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

Regence BlueCross BlueShield of Oregon: Regence ClassicS"

Coverage Period: 01/01/2024 — 12/31/2024
Coverage for: Individual and Eligible Family | 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, go to
https://regence.com/go/2024/booklet/OR/RegenceClassic51-100 or call 1 (888) 367-2116. 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 healthcare.gov/sbc-glossary or call

1 (888) 367-2116 to request a copy.

Important Questions

What is the overall
deductible?

\ Answers

$1,000 individual / $2,000 family per calendar
year.

' 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.

Are there services covered
before you meet your

Yes. Certain preventive care, prescription drug

This plan covers some items and services even if you haven't yet met the
deductible amount. But a copayment or coinsurance may apply. For example,

coverage and those services listed below as

this plan covers certain preventive services without cost sharing and before you

for specific services?

deductible? "deductible does not apply." meet your deductible. See a list of covered preventive services at
healthcare.gov/coverage/preventive-care-benefits/.
Are there other deductibles No. You don't have to meet deductibles for specific services.

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

$5,500 individual / $11,000 family per calendar
year.

The out-of-pocket limit is the most you could pay in a year for covered services. If you
have other family members in this plan, they have to meet their own out-of-pocket limits
until the overall family out-of-pocket limit has been met.

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

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

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

Will you pay less if you use
a network provider?

Yes. See https://regence.com/go/OR/Preferred
or call 1 (888) 367-2116 for a list of network

providers.

This plan uses a provider network. You will pay less if you use a provider in the plan's
network. You will pay the most if you use an out-of-network provider, and you might
receive a bill from a provider for the difference between the provider's charge and what
your plan pays (balance billing). Be aware, your network provider might use an out-of-
network provider for some services (such as lab work). Check with your provider before
you get services.

Do you need a referral to
see a specialist?

No.

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

Common Medical

Event

Services You May
Need

What You Will Pa

In-Network Provider
(You will pay the least)

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

Limitations, Exceptions, & Other Important
Information

If you visit a health
care provider's office
or clinic

Primary care visit to
treat an injury or illness

$5 copay, deductible does
not apply / first 3 upfront
visits / year;

$30 copay / office visit after
3 upfront visits, deductible
does not apply;

20% coinsurance for all
other services

40% coinsurance

Specialist visit

$30 copay / office visit,
deductible does not apply;

20% coinsurance for all

40% coinsurance

First 3 upfront visits combined for primary care and
behavioral health services.

Copayment applies to each in-network provider office
visit only. All other services are covered at the
coinsurance specified, after deductible.

other services
Preventive No charae. deductible does You may have to pay for services that aren't
care/screening/ ot a |g e 40% coinsurance preventive. Ask your provider if the services needed
immunization pply are preventive. Then check what your plan will pay for.
Bfog(\?\fglrck)teg (x-ray, 20% coinsurance 40% coinsurance
I you have a test Imaging (CT/PET scans Al
MRI% ) g ’ | 20% coinsurance 40% coinsurance
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Common Medical

Event

Services You May
Need

In-Network Provider
(You will pay the least)

What You Will Pa

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

Limitations, Exceptions, & Other Important
Information

If you need drugs to
treat your illness or
condition

More information about
prescription drug
coverage is available at
https://regence.com/go/
2024/OR/6tierLG

Tier 1 (Typically, generic
drugs with highest
overall value)

$5 copay, deductible does
not apply / retail
prescription;

$15 copay, deductible does
not apply / home delivery
prescription;

$10 copay, deductible does
not apply / self-
administrable cancer
chemotherapy prescription

$5 copay, deductible does
not apply / retail
prescription;

$15 copay, deductible does
not apply / home delivery
prescription;

$10 copay, deductible does
not apply / self-
administrable cancer
chemotherapy prescription

Tier 2 (Typically, generic
drugs with moderate
overall value)

$20 copay, deductible does
not apply / retail
prescription;

$60 copay, deductible does
not apply / home delivery
prescription;

$10 copay, deductible does
not apply / self-
administrable cancer
chemotherapy prescription

$20 copay, deductible does
not apply / retail
prescription;

$60 copay, deductible does
not apply / home delivery
prescription;

$10 copay, deductible does
not apply / self-
administrable cancer
chemotherapy prescription

Tier 3 (Typically, brand
drugs with moderate
overall value)

$25 copay, deductible does
not apply / retail
prescription;

$75 copay, deductible does
not apply / home delivery
prescription;

$50 copay, deductible does
not apply / self-
administrable cancer
chemotherapy prescription

$25 copay, deductible does
not apply / retail
prescription;

$75 copay, deductible does
not apply / home delivery
prescription;

$50 copay, deductible does
not apply / self-
administrable cancer
chemotherapy prescription

Prescription drugs not on the Drug List are not
covered, unless an exception is approved.

90-day supply / retail prescription (your cost share is
per 30-day supply)

90-day supply / home delivery prescription

30-day supply / specialty drug prescription

Specialty drugs are not available through home
delivery.

Coverage includes compound medications at 50%
coinsurance, deductible does not apply.

Cost shares for insulin will not exceed $85 / 30-day
supply retail prescription or $255 / 90-day supply home
delivery prescription.

No charge, deductible does not apply for certain
preventive drugs, contraceptives and immunizations at
a participating pharmacy.

If you fill a brand drug or specialty drug when there is
an equivalent generic drug or specialty biosimilar drug
available, you pay the difference in cost in addition to
the copayment and/or coinsurance.

The first fill of specialty drugs may be provided by a
retail pharmacy; additional refills must be provided by a
specialty pharmacy.
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What You Will Pa

Common Medical Services You May In-Network Provider Out-of-Network Provider Limitations, Exceptions, & Other Important

Event Need (You will pay the least) (You will pay the most) Information

Tier 4 (Typically, brand
drugs with lower overall
value)

$50 copay, deductible does
not apply / retail
prescription;

$150 copay, deductible
does not apply / home
delivery prescription;

$50 copay, deductible does
not apply / self-
administrable cancer
chemotherapy prescription

$50 copay, deductible does
not apply / retail
prescription;

$150 copay, deductible
does not apply / home
delivery prescription;

$50 copay, deductible does
not apply / self-
administrable cancer
chemotherapy prescription

Tier 5 (Typically,

specialty drugs with
moderate overall value)

$150 copay, deductible

does not apply / specialty
drug;

$100 copay, deductible
does not apply / self-
administrable cancer
chemotherapy prescription

$150 copay, deductible
does not apply / specialty
drug;

$100 copay, deductible
does not apply / self-
administrable cancer
chemotherapy prescription

Tier 6 (Typically,

specialty drugs with
lower overall value)

50% coinsurance,
deductible does not apply /

specialty drug;

$100 copay, deductible
does not apply / self-
administrable cancer
chemotherapy prescription

50% coinsurance,
deductible does not apply /

specialty drug;

$100 copay, deductible
does not apply / self-
administrable cancer
chemotherapy prescription
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Common Medical

Services You May

In-Network Provider

What You Will Pa

Out-of-Network Provider

Limitations, Exceptions, & Other Important
Information

Event

If you have outpatient
surgery

Need

(You will pay the least)

10% coinsurance for

(You will pay the most)

Facility fee (e.g., 22:]2212?0”/ surgery
ambulatory surgery ’ 40% coinsurance
center) 20% coinsurance for all
other facilities
10% coinsurance for
ambulatory surgery center
Physician/surgeon fees SIS 40% coinsurance

20% coinsurance for all
other physicians

None

If you need immediate
medical attention

Emergency room care

20% coinsurance after

20% coinsurance after

Copayment applies to facility charge for each visit
(waived if admitted), whether or not the deductible has

$150 copay / visit $150 copay / visit been met.
Emerqency medical 20% coinsurance 20% coinsurance None
transportation - _—
$30 copay / office visit,
deductible does not apply; Copayment applies to each in-network provider office

Urgent care

20% coinsurance for all

40% coinsurance

visit only. All other services are covered at the
coinsurance specified, after deductible.

other services
. Facility fee (e.g., - o i
Isftzou have a hospital | ospital room) 20% coinsurance 40% coinsurance None
! Physician/surgeon fees | 20% coinsurance 40% coinsurance
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Common Medical

Services You May

In-Network Provider

What You Will Pa

Out-of-Network Provider

Limitations, Exceptions, & Other Important

Event

Need

(You will pay the least)
$5 copay, deductible does

(You will pay the most)

Information

If you are pregnant

Childbirth/delivery
professional services

20% coinsurance

40% coinsurance

not apply / first 3 upfront
TS T 40% coinsurance First 3 upfront visits combined for primary care and
If you need mental o e behavioral health services.
health, behavioral Outpatient services iﬁ)%% igﬁg'%ee\éﬁgtg?:r %s:;cshgﬁﬁearggg Copayment applies to each in-network provider office /
health, or substance loss apply" | visits psychotherapy visit only. All other services are
abuse services ’ covered at the coinsurance specified, after deductible.
20% coinsurance for all
other services
Inpatient services 20% coinsurance 40% coinsurance None
Office visits 20% coinsurance 40% coinsurance

Cost sharing does not apply for preventive services.
Depending on the type of services, a copayment,
coinsurance or deductible may apply. Maternity care

Childbirth/delivery
facility services

20% coinsurance

40% coinsurance

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

If you need help
recovering or have
other special health
needs

Home health care 20% coinsurance 40% coinsurance 130 visits / year
30 inpatient days / year
$30 copay / outpatient visit, 25 outpatient visits / year
deductible does not apply; Copayment applies to each in-network provider

Rehabilitation services

20% coinsurance for

40% coinsurance

outpatient visit only. All inpatient services are covered
at the coinsurance specified, after deductible.

inpatient services Includes physical therapy, occupational therapy and
speech therapy.
25 neurodevelopmental visits / year
Neurodevelopmental therapy limited to individuals
. der age 18.
. . $30 copay / visit, o un . . . .
Habilitation services deducible does not apply 40% coinsurance Copayment applies to each in-network provider visit

only.
Includes physical therapy, occupational therapy and
speech therapy.

Skilled nursing care

20% coinsurance

40% coinsurance

60 inpatient days / year

Durable medical
equipment

20% coinsurance

40% coinsurance

None

Hospice services

20% coinsurance

40% coinsurance

14 respite inpatient or outpatient days / lifetime
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What You Will Pa

Common Medical Services You May In-Network Provider Out-of-Network Provider Limitations, Exceptions, & Other Important
Event Need (You will pay the least) (You will pay the most) Information
Children's eye exam Not covered Not covered
If your child needs Children's glasses Not covered Not covered None
dental or eye care ' ' -
y S;nldren s dental check Not covered Not covered
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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 Bariatric surgery o Infertility treatment e Routine eye care
o Cosmetic surgery, except congenital anomalies e Long-term care e Routine foot care, except for diabetic patients
e Dental care e Private-duty nursing e Weight loss programs
Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)
e Abortion e  Chiropractic care, 30 visits / year e Non-emergency care when traveling outside the
e Acupuncture, 30 visits / year e Hearing aids (individuals up to age 26), 1 per ear/ us.
year

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: the
U.S. Department of Labor, Employee Benefits Security Administration at 1 (866) 444-3272 or dol.gov/ebsalhealthreform, or the U.S. Department of Health and Human
Services, Center for Consumer Information and Insurance Oversight at 1 (877) 267-2323 ext. 61565 or cciio.cms.gov or your state insurance department. You may also
contact the plan at 1 (888) 367-2116. 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 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 the plan at

1 (888) 367-2116 or visit regence.com or the U.S. Department of Labor, Employee Benefits Security Administration at 1 (866) 444-3272 or dol.gov/ebsa/healthreform. You
may also contact the Oregon Division of Financial Regulation by calling 1 (503) 947-7984 or the toll-free message line at 1 (888) 877-4894; by writing to the Oregon Division of
Financial Regulation, Consumer Advocacy Unit, P.O. Box 14480, Salem, OR 97309-0405; through the Internet at:
dfr.oregon.gov/help/complaints-licenses/Pagesf/file-complaint.aspx; or by E-mail at: DFRInsuranceHelp@oregon.gov.

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

Does this plan meet the Minimum Value Standards? Yes
If your plan doesn't meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:
Spanish (Espariol): Para obtener asistencia en Espafiol, llame al 1 (888) 367-2116.

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

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 different depending

note these coverage examples are based on self-only coverage.

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

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 up
care)

B The plan's overall deductible $1,000 = The plan's overall deductible $1,000 = The plan's overall deductible $1,000
B Specialist copayment $30 m Specialist copayment $30 m Specialist copayment $30
B Hospital (facility) coinsurance 20% m Hospital (facility) coinsurance 20% m Hospital (facility) coinsurance 20%
B Other coinsurance 20% m Other coinsurance 20% m Other coinsurance 20%
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) Primary care physician office visits (including Emergency room care (including medical supplies)
Childbirth/Delivery Professional Services disease education) Diagnostic test (x-ray)
Childbirth/Delivery Facility Services Diagnostic tests (blood work) Durable medical equipment (crutches)
Diagnostic tests (ultrasounds and blood work) Prescription drugs Rehabilitation services (physical therapy)
Specialist visit (anesthesia) Durable medical equipment (glucose meter)
Total Example Cost ' $12,700  Total Example Cost  $5600 Total Example Cost $2,800
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  Deductibles $900  Deductibles $1,000
Copayments $10  Copayments $600  Copayments $400
Coinsurance $2,200  Coinsurance $0  Coinsurance $200

What isn't covered What isn't covered What isn't covered
Limits or exclusions $60  Limits or exclusions $200  Limits or exclusions $0
The total Peg would pay is $3,270  The total Joe would pay is $1,700  The total Mia would pay is $1,600

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

Regence complies with applicable Federal civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability, or sex. Regence does not exclude people

or treat them differently because of race, color, national origin, age, disability, or sex.

Regence:

Provides free aids and services to people with disabilities to communicate effectively

with us, such as:
e Qualified sign language interpreters

e Written information in other formats (large print, audio, and accessible electronic

formats, other formats)

Provides free language services to people whose primary language is not English,

such as:
e Qualified interpreters
e Information written in other languages

If you need these services listed above,
please contact:

Medicare Customer Service
1-800-541-8981 (TTY: 711)

Customer Service for all other plans
1-888-344-6347 (TTY: 711)

If you believe that Regence has failed to
provide these services or discriminated in
another way on the basis of race, color,
national origin, age, disability, or sex, you can
file a grievance with our civil rights coordinator
below:

Medicare Customer Service
Civil Rights Coordinator

MS: B32AG, PO Box 1827
Medford, OR 97501
1-866-749-0355, (TTY: 711)
Fax: 1-888-309-8784
medicareappeals@regence.com

Customer Service for all other plans
Civil Rights Coordinator

MS CS B32B, P.O. Box 1271

Portland, OR 97207-1271
1-888-344-6347, (TTY: 711)
CS@regence.com

01012017.04PF12LNoticeNDMARegence

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 at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or
by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue SW,

Room 509F HHH Building

Washington, DC 20201

1-800-368-1019, 800-537-7697 (TDD).

Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.



Language assistance

ATENCION: si habla espaiiol, tiene a su disposicion
servicios gratuitos de asistencia lingiiistica. Llame al
1-888-344-6347 (TTY: 711).

51,3 ﬁﬂ%uﬁﬁﬁ%ﬁ"q:i u_.\_.ruﬁﬁzé'ﬁfg E
IEBNRTS, EEE 1-888-344-6347 (TTY: 711),

CHU Y: Néu ba~n noi Tiéng Viét, co cac diqh vu hd
tro ngoén nglr mien phi danh cho ban. Goi so 1-888-
344-6347 (TTY: 711).

T =] & AR sHA = A5, Aol Al
MU 2E FEE Olﬁokéer HB} 1-888
344-6347 (TTY: 711) H o &2 A}l =4 ]g

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari
kang gumamit ng mga serbisyo ng tulong sa wika nang
walang bayad. Tumawag sa 1-888-344-6347 (TTY:
711).

BHUMAHME: Ecnu Bbl TOBOPUTE HA PYCCKOM SA3BIKE,
TO BaM JIOCTYIHBI OeCIIaTHBIEC YCIYTU TIEpeBOa.
3Bonute 1-888-344-6347 (teneraiin: 711).

ATTENTION : Si vous parlez frangais, des services
d'aide linguistique vous sont proposés gratuitement.
Appelez le 1-888-344-6347 (ATS : 711)

EEEHE  HASEZSE S N 5855 ~ RO SEE
Bre CHRBWEREITET - 1-888-344-6347
(TTY:711) T~ BERICTIHELE LS o

Dii baa akoé ninizin: Dii saad bee yanitti’go Diné
Bizaad, saad bee aka’anida’awo’dé¢¢’, t’a4 jiik’eh, éi
na holo, koji” hodiilnih 1-888-344-6347 (TTY: 711.)

FAKATOKANGA’IL: Kapau ‘oku ke Lea-

Fakatonga, ko e kau tokoni fakatonu lea ‘oku nau fai
atu ha tokoni ta’etotongi, pea te ke lava ‘o ma’u ia.
ha’o telefonimai mai ki he fika 1-888-344-6347 (TTY:
711)

OBAVIESTENIJE: Ako govorite srpsko-hrvatski,
usluge jezicke pomo¢i dostupne su vam besplatno.
Nazovite 1-888-344-6347 (TTY- Telefon za osobe sa
ostecenim govorom ili sluhom: 711)

e sl OBy @y ey (Sl y @Y

Uhs: 100SMERSUNW ManNis,

NN SWIRAMAN IS SAS NI
AHGENSNUUITHSY G SI801) 1-888-344-
6347 (TTY: 711)4

fimrs fe6: A At st See 9, 3t s &g
AJE3T AT 3973 BH He3 GusET J1 1-888-344-
6347 (TTY: 711) '3 IS &3]

ACHTUNG: Wenn Sie Deutsch sprechen, stehen
Ihnen kostenlose Sprachdienstleistungen zur
Verfiigung. Rufnummer: 1-888-344-6347 (TTY: 711)

TOFOF:- 291615 L1 ATICT P FCTHIP WCA S
SCEPTE 112 ALLTHPT FHIEAPAL (LN THAD- ¢TC
LM 1-888-344-6347 (ot A+AGTFD-:- 711)::

VYBAT'A! SIkuio BU pO3MOBIISIETE YKPATHCHKOIO
MOBOIO, B MOXKETE€ 3BEpHYTHUCS 0 OE3KOIITOBHOT
ciry:x0n MOBHOI miaTpuMkn. Tenedonyiite 3a
HomepoM 1-888-344-6347 (teneraiin: 711)

T faferd; qUTEel AUTel! Sedg-® H quTgeR! ik SITST HerdT Hares
:31ee FoHT 39Tey B | i TR 1-888-344-6347 (fefears:
711

ATENTIE: Daca vorbiti limba romana, va stau la
dispozitie servicii de asistenta lingvistica, gratuit.
Sunati la 1-888-344-6347 (TTY: 711)

MAANDO: To a waawi [Adamawa], e woodi ballooji-
ma to ekkitaaki wolde caahu. Noddu 1-888-344-6347
(TTY: 711)

Tsansu: Sguyenie lne guannsalfismsmemasmani 18w

Tns 1-888-344-6347 (TTY: 711)

tU0gaL: 1189 WIncdIwIzI 290,
MLO3NIWFoecTodILWIZ, LS N, ccivDuon i,

tus 1-888-344-6347 (TTY: 711)

Afaan dubbattan Oroomiffaa tiif, tajaajila gargaarsa
afaanii tola ni jira. 1-888-344-6347 (TTY: 711) tiin
bilbilaa.

- 5 e Cumaa b (4 Rl Aa g
Ao (il 1-888-344-6347 (TTY: 711) L .28l e a8 58

1-888-344-6347 ad_n Joai) lanally Al il 555 3 gall) s Lusall ciladd (8 il K36 Caanti i€ 13) 1dda gale
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2024 - 12/31/2024
Regence BlueCross BlueShield of Oregon: Regence Choice Vision Plan Coverage for: Individual and Eligible Family

(. The Summary of Benefits and Coverage (SBC) document will help you choose a vision plan. The SBC shows you how you and the plan would share
M the cost for covered vision 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, go to https://regence.com. For provider or benefit questions
call VSP at 1 (844) 299-3041. For membership questions call Regence at 1 (888) 367-2116. 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 healthcare.gov/sbc-glossary or call
1 (888) 367-2116 to request a copy.

Important Questions \ Answers \ Why This Matters:
What is the overall . : :
deductible? $0 See the Common Vision Event chart below for your costs for services this plan covers.
A UUORI DAL , See the Common Vision Event chart below for your costs for services this plan
before you meet your Not applicable.
: covers.
deductible?
Are therg 'otherw No. See the Common Vision Event chart below for your costs for services this plan covers.
for specific services?
What is the out-of-pocket , , s -
limit for this plan? Not applicable. This plan does not have an out-of-pocket limit on your expenses.

What is not included in the

out-of-pocket limit? Not applicable. This plan does not have an out-of-pocket limit on your expenses.

Ves. See This plan uses a vision provider network (Vision Service Plan). You will pay less if you

Will you pay Ie§s if you use https:/Iregence.com/go/ORVSPNetwork or use a vision prowdq in the plan's nletwork. You Wll! pay the mqst if you use an out-of:
a network provider? , network vision provider, and you might receive a bill from a vision provider for the
call 1 (844) 299-3041 for a list of VSP doctors. | = o -
difference between the provider's charge and what your plan pays (balance billing).

Do you need a referral to No.

L You can see the specialist you choose without a referral.
see a specialist? ==
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What You Will Pa

Services You May VSP Doctor Out-of-Network Provider Limitations, Exceptions, & Other Important

Common Vision Event

Need (You will pay the least) (You will pay the most) Information

For services provided by an out-of-network provider,
you pay all charges up front then submit a claim for
reimbursement.

Routine vision No charae No charge up to the out-of-
examination g network provider limit

1 routine eye examination / calendar year

Routine eye examination limited to $45 for out-of-
network providers.

For services provided by an out-of-network provider,
you pay all charges up front then submit a claim for
reimbursement.

1 pair of frames / calendar year

Frames limited to $200 for VSP doctors.

Frames limited to $110 for VSP approved
wholesale/retail vendors.

Frames limited to $70 for out-of-network providers.

If you visit a vision

care provider's office 1 pair of standard glass or plastic lenses / calendar
or clinic year for either:

Single vision lenses;

Lined bifocal (or standard progressive) lenses;
Lined trifocal lenses;

Lenticular lenses; or

Contact lenses®.

No charge up to the VSP No charge up to the out-of-

Vision hardware doctor limit network provider limit

Elective contact lenses* limited up to $200 for VSP
doctors.

Necessary contact lenses* limited to a calendar year
supply for VSP doctors.

Single vision lenses limited to $30 for out-of-network
providers.

Lined bifocal (or standard progressive) lenses limited
to $50 for out-of-network providers.
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What You Will Pa

Services You May VSP Doctor Out-of-Network Provider Limitations, Exceptions, & Other Important

Common Vision Event

Need (You will pay the least) (You will pay the most) Information

Lined trifocal lenses limited to $65 for out-of-network

providers.
Lenticular lenses limited to $100 for out-of-network

providers.

Elective contact lenses* (including fitting/evaluation
services) limited to $105 once / calendar year for out-
of-network providers.

Necessary contact lenses* (including fitting/evaluation
services) limited to a calendar year supply up to $210
for out-of-network providers.

*Contact lenses are in lieu of all other frame and lens
benefits. When you receive contact lenses, you will not
be eligible for any frames or other types of lenses until
the next calendar year.

For services provided by an out-of-network provider,
you pay all charges up front then submit a claim for
reimbursement.

1 contact lens evaluation and fitting examination /
Contact lens evaluation $60 copa No charge up to the out-of- | calendar year

and fitting examination £opay network provider limit Elective contact lens evaluation and fitting examination
(including elective contact lenses) limited to $105 for
out-of-network providers.

Necessary contact lens evaluation and fitting
examination (including necessary contact lenses)
limited to $210 for out-of-network providers.

Page 3 of 5



What You Will Pa

Common Vision Event Services You May VSP Doctor Out-of-Network Provider Limitations, Exceptions, & Other Important

Need (You will pay the least) (You will pay the most) Information

Low vision supplemental No charge up to the out-of- ' For services provided by an out-of-network provider,

examinations (testing) No charge network provider limit you pay all charges up front then submit a claim for
reimbursement.
$1,000 low vision maximum / 2 calendar years,
o including supplemental examinations (testing) and care
Low vision supplemental 25% coinsurance 25% coinsurance aidls

care aids o
2 supplemental examinations / 2 calendar years

Supplemental examinations limited to $125 for out-of-
network providers.
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Excluded Services:
Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

o Corrective vision treatment of an experimental e Medical or surgical treatment of the eyes e Plano lenses
nature e Non-direct patient care e Two pair of glasses in lieu of bifocals
e Cosmetic services and supplies e Orthoptics or vision training

e Fees, taxes and interest

Page 5 of 5
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NONDISCRIMINATION NOTICE

VSP provides administration for your Regence vision plan. Regence complies with applicable
Federal civil rights laws and does not discriminate on the basis of race, color, national origin,
age, disability, or sex. Regence does not exclude people or treat them differently because of

race, color, national origin, age, disability, or sex.

Regence:

Provides free aids and services to people with disabilities to communicate effectively

with us, such as:
¢ Qualified sign language interpreters

e Written information in other formats (large print, audio, and accessible electronic

formats, other formats)

Provides free language services to people whose primary language is not English,

such as:
¢ Qualified interpreters
e Information written in other languages

If you need these services listed above,
please contact:

VSP

Medicare 1-844-872-6065
Commercial 1-844-299-3041
(TTY: 1-800-428-4833)

If you believe that VSP or Regence has failed
to provide these services or discriminated in
another way on the basis of race, color,
national origin, age, disability, or sex, you
can file a grievance with our civil rights
coordinator below:

Regence

Medicare Customer Service
Civil Rights Coordinator

MS: B32AG, PO Box 1827
Medford, OR 97501
1-866-749-0355, (TTY: 711)
Fax: 1-888-309-8784
medicareappeals@regence.com

03222018.04PF12LNoticeNDMAVSPRegence

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 at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or
by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue SW,

Room 509F HHH Building

Washington, DC 20201

1-800-368-1019, 800-537-7697 (TDD).

Complaint forms are available at
http://www.hhs.gov/ocr/officeffile/index.html.

Customer Service for all other plans
Civil Rights Coordinator

MS CS B32B, P.O. Box 1271

Portland, OR 97207-1271
1-888-344-6347, (TTY: 711)
CS@regence.com



Language assistance

ATENCION: si habla espafiol, tiene a su disposicion
servicios gratuitos de asistencia lingliistica. Llame al
Medicare: 1-844-872-6065; Commercial: 1-844-299-
3041 (TTY: 1-800-428-4833).

AR NREERAERESX, ERLUREERSES
1EBNIRTS . EEUE Medicare: 1-844-872-6065:;
Commercial: 1-844-299-3041 (TTY: 1-800-428-4833)

o]

CHU Y: Néu ban néi Tiéng Viét, ¢6 cac dich vu hd
trg ngdn ngit mién phi danh cho ban. Goi sb
Medicare: 1-844-872-6065; Commercial: 1-844-299-
3041 (TTY: 1-800-428-4833).

ol BROE ABHNE AT 2ol AL
ME| 25 FEE o] &5k & dFH T Medicare:
1-844-872-6065; Commermal 1-844-299-3041 (TTY:
1-800-428-4833) Wl . & A 5}3] T4 Al L.

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari
kang gumamit ng mga serbisyo ng tulong sa wika nang
walang bayad. Tumawag sa Medicare: 1-844-872-
6065; Commercial: 1-844-299-3041 (TTY: 1-800-428-
4833).

BHUMAHMHME: Ecnu Bbl rOBOPUTE HA PYCCKOM SI3BIKE,
TO BaM JOCTYIIHbI OCCINIATHBIC YCIYTH NEPEBOAA.
3sounrte Medicare: 1-844-872-6065; Commercial: 1-
844-299-3041 (tenetaiin: TTY: 1-800-428-4833).

ATTENTION : Si vous parlez frangais, des services
d'aide linguistique vous sont proposés gratuitement.

Appelez le Medicare: 1-844-872-6065; Commercial:
1-844-299-3041 (ATS : 1-800-428-4833)

Tﬁﬁ’ Z ﬂJFH Wiz 2 i g o Medlcare. 1 844 872-
6065; Commercial: 1-844-299-3041 ( TTY: 1-800-

428-4833) ¥ T ~ BESRIC T ZTHEEC 2 -

Dii baa aké ninizin: Dii saad bee yanitti’go Diné
Bizaad, saad bee dka’anida’awo’déé’, t’aa jiik’eh, éi
na holo, koji’ hodiilnih Medicare: 1-844-872-6065;
Commercial: 1-844-299-3041 (TTY: 1-800-428-4833.)

03222018.04PF12LNoticeNDMAVYSPRegence

uds: iGdsmgsSunw maniss,

NS SWigFAMA IHWESAS NI
AHIGENSONUULTGAY T §1601) Medicare: 1-
844-872-6065; Commercial: 1-844-299-3041 (TTY: 1-
800-428-4833)

fonrs o€ A 3t et g 3, 3t s o
A3 AT 3973 B8 Hes QumsT I Medicare: 1-

844-872-6065; Commercial: 1-844-299-3041 (TTY: 1-
800-428-4833) '3 IS I

ACHTUNG: Wenn Sie Deutsch sprechen, stehen
Ihnen kostenlose Sprachdienstleistungen zur
Verfiigung. Rufhummer: Medicare: 1-844-872-6065;
Commercial: 1-844-299-3041 (TTY: 1-800-428-4833)

TOFOR:- PTG  DIE ATICT P OFCHI® ACS T
SCEPFE 12 ALTHPF FHIEFPAL MTLhHAD RTC

2.Lm-( Medicare: 1-844-872-6065; Commercial: 1-
844-299-3041 (eeq ot AtAGFO-:- 1-800-428-4833)::

YBATI'A! Slkuio BU po3MOBISIETE YKPATHCHKOK
MOBOIO, BU MOXKETE 3BEPHYTHCS 10 O€3KOLITOBHOT
ciyx0u MoBHOT TiaTpUMKH. TemedonyiiTe 3a
HomepoM Medicare: 1-844-872-6065; Commercial: 1-
844-299-3041 (reneraiin: 1-800-428-4833)

S e auTEet ATelt Siedg- W quTgeh! it WToT e dares
:31e ToHT 39ered © | % ey Medicare: 1-844-872-
6065; Commercial: 1-844-299-3041 (fefears: 1-800-
428-4833

ATENTIE: Daca vorbiti limba roména, va stau la
dispozitie servicii de asistentd lingvisticd, gratuit.
Sunati la Medicare: 1-844-872-6065; Commercial: 1-
844-299-3041 (TTY: 1-800-428-4833)

MAANDO: To a waawi [Adamawa], e woodi ballooji-
ma to ekkitaaki wolde caahu. Noddu Medicare: 1-844-
872-6065; Commercial: 1-844-299-3041 (TTY: 1-800-
428-4833)

Tisans: sayaninlne gaawnseldusmssremdemanmn i
Tns Medicare: 1-844-872-6065; Commercial: 1-844-
299-3041 (TTY: 1-800-428-4833)



Language assistance

FAKATOKANGA’I: Kapau ‘oku ke Lea-

Fakatonga, ko e kau tokoni fakatonu lea ‘oku nau fai
atu ha tokoni ta’etotongi, pea te ke lava ‘o ma’u ia.
ha’o telefonimai mai ki he fika Medicare: 1-844-872-
6065; Commercial: 1-844-299-3041 (TTY: 1-800-428-
4833)

OBAVJESTENIJE: Ako govorite srpsko-hrvatski,
usluge jezicke pomo¢i dostupne su vam besplatno.
Nazovite Medicare: 1-844-872-6065; Commercial: 1-
844-299-3041 (TTY- Telefon za osobe sa ostecenim
govorom ili sluhom: 1-800-428-4833)

U090 1909 WIVCDMWITI 990,
NILOINIVQOBCTDAIWIFI, LOBVCT O,

cCULDWoLITWID. LS Medicare: 1-844-872-

6065; Commercial: 1-844-299-3041 (TTY: 1-800-428-
4833)

Afaan dubbattan Oroomiffaa tiif, tajaajila gargaarsa
afaanii tola ni jira. Medicare: 1-844-872-6065;
Commercial: 1-844-299-3041 (TTY: 1-800-428-4833)
tiin bilbilaa.

) L (ol OBl €y sy (Al 3 g S o G w8 Gl 4 AL Al
250 il Medicare: 1-844-872-6065; Commercial: 1-844-299-3041 (TTY: 1-800-428-4833) L ,23L o« a8l 8

Medicare: 1-844-872-6065; i Juail jlaally el a1 55 4 galll sac Lusall ciladd o dall) K3 Canti i€ 1) 1dda gale

03222018.04PF12LNoticeNDMAVSPRegence

Commercial: 1-844-299-3041
(TTY: 1-800-428-4833 aSull 5 auall caila 48 )
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