Regence BlueShield: Silver 3000 Preferred
Coverage Period: 01/01/2017 — 12/31/2017
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual & Eligible Family | Plan Type: PPO

{3 This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan document
“, at regence.com/policy/2017 /WA /Silver3000PreferredWashington ot by calling 1 (888) 344-6347.

important Questions Answers———————— Why this Matters

In-network: $3,000 insured / $6,000 family per
calendar year.

Out-of-network: $8,000 insured / $16,000 family
per calendar year. You must pay all the costs up to the deductible amount before this plan begins

Doesn’t apply to generic drugs, pediatric vision to pay for covered services you use. Check your policy or plan document to see

What is th 11
at1s the overa services, pediatric dental services and the following when the deductible starts over (usually, but not always, January 1st). See the

deductible? , : . . . .
in-network services: certain preventive care, office  chart starting on page 2 for how much you pay for covered services after you

and urgent care visits, acupuncture visits and spinal meet the deductible.
manipulation visits. Copayments and amounts in

excess of the allowed amount do not count toward

the deductible.

Are there other
deductibles for specific No.
services?

You don’t have to meet deductibles for specific services, but see the chart
starting on page 2 for other costs for services this plan covers.

Yes. In-network: $7,000 insured / $14,000 family The out-of-pocket limit is the most you could pay during a coverage period
per calendar year. (usually one year) for your share of the cost of covered services. This limit helps
Out-of-network: unlimited you plan for health care expenses.

Is there an out-of-pocket

limit on my expenses?

What is not included in  Premiums, balance-billed charges, and health care | Even though you pay these expenses, they don’t count toward the out-of-pocket
the out-of-pocket limit?  this plan doesn’t cover. limit.

If you use an in-network doctor or other health care provider, this plan will pay
Yes. See regence.com/PreferredWashington or  some or all of the costs of covered services. Be awate, your in-network doctor
call 1 (888) 344-6347 for lists of in-network or out- | or hospital may use an out-of-network provider for some services. Plans use the
of-network providers. term in-network, preferred, or participating for providers in their network. See

the chart starting on page 2 for how this plan pays different kinds of providers.

Does this plan use a
network of providers?

Do I need a referral to

. . No. You don't need a referral to see a specialist. You can see the specialist you choose without permission from this plan.
see a specialist? Specialist specialist y p p

Questions: Call 1 (888) 344-6347 or visit us at regence.com/policy/2017 /WA /Silver3000PreferredWashington.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. 10f8
You can view the Glossary at www.cciio.cms.gov or call 1 (888) 344-6347 to request a copy. WWO0117SSLV30ID



Are there services this

Some of the services this plan doesn't cover are listed on page 5. See your policy

Yes. iy . . .
plan doesn’t cover? or plan document for additional information about excluded services.
F-\ + Copayments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.

u - Coinsurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if the plan's
allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200. This may change if you haven't met

your deductible.

+ The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the allowed
amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and the allowed
amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.)

+ This plan may encourage you to use in-network providers by charging you lower deductibles, copayments and coinsurance amounts.

Common Medical |Services You May
Event Need

Your Cost If Your Cost If You Use
You Use an In- an Out-of-Network | Limitations & Exceptions

Network Provider |Provider

Primary care visit to treat
an injury or illness

Specialist visit

If you visit a health

care provider’s office

or clinic Other practitioner office
visit

Preventive care/
screening/immunization
Diagnostic test (x-ray,
blood work)

Imaging (CT/PET scans,
MRIs)

If you have a test

If you need drugs to
treat your illness or
condition
Generic drugs
More information

about prescription

drug coverage

$30 copay / visit, other 50% coinsur Copayment applies to each in-network office visit only,
) . b coinsurance ; . )
services 30% coinsurance deductible waived. All other services are covered at the

$50 copay / visit, other coinsurance specified.

) o . 50% coinsurance
services 30% coinsurance

$30 copay / visit for Coverage is limited to 12 acupuncture visits / yeat.
y/ v

) ) Coverage is limited to 10 spinal manipulations / year.
acupuncture and spinal | 50% coinsurance & P P /Y

Copayment applies to each in-network office visit only,

manipulations ; }

p deductible waived.
No charge 50% coinsurance none
30% coinsurance 50% coinsurance none
30% coinsurance 50% coinsurance none

$10 copay* / preferred generic retail prescription

$20 copay / preferred genetic mail order prescription No coverage for prescription drugs not on the Essential

} Formulary or prescription drugs from an out-of-network
25% coinsurance* / non- yorp P &

. . . harmacy.
preferred generic retail prescription p Y

Coverage is limited to a 90-day supply retail (1 copay per

200 1 = f d
/o coinsurance / non-preferre 30-day supply) or mail order.

generic mail order prescription

20of 8
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Common Medical
Event

is available at

Services You May

Need

Preferred brand drugs

Your Cost If
You Use an In-
Network Provider

35% coinsurance* / retail prescription

Your Cost If You Use
an Out-of-Network
Provider

30% coinsurance / mail order prescription

Non-preferred brand
drugs

50% coinsurance* / retail prescription
45% coinsurance/ mail order prescription

Limitations & Exceptions

Coverage is limited to a 30-day supply for injectable
drugs, specialty drugs and self-administrable cancer
chemotherapy drugs.

Deductible waived for generic drugs and
immunizations at a participating pharmacy.

No charge for FDA-approved women’s contraceptives
prescribed by a health care provider.

Coverage includes generic tobacco use cessation drugs

If you need
immediate medical
attention

transportation

regence.com/ when obtained with a prescription order.
formulary/2017/ 40% coinsurance / preferred The first fill is allowed at a retail pharmacy for specialty
6tierEssential WA ) specialty drug prescription drugs. Additional fills must be provided at a specialty
Specialty drugs . h
50% coinsurance / non-preferred pharmacy.
specialty drug prescription Coverage for self-administrable cancer chemotherapy
drugs is 30% coinsurance.
Specialty self-administrable cancer chemotherapy drugs
must be purchased at a specialty pharmacy.
*$5 off copayment or 5% off coinsurance discount if
filled at a preferred pharmacy.
o
Pty oo (e 20% coinsurance for
ambulatory surgery :
ambulatory surgery . 50% coinsurance none
— centers; 30% coinsurance
If you have for other facilities
outpatient surgery 20% coinsurance for
. 1 .
Physician/surgeon fees ambulatory SUrEELy 50% coinsurance none
centers; 30% coinsurance
for other facilities
Emergency room services 30% coinsurance none
ical
Emergency medica 30% coinsurance none

Utrgent care

$50 copay / visit, other
services covered the same
as the If you have a test
Common Medical Event.

50% coinsurance

Copayment applies to each in-network urgent care visit
only, deductible waived.

30f 8
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Common Medical
Event

If you have a hospital
stay

Services You May
Need

Facility fee (e.g., hospital
room)

Your Cost If
You Use an In-
Network Provider

30% coinsurance

Your Cost If You Use
an Out-of-Network
Provider

50% coinsurance

Limitations & Exceptions

Coverage is limited to $3,000 / day for inpatient non-

emergency admission in out-of-network facilities.

Physician/surgeon fee

30% coinsurance

50% coinsurance

none

If you have mental
health, behavioral
health, or substance
abuse needs

Mental/Behavioral health
outpatient services

30% coinsurance

50% coinsurance

Mental/Behavioral health
inpatient services

30% coinsurance

50% coinsurance

Substance use disorder
outpatient services

30% coinsurance

50% coinsurance

Substance use disorder
inpatient services

30% coinsurance

50% coinsurance

Coverage is limited to $3,000 / day for inpatient non-
emergency admission in out-of-network facilities.

If you are pregnant

Prenatal and postnatal
care

30% coinsurance

50% coinsurance

Delivery and all inpatient
services

30% coinsurance

50% coinsurance

Coverage is limited to $3,000 / day for inpatient non-
emergency admission in out-of-network facilities.

If you need help
recovering or have
other special health
needs

Home health care

30% coinsurance

50% coinsurance

Coverage is limited to 130 visits / year.

Rehabilitation services

30% coinsurance

50% coinsurance

Coverage is limited to 30 inpatient days / year and 25
outpatient visits / year. Coverage is limited to $3,000 /
day for inpatient non-emergency admission in out-of-
network facilities.

Habilitation services

30% coinsurance

50% coinsurance

Coverage for habilitative services is limited to 30
inpatient days / year and 25 outpatient visits / yeat.
Coverage is limited to $3,000 / day for inpatient non-
emergency admission in out-of-network facilities.
Coverage for neurodevelopmental therapy is limited to
25 outpatient visits / yeat.

Skilled nursing care

30% coinsurance

50% coinsurance

Coverage is limited to 60 inpatient days / year.

Durable medical
equipment

30% coinsurance

50% coinsurance

none

Hospice service

30% coinsurance

50% coinsurance

Coverage is limited to 14 respite days / lifetime.
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Common Medical
Event

If your child needs
dental or eye care

Services You May

Need

Your Cost If
You Use an In-
Network Provider

Your Cost If You Use
an Out-of-Network
Provider

Limitations & Exceptions

Coverage is limited to insureds under the age of 19.

Eye exam No charge Ne iz Coverage is limited to one routine exam / yeat.
Coverage is limited to insureds under the age of 19.
Glasses No charge No charge Coverage is limited to one pair of lenses (2 lenses) and
one frame / yeat.
Coverage for preventive and diagnostic examinations is
Dol dhedieas No charge No charge limited to 2 each per insured / year for insureds under

age 19. Additional coverage is provided for basic and
major pediatric dental services.

Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy or plan document for other excluded services.)

+ Bariatric surgery « Infertility treatment + Routine eye care (Adult)

+ Routine foot care

- Vision hardware (Adult)

- Cosmetic surgery, except congenital anomalies

+ Dental care (Adult)

+ Long-term care

+ Private-duty nursing

+ Hearing aids

+ Weight loss programs, except as covered under
preventive care

Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered services and your costs for these

services.)

+ Acupuncture

+ Chiropractic care

+ Non-emergency care when traveling outside the
USs.

+ Termination of pregnancy

50f 8
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Your Rights to Continue Coverage:
Federal and State laws may provide protections that allow you to keep this health insurance coverage as long as you pay your premium. There are exceptions,
however, such as if:

+ You commit fraud
+ The insurer stops offering services in the State

+ You move outside of the coverage area

For more information on your rights to continue coverage, contact the plan at 1 (888) 344-6347. You may also contact your state insurance department at 1 (800)
562-6900 or www.insurance.wa.gov.

Your Grievance and Appeals Rights:
Contact the Washington State Office of the Insurance Commissioner at 1 (800) 562-6900 or www.insurance.wa.gov.

Does this Coverage Provide Minimum Essential Coverage?
The Affordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.” This plan or policy does provide
minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?

In order for certain types of health coverage (for example, individually purchased insurance or job-based coverage) to qualify as minimum essential coverage, the
plan must pay, on average, at least 60 percent of allowed charges for covered services. This is called the “minimum value standard.” This health coverage does
meet the minimum value standard for the benefits it provides.

Language Access Services:
SPANISH (Espanol): Para obtener asistencia en Espafiol, llame al 1 (888) 344-6347.

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

These examples show how this plan might cover
medical care in given situations. Use these examples
to see, in general, how much financial protection a
sample patient might get if they are covered under
different plans.

. Thisis

“ not a cost
estimator.
Don’t use these examples to
estimate your actual costs
under this plan. The actual

care you receive will be
different from these examples,
and the cost of that care will
also be different.

See the next page for
important information about
these examples.

Having a baby

(normal delivery)

= Amount owed to providers: $7,540
m Plan pays: $3,090
m Patient pays: $4,450

Sample care costs:

Managing type 2 diabetes
(routine maintenance of
a well-controlled condition)

= Amount owed to providers: $5,400
m Plan pays: $1,500
m Patient pays: $3,900

Sample care costs:

Hospital charges (mother) $2,700 | Prescriptions $2,900
Routine obstetric care $2,100 | Medical Equipment and Supplies $1,300
Hospital charges (baby) $900 | Office Visits and Procedures $700
Anesthesia $900 | Education $300
Laboratory tests $500 | Laboratory tests $100
Prescriptions $200 | Vaccines, other preventive $100
Radiology $200 | Total $5,400
Vaccines, other preventive $40
Total $7,540 | Patient pays:
Deductibles $3,420
Patient pays: Copays $440
Deductibles $3,000 | Coinsurance $0
Copays $20 | Limits or exclusions $40
Coinsurance $1,280 | ‘Total $3,900
Limits or exclusions $150
Total $4,450
70f 8
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Questions and answers about the Coverage Examples:

What are some of the assumptions
behind the Coverage Examples?

- Costs don’t include premiums.

- Sample care costs are based on national
averages supplied by the U.S. Department of
Health and Human Services, and aren’t specific
to a particular geographic area or health plan.

+ The patient’s condition was not an excluded or
preexisting condition.

+ All services and treatments started and ended
in the same coverage period.

+ There are no other medical expenses for any
member covered under this plan.

+ Out-of-pocket expenses are based only on
treating the condition in the example.

+ The patient received all care from in-network
providers. If the patient had received care
from out-of-network providers, costs would
have been higher.

What does a Coverage Example
show?

For each treatment situation, the Coverage
Example helps you see how deductibles,
copayments, and coinsurance can add up. It also
helps you see what expenses might be left up to

you to pay because the service or treatment isn’t
covered or payment is limited.

Does the Coverage Example predict
my own care needs?

No. Treatments shown are just examples.
The care you would receive for this
condition could be different based on your
doctor’s advice, your age, how serious your
condition is, and many other factors.

Does the Coverage Example predict
my future expenses?

No. Coverage Examples are not cost
estimators. You can’t use the examples to
estimate costs for an actual condition. They
are for comparative purposes only. Your
own costs will be different depending on the
care you receive, the prices your providers
charge, and the reimbursement your health
plan allows.

Can | use Coverage Examples to
compare plans?

Yes. When you look at the Summary of
Benefits and Coverage for other plans,

you’ll find the same Coverage Examples.
When you compare plans, check the “Patient
Pays” box in each example. The smaller

that number, the more coverage the plan
provides.

Are there other costs | should
consider when comparing plans?

Yes. An important cost is the premium
you pay. Generally, the lower your premium,
the more you’ll pay in out-of-pocket

costs, such as copayments, deductibles,
and coinsurance. You should also

consider contributions to accounts such as
health savings accounts (HSAs), flexible
spending arrangements (FSAs) or health
reimbursement accounts (HRAs) that help
you pay out-of-pocket expenses.

Questions: Call 1 (888) 344-6347 or visit us at regence.com/policy/2017 /WA /Silver3000PreferredWashington.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary.

You can view the Glossary at www.cciio.cms.gov or call 1 (888) 344-6347 to request a copy.
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Regence BlueShield: Dental

Coverage Period: 01/01/2017 — 12/31/2017

Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual & Eligible Family

7, This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan

“, document at www.Regence.com or by calling 1 (888) 344-6347.

Important Questions |[Answers ~~ |Why this Matters:

$50 insured / $150 family per calendar year.
What is the overall Doesn’t apply to preventive dental services.
deductible? Coinsurance or amounts in excess of the allowed

amount do not count toward the deductible.

Are there other

deductibles for specific No.
services?

Is there an out-of-pocket N
limit on my expenses? ©
What is not included in

is pl -of-pocket limit.
the out-of-pocket limit? This plan has no out-of-pocket limit

Is there an overall
annual limit on what the Yes. $750
plan pays?

Yes. See www.Regence.com or call 1 (888)
344-6347 for lists of in-network or out-of-network

providers.

Does this plan use a
network of providers?

Do I need a referral to

see a specialist?

No. You don’t need a referral to see a specialist.

Questions: Call 1 (888) 344-6347 or visit us at www.Regence.com.

You must pay all the costs up to the deductible amount before this plan begins
to pay for covered services you use. Check your policy or plan document to see
when the deductible starts over (usually, but not always, January 1st). See the
chart starting on page 2 for how much you pay for covered dental services after
you meet the deductible.

You don’t have to meet deductibles for specific services, but see the chart
starting on page 2 for other costs for services this plan covers.

There’s no limit on how much you could pay during a coverage period for your
share of the cost of covered services.

Not applicable because there’s no out-of-pocket limit on your expenses.

This plan will pay for covered services only up to this limit during each coverage
period, even if your own need is greater. You’re responsible for all expenses
above this limit. The chart starting on page 2 describes specific coverage limits,
such as limits on the number of office visits.

Dental Rewards: You have the opportunity to add $250 to the overall dental
annual limit if you used less than the overall annual limit for covered services in
the first calendar year. At no time will the accumulated dental overall annual limit
be more than $1,500 for a calendar year.

If you use an in-network dental provider, this plan will pay some or all of the
costs of covered services. Be aware, your in—network dental provider may use
an out-of-network provider for some services. Plans use the term in-network,
preferred, or participating for providers in their network. See the chart starting
on page 2 for how this plan pays different kinds of providers.

You can see the specialist you choose without permission from this plan.

If you aren’t clear about any of the underlined terms used in this form, see the Glossary. Page 1
You can view the Glossary at www.cciio.cms.gov or call 1 (888) 344-6347 to request a copy. WWO0117SDENID



Are there services this Y. Some of the services this plan doesn't cover are listed on page 3. See your policy
es.

plan doesn’t cover? or plan document for additional information about excluded services.
F-y - Coinsurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if
“ the plan's allowed amount for a crown is $500, your coinsurance payment of 50% would be $250. This may change if you haven't met your
deductible.

+ The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the allowed
amount, you may have to pay the difference. For example, if an out-of-network dentist charges $200 for an examination and the allowed amount
is $150, you may have to pay the $50 difference. (This is called balance billing.)

+ This plan may encourage you to use in-network providers by charging you lower deductibles, copayments and coinsurance amounts.

Your Cost If Your Cost If You
Services You May Need You Use an In- Use an Out-of-
network Provider | network Provider

Common Dental
Event

Limitations & Exceptions

Coverage is limited to 2 cleanings and 2 preventive

Cleanings and examinations No charge No charge L . .
8 & & oral examinations / year, deductible waived.
. Coverage is limited to 2 bitewing x-ray series
If you have preventive & o B *ray e /
: year. Coverage is limited to 1 complete intra-oral
dental services , _
X-rays No charge No charge mouth and 1 panoramic mouth x-rays once in a 3

year period.
Deductible waived.

Coverage is limited to 1 per quadrantina 3

year period for complex periodontal surgical
procedures.

) ) Coverage is limited to 2 periodontal maintenance /
Periodontal services o) o) 2. . .
20% coinsurance 20% coinsurance year (in lieu of preventive cleanings).

If you need basic Coverage is limited to 1 periodontal debridement

dental services in a 3 year period.

Coverage is limited to 1 per quadrant in a 2 year
period for periodontal scaling and root planing,

Endodontic services 20% coinsurance 20% coinsurance none

Emergency and other basic

) 20% coinsurance 20% coinsurance none
dental services

Questions: Call 1 (888) 344-6347 or visit us at www.Regence.com.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. Page 2
You can view the Glossary at www.cciio.cms.gov or call 1 (888) 344-6347 to request a copy. WWO0117SDENID



Your Cost If
Services You May Need You Use an In-
network Provider

Common Dental
Event

Bridges 50% coinsurance

Your Cost If You
Use an Out-of-
network Provider

50% coinsurance

Limitations & Exceptions

Coverage is limited to replacement bridges once
per 7 years after placement.

Crowns, inlays and onlays 50% coinsurance

50% coinsurance

Coverage is limited to replacement crowns, inlays
or onlays once per tooth, 7 years after placement.

If you need major

dental services : .
Dentures (full and partial) 50% coinsurance

50% coinsurance

Coverage is limited to 1 per arch in a 3 year period
for denture rebase and denture relines.

Coverage is limited to replacement dentures 7
years after placement.

Implants (endosteal) 50% coinsurance

50% coinsurance

Coverage is limited to 4 endosteal implants /
lifetime.

Excluded Services:

Dental Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy or plan document for other excluded services.)

« Aesthetic dental procedures + Gold-foil restorations

+ Cosmetic/reconstructive services and supplies, - Implants (non-endosteal)

except congenital anomalies . Nitrous Oxide

» Duplicate x-rays + Occlusal treatment

» Facility charges + Orthodontic services

+ Orthognathic surgery
+ Pediatric dental (under age 19)

+ Temporomandibular joint (TM]) Dysfunction
Treatment

+ Tooth transplantation

+ Veneers

Questions: Call 1 (888) 344-6347 or visit us at www.Regence.com.

If you aren’t clear about any of the underlined terms used in this form, see the Glossary.
You can view the Glossary at www.cciio.cms.gov or call 1 (888) 344-6347 to request a copy.
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Regence BlueShield: Vision

Coverage Period: 01/01/2017 — 12/31/2017
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual & Eligible Family

£% This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan
u document at www.Regence.com or by calling 1 (888) 344-6347.

What is the overall
deductible?

Are there other
deductibles for specific No.

$0 insured / $0 family per calendar year. See the chart starting on page 2 for your costs for services this plan covers.

You don’t have to meet deductibles for specific services, but see the chart
starting on page 2 for other costs for services this plan covers.

services?

Is there an out-of-pocket N There’s no limit on how much you could pay during a coverage period for your
. o. .

limit on my expenses? share of the cost of covered services.

What is not included in

the out-of-pocket limit? This plan has no out-of-pocket limit. Not applicable because there’s no out-of-pocket limit on your expenses.
ut-of- :

This plan will pay for covered services only up to this limit during each coverage
period, even if your own need is greater. You’re responsible for all expenses
above this limit. The chart starting on page 2 describes specific coverage limits,

Is there an overall
annual limit on what the Yes. $150 for hardware

plan pays? such as limits on the number of office visits.
If you use an in-network vision provider, this plan will pay some or all of the
Does A ik mee e Yes. See WWW..Reger.lce.com or call 1 (888) costs of covered service.s. Be aware, your ig—network vision provid.er may use
network of providers? 344-6-347 for lists of in-network or out-of-network | an out—of—network. p.rov.lder for sommie services. Plans use the term 1n—network,.
providers. preferred, or participating for providers in their network. See the chart starting

on page 2 for how this plan pays different kinds of providers.
Do I need a referral to
see a specialist?
Are there services this Some of the vision services this plan doesn’t cover are listed on page 2. See your

Yes. . g . . .
plan doesn’t cover? policy or plan document for additional information about excluded services.

No. You don't need a referral to see a specialist. ~ You can see the specialist you choose without permission from this plan.

Questions: Call 1 (888) 344-6347 or visit us at www.Regence.com.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. Page 1
You can view the Glossary at www.cciio.cms.gov or call 1 (888) 344-6347 to request a copy. WWO0117SVISID



-\ + Copayments are fixed dollar amounts (for example, $15) you pay for covered vision care, usually when you receive the service.

“ - Coinsurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if the
plan's allowed amount for a vision examination is $50, your coinsurance payment of 20% would be $10. This may change if you haven't met your
deductible.

+ The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the allowed
amount, you may have to pay the difference. For example, if an out-of-network provider charges $150 for a vision examinationand the allowed
amount is $50, you may have to pay the $100 difference. (This is called balance billing.)

Your Cost If Your Cost If You
Common Vision Event| Services You May Need You Use an In- Use an Out-of- |Limitations & Exceptions

network Provider network Provider

Coverage is limited to one routine eye exam per

Routine vision examination | No charge No charge
member per calendar year.

If you visit an eye care

provider’s offi lini
Lol g afifoe o chii R No charge up to $150 | No charge up to $150

Coverage is limited to $150 for covered vision

: . hardware per calendar year and you pay an
hardware maximum hardware maximum p ¥ you pay any

balance.

Excluded Services:

Vision Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy or plan document for other excluded services.)
+ Contact fittings + Medical services + Personal comfort items
+ Cosmetic services and supplies - Non-direct patient care + Prescription medication
+ Fees, taxes, interest + Pediatric vision (under age 19) + Vision therapy and surgery

Questions: Call 1 (888) 344-6347 or visit us at www.Regence.com.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. Page 2
You can view the Glossary at www.cciio.cms.gov or call 1 (888) 344-6347 to request a copy. WWO0117SVISID



Regence

DISCRIMINATION IS AGAINST THE LAW

This Notice has Important Information. Regence complies with applicable Federal civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability, or sex. This notice has important information about your application or coverage.
Look for key dates in this notice. You may need to take action by certain deadlines to keep your health coverage or help with costs.
You have the right to get this information, and other information about your application or coverage, in your own language at no cost.
Call 888-344-6347. (TTY: 711)

HELP IN OTHER LANGUAGES

The following translations help people who do not read English understand their rights and responsibilities and who to call for help.
Including these translations is a federal requirement for all health plans sold on the state or federal marketplaces.

Spanish: Este aviso tiene informacidén importante. Regence cumple con las leyes de derechos civiles federales aplicables y no
discrimina sobre la base de raza, color, nacionalidad, edad, discapacidad o sexo. Este aviso tiene informacion importante sobre su
solicitud o cobertura. Busque las fechas importantes en este aviso. Es posible que tenga que tomar alguna accién en un determinado
plazo para mantener su cobertura de salud o ayuda con los costos. Usted tiene derecho a obtener esta informacion y otra informacion
sobre su solicitud o cobertura, en su propio idioma y sin costo. Llame al 888-344-6347. (TTY: 711)

Chinese Traditional: K:BMEHAEEEN. Regence BT EAZHABMAREL TEREK. BE. RIBHERE. FiH. BDOE
BRI EM P ULERN B, KENEAARCHRESIETRARMNEEZEEN, FEERBNANEZHE, FEIMRATIRERITE,
UERENEBERERGEZFER, GARERERGESEEMNEREEN UREHEEGHEBESRRMEBEEN., 55154 888-344-
6347 &E, (FEEHER : 711)

Vietnamese: Thong bao nay c6 Thdng tin Quan trong. Regence tuan thu luat phap Lién bang vé quyén cong dan hién hanh va
khong phan biét dbi x&r theo chiing téc, mau da, ngudn gbc qudc gia, dd tudi, khuyét tat hodc gidi tinh. Théng bao nay co thong tin
quan trong vé don déng ky hodc bao hiém cla quy vi. Tim nhi*ng ngay chinh trong thdng bao nay. Quy vi c6 thé& can hanh doéng truéc
mot s thoi han dé duy tri bao hiém strc khde ctia minh hoac dworc giup d& cd tinh phi. Quy vi cé quyen Iy théng tin nay va théng tin
khac vé don d&ng ky hoac bao hiém, bang ngdn ngi¥ ca minh mién phi. Goi sb 888-344-6347. (TTY: 711)

Korean: Ol 2K Al&t0lle S22 8201 =0 USLICH Regence2 ol Y A DIAY S =460 01T, LISM, S4& 2IF, HH, 0K,
E=4d480 Wet XMHESHR LSLICH 0 SR At il= oY Al A ECt HNE HLAN 248 SR FE0F ASLICH 0l S AL
TR EME 0 BN oY Y B2 U2 |A6HLIHIES XIS &oedH EJ JI8NX XX E F ot A 0F &LICH Aote

F

DRE HHE 2 HBU Y AFN = B HA0 (3 6 HEE S22 92 4 Us Aeldt USLICH 888-344-63472

o lL-=2 T
125 AIAIQ. (TTY: 711)

ﬂﬂ:
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Russian: B paHHOM YBegoMneHUn coaepXxuTca BaxXHaa MHopmMauusa. Regence HeceT obazaTtenbcTea no cobniogeHnto
NPUMEHNMbIX HOPM doeZiepanbHOro 3akoHo4aTenbCTBa O rPaXKaAaHCKUX npasax 1 He JornycKaeT ANCKPUMUHALUUKM Mo NpU3HaKy pachl,
uBeTa KOXM, HaLmMoHarbHOro NpoMcxXoxXaeHus, Bo3pacra, ctatyca MHBanvgHocT unuv nona. B gaHHom yBegomMneHnn cogepxurca
BaXkHast MHOpMaLMs O BalLleM 3asBlIEHUM UK CTPaxXOBOM NOKPbITUN. OBpaTuTe BHMUMaHWE Ha KroYeBble AaThbl, yKka3aHHble B JaHHOM
yBeoMNeHnn. BO3MOXHO, BaM HYXXHO NpeanpuHATL HEKOTOPblE 4eNCTBUSA K onpeaeneHHOMY CpoKy, 4TO6 COXpaHUTb CTpaxoBoe
NOKpbITUE NI NOMNYYNTb MOMOLLb C pacxodamu. Bel meeTe nNpaBo NoNyyYnTb JaHHYHO, a@ TakKe NpoYyo MHpopMaumio o Ballem
3a8BNEHNN NN CTPAXOBOM MOKPLITUM HA POAHOM s3blke 6ecnnaTHo. Mo3BoHUTEe No Homepy 888-344-6347. (TTY: 711)

Tagalog: Ang Abiso na ito ay may Mahalagang Impormasyon. Ang Regence ay sumusunod sa mga naaangkop na Pederal na
batas sa mga karapatang sibil at hindi nagdidiskrimina batay sa lahi, kulay, bansang pinagmulan, edad, kapansanan, o kasarian. Ang
abiso na ito ay may mahalagang impormasyon tungkol sa iyong aplikasyon o coverage. Hanapin ang mga importanteng petsa sa abiso
na ito. Maaaring kailangan mong gumawa ng hakbang hanggang sa mga partikular na takdang araw upang mapanatili mo ang iyong
coverage sa kalusugan o tulong sa mga gastusin. May karapatan kang makuha ang impormasyong ito, at iba pang impormasyon
tungkol sa iyong aplikasyon o coverage, sa iyong sariling wika nang walang bayad. Tumawag sa 888-344-6347. (TTY: 711)

Ukrainian: Lle noBiaoOMneHHA MiCTUTb BaXnuBy iHcphopmauito. Regence AOTpUMYETLCS 3aCTOCOBHOrO cheaeparnbHOro
3aKoHOAABCTBa NPO rPOMasHChLKi NpaBa Ta He NPOBOANTL MNONITUKY ANCKPUMIHALIT 3@ paCOBOK NPUHANEXHICTIO, KOSIbOPOM LLKIpW,
NOXOAXKEHHSAM, BIKOM, iHBanigHICTIO Ta CTaTEBOK O3HAKO. Lle NnoBigoMneHHs MiCTUTb BaXknuBy iHOpMaLito Npo NOB’sA3aHy 3 Bamu
nporpamMmy abo cTpaxoBe MOKPUTTS. 3BEPHITb yBary Ha Knio4yoBi 4aTtu B LibOMY noBigoMneHHi. LLob 36epertn 3a coboto nnaH meguyHoro
CTpaxyBaHHs abo npaBo OTPMMYyBaTW FPOLLOBY JONOMOrY, MOXIIMBO, BaM NOTPIGHO Byae BXWTK BiANOBIAHI 3axoau, AN SKUX
YyCTaHOBIEHO NEBHI YacoBi 0bMexeHHsA. Bu maeTe npaBo Ha 6e3KOLWTOBHE OTPMMAaHHS PigHOK MOBO SK Liel iHdhopmau,l, Tak i 6yab-
SIKOT iHLLOI, MOB’A3aHOI 3 NPOrpamMoro Y CTPaxoBMM NOKpUTTAM. TenedoHynTe 3a Takum Homepom: 888-344-6347 (Tenetann: 711).

Mon-Khmer, Cambodian: i,ﬁjti'r‘?iiﬁs ANHIS I NSOABUIS 9 Regence HSIMBI@WBGﬁUIUMW‘LﬂmSﬁJmhJSF’]I?UJH
wSsSuSMNTUIARGIM: mm’mms nafag] NSy MW AMIsn ‘I:IIﬁSIQJLU y

IUGANSEINIS: BﬁSﬁﬁBﬁSNBﬁSmHmm‘FEﬁJ gmzmsmummemmumﬁﬁ 1 UEIMISUMUUNGSIS1SIERIGS
L‘iSwﬂ.ﬂhIS y HﬁHﬁGLﬁﬁmﬁimSWI@JG‘ISLﬁHﬁ‘IﬂJUIIGQSMﬁ mqm@mssﬁmjm@nummemm
i;{i:nsggmmmwirjmmmmmimm’@memm‘umﬁﬁ y Hﬁmsmgggmmsmﬁ&nms sSurswmsgis Aams

UMM SINUIR I SMNIUNES SNMani=Sugso i masmt&umuj‘lﬁ*tgjm 1 WU 888-344-6347 ¥ (HHOCnSany
ygricnsSunwisuys TTY wuiunigmius : 711)
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Japanese: COBHMbLBICIREEELRIFRIEENTILET, Regence 3. BRAINZENRNARIEEZEZESTL. NE. OB, HEE., £, &
KRIEE. MAICLEEMZELEEN, COBHOBICRRIROBELERICATIEZERFERNEENTVET, COBMLBCEREFE SN TSI EELA
FFCTERLLS BERRBEAPEREXIEZS I EHREZTILHICEMHU BETICFHREZATOLELNBNET, HBEICE OB LU R
ARCRIZE AICRET 3 ZDMDIFRRICONVT, BN OBEZE THBEFNHNET , CH0F THEIEEL: 888-344-6347, (TTY: 711)
Ambharic: ev T19Aa0.° mPo, el eHA:: Regence N7LHI04@- 4840 (LA a>(-F v+ (HCE NPAIP: NaPm-(t NBCE ALI%E PhNA 14T OLRI° £~

a@fe AR.LLAI:: TIAANLD AA TIPANFPES 147 MPIL, 0P8 hAD-:: (LU 1AL AL BAG PGTT LLAT:: N OO PoPnLA PG 2mG 4T AL DRI°
POERT LG AT8PTA WlIPE ao@mOL PALAIA:: LUTY a8 W18.0-9° NTIaANF P MLI° 114+ AL AT avlBP T NPT €12 PAIOII® WGP LTI T

o hoeti: 888-344-6347 geatvi: (tEPL:- 711)

Cushite/Oromo: Beeksisni kun odeeffannoo barbaachisaa gabatee jira. Regence Ulaagaa seera mirga Siivilii Federaalaa kan
guutuu fi sanyii, bifa, lammummaa, umrii, miidhama qaamaa ykn saala irratti hundaa’ee addaan hinqoodne dha. Beeksisni kun
iyyannoo ykn haguuggii kara keessan irratti odeeffannoo barbaachisaa gabatee jira. Guyyoota furtuu beeksisa kana keessa jiran
ilaalaa. Haguuggii fayyaa ykn gargaarsa keessan eeggachuuf hanga dhuma yeroo ta’eetti tarkanfii ta’e gatii bastanii fudhachuu gabdu.
Odeeffannoo kana fi waa’ee iyyannoo ykn haguuggii keessanii kaffaltii tokko malee afaan keessaniin argachuuf mirga qabdu. Bilbilaa
888-344-6347. (TTY: 711)

Arabic:

S omdl S asfll Ja¥ sl 1 Gl Gl e aal) Gl Y e I semall 1l dnall 35880 01l 8 N Regence Jiia daga claglaa o jUaRY) 138 (5 siag
de) sall (any i Le ol ya) a1 ) pliag 288 Uad) 138 4yl Gl sl e Canl el dalad) dasil) o allal) (e dage Claslen Ao JUadY) 138 (5 ging  uind) 5l ddle )
el dalal) ddaril) o callally dilaiall 5 AN Cila slaall 5 e slaall 238 e J gl 8 Gall clal IS (a gead sacbue Ll ) ol dalad) Ll ksl o Laliall 4

(711 :pall a2} (e 3US)) 888-344-6347 &1L Joai) Ulas clialy
Punjabi: fer &fer ffg HI3=UTa Arearat 31 Regence B 2338 NG Wiiard € I6a © wggd I w3 A3, 341, IHet ¥, 8+,
wWUTfar3T, 7 a1 © worg ‘3 3Tse &t ager| for Sfer €8 3973 963-U39 W3 Bftmir 59 HI3=RYIs et J1 for &fer g iy
3 28| 3T¢ FTS1 I3 BIfemir JuE A B3 &8 Hee JI6 B fou3 fimie Atie’ ewdr Ir9edl 596 < 87 J Aae! J1 3T fig
Areardt, W3 WUE g9631 U39 A BSfemir g9 I9 Aredrdt st 3 99 e foi 8913 3 yu3 396 T wiftiarg J1 888-344-6347 3 T

a1 (TTY: 711)
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German: Diese Mitteilung enthalt wichtige Informationen. Regence halt die Grundrechte der USA ein und es finden keine
Diskriminierungen aufgrund von Rasse, Hautfarbe, nationaler Herkunft, Alter, Behinderung oder Geschlecht statt. Diese Mitteilung
enthalt wichtige Informationen Uber lhren Antrag oder die entsprechende Versicherungsdeckung. Beachten Sie wichtige Fristen in
dieser Mitteilung. Sie mussen unter Umstanden MalRnahmen innerhalb bestimmter Fristen ergreifen, um lhren
Krankenversicherungsschutz zu erhalten oder eine Kostenerstattung zu erhalten. Sie haben das Recht, diese Informationen und
andere Informationen uber Ihren Antrag oder Ihren Versicherungsschutz kostenlos in Ihrer Sprache zu erhalten. Rufen Sie folgende
Nummer an 888-344-6347. (Fernschreiber: 711)

Laotian: cc99ngrsud Bé.gvﬁémé’n. Regence S9069910N0UVI® 09008 FONWLILCNDI209SNLIVNIY NNJOLBY CCE
ODMIPICCLN FD10, F@0, IONIVO, 878), ©090cUVOVLENIL T CWO. CCFYNIVTLBLD _
B2uniigennyoriuniunalgze9nmn § NIweuee). onuIdLHNFIeLIVECINIVTETLD.
Uifma‘)oa:ﬁagmvé‘mﬁvmv?veaucaocoq)‘ZOtfvg o WFudlasunivauesggzrwivgegui G
NIVFOBCTHBNINNIVIVUELIV. WIVDTOCEIZYLY AT 2YVEL NIONVNIVIELIN B NIVLODI2OIUIIV
Hechvwazrgeguamlostcgeanlgae. Goc 888-344-6347. (TTY: 711)

WW0117SSLV30ID



