you have a test Precertification required on select
procedures.*

Imaging (CT/PET scans, MRIs) | 15% coinsurance* - 30% coinsurance*

Facility fee (e.g., ambulatory

0, H * 0, H *
If you have outpatient  surgery center) 15% coinsurance 30% coinsurance None

r - . . . ification required on select
surgery Physician/surgeon fees 15% coinsurance* 30% coinsurance* ?mom:_ﬁ_om:;o,: ieaHliieuioniselect
. procedures. - .

Emergency room care - 0 . o .
emergentuse e e . o

If you need immediate _m%mwﬂho,m%o:ﬂmoma - 30% coinsurance* 30% coinsurance* None

medical attention ittt ol I —————— | —_—— - -
Ememncy medics) 15% coinsurance® 15% coinsurance* N

- - TENES Urgent care - 15% coinsurance” 30% coinsurance” None
If you have a hospital  Facility fee (e.g., hospital room) | 15% coinsurance* 30% coinsurance* Precertification required.**

For more information about limitations and exceptions, see the plan or policy document at www.myhnas.com. 20of6



What You Will Pay

Common . - . Limitations, Exceptions, & Other Important
Medi Services You May Need In-Network Provider Out-of-Network Provider .
edical Event 3 ) Information
(You will pay the least)  (You will pay the most)
stay Physician/surgeon fees 15% coinsurance* 30% coinsurance® None
if you need mental : _ A = A ] Certain behavioral health services are not ]
health, behavioral Outpatient services | G.\o o.o.ﬁfm.:om. . Immv \.o|om_|:.mc|a:mw- .  covered. | .
health, or substance . , Wcor o= N - . Precertification required.” Certain behavioral
abuse services Inpatient services 15% coinsurance 30% coinsurance health services are not covered.
Cost-sharing does not apply for in-network
Office visits 15% coinsurance* 30% coinsurance® routine prenatal services that are considered

If you are pregnant

Childbirth/delivery professional

preventive care.

) 15% coinsurance® 30% coinsurance” None
services ._ | - -
03__%_§Em__<m€ Iacility 15% coinsurance* 30% coinsurance* None
" cwa services
. . Precertification required for out-of-network
[¥) * 0 *
Home health care 15% oo__smca:.om w mo.\o coinsurance  services.™ Limited to 100 visits/year.
Rehabilitation services -
physical, speech, occupational, . " T . Precertification required for speech therapy.**
and other rehabilitative 15% coinsurance 30% coinsurance Limited to an aggregated 60 visits/year.
If you need help therapies
FecoyorIngIof have Habilitation services Not covered Not covered None
other special health el _, —_— - == —
- . . . Precertification aac_aa. Limited to 100
Skilled nursing care 15% coinsurance* 30% coinsurance* consecutive days/year in-network; 60

Durable medical equipment

Hospice services

' 15% coinsurance*

15% coinsurance”

30% coinsurance”

30% coinsurance*

consecutive days/year out-of-network.
 Precertification required on select items.**

' Precertification required for inpatient care.**
Limited to 180 days/lifetime.

. Children's eye exam
If your child needs Children’s glasses

dental or eye care o

Children’s dental check-up

* Deductible applies.

*%

- Not covered Not covered
| Notcovered | Not covered -
~ Not covered ~ Not covered

~None

Precertification is required before certain medical services. Emergency admissions must be certified within 48 hours following the admission. To precertify

services, call the phone number indicated on your ID card. Failure to precertify out-of-network services will result in a 50% penalty.

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

Medical Event

~ If you need drugs to
. treat your iliness or
condition

More information about
* prescription dru
. coverage is available at
 www.envolverx.com

Services You May Need

(34 day supply)

Individual maximum out-of-

Retail Pharmacy

What You Will Pay
Mail Order Pharmacy
(90 day supply)

pocket amount - Mm|_ooo —
Family maximum out-of- $4.000

pocket amount ) _ . ——
Generic drugs 15% coinsurance* 15% coinsurance*

Preferred brand drugs

- Non-preferred brand drugs

15% coinsurance”

15% coinsurance*

15% coinsurance™

15% coinsurance*

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

tations, Exceptions, & Other Important
Information

' The out-of-pocket limit is the most you could
' pay during a coverage period (usually one
year) for your share of the cost of covered
services. This limit helps you plan for health
| care expenses.

The Prescription Drug Plan will pay up to the
generic price, less the generic co-pay,

- whenever a generic drug is dispensed. If a
preferred or non-preferred brand name drug is
dispensed, and a generic equivalent is
available, the covered person must pay the

- difference between the cost of the preferred or
non-preferred brand name drug and the
generic equivalent, plus the generic co-pay
unless the physician specifies “Dispense as

- Written”.
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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.)

s Acupuncture e Infertility treatment o Private duty nursing

¢ Cosmetic surgery e Long-term care e Routine eye care (adult)
| ¢ Dental care (adult) « Non-emergency care when traveling outside the ~ ®  Routine foot care

e Hearing aids us. e Weight loss programs

' Other Covered mmiom.ﬂcazm:o:m may apply to these services. This isn’t a complete list. Please see your plan document.)

|« Bariatric surgery e Chiropractic care

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: HealthNow Administrative Services, 1-877-356-0666, www.myhnas.com; Department of Health and Human Services, Center for Consumer Information
and Insurance Oversight, 1-877-267-2323 x61565, 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: HealthNow Administrative Services, 1-877-356-0666, www.myhnas.com

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 1-877-356-0666.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-877-356-0666.
Chinese (FH 3T): AR FFE -H CROAER), BHRITIX NS 551-877-356-0666.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-877-356-0666.

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.myhnas.com. 50f6



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)

® The plan’s overall deductible $3000
M Specialist coinsurance 15%
® Hospital (facility) coinsurance 15%
# Other coinsurance 15%

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 $3,000
Copayments $0
Coinsurance - $1,210
What isn't covered
Limits or exclusions ) . $60
The total Peg would pay is $4,270

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

= The plan’s overali deductible $3000
B Specialist coinsurance 15%
® Hospital (facility) coinsurance 15%
B Other coinsurance 15%
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 $3,000
Copayments $0
Coinsurance $360
What isn't covered
Limits or exclusions %20
The total Joe would pay is $3,380

Mia’s Simple Fracture

(in-network emergency room visit and follow
up care)

B The plan’s overall deductible $3000
B Specialist coinsurance 15%
B Hospital (facility) coinsurance 15%
® Other coinsurance 15%

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 $2,800
Copayments $0
Coinsurance $0
What isn’t covered
Limits or exclusions $0
The total Miawould payis  $2,800
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

Plan Option EPO: City of Tulare

45

Coverage Period: 01/01/2021 - 12/31/2021
Coverage for: Pre-65 Retirees | 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 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, visit www.myhnas.com or call
1-877-356-0666. 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.myhnas.com or call 1-877-356-0666 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?

| Prescription drug copayments, U_‘maﬂa.m‘

' Generally, you must pay all of the costs from providers up to the deductible amount before

For all providers $0/person and $0/family.

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.

Yes, preventive care expenses.

No.

For all providers $3,000/person and
$6,000/family.

balance-billed charges, penalties, and health |
care this plan doesn't cover.

. This plan uses a provider network. You will

Yes. See
www.blueshieldca.com/NetworkPPO or call
1-800-810-2583 for a list of network

providers.

This plan covers some items and services even if you haven't 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 htps:/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- ocket limit has been met.

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

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 that 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.

w No.

You can see the specialist you choose without a referral.
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A4 Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay
Services You May Need In-Network Provider Out-of-Network Provider
(You will pay the least)  (You will pay the most

Common
Medical Event

Limitations, Exceptions, & Other Important

Information

Primary care visit to treat an
injury or illness
Specialist visit | $15Nisit

$15/visit Not covered None

None |
Applies to general physician and behavioral
. health telemedicine visits through the Plan’s
designated vendor for such services.

. Not covered

Telemedicine ~ through Plan

q $5 copay Not covered Telephone consultations with other physicians
if you visit a health M will be paid under the appropriate benefit
care provider’s office category (e.g. Physician Office Visit) for the
or clinic L - service. S
-
Chiropractic visit Wmm\w<%|ﬂ%8 after Not covered Limited to 20 visits/year.

Includes preventive services as mandated by
ACA. You may have to pay for services that
No charge Not covered aren't preventive. Ask your provider if the
services you need are preventive. Then check
! | , - what your plan will pay for.

,w%xﬂoﬂ_o fest (x-ray, blood 15% coinsurance Not covered None

If you have a test [ S— —= —

Imaging (CT/PET scans, MRIs) | 15% coinsurance Not covered vaom:;,_ommm: EqRIEalo e
, procedures.

Preventive care/screening/
immunization

Facility fee (e.g., ambulatory

o.
If you have outpatient _ surgery center) 15% coinsurance Not covered None

surgery Physician/surgeon fees (59N GRS Ne¥eoTera ”meu.ﬁmﬁwz required on select
A Emergency room care ~ 15% coinsurance after . == : Sl
_ emergent use $75/visit Paid as in-network __|m.voum< s\m_,.ala _ﬁmga_zma.

Emergency room care -

. . .o. . .
meﬁ”ﬂmﬁ_ﬂ”&us non-emergent use | 30% mo_:mcqm:om | Paid as _:-:mms\o% | | None
Emergency medical 15% coinsurance Paid as in-network None
transportation [ = B =—n =n
i.n Urgent care $15/visit 30% coinsurance None -

For more information about limitations and exceptions, see the plan or policy document at www.myhnas.com. 20f6



What You Will Pay

Common ; . . Limitations, Exceptions, & Other Important
- Services You May Need In-Network Provider Out-of-Network Provider !
Medical Event : Information
(You will pay the least)  (You will pay the most)
- ; | 15% coinsurance after I o+

If you have a hospital Facility fee (e.g., hospital room) ' $100/admit | Not 8<2_8 Precertification required.
sy Physician/surgeon fees 15% coinsurance Not covered None w
If you need mental Outpatient services ' $15Mvisit Not covered Certain behavioral health services are not

health, behavioral
health, or substance

covered. -
Precertification required.** Certain behavioral

15% coinsurance after

abuse services Inpatieniisenicas $100/admit aticonersd health services are not covered. |
Cost-sharing does not apply for in-network
Office visits No charge Not covered routine prenatal services that are considered
..... R | I —— _ preventivecare.
If you are pregnant m%_,_\ﬁ_ﬁmjam__éé professional 15% coinsurance Not covered None
Childbirth/delivery facility ' 15% coinsurance after |, ., : .
- - services - $100/admit eliCoverd Hone
Home health care - 156% coinsurance ' Not covered  Limited to 100 visits/year. i
Rehabilitation services - ! —— )
. . . - Precertification required for speech therapy.*
physical, speech, occupational, = 15% coinsurance after " o
and other rehabilitative $15/visit Not covered _.._B_aa to an aggregated 60 in-network
If you need help therapies visits/year.
recoveringorhave - iiion services Not covered Not covered None -
athertsperialesites N T o ' Precertification required.** Limited to 100
: ; o i .
needs mx_ﬂ_ma wcaan mma | a\aoo_:mc@mm ¢ |an o.o,la_,ma - ' consecutive dayslyear in-network
Durable medical equipment | 15% coinsurance Notcovered =~ | Precertification required on select items.™
. A . Precertification required for inpatient care.*™
O . 4 " .
, Hospice services 15% coinsurance Not covered Limited to 180 days/lifetime.
i Children’s eye exam Not covered Not covered None
If your child needs Children’s alas N !
dental or eye care _Children’s glasses ot covered Not covered ~ Nore )
_ ~ Children’s dental check-up Not covered Not covered | None

*%

Precertification is required before certain medical services. Emergency admissions must be certified within 48 hours following the admission. To precertify
services, call the phone number indicated on your ID card. Failure to precertify out-of-network services will result in a 50% penalty.

For more information about limitations and exceptions, see the plan or policy document at www.myhnas.com. 30of6



Common
Medical Event

Services You May Need

What You Will Pay

Retail Pharmacy

Mail Order Pharmacy

Limitations, Exceptions, & Other Important
Information

if you need drugs to
treat your illness or
condition

More information about
prescription drug
coverage is available at
www.envolverx.com

Individual maximum out-of-
pocket amount

Family maximum out-of-
pocket amount

Generic drugs

Preferred brand drugs

Non-preferred brand drugs

(34 day supply) (90 day supply)
$2,000
$4,000
$10/prescription $20/prescription
$15/prescription $30/prescription
$30/prescription $60/prescription

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

The out-of-pocket limit is the most you could
pay during a coverage period (usually one

-~ ——————————— year) for your share of the cost of covered

services. This limit helps you plan for health

_care expenses.

Certain medications considered preventive
care under ACA are payable at no cost-share
to the member.

The Prescription Drug Plan will pay up to the
generic price, less the generic co-pay,
whenever a generic drug is dispensed. If a
preferred or non-preferred brand name drug is
dispensed, and a generic equivalent is

- available, the covered person must pay the

difference between the cost of the preferred or
non-preferred brand name drug and the
generic equivalent, plus the generic co-pay
unless the physician specifies “Dispense as
Written”.
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_Excluded Services & Other Covered Services:

Services <o:q@oo=mqm__< Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

e Acupuncture e Infertility treatment e Private duty nursing

e Cosmetic surgery e Long-term care e Routine eye care (adult)
|« Dental care (adult) s Non-emergency care when traveling outside the ~ ®  Routine foot care
| e Hearing aids us. o Weight loss programs

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

» Bariatric surgery e Chiropractic care

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: HealthNow Administrative Services, 1-877-356-0666, www.myhnas.com; Department of Health and Human Services, Center for Consumer Information
and Insurance Oversight, 1-877-267-2323 x61565, 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: HealthNow Administrative Services, 1-877-356-0666, www.myhnas.com

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, lame al 1-877-356-0666.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-877-356-0666.
Chinese (4 3C): A RFEE D CHUFLR), HKR ITIX NS 581-877-356-0666.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-877-356-0666.

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.myhnas.com. 50f 6




About these Coverage Examples:

o This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be

A5

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

® The plan’s overall deductible $0

W Specialist copayment $15
& Hospital (facility) coinsurance 15%
™ Other coinsurance 15%

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)

® The plan’s overall deductible $0

W Specialist copayment $15
B Hospital (facility) coinsurance 15%
W Other coinsurance 15%

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 $12,700
In this example, Peg would pay:
Cost Sharing

Deductibles $0

Copayments $110

Coinsurance $1,650

What isn't covered
Limits or exclusions %60
The total Peg would pay is $1,820

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

Total Example Cost ~ $5,600
In this example, Joe would pay:
Cost Sharing
Deductibles , $0
Copayments $660
Coinsurance $20
What isn't covered
Limits or exclusions $20
The total Joe would pay is $700

up care)
® The plan’s overall deductible $0
B Specialist copayment $15
B Hospital (facility) coinsurance 15%
B Other coinsurance 15%

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 $0
Copayments - $160
Coinsurance $330
What isn't covered
Limits or exclusions $0
The total Mia would pay is $490
6 of 6



