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Welcome to Excellus BlueCross BlueShield!

Getting the most from your health plan is more important than ever. Excellus BCBS is here to
bring together the coverage, programs and resources you need to be on your way to total physical,
emotional and financial wellbeing.

You can count on your Excellus BCBS plan for care when and where

you need it:

The area’s largest network of $0 copays for most preventive
doctors and hospitals, with services such as an annual routine
greater access close to home physical exam’, select vaccines, and

and in all 50 states important health screenings

Free digital support tools for answers anytime, anywhere, such as:

¢ Online member account e Estimate out-of-pocket medical costs

C > » Mobile app e Find a doctor, specialist or facility
that accepts your plan

Find more answers and

support at ExcellusBCBS.com

In this booklet you will find:
e A chart that summarizes this plan’s unique benefits and coverage™
e Helpful information to help you get the most from your plan

e A glossary of terms to help you understand your coverage and options

* Does not include procedures, injections, diagnostic services, laboratory and X-ray services, or any other services not billed as preventive services.
**This benefit summary is not a contract or binding agreement; it is a summary of benefits and services.



Greenlight Networks

Signature Hybrid $40/

$1000

Plan Features

Primary Care Physician (PCP) Not Required

Referrals Not Required

Out of network benefits Covered

Student / Dependent Coverage Covered to age 26/26

Domestic Partner Covered

Coverage Period 01/01/26-12/31/26

Office visit copay (Primary Care Physician) In-Network: $40 /Out- of- Network: 40%

Office visit copay (Specialist) In-Network: $60 /Out- of- Network: 40%

Coinsurance In- Network: 20% / Out-of-Network: 40%

Deductible In-Network: $1,000 / $3,000 / Out- of- Network: $2,000 / $6,000
Out of pocket maximum In-Network: 4,200 / $12,600 / Out- of- Network: $8,400 / $25,200

Questions? For assistance call , Lol
Call our TTYphone at 1 (800) 421-1220, Excellus w
® ®



Excellus &9

Greenlight Networks

General Information

Excellus BluePPO Signature Hybrid 1

$10/$30/$50 $0

Benefit Time Period: 01/01/2026 - 12/31/2026

Cost Sharing Expenses

Benefit Name In Network Out of Network Limits and Additional Information
Deductible - Single $1,000 $2,000
. . Each individual does not exceed the single
Deductible - Family $3,000 $6,000 deductible.
Each family member is only subject to the single
Deductible and any combination of family
. S . members can satisfy the family Deductible as
DEEMEINE AYEEgETE - ITElD e RNl long as one individual does not meet more than
the single deductible.
Individual
Coinsurance 20% 40%
Out-of-pocket maximums accumulate
Annual Out of Pocket Maximum - Single ~ $4,200 $8,400 EEELIENES, CHREYS FIT0 (T CEEIL G, Ol
pocket maximums exclude balances over
allowable expense and non-covered services.
Out-of-pocket maximums accumulate
. . coinsurance, copays and the deductible. Out-of-
Annual Out of Pocket Maximum - Family $12,600 $25,200 ;
pocket maximums exclude balances over
allowable expense and non-covered services.
Each family member is only subject to the single
. . Annual Out of Pocket Maximum any
_Ag?nuz?LC;ﬁtdo;:rﬁicl:ket P GBI combination of family members can satisfy the
9 y family Annual Out of Pocket Maximum.
Individual
Office Visit Cost Shares
Benefit Name In Network Out of Network Limits and Additional Information

Cost Share - Primary Care $40 Copayment

Cost Share - Specialist $60 Copayment

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance

Cost Share - Sick Kids $0 Copayment Subject to Deductible
Plan Limits
Benefit Name In Network Out of Network Limits and Additional Information
Plan/Calendar Year Plan Year Benefits
Diabetic Preauthorization and Step Therapy Applies
Who is Covered
Benefit Name In Network Out of Network Limits and Additional Information
Domestic Partner Coverage Covered
10f8 2392475-1 10/21/2025 11:30:43



Inpatient Services

Inpatient Facility

Benefit Name

In Network

Out of Network

Limits and Additional Information

Inpatient Hospital Services

Mental Health Care

Substance Use Detoxification

Skilled Nursing Facility
Physical Rehabilitation

Maternity Care

Inpatient Professional Services

Benefit Name

20% Coinsurance
Subject to Deductible

20% Coinsurance
Subject to Deductible

20% Coinsurance
Subject to Deductible

20% Coinsurance
Subject to Deductible

20% Coinsurance
Subject to Deductible

20% Coinsurance
Subject to Deductible

In Network

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

Out of Network

45 Days per plan year
Limits are combined INN and OON.

60 Days per plan year
Limits are combined INN and OON.

Limits and Additional Information

Inpatient Hospital Surgery

Anesthesia

PCP/Specialist - 20%
Coinsurance
Subject to Deductible

PCP/Specialist - 20%
Coinsurance
Subject to Deductible

Outpatient Facility Services

40% Coinsurance
Subject to Deductible

20% Coinsurance

Includes anesthesia rendered for Inpatient,
Outpatient, Office Visit, and Maternity services.

Subject to $1,000 Deductible Anesthesia does not require a preauth or

referral.

Outpatient Facility Services

Benefit Name

In Network

Out of Network

Limits and Additional Information

SurgiCenters and Freestanding Ambulatory

Centers Surgical Care

Diagnostic X-ray

Diagnostic Laboratory and Pathology

Radiation Therapy

Chemotherapy

Infusion Therapy Outpatient

Dialysis

Mental Health Care

Substance Use Care

Home and Hospice Care

20% Coinsurance
Subject to Deductible

$60 Copayment
Covered in Full
$60 Copayment
$40 Copayment
Covered in Full

Covered in Full

$40 Copayment
$0 PCP Copay for members
to age 19.

$40 Copayment
$0 PCP Copay for members
to age 19.

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

25% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

Cost share applies to licensed services and
infusion therapy separately.

Includes Partial Hospitalization

Includes Partial Hospitalization

Home Care

20f8
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Benefit Name

In Network

Out of Network

Limits and Additional Information

Home Care

Home Infusion Therapy

Hospice Care

Benefit Name

Covered in Full

Covered in Full

In Network

25% Coinsurance
Subject to $50 Deductible

25% Coinsurance
Subject to $50 Deductible

Out of Network

Services must be ordered by a Physician/
authorized Health Care Professional and
provided by an agency or office licensed/
certified to provide infusion therapy as part of a
primary service (such as chemotherapy,
radiation therapy and home health care).

Limits and Additional Information

Hospice Care Inpatient

Covered in Full

40% Coinsurance
Subject to Deductible

Outpatient and Office Professional Services

Professional Services

Benefit Name

In Network

Out of Network

Limits and Additional Information

Office Surgery

Diagnostic X-ray

Diagnostic Laboratory and Pathology
Radiation Therapy

Chemotherapy

Infusion Therapy Services

Dialysis

Mental Health Care

Maternity Care

Telehealth

TeleMedicine Program

Teledermatology

Chiropractic Care

PCP - $40 Copayment
Specialist - $60 Copayment
$0 PCP Copay for members
to age 19.

PCP/Specialist - $60
Copayment

PCP/Specialist - Covered in
Full

PCP/Specialist - $60
Copayment

PCP/Specialist - $40
Copayment

PCP/Specialist - Covered in
Full

PCP/Specialist - Covered in
Full

PCP/Specialist - $40
Copayment

$0 PCP Copay for members
to age 19.

PCP/Specialist - 20%
Coinsurance

Subject to Deductible

PCP - $40 Copayment
Specialist - $60 Copayment
$0 PCP Copay for members
to age 19.

PCP/Specialist - Covered in
Full

$0 PCP Copay for members
to age 19.

PCP/Specialist - $60
Copayment

PCP/Specialist - $40
Copayment

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

25% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

Not Covered

Not Covered

40% Coinsurance
Subject to Deductible

30f8

Cost share applies to licensed services and
infusion therapy separately.

$0 Kids Copay applies to PCP and Specialist

Covers online internet consultations between
the member and the providers who participate in
our Telemedicine MDLive and, if applicable, Vori
Health Program for medical, behavioral health,
and physical therapy conditions that are not
emergency conditions.

Covers online internet consultations between
the member and the providers who participate
with MDLive.
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Benefit Name

In Network

Out of Network

Limits and Additional Information

Allergy Testing

Allergy Treatment Including Serum

Hearing Evaluations Routine

Rehab and Habilitation

PCP - $40 Copayment

Specialist - $60 Copayment
$0 PCP Copay for members

to age 19.

PCP/Specialist - Covered in

Full

PCP/Specialist - $60
Copayment

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

Allergy Testing includes injections and scratch
and prick tests.

Includes desensitization treatments (injections &
serums).

1 Exam per plan year
Limits are combined INN and OON.

Outpatient Facility

Benefit Name

In Network

Out of Network

Limits and Additional Information

Physical Rehabilitation

Occupational Rehabilitation

Speech Rehabilitation

$60 Copayment

$60 Copayment

$60 Copayment

Outpatient Professional Services

Benefit Name

In Network

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

Out of Network

45 Visits per plan year

Includes aggregate of visits for INN and OON
and professional and facility covered services
for physical, speech, and occupational therapy.

45 Visits per plan year

Includes aggregate of visits for INN and OON
and professional and facility covered services
for physical, speech, and occupational therapy.
45 Visits per plan year

Includes aggregate of visits for INN and OON
and professional and facility covered services
for physical, speech, and occupational therapy.

Limits and Additional Information

Physical Rehabilitation

Occupational Rehabilitation

Speech Rehabilitation

Preventive Services

PCP/Specialist - $60
Copayment

PCP/Specialist - $60
Copayment

PCP/Specialist - $60
Copayment

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

45 Visits per plan year

Includes aggregate of visits for INN and OON
and professional and facility covered services
for physical, speech, and occupational therapy.

45 Visits per plan year

Includes aggregate of visits for INN and OON
and professional and facility covered services
for physical, speech, and occupational therapy.

45 Visits per plan year

Includes aggregate of visits for INN and OON
and professional and facility covered services
for physical, speech, and occupational therapy.

Preventive Professional Services Meeting Federal Guidelines*

Benefit Name

In Network

Out of Network

Limits and Additional Information

Adult Physical Examination

Adult Immunizations

Well Child Visits and Immunizations

Routine GYN Visit

Pre/Post-Natal Care

PCP/Specialist - Covered in

Full

PCP/Specialist - Covered in

Full

PCP/Specialist - Covered in

Full

PCP/Specialist - Covered in

Full

PCP/Specialist - Covered in

Full

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible
0% Coinsurance
40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40f8

1 Exam per calendar year
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Benefit Name

In Network

Out of Network

Limits and Additional Information

Mammography Screening Professional
Colonoscopy Screening Professional

Bone Density Screening Professional

PCP/Specialist - Covered in
Full

PCP/Specialist - Covered in
Full

PCP/Specialist - Covered in
Full

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

Preventive Facility Services Meeting Federal Guidelines*

Benefit Name

In Network

Out of Network

Limits and Additional Information

Cervical Cytology Preventative
Mammography Screening Facility
Colonoscopy Screening Facility

Bone Density Screening Facility

Covered in Full

Covered in Full

Covered in Full

Covered in Full

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

Preventive services in addition to those required under Federal Guidelines - Professional

Benefit Name

In Network

Out of Network

Limits and Additional Information

Prostate Cancer Screening
Mammography Screening Professional
Colonoscopy Screening Professional

Bone Density Screening Professional

PCP/Specialist - Covered in
Full

PCP/Specialist - Covered in
Full
PCP/Specialist - Covered in
Full

PCP/Specialist - $60
Copayment

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

Preventive services in addition to those required under Federal Guidelines - Facility

Benefit Name

In Network

Out of Network

Limits and Additional Information

Mammography Screening Facility
Colonoscopy Screening Facility

Bone Density Screening Facility

Other Benefits

Covered in Full
Covered in Full

$60 Copayment

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

Additional Benefits

Benefit Name In Network Out of Network Limits and Additional Information
Treatment of Diabetes Preventive N/A N/A
Treatment of Diabetes - Non-Insulin Drugs ~ PCP/Specialist - $40 40% Coinsurance Limited to a 90 day supply for retail pharmacy or
and Supplies Copayment Subject to Deductible a 90 day supply for mail order pharmacy.

. _ . PCP/Specialist - $0 40% Coinsurance Limited to a 90 day supply for retail pharmacy or
ViEEimEaL @ BiEEeEs - s Copayment Subject to Deductible a 90 day supply for mail order pharmacy.

. . . PCP/Specialist - $40 40% Coinsurance

Diabetic Equipment Copayment Subject to Deductible

Durable Medical Equipment (DME)

PCP/Specialist - 20%
Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

50f8
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Benefit Name

In Network

Out of Network

Limits and Additional Information

Medical Supplies

Acupuncture

Private Duty Nursing

PCP/Specialist - 20%
Coinsurance
Subject to Deductible

PCP/Specialist - Not Covered

PCP/Specialist - Not Covered

40% Coinsurance
Subject to Deductible

Not Covered

Not Covered

Not Covered

Not Covered

Diagnoses

Benefit Name In Network Out of Network Limits and Additional Information
$4,000 Reimbursement Per Plan Year
Reimbursement is available for travel and

Reimbursement for Travel and Lodging PCP/Specialist - Covered Covered Iodg!ng to another state to access covgred.

Expenses services when access to covered services is not
available due to a law or regulation in the state
where the member resides.

Emergency Services

ER Facility

Benefit Name In Network Out of Network Limits and Additional Information
Prior Authorization may not apply to any

- - emergency care services. Emergency services

Facility Emergency Room Visit $250 Copayment $250 Copayment are covered worldwide if provided by a hospital
facility.

Transportation

Benefit Name In Network Out of Network Limits and Additional Information

Prehospital Emergency and Transportation -

Ground or Water $250 Copayment $250 Copayment

Urgent Care

Benefit Name In Network Out of Network Limits and Additional Information

Urgent Care Center Facility Visit

$60 Copayment

Total Health Management Programs

40% Coinsurance
Subject to Deductible

Wellness Programs

6 0of 8
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Benefit Name

In Network

Out of Network

Limits and Additional Information

Wellbeing Program

Reward Amount

Certified Partners

Ancillary Benefits

Members can earn up to $600 per plan year in
rewards that can be used to purchase gift cards,
fitness tracking devices or various other health
and wellness items. Rewards are earned by
completing gamification-style activities, including
health challenges and journeys, daily cards,
healthy habit tracking, and $50 can be earned
for completing a Health Risk Assessment that
motivates them to focus on their total health and
wellbeing.

ThriveWell Rewards

Rewards 3 $400 EE & $200 Spouse w/ $50
HRA

Headspace: Transform your employees' health
and happiness with Headspace's mindfulness
training integrated with Personify Health, so you
can help your employees manage everything
from stress and anxiety to focus and sleep.

Vision

Benefit Name

In Network

Out of Network

Limits and Additional Information

Pediatric Eye Exams - Routine
Pediatric Eyewear - Routine
Adult Eye Exams - Routine

Adult Eyewear - Routine

Rx Benefits

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Rx Plan

Benefit Name In Network Out of Network Limits and Additional Information
Rx Plan $10/$30/$50 $0

Rx Benefits

Benefit Name In Network Out of Network Limits and Additional Information
Days Supply Per Retail Order 30

Days Supply Per Mail Order 90

Copays Per Mail Order Supply 2

7 of 8
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This document is not a contract. It is only intended to highlight the coverage of this program. Benefits are determined by the
terms of the contract. Any inconsistencies between this document and the contract shall be resolved in favor of the contract in
effect at the time services are rendered. All benefits are subject to medical necessity. All day and visit limits are combined
limits for both in and out of network benefits.

* For non-grandfathered groups, Preventive Services coverage required by the Patient Protection and Affordable Care Act are
not quoted herein. Please refer to the United States Preventive Services Task Force (USPSTF) list of items and services
rated "A" or "B", the guidelines supported by the Health Resources and Services Administration (HRSA) and the list of
immunizations recommended by the Advisory Committee on Immunization Practices (ACIP) for a complete list of services that
are covered pursuant to the Patient Protection and Affordable Care Act requirements.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

Excellus BCBS: Excellus BluePPO Signature Hybrid 1

A nonprofit independent licensee of the BlueCross BlueShield Association

Greenlight Networks

Coverage Period: 01/01/2026 - 12/31/2026
Coverage for: 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, call 1-800-499-1275 or visit Our website at www.excellushcbs.com. For
general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary. You can view the Glossary at
www.cciio.cms.gov or www.healthcare.gov/shc-glossary or call 1-800-499-1275 to request a copy.

Answers

Why This Matters:

Important Questions

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?

In-Network: $1,000 Individual/$2,000 Two
Person/$3,000 Family; Out-of-Network:
$2,000 Individual/$4,000 Two Person/

$6,000 Family

Yes, Preventive Care

No

In-Network: $4,200 Individual/$8,400 Two
Person/$12,600 Family; Out-of-Network:
$8,400 Individual/$16,800 Two Person/

$25,200 Family

Costs for premiums, balance billing charges,
and health care this plan doesn't cover.

Yes. See www.excellushcbs.com or call

1-800-499-1275 for a list of network

providers.

No

Generally, you must pay all of the costs from providers up to the deductible amount before this plan begins to pay. If
you have other family members on the plan, each family member must meet their own individual deductible until the
total amount of deductible expenses paid by all family members meets the overall family deductible

This plan covers some items and services even if you haven't yet met the deductible amount. But a copayment or
coinsurance may apply. For example, this plan covers certain preventive services without cost sharing and before you
meet your deductible. See a list of covered preventive services at https://www.healthcare.gov/coverage/preventive-
care-benefits/.

You don't have to meet deductibles for specific services.

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

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

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.

You can see the specialist you choose without a referral.

2392475-1 1116127 10f5



44  ANicopayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

M ecdoiIcTInE(:r'Lnt Services You May Need In-Network Provider Out-of-Network Provider TS, Exﬁ‘;;;‘:::;&f;g e AbayaniE.
(You will pay the least) (You will pay the most)

$40 Copay/visit
!’rlmary care visit to treat an injury or | No Charge for Members to age 40% Coinsurance
illness 19 =
Deductible does not apply None
e $60 Copay/visit o o
Spedalist isit Deductible does not apply 40% Coinsurance

If you visit a health care

Adult Physical: No Ch
provider’s office or clinic uttFhysical: NoLharge

0O (i
Adult Immunizations: No Adult Physical: 40% Coinsurance

You may have to pay for services that aren't preventive. Ask

Preventive care/screening/ Adult Immunizations: 40% o . .
: L Charge . your provider if the services needed are preventive. Then
immunization v Coinsurance .
Well Child Visit: No Charge T check what your plan will pay for.1 Exam per calendar year
: Well Child Visit: No Charge
Deductible does not apply

X-Ray: $60 Copay/visit
X-Ray: Deductible does not

. ) ) apply X-Ray: 40% Coinsurance
Diagnostic test (x-tay, blood work) Blood Work: No Charge Blood Work: 40% Coinsurance
Blood Work: Deductible does None
not apply
If you have a test Imaging (CT/PET scans, MRIs) UV 40% Coinsurance
' Deductible does not apply E—
$10/prescription retail, $20/
Tier 1 (Generic drugs) prescription mail order Not Covered
Ifyot!I:\eed drugs :.)tt.reat Deductible does not apply Covers up to a 30-day supply (retail); 90-day supply (mail
ml:; :m:::r!:]sa(:irozoanbol ;on $30/prescription retail, $60/ order)/prescription
resdrintion dru covel:a s Tier 2 (Preferred brand drugs) prescription mail order Not Covered Preauthorization required for certain prescription drugs. If
zvailabr:e - g g Deductible does not apply you don't get a preauthorization, you must pay the entire
www.excellushcbs.com $50/prescription retail, $100/ cost and submit a claim to us for reimbursement.
Tier 3 (Non-preferred brand drugs) prescription mail order Not Covered
Deductible does not apply
If you have outpatient E:;Itlétr); fee (¢.g. ambulatory surgery 20% Coinsurance 40% Coinsurance None
surgery Physician/surgeon fees 20% Coinsurance 40% Coinsurance

* For more information about limitations and exceptions, see plan or policy document at www.excellushchs.com 20f5



What You Will Pay

Meiioi:;?‘E(::n t Services You May Need In-Network Provider Out-of-Network Provider SR Exc&[;(t::r::;,tf;gther [ORET!
(You will pay the least) (You will pay the most)
$250 Copay/visit $250 Copay/visit
Emergengy room care Deductible does not apply Deductible does not apply None
If you need immediate Emergency medical transportation 3230 C—(.)El_a)%wm | EZSdO C—(.)El—aya/\”s't | None
el e eductible does not apply eductible does not apply
Urgent care Ei?i l%{%’ﬂ'::g notapply 40% Coinsurance None
Facility fee (e.g., hospital room) 20% Coinsurance 40% Coinsurance \
If you have a hospital stay  pycician/surgeon fees 20% Coinsurance 40% Coinsurance one
If you need mental health, - ,atient services 40 C_op_ay/wsn 40% Coinsurance
behavioral health, or Deductible does not apply None
substance abuse services | Inpatient services 20% Coinsurance 40% Coinsurance
Office visits No Charge 40% Coinsurance Cost sharing does not apply for preventive services.

If you are pregnant

Childbirth/delivery professional
services

20% Coinsurance

40% Coinsurance

Maternity care may include tests and services described
elsewhere in the SBC (i.e. ultrasound.). Depending on the
type of services, a copayment, coinsurance, or deductible

may apply.

Childbirth/delivery facility services

20% Coinsurance

40% Coinsurance

None

or have other special
health needs

Home health care

No Charge
Deductible does not apply

25% Coinsurance

Deductible is limited to $50 Out-of-Network

Rehabilitation services

$60 Copay/visit
Deductible does not apply

40% Coinsurance

45 Visits per plan year limit

If you need help recovering

Habilitation services

$60 Copay/visit
Deductible does not apply

40% Coinsurance

45 Visits per plan year limit

Skilled nursing care

20% Coinsurance

40% Coinsurance

45 Days per plan year limit

Durable medical equipment

20% Coinsurance

40% Coinsurance

None

Hospice services No Charge 40% Coinsurance Family bereavement counseling limited to 5 Visits per plan
FIOSPICE SETVICES Deductible does not apply PR year
Children’s eye exam Not Covered Not Covered
IEIG L eE R BiE Children’s glasses Not Covered Not Covered None
or eye care
Children’s dental check-up Not Covered Not Covered

* For more information about limitations and exceptions, see plan or policy document at www.excellusbchs.com
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Exduded 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 ®  Cosmetic surgery ®  Dental care (Adult)
®  Dental care (Child) ®  Long-term care ®  Private-duty nursing
®  Routine eye care (Adult) ®  Routine eye care (Child) ®  Routine foot care

®  Weight loss programs

Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)
e Bariatricsurgery e C(hiropractic care e Hearing aids

e Infertility treatment o Non-emergency care when traveling outside the U.S.

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: Department of Labor's Employee
Benefits Security Administration at 1-866-444-EBSA (3272) or https://www.dol.gov/agencies/ebsa/about-ebsa/ask-a-question/ask-ebsa. 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: the phone number on Your ID card or www.excellushchs.com; Department of Labor’s Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or www.dol.gov/agencies/ebsa/about-ebsa/ask-a-question/ask-ebsa; New York State Department of Financial Services Consumer Assistance Unit at
1-800-342-3736 or www.dfs.ny.gov. Additionally, a consumer assistance program can help you file your appeal. Contact the Consumer Assistance Program at 1-888-614-5400, or e-mail cha@cssny.org or
www.communityhealthadvocates.org. A list of states with Consumer Assistance Programs is available at: https://www.dol.qgov/sites/dolgov/files/EBSA/laws-and-requlations/laws/affordable-care-act/for-
employers-and-advisers/consumer-assistance-programs.doc and www.cms.gov/CCl10/Resources/Consumer-Assistance-Grants.

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.

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 plan or policy document at www.excellushchs.com 40f5



About 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)

B The plan's overall deductible $1,000
B Specialist copayment $60
B Hospital (facility) coinsurance 20%
¥ Other coinsurance 20%
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 $120
Coinsurance $2,010
What isn’t covered

Limits or exclusions $20
The total Peg would pay is $3,150

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)
B The plan's overall deductible $1,000
B Specialist copayment $60
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services like:

Primary care physician office visits (including disease education)
Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (g/ucose meter)

Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing
Deductibles S0
Copayments $1,550
Coinsurance S0
What isn't covered

Limits or exclusions §20
The total Joe would pay is $1,570

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

Mia’s Simple Fracture

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

The plan's overall deductible

Specialist copayment
Hospital (facility) coinsurance

Other coinsurance

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

In this example, Mia would pay:

Cost Sharing
Deductibles
Copayments
Coinsurance
What isn’t covered

Limits or exclusions
The total Mia would pay is
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$1,000
$60
20%
20%

$2,800

$250
$800
50

50
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Greenlight Networks

Signature Deductible

$2,500

Plan Features

Primary Care Physician (PCP) Not Required

Referrals Not Required

Out of network benefits Covered

Student / Dependent Coverage Covered to age 26/26

Domestic Partner Covered

Coverage Period 01/01/26-12/31/26

Office visit copay (Primary Care Physician) In-Network: 20% /Out- of- Network: 40%

Office visit copay (Specialist) In-Network: 20%/Out- of- Network: 40%

Coinsurance In- Network: 20% / Out-of-Network: 40%

Deductible In-Network: $2,500 / $5,000 / Out- of- Network: $5,000 / $10,000
Out of pocket maximum In-Network: $5,000 / $10,000 / Out- of- Network: $10,000 / $20,000

Questions? For assistance call , Lol
Call our TTYphone at 1 (800) 421-1220, Excellus w
® ®



R Excellus BluePPO Signature Deduct 3
V v @ $5/$45/$90 Integrated Rx $0 Generics for Kids Preventive Rx not
Xce us & subject to Deductible
© ¢ Benefit Time Period: 01/01/2026 - 12/31/2026
Greenlight Networks

General Information

Cost Sharing Expenses

Benefit Name In Network Out of Network Limits and Additional Information
Deductible - Single $2,500 $5,000
Deductible - Family $5,000 $10,000

The entire family annual deductible must be met
before copay or coinsurance is applied for any
individual family member. If the family
deductible amount exceeds the out of pocket
maximum per person cap, the individual cannot
contribute more than the out of pocket maximum
per person cap amount for the plan year.

Family

Deductible Aggregation - Single and Family

Coinsurance 20% 40%

QOut-of-pocket maximums accumulate

Annual Out of Pocket Maximum - Single ~ $5,000 $10,000 SElTEUIE G2, CHREYS EIT0 (Gl GHl. Ol
pocket maximums exclude balances over
allowable expense and non-covered services.
Out-of-pocket maximums accumulate

Annual Out of Pocket Maximum - Family ~ $10,000 $20,000 coinsurance, copays and the deductible. Out-of-
pocket maximums exclude balances over
allowable expense and non-covered services.

The Out-of-Pocket Maximum Per Person Cap
includes deductible, coinsurance, copays and
prescription drugs. If a member under a family
contract meets the Out-Of-Pocket Maximum Per
Person Cap amount, the individual will no longer

Annual Out of Pocket Maximum - Per Person $8.500 $20,000 pay for covered services and claims will be paid

Cap ’ ’ at 100% of the allowable amount by the Health
Plan for the remainder of the plan year. The
remaining annual out-of-pocket maximum still
needs to be met by any combination of family
members on the contract before claims are paid
at 100% for the whole family.

The entire Family Annual Out-of-Pocket
Maximum must be met before family members
receive covered services processed at 100% of
the allowable amount for the remainder of the
plan year. An individual member covered under
a family plan may not exceed the Out-of-Pocket
Maximum per person cap amount for that plan
year, should the family Out-of-Pocket Maximum
level exceed the Out-of-Pocket Maximum Per
Person Cap.

Family

Annual Out of Pocket Maximum Aggregation
- Single and Family

Office Visit Cost Shares
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Benefit Name In Network

Out of Network

Limits and Additional Information

20% Coinsurance
Subject to Deductible

20% Coinsurance
Subject to Deductible

Cost Share - Primary Care

Cost Share - Specialist

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

Plan Limits

Benefit Name In Network Out of Network Limits and Additional Information
Plan/Calendar Year Plan Year Benefits

Diabetic Preauthorization and Step Therapy Applies

Who is Covered

Benefit Name In Network Out of Network Limits and Additional Information
Domestic Partner Coverage Covered

Inpatient Services

Inpatient Facility

Benefit Name In Network Out of Network Limits and Additional Information

20% Coinsurance
Subject to Deductible

20% Coinsurance
Subject to Deductible

20% Coinsurance
Subject to Deductible

20% Coinsurance
Subject to Deductible

20% Coinsurance
Subject to Deductible

20% Coinsurance
Subject to Deductible

Inpatient Hospital Services
Mental Health Care
Substance Use Detoxification
Skilled Nursing Facility
Physical Rehabilitation

Maternity Care

Inpatient Professional Services

Benefit Name In Network

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

Out of Network

45 Days per plan year
Limits are combined INN and OON.

60 Days per plan year
Limits are combined INN and OON.

Limits and Additional Information

PCP/Specialist - 20%
Coinsurance
Subject to Deductible

Inpatient Hospital Surgery

PCP/Specialist - 20%
Coinsurance
Subject to Deductible

Anesthesia

Outpatient Facility Services

40% Coinsurance
Subject to Deductible

20% Coinsurance

Subject to $2,500 Deductible

Includes anesthesia rendered for Inpatient,
Outpatient, Office Visit, and Maternity services.
Anesthesia does not require a preauth or
referral.

Outpatient Facility Services

20f8
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Benefit Name

In Network

Out of Network

Limits and Additional Information

SurgiCenters and Freestanding Ambulatory
Centers Surgical Care

Diagnostic X-ray

Diagnostic Laboratory and Pathology
Radiation Therapy

Chemotherapy

Infusion Therapy Outpatient

Dialysis

Mental Health Care

Substance Use Care

Home and Hospice Care

20% Coinsurance
Subject to Deductible

20% Coinsurance
Subject to Deductible

20% Coinsurance
Subject to Deductible

20% Coinsurance
Subject to Deductible

20% Coinsurance
Subject to Deductible

20% Coinsurance
Subject to Deductible

20% Coinsurance
Subject to Deductible

20% Coinsurance
Subject to Deductible

20% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

Cost share applies to licensed services and
infusion therapy separately.

Includes Partial Hospitalization

Includes Partial Hospitalization

Home Care

Benefit Name

In Network

Out of Network

Limits and Additional Information

Home Care

Home Infusion Therapy

Hospice Care

Benefit Name

20% Coinsurance
Subject to Deductible

20% Coinsurance
Subject to Deductible

In Network

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

Out of Network

Services must be ordered by a Physician/
authorized Health Care Professional and
provided by an agency or office licensed/
certified to provide infusion therapy as part of a
primary service (such as chemotherapy,
radiation therapy and home health care).

Limits and Additional Information

Hospice Care Inpatient

20% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

Outpatient and Office Professional Services

Professional Services

Benefit Name

In Network

Out of Network

Limits and Additional Information

Office Surgery

Diagnostic X-ray

Diagnostic Laboratory and Pathology

Radiation Therapy

Chemotherapy

PCP/Specialist - 20%
Coinsurance
Subject to Deductible
PCP/Specialist - 20%
Coinsurance
Subject to Deductible
PCP/Specialist - 20%
Coinsurance
Subject to Deductible
PCP/Specialist - 20%
Coinsurance
Subject to Deductible
PCP/Specialist - 20%
Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

30f8
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Benefit Name

In Network

Out of Network

Limits and Additional Information

Infusion Therapy Services

Dialysis

Mental Health Care

Maternity Care

Telehealth

TeleMedicine Program

Teledermatology

Chiropractic Care

Allergy Testing

Allergy Treatment Including Serum

Hearing Evaluations Routine

Rehab and Habilitation

PCP/Specialist - 20%
Coinsurance
Subject to Deductible
PCP/Specialist - 20%
Coinsurance
Subject to Deductible
PCP/Specialist - 20%
Coinsurance
Subject to Deductible
PCP/Specialist - 20%
Coinsurance
Subject to Deductible
PCP/Specialist - 20%
Coinsurance
Subject to Deductible

PCP/Specialist - 0%
Coinsurance
Subject to Deductible

PCP/Specialist - 20%
Coinsurance
Subject to Deductible
PCP/Specialist - 20%
Coinsurance
Subject to Deductible
PCP/Specialist - 20%
Coinsurance
Subject to Deductible
PCP/Specialist - 20%
Coinsurance
Subject to Deductible
PCP/Specialist - 20%
Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

Not Covered

Not Covered

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

Cost share applies to licensed services and
infusion therapy separately.

Covers online internet consultations between
the member and the providers who participate in
our Telemedicine MDLive and, if applicable, Vori
Health Program for medical, behavioral health,
and physical therapy conditions that are not
emergency conditions.

Covers online internet consultations between
the member and the providers who participate
with MDLive.

Allergy Testing includes injections and scratch
and prick tests.

Includes desensitization treatments (injections &
serums).

1 Exam per plan year
Limits are combined INN and OON.

Outpatient Facility

Benefit Name

In Network

Out of Network

Limits and Additional Information

Physical Rehabilitation

Occupational Rehabilitation

Speech Rehabilitation

20% Coinsurance
Subject to Deductible

20% Coinsurance
Subject to Deductible

20% Coinsurance
Subject to Deductible

Outpatient Professional Services

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40f8

45 Visits per plan year

Includes aggregate of visits for INN and OON
and professional and facility covered services
for physical, speech, and occupational therapy.

45 Visits per plan year

Includes aggregate of visits for INN and OON
and professional and facility covered services
for physical, speech, and occupational therapy.
45 Visits per plan year

Includes aggregate of visits for INN and OON
and professional and facility covered services
for physical, speech, and occupational therapy.

2392477-1 10/21/2025 11:32:51



Benefit Name

In Network

Out of Network

Limits and Additional Information

Physical Rehabilitation

Occupational Rehabilitation

Speech Rehabilitation

Preventive Services

PCP/Specialist - 20%
Coinsurance
Subject to Deductible

PCP/Specialist - 20%
Coinsurance
Subject to Deductible

PCP/Specialist - 20%
Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

45 Visits per plan year

Includes aggregate of visits for INN and OON
and professional and facility covered services
for physical, speech, and occupational therapy.

45 Visits per plan year

Includes aggregate of visits for INN and OON
and professional and facility covered services
for physical, speech, and occupational therapy.

45 Visits per plan year

Includes aggregate of visits for INN and OON
and professional and facility covered services
for physical, speech, and occupational therapy.

Preventive Professional Services Meeting Federal Guidelines*

Benefit Name

In Network

Out of Network

Limits and Additional Information

Adult Physical Examination

Adult Immunizations

Well Child Visits and Immunizations

Routine GYN Visit

Pre/Post-Natal Care

Mammography Screening Professional

Colonoscopy Screening Professional

Bone Density Screening Professional

PCP/Specialist - Covered in
Full

PCP/Specialist - Covered in
Full

PCP/Specialist - Covered in
Full

PCP/Specialist - Covered in
Full

PCP/Specialist - Covered in
Full

PCP/Specialist - Covered in
Full

PCP/Specialist - Covered in
Full

PCP/Specialist - Covered in
Full

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible
0% Coinsurance

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

Preventive Facility Services Meeting Federal Guidelines*

Benefit Name

In Network

Out of Network

1 Exam per calendar year

Limits and Additional Information

Cervical Cytology Preventative
Mammography Screening Facility
Colonoscopy Screening Facility

Bone Density Screening Facility

Covered in Full

Covered in Full

Covered in Full

Covered in Full

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

Preventive services in addition to those required under Federal Guidelines - Professional

Benefit Name

In Network

Out of Network

Limits and Additional Information

Prostate Cancer Screening

Mammography Screening Professional

Colonoscopy Screening Professional

Bone Density Screening Professional

PCP/Specialist - Covered in
Full

PCP/Specialist - Covered in
Full

PCP/Specialist - Covered in
Full

PCP/Specialist - 20%
Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

50f8
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Preventive services in addition to those required under Federal Guidelines - Facility

Benefit Name

In Network Out of Network

Limits and Additional Information

Mammography Screening Facility
Colonoscopy Screening Facility

Bone Density Screening Facility

Other Benefits

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

Covered in Full

Covered in Full

20% Coinsurance
Subject to Deductible

Additional Benefits

Benefit Name

In Network Out of Network

Limits and Additional Information

Treatment of Diabetes Preventive

Treatment of Diabetes - Non-Insulin Drugs
and Supplies

Treatment of Diabetes - Insulin

Diabetic Equipment

Durable Medical Equipment (DME)

Medical Supplies

Acupuncture

Private Duty Nursing

20% Coinsurance 20% Coinsurance

PCP/Specialist - 20%
Coinsurance

Subject to Deductible
PCP/Specialist - 0%
Coinsurance
PCP/Specialist - 20%
Coinsurance

Subject to Deductible
PCP/Specialist - 20%
Coinsurance

Subject to Deductible
PCP/Specialist - 20%
Coinsurance

Subject to Deductible
PCP/Specialist - 20%
Coinsurance

Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

40% Coinsurance
Subject to Deductible

PCP/Specialist - Not Covered Not Covered

Limited to a 90 day supply for retail pharmacy or
a 90 day supply for mail order pharmacy.

Limited to a 90 day supply for retail pharmacy or
a 90 day supply for mail order pharmacy.

10 Visits per year

Not Covered

Diagnoses

Benefit Name In Network Out of Network Limits and Additional Information
$4,000 Reimbursement Per Plan Year
Reimbursement is available for travel and

Reimbursement for Travel and Lodging PCP/Specialist - Covered Covered lodging to another state to access covered

Expenses

Emergency Services

Subject to Deductible Subject to $2,500 Deductible

services when access to covered services is not
available due to a law or regulation in the state
where the member resides.

ER Facility

Benefit Name

In Network Out of Network

Limits and Additional Information

Facility Emergency Room Visit

Transportation

20% Coinsurance
Subject to $2,500 Deductible

20% Coinsurance
Subject to Deductible

6 0of 8

Prior Authorization may not apply to any
emergency care services. Emergency services
are covered worldwide if provided by a hospital
facility.
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Benefit Name

In Network

Out of Network

Limits and Additional Information

Prehospital Emergency and Transportation -

Ground or Water

Urgent Care

Benefit Name

20% Coinsurance
Subject to Deductible

In Network

20% Coinsurance

Subject to $2,500 Deductible

Out of Network

Limits and Additional Information

Urgent Care Center Facility Visit

Total Health Management Programs

20% Coinsurance
Subject to Deductible

40% Coinsurance

Subject to Deductible

Wellness Programs

Benefit Name

In Network

Out of Network

Limits and Additional Information

Wellbeing Program

Reward Amount

Certified Partners

Ancillary Benefits

Members can earn up to $600 per plan year in
rewards that can be used to purchase gift cards,
fitness tracking devices or various other health
and wellness items. Rewards are earned by
completing gamification-style activities, including
health challenges and journeys, daily cards,
healthy habit tracking, and $50 can be earned
for completing a Health Risk Assessment that
motivates them to focus on their total health and
wellbeing.

ThriveWell Rewards

Rewards 3 $400 EE & $200 Spouse w/ $50
HRA

Headspace: Transform your employees' health
and happiness with Headspace's mindfulness
training integrated with Personify Health, so you
can help your employees manage everything
from stress and anxiety to focus and sleep.

Vision

Benefit Name

In Network

Out of Network

Limits and Additional Information

Pediatric Eye Exams - Routine
Pediatric Eyewear - Routine
Adult Eye Exams - Routine

Adult Eyewear - Routine

Rx Benefits

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Rx Plan

Benefit Name

In Network

Out of Network

Limits and Additional Information

Rx Plan

Rx Benefits

7 of 8

$5/$45/$90 Integrated Rx $0 Generics for Kids
Preventive Rx not subject to Deductible
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Benefit Name In Network Out of Network Limits and Additional Information

Days Supply Per Retail Order 30
Days Supply Per Mail Order 90
Copays Per Mail Order Supply 2

This document is not a contract. It is only intended to highlight the coverage of this program. Benefits are determined by the
terms of the contract. Any inconsistencies between this document and the contract shall be resolved in favor of the contract in
effect at the time services are rendered. All benefits are subject to medical necessity. All day and visit limits are combined
limits for both in and out of network benefits.

* For non-grandfathered groups, Preventive Services coverage required by the Patient Protection and Affordable Care Act are
not quoted herein. Please refer to the United States Preventive Services Task Force (USPSTF) list of items and services
rated "A" or "B", the guidelines supported by the Health Resources and Services Administration (HRSA) and the list of
immunizations recommended by the Advisory Committee on Immunization Practices (ACIP) for a complete list of services that
are covered pursuant to the Patient Protection and Affordable Care Act requirements.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Greenlight Networks

Excellus BCBS: Excellus BluePPO Signature Deduct 3 Coverage Period: 01/01/2026 - 12/31/2026
Anonprofit independent licensee of the BlueCross BlueShield Association Coverage for: 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, call 1-800-499-1275 or visit Our website at www.excellushcbs.com. For
general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary. You can view the Glossary at
www.cciio.cms.gov or www.healthcare.gov/shc-glossary or call 1-800-499-1275 to request a copy.

Important Questions Answers Why This Matters:
In-Network: $2,500 Individual/ $5,000

What is the overall deductible? | Family; Out-of-Network: $5,000 Individual/
$10,000 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 policy, the overall family deductible must be met before the plan begins to pay.

This plan covers some items and services even if you haven't yet met the deductible amount. But a copayment or
coinsurance may apply. For example, this plan covers certain preventive services without cost sharing and before you

Are there services covered

for m r Yes, Preventive Care ) . . ) i
befo e you eetyou - meet your deductible. See a list of covered preventive services at https://www.healthcare.gov/coverage/preventive-
deductible?

care-benefits/.
Are t'h.e re ot!ler—deductlbles for No You don't have to meet deductibles for specific services.
specific services?

In-Network: $5,000 Individual/$10,000
Family; Out-of-Network: $10,000 Individual/
$20,000 Family

What is not induded in the out- | Costs for premiums, balance billing charges,
of-pocket limit? and health care this plan doesn't cover.

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

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, the overall family out-of-pocket limit must be met.

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

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-

Yes. See www.excellushcbs.com or call

LAl R IESE 1-800-499-1275 for a list of network

network provider?

providers. . : . . .
network provider for some services (such as lab work). Check with your provider before you get services.
| . .
Do you need a referral o seea No You can see the specialist you choose without a referral.

specialist?

2392477-1 1116128 10f5



P 1Y

Common
Medical Event

Services You May Need

All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

Limitations, Exceptions, & Other Important
Information

Primary care visit to treat an injury or
illness

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

20% Coinsurance

40% Coinsurance

None

20% Coinsurance

Adult Physical: No Charge
Adult Immunizations: No

Specialist visit 40% Coinsurance

If you visit a health care

rovider's office or clinic Adult Physical: 40% Coinsurance

Adult Immunizations: 40% You may have to pay for services that aren't preventive. Ask
o 0

Preventive care/screening/

: L Charge ) your provider if the services needed are preventive. Then
immunization I Coinsurance :
Well Child Visit: No Charge e check what your plan will pay for.1 Exam per calendar year
: Well Child Visit: No Charge
Deductible does not apply

Diagnostic test (x-ray, blood work) X-Ray: 20% Coinsurance X-Ray: 40% Coinsurance
—agnosticTest Ty Blood Work: 20% Coinsurance | Blood Work: 40% Coinsurance None

If you have a test

Imaging (CT/PET scans, MRIs) 20% Coinsurance 40% Coinsurance

$5/prescription retail, $10/
prescription mail order Not Covered
No Charge Members to age 19

$45/prescription retail, $90/

If you need drugs to treat | Tier 1 (Generic drugs)
your illness or condition
More information about

Covers up to a 30-day supply (retail); 90-day supply (mail
order)/prescription
Preauthorization required for certain prescription drugs. If

ipti is | Tier 2 (Preferred brand drugs - : Not Covered
:\;:g;ﬁ:g? B ( %) prescription mail order you don't get a preauthorization, you must pay the entire
inti i cost and submit a claim to us for reimbursement.
www.excellushcbs.com Tier 3 (Non-preferred brand drugs) $90/prescription retail, 5180/ Not Covered

prescription mail order
Facility fee (e.g., ambulatory surgery

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

; 20% Coinsurance 40% Coinsurance
If you have outpatient center) clllEElits SN None
surgery Physician/surgeon fees 20% Coinsurance 40% Coinsurance
Emergency room care 20% Coinsurance 20% Coinsurance None
If yosl need |m|:r|ed|ate Emergency medical transportation 20% Coinsurance 20% Coinsurance None
medical attention —_— —_—
Urgent care 20% Coinsurance 40% Coinsurance None
Facility fee (e.g., hospital room) 20% Coinsurance 40% Coinsurance \
: one
If you have a hospital stay  pician/surgeon fees 20% Coinsurance 40% Coinsurance
If you need mental health, | Oytpatient services 20% Coinsurance 40% Coinsurance
behavioral health, or None
. Inpatient services 20% Coinsurance 40% Coinsurance
substance abuse services —
If you are pregnant Office visits No Charge 40% Coinsurance Cost sharing does not apply for preventive services.
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What You Will Pay

Mecdoi:;?‘E(:r:n t Services You May Need In-Network Provider Out-of-Network Provider AT, Excltle#(t)irm;,tf;gther UIECTaT
(You will pay the least) (You will pay the most)

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

Childbirth/delivery professional

services

Childbirth/delivery facility services

Home health care
Rehabilitation services

If you need help recovering Habilitation services

or have other special Skilled nursing care
health needs

Durable medical equipment

Hospice services

Children’s eye exam
If your child needs dental

Children’s glasses
or eye care

Children’s dental check-up

Excluded Services & Other Covered Services:

20% Coinsurance

20% Coinsurance
20% Coinsurance

20% Coinsurance
20% Coinsurance
20% Coinsurance
20% Coinsurance

20% Coinsurance

Not Covered
Not Covered
Not Covered

40% Coinsurance

40% Coinsurance
40% Coinsurance

40% Coinsurance
40% Coinsurance
40% Coinsurance
40% Coinsurance

40% Coinsurance

Not Covered
Not Covered
Not Covered

type of services, a copayment, coinsurance, or deductible

may apply.

None

None

45 Visits per plan year limit
45 Visits per plan year limit
45 Days per plan year limit
None

Family bereavement counseling limited to 5 Visits per plan
year

None

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

¢ (Cosmetic surgery
® long-term care

®  Routine eye care (Child)

Dental care (Adult)
Private-duty nursing

Routine foot care

Dental care (Child)
Routine eye care (Adult)

Weight loss programs

Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)
e Acupuncture o Bariatric surgery e C(hiropractic care

e Hearing aids o |Infertility treatment e Non-emergency care when traveling outside the U.S.

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: Department of Labor's Employee
Benefits Security Administration at 1-866-444-EBSA (3272) or https://www.dol.gov/agencies/ebsa/about-ebsa/ask-a-question/ask-ebsa. 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.

* For more information about limitations and exceptions, see plan or policy document at www.excellushchs.com 3of5



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 phone number on Your ID card or www.excellushcbs.com; Department of Labor’s Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or www.dol.gov/agencies/ebsa/about-ebsa/ask-a-question/ask-ebsa; New York State Department of Financial Services Consumer Assistance Unit at
1-800-342-3736 or www.dfs.ny.gov. Additionally, a consumer assistance program can help you file your appeal. Contact the Consumer Assistance Program at 1-888-614-5400, or e-mail cha@cssny.org or
www.communityhealthadvocates.org. A list of states with Consumer Assistance Programs is available at: https://www.dol.gov/sites/dolgov/files/EBSA/laws-and-regulations/laws/affordable-care-act/for-
employers-and-advisers/consumer-assistance-programs.doc and www.cms.gov/CCll0/Resources/Consumer-Assistance-Grants.

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.

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 plan or policy document at www.excellushchs.com 40f 5



About 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)

B The plan's overall deductible $2,500
B Coinsurance 20%
B Hospital (facility) coinsurance 20%
¥ Other coinsurance 20%
This EXAMPLE event includes services like:

Specialist office visits (prenatal care)

Childbirth/Delivery Professional Services

Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)

Specialist visit (anesthesia)

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

Cost Sharing
Deductibles $2,500
Copayments $10
Coinsurance $2,010
What isn’t covered

Limits or exclusions $20
The total Peg would pay is $4,540

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)
B The plan's overall deductible $2,500
B (oinsurance 20%
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services like:

Primary care physician office visits (including disease education)
Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (g/ucose meter)

Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing
Deductibles $2,500
Copayments %40
Coinsurance $570
What isn't covered

Limits or exclusions §20
The total Joe would pay is $3,130

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

Mia’s Simple Fracture

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

The plan's overall deductible
Coinsurance

Hospital (facility) coinsurance

Other coinsurance

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

In this example, Mia would pay:

Cost Sharing
Deductibles
Copayments
Coinsurance
What isn’t covered

Limits or exclusions
The total Mia would pay is

50f5

$2,500
20%
20%
20%

$2,800

$2,500
50
$60
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Greenlight Networks

Signature Deductible

$7,000

Plan Features

Primary Care Physician (PCP) Not Required

Referrals Not Required

Out of network benefits Covered

Student / Dependent Coverage Covered to age 26/26

Domestic Partner Covered

Coverage Period 01/01/26-12/31/26

Office visit copay (Primary Care Physician) In-Network: 0% /Out- of- Network: 0%

Office visit copay (Specialist) In-Network: 0%/Out- of- Network: 0%

Coinsurance In- Network: 0% / Out-of-Network: 0%

Deductible In-Network: $7,000 / $14,000 / Out- of- Network: $14,000 / $28,000
Out of pocket maximum In-Network: $7,000 / $14,000 / Out- of- Network: $14,000 / $28,000

Questions? For assistance call , Lol
Call our TTYphone at 1 (800) 421-1220, Excellus w
® ®



Excellus BluePPO Signature Deduct 3

Covered in Full Integrated Rx with CIF Preventive Rx
Benefit Time Period: 01/01/2026 - 12/31/2026

Excellus &9

Greenlight Networks

General Information

Cost Sharing Expenses

Benefit Name In Network

Out of Network

Limits and Additional Information

Deductible - Single $7,000

Deductible - Family $14,000

Deductible Aggregation - Single and Family

Coinsurance 0%

Annual Out of Pocket Maximum - Single $7,000

Annual Out of Pocket Maximum - Family $14,000

Annual Out of Pocket Maximum - Per Person

Cap $8,500

Annual Out of Pocket Maximum Aggregation
- Single and Family

Office Visit Cost Shares

$14,000

$28,000

0%

$14,000

$28,000

$28,000

10f8

The entire family annual deductible must be met
before copay or coinsurance is applied for any
individual family member. If the family
deductible amount exceeds the out of pocket
maximum per person cap, the individual cannot
contribute more than the out of pocket maximum
per person cap amount for the plan year.

Family

QOut-of-pocket maximums accumulate
coinsurance, copays and the deductible. Out-of-
pocket maximums exclude balances over
allowable expense and non-covered services.

Out-of-pocket maximums accumulate
coinsurance, copays and the deductible. Out-of-
pocket maximums exclude balances over
allowable expense and non-covered services.

The Out-of-Pocket Maximum Per Person Cap
includes deductible, coinsurance, copays and
prescription drugs. If a member under a family
contract meets the Out-Of-Pocket Maximum Per
Person Cap amount, the individual will no longer
pay for covered services and claims will be paid
at 100% of the allowable amount by the Health
Plan for the remainder of the plan year. The
remaining annual out-of-pocket maximum still
needs to be met by any combination of family
members on the contract before claims are paid
at 100% for the whole family.

The entire Family Annual Out-of-Pocket
Maximum must be met before family members
receive covered services processed at 100% of
the allowable amount for the remainder of the
plan year. An individual member covered under
a family plan may not exceed the Out-of-Pocket
Maximum per person cap amount for that plan
year, should the family Out-of-Pocket Maximum
level exceed the Out-of-Pocket Maximum Per
Person Cap.

Family

2392479-1 10/21/2025 11:34:52



Benefit Name In Network

Out of Network

Limits and Additional Information

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

Cost Share - Primary Care

Cost Share - Specialist

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

Plan Limits

Benefit Name In Network Out of Network Limits and Additional Information
Plan/Calendar Year Plan Year Benefits

Diabetic Preauthorization and Step Therapy Applies

Who is Covered

Benefit Name In Network Out of Network Limits and Additional Information
Domestic Partner Coverage Covered

Inpatient Services

Inpatient Facility

Benefit Name In Network Out of Network Limits and Additional Information

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

Inpatient Hospital Services
Mental Health Care
Substance Use Detoxification
Skilled Nursing Facility
Physical Rehabilitation

Maternity Care

Inpatient Professional Services

Benefit Name In Network

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

Out of Network

45 Days per plan year
Limits are combined INN and OON.

60 Days per plan year
Limits are combined INN and OON.

Limits and Additional Information

PCP/Specialist - 0%
Coinsurance
Subject to Deductible

Inpatient Hospital Surgery

PCP/Specialist - 0%
Coinsurance
Subject to Deductible

Anesthesia

Outpatient Facility Services

0% Coinsurance
Subject to Deductible

0% Coinsurance

Subject to $7,000 Deductible

Includes anesthesia rendered for Inpatient,
Outpatient, Office Visit, and Maternity services.
Anesthesia does not require a preauth or
referral.

Outpatient Facility Services

20f8
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Benefit Name

In Network

Out of Network

Limits and Additional Information

SurgiCenters and Freestanding Ambulatory
Centers Surgical Care

Diagnostic X-ray

Diagnostic Laboratory and Pathology
Radiation Therapy

Chemotherapy

Infusion Therapy Outpatient

Dialysis

Mental Health Care

Substance Use Care

Home and Hospice Care

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

Cost share applies to licensed services and
infusion therapy separately.

Includes Partial Hospitalization

Includes Partial Hospitalization

Home Care

Benefit Name

In Network

Out of Network

Limits and Additional Information

Home Care

Home Infusion Therapy

Hospice Care

Benefit Name

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

In Network

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

Out of Network

Services must be ordered by a Physician/
authorized Health Care Professional and
provided by an agency or office licensed/
certified to provide infusion therapy as part of a
primary service (such as chemotherapy,
radiation therapy and home health care).

Limits and Additional Information

Hospice Care Inpatient

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

Outpatient and Office Professional Services

Professional Services

Benefit Name

In Network

Out of Network

Limits and Additional Information

Office Surgery

Diagnostic X-ray

Diagnostic Laboratory and Pathology

Radiation Therapy

Chemotherapy

PCP/Specialist - 0%
Coinsurance

Subject to Deductible
PCP/Specialist - 0%
Coinsurance

Subject to Deductible
PCP/Specialist - 0%
Coinsurance

Subject to Deductible
PCP/Specialist - 0%
Coinsurance

Subject to Deductible
PCP/Specialist - 0%
Coinsurance

Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

30f8
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Benefit Name

In Network

Out of Network

Limits and Additional Information

Infusion Therapy Services

Dialysis

Mental Health Care

Maternity Care

Telehealth

TeleMedicine Program

Teledermatology

Chiropractic Care

Allergy Testing

Allergy Treatment Including Serum

Hearing Evaluations Routine

Rehab and Habilitation

PCP/Specialist - 0%
Coinsurance

Subject to Deductible
PCP/Specialist - 0%
Coinsurance

Subject to Deductible
PCP/Specialist - 0%
Coinsurance

Subject to Deductible
PCP/Specialist - 0%
Coinsurance

Subject to Deductible
PCP/Specialist - 0%
Coinsurance

Subject to Deductible

PCP/Specialist - 0%
Coinsurance
Subject to Deductible

PCP/Specialist - 0%
Coinsurance

Subject to Deductible
PCP/Specialist - 0%
Coinsurance

Subject to Deductible
PCP/Specialist - 0%
Coinsurance

Subject to Deductible
PCP/Specialist - 0%
Coinsurance

Subject to Deductible
PCP/Specialist - 0%
Coinsurance

Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

Not Covered

Not Covered

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

Cost share applies to licensed services and
infusion therapy separately.

Covers online internet consultations between
the member and the providers who participate in
our Telemedicine MDLive and, if applicable, Vori
Health Program for medical, behavioral health,
and physical therapy conditions that are not
emergency conditions.

Covers online internet consultations between
the member and the providers who participate
with MDLive.

Allergy Testing includes injections and scratch
and prick tests.

Includes desensitization treatments (injections &
serums).

1 Exam per plan year
Limits are combined INN and OON.

Outpatient Facility

Benefit Name

In Network

Out of Network

Limits and Additional Information

Physical Rehabilitation

Occupational Rehabilitation

Speech Rehabilitation

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

Outpatient Professional Services

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

40f8

45 Visits per plan year

Includes aggregate of visits for INN and OON
and professional and facility covered services
for physical, speech, and occupational therapy.

45 Visits per plan year

Includes aggregate of visits for INN and OON
and professional and facility covered services
for physical, speech, and occupational therapy.
45 Visits per plan year

Includes aggregate of visits for INN and OON
and professional and facility covered services
for physical, speech, and occupational therapy.

2392479-1 10/21/2025 11:34:52



Benefit Name

In Network

Out of Network

Limits and Additional Information

Physical Rehabilitation

Occupational Rehabilitation

Speech Rehabilitation

Preventive Services

PCP/Specialist - 0%
Coinsurance
Subject to Deductible

PCP/Specialist - 0%
Coinsurance
Subject to Deductible

PCP/Specialist - 0%
Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

45 Visits per plan year

Includes aggregate of visits for INN and OON
and professional and facility covered services
for physical, speech, and occupational therapy.

45 Visits per plan year

Includes aggregate of visits for INN and OON
and professional and facility covered services
for physical, speech, and occupational therapy.

45 Visits per plan year

Includes aggregate of visits for INN and OON
and professional and facility covered services
for physical, speech, and occupational therapy.

Preventive Professional Services Meeting Federal Guidelines*

Benefit Name

In Network

Out of Network

Limits and Additional Information

Adult Physical Examination

Adult Immunizations

Well Child Visits and Immunizations

Routine GYN Visit

Pre/Post-Natal Care

Mammography Screening Professional

Colonoscopy Screening Professional

Bone Density Screening Professional

PCP/Specialist - Covered in
Full

PCP/Specialist - Covered in
Full

PCP/Specialist - Covered in
Full

PCP/Specialist - Covered in
Full

PCP/Specialist - Covered in
Full

PCP/Specialist - Covered in
Full

PCP/Specialist - Covered in
Full

PCP/Specialist - Covered in
Full

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible
0% Coinsurance

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

Preventive Facility Services Meeting Federal Guidelines*

Benefit Name

In Network

Out of Network

1 Exam per calendar year

Limits and Additional Information

Cervical Cytology Preventative
Mammography Screening Facility
Colonoscopy Screening Facility

Bone Density Screening Facility

Covered in Full

Covered in Full

Covered in Full

Covered in Full

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

Preventive services in addition to those required under Federal Guidelines - Professional

Benefit Name

In Network

Out of Network

Limits and Additional Information

Prostate Cancer Screening

Mammography Screening Professional

Colonoscopy Screening Professional

Bone Density Screening Professional

PCP/Specialist - Covered in
Full

PCP/Specialist - Covered in
Full

PCP/Specialist - Covered in
Full

PCP/Specialist - 0%
Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

50f8

2392479-1 10/21/2025 11:34:52



Preventive services in addition to those required under Federal Guidelines - Facility

Benefit Name

In Network

Out of Network

Limits and Additional Information

Mammography Screening Facility
Colonoscopy Screening Facility

Bone Density Screening Facility

Other Benefits

Covered in Full

Covered in Full

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

Additional Benefits

Benefit Name

In Network

Out of Network

Limits and Additional Information

Treatment of Diabetes Preventive

Treatment of Diabetes - Non-Insulin Drugs
and Supplies

Treatment of Diabetes - Insulin

Diabetic Equipment

Durable Medical Equipment (DME)

Medical Supplies

Acupuncture

Private Duty Nursing

20% Coinsurance

PCP/Specialist - 0%
Coinsurance

Subject to Deductible
PCP/Specialist - 0%
Coinsurance
PCP/Specialist - 0%
Coinsurance

Subject to Deductible
PCP/Specialist - 0%
Coinsurance

Subject to Deductible
PCP/Specialist - 0%
Coinsurance

Subject to Deductible
PCP/Specialist - 0%
Coinsurance

Subject to Deductible

20% Coinsurance

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

PCP/Specialist - Not Covered Not Covered

Limited to a 90 day supply for retail pharmacy or
a 90 day supply for mail order pharmacy.

Limited to a 90 day supply for retail pharmacy or
a 90 day supply for mail order pharmacy.

10 Visits per year

Not Covered

Diagnoses

Benefit Name In Network Out of Network Limits and Additional Information
$4,000 Reimbursement Per Plan Year
Reimbursement is available for travel and

Reimbursement for Travel and Lodging PCP/Specialist - Covered Covered lodging to another state to access covered

Expenses

Emergency Services

Subject to Deductible

Subject to $7,000 Deductible

services when access to covered services is not
available due to a law or regulation in the state
where the member resides.

ER Facility

Benefit Name

In Network

Out of Network

Limits and Additional Information

Facility Emergency Room Visit

Transportation

0% Coinsurance
Subject to Deductible

0% Coinsurance

Subject to $7,000 Deductible

6 0of 8

Prior Authorization may not apply to any
emergency care services. Emergency services
are covered worldwide if provided by a hospital
facility.
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Benefit Name

In Network

Out of Network

Limits and Additional Information

Prehospital Emergency and Transportation - 0% Coinsurance

Ground or Water

Urgent Care

Benefit Name

Subject to Deductible

In Network

0% Coinsurance

Subject to $7,000 Deductible

Out of Network

Limits and Additional Information

Urgent Care Center Facility Visit

0% Coinsurance
Subject to Deductible

Total Health Management Programs

0% Coinsurance
Subject to Deductible

Wellness Programs

Benefit Name

In Network

Out of Network

Limits and Additional Information

Wellbeing Program

Reward Amount

Certified Partners

Ancillary Benefits

Members can earn up to $600 per plan year in
rewards that can be used to purchase gift cards,
fitness tracking devices or various other health
and wellness items. Rewards are earned by
completing gamification-style activities, including
health challenges and journeys, daily cards,
healthy habit tracking, and $50 can be earned
for completing a Health Risk Assessment that
motivates them to focus on their total health and
wellbeing.

ThriveWell Rewards

Rewards 3 $400 EE & $200 Spouse w/ $50
HRA

Headspace: Transform your employees' health
and happiness with Headspace's mindfulness
training integrated with Personify Health, so you
can help your employees manage everything
from stress and anxiety to focus and sleep.

Vision

Benefit Name

In Network

Out of Network

Limits and Additional Information

Pediatric Eye Exams - Routine

Pediatric Eyewear - Routine

Adult Eye Exams - Routine

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

0% Coinsurance
Subject to Deductible

1 Exam per contract year

1 Pair per plan year

1 Exam per contract year

Adult Eyewear - Routine Covered Covered $100 Reimbursement per year

Rx Benefits

Rx Plan

Benefit Name In Network Out of Network Limits and Additional Information
Covered in Full Integrated Rx with CIF

Rx Plan .
Preventive Rx

Rx Benefits
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Benefit Name In Network Out of Network Limits and Additional Information

Days Supply Per Retail Order 30
Days Supply Per Mail Order 90
Copays Per Mail Order Supply 2

This document is not a contract. It is only intended to highlight the coverage of this program. Benefits are determined by the
terms of the contract. Any inconsistencies between this document and the contract shall be resolved in favor of the contract in
effect at the time services are rendered. All benefits are subject to medical necessity. All day and visit limits are combined
limits for both in and out of network benefits.

* For non-grandfathered groups, Preventive Services coverage required by the Patient Protection and Affordable Care Act are
not quoted herein. Please refer to the United States Preventive Services Task Force (USPSTF) list of items and services
rated "A" or "B", the guidelines supported by the Health Resources and Services Administration (HRSA) and the list of
immunizations recommended by the Advisory Committee on Immunization Practices (ACIP) for a complete list of services that
are covered pursuant to the Patient Protection and Affordable Care Act requirements.

8 of8 2392479-1 10/21/2025 11:34:52



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

Excellus BCBS: Excellus BluePPO Signature Deduct 3 Coverage Period: 01/01/2026 - 12/31/2026
Anonprofit independent licensee of the BlueCross BlueShield Association Coverage for: 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, call 1-800-499-1275 or visit Our website at www.excellushcbs.com. For
general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary. You can view the Glossary at
www.cciio.cms.gov or www.healthcare.gov/shc-glossary or call 1-800-499-1275 to request a copy.

Important Questions Answers Why This Matters:
In-Network: $7,000 Individual/ $14,000

What is the overall deductible? | Family; Out-of-Network: $14,000 Individual/
$28,000 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 policy, the overall family deductible must be met before the plan begins to pay.

This plan covers some items and services even if you haven't yet met the deductible amount. But a copayment or
coinsurance may apply. For example, this plan covers certain preventive services without cost sharing and before you

Are there services covered

for m r Yes, Preventive Care ) . . ) i
befo e you eetyou - meet your deductible. See a list of covered preventive services at https://www.healthcare.gov/coverage/preventive-
deductible?

care-benefits/.
Are t'h.e re ot!ler—deductlbles for No You don't have to meet deductibles for specific services.
specific services?

In-Network: $7,000 Individual/$14,000
Family; Out-of-Network: $14,000 Individual/
$28,000 Family

What is not induded in the out- | Costs for premiums, balance billing charges,
of-pocket limit? and health care this plan doesn't cover.

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

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, the overall family out-of-pocket limit must be met.

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

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-

Yes. See www.excellushcbs.com or call

LAl R IESE 1-800-499-1275 for a list of network

network provider?

providers. . : . . .
network provider for some services (such as lab work). Check with your provider before you get services.
| . .
Do you need a referral o seea No You can see the specialist you choose without a referral.

specialist?

2392479-1 1116129 10f5



44 Aicopayment 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 Pay

Limitations, Exceptions, & Other Important
Information

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

If you have a test

If you need drugs to treat
your illness or condition
More information about
prescription drug coverage is
available at
www.excellusbcbs.com

If you have outpatient
surgery

If you need immediate
medical attention

If you have a hospital stay

If you need mental health,
behavioral health, or
substance abuse services
If you are pregnant

Primary care visit to treat an injury or

illness
Specialist visit

Preventive care/screening/
immunization

Diagnostic test (x-ray, blood work)

Imaging (CT/PET scans, MRIs)
Tier 1 (Generic drugs)
Tier 2 (Preferred brand drugs)

Tier 3 (Non-preferred brand drugs)

Facility fee (e.g., ambulatory surgery

center)
Physician/surgeon fees

Emergency room care

Emergency medical transportation

Urgent care
Facility fee (e.g., hospital room)

Physician/surgeon fees

Outpatient services
Inpatient services

Office visits

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

No Charge

No Charge

Adult Physical: No Charge
Adult Immunizations: No
(harge

Well Child Visit: No Charge
Deductible does not apply

X-Ray: No Charge
Blood Work: No Charge

No Charge
No Charge
No Charge

No Charge

No Charge

No Charge
No Charge
No Charge
No Charge
No Charge
No Charge
No Charge
No Charge

No Charge

No Charge
No Charge

Adult Physical: No Charge

Adult Immunizations: No Charge

Well Child Visit: No Charge

X-Ray: No Charge
Blood Work: No Charge

No Charge
Not Covered
Not Covered

Not Covered

No Charge

No Charge
No Charge
No Charge
No Charge
No Charge
No Charge
No Charge
No Charge

No Charge

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

None

You may have to pay for services that aren't preventive. Ask
your provider if the services needed are preventive. Then
check what your plan will pay for.1 Exam per calendar year

None

Covers up to a 30-day supply (retail); 90-day supply (mail

order)/prescription

Preauthorization required for certain prescription drugs. If
you don't get a preauthorization, you must pay the entire

cost and submit a claim to us for reimbursement.

None

None
None
None

None

None

Cost sharing does not apply for preventive services.
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What You Will Pay

Meiioi:;?‘E(::n t Services You May Need In-Ne?work Provider Out-of-Network Provider SR Exc&[;(t)irm;,tf;gther [ORET!
(You will pay the least) (You will pay the most)
Maternity care may include tests and services described
may apply.
Childbirth/delivery facility services No Charge No Charge None
Home health care No Charge No Charge None
Rehabilitation services No Charge No Charge 45 Visits per plan year limit
If you need help recovering Habilitation services No Charge No Charge 45 Visits per plan year limit
or have other special Skilled nursing care No Charge No Charge 45 Days per plan year limit
health needs Durable medical equipment No Charge No Charge None
Hospice services No Charge No Charge ;2:;"), bereavement counseling limited to 5 Visits per plan
) Children’s eye exam No Charge No Charge 1 Exam per contract year
:,fr‘::::r':d ARG Children’s glasses No Charge No Charge 1 Pair per plan year
Children’s dental check-up Not Covered Not Covered None

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

¢ Cosmetic surgery ®  Dental care (Adult) ®  Dental care (Child)
® Long-term care ®  Private-duty nursing ®  Routine foot care

®  Weight loss programs

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

e Acupuncture o Bariatricsurgery e  C(hiropractic care
e Hearing aids e |Infertility treatment e Non-emergency care when traveling outside the U.S.
e Routine eye care (Adult)

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: Department of Labor's Employee
Benefits Security Administration at 1-866-444-EBSA (3272) or https://www.dol.gov/agencies/ebsa/about-ebsa/ask-a-question/ask-ebsa. 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.

* For more information about limitations and exceptions, see plan or policy document at www.excellusbchs.com 3of5



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 phone number on Your ID card or www.excellushcbs.com; Department of Labor’s Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or www.dol.gov/agencies/ebsa/about-ebsa/ask-a-question/ask-ebsa; New York State Department of Financial Services Consumer Assistance Unit at
1-800-342-3736 or www.dfs.ny.gov. Additionally, a consumer assistance program can help you file your appeal. Contact the Consumer Assistance Program at 1-888-614-5400, or e-mail cha@cssny.org or
www.communityhealthadvocates.org. A list of states with Consumer Assistance Programs is available at: https://www.dol.gov/sites/dolgov/files/EBSA/laws-and-regulations/laws/affordable-care-act/for-
employers-and-advisers/consumer-assistance-programs.doc and www.cms.gov/CCll0/Resources/Consumer-Assistance-Grants.

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.

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 plan or policy document at www.excellushchs.com 40f 5



About 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

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

Mia’s Simple Fracture

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

B The plan's overall deductible $7,000
B (oinsurance 0%
B Hospital (facility) coinsurance 0%
¥ Other coinsurance 0%
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 $7,000
Copayments 50
Coinsurance %0
What isn't covered

Limits or exclusions $20
The total Peg would pay is $7,020

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

condition)
B The plan's overall deductible $7,000
B (oinsurance 0%
B Hospital (facility) coinsurance 0%
B Other coinsurance 0%

This EXAMPLE event includes services like:

Primary care physician office visits (including disease education)
Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (g/ucose meter)

Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing
Deductibles $5,420
Copayments 50
Coinsurance 50
What isn’t covered

Limits or exclusions $20
The total Joe would pay is $5,440

B The plan's overall deductible $7,000
B Coinsurance 0%
B Hospital (facility) coinsurance 0%
B Other coinsurance 0%
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 (This condition is not
covered, so patient pays 100%):

Cost Sharing
Deductibles $2,800
Copayments 50
Coinsurance 50
What isn't covered
Limits or exclusions S0
The total Mia would pay is $2,800
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Healthy living 1s
just a deal away.

Join Blue365 and start
saving today!

As an Excellus BlueCross BlueShield member, you have free access to the industry’s best

health and wellness discounts through Blue365. Blue365 helps you stay healthy for less

with exclusive discounts including:

\/ Discounted gym memberships with access to over 13,000+ gyms nationwide
from Fitness Your Way™ by Tivity Health™

\/ Wearable devices from Fitbit, Polar, Garmin and more

\/ Healthy eating discounts from Nutrisystem, SmoothieBox, Home Chef and more

\/ Apparel and footwear discounts from top retailers like Skechers and Crocs

\/ LASIK eye surgery, hearing aids and much more

How to Register for Blue365

1. Get started with your free registration at Blue365Deals.com/ExcellusBCBS
2. Click the “Join Blue365” button

3. Enter your BCBS member information

Excellus Blue3b65

Blue365 offers access to savings on health and wellness products and services and other interesting items that Members may purchase from independent vendors, which are not covered benefits under your policies with Excellus BlueCross
BlueShield, its contracts with Medicare, or any other applicable federal healthcare program. These products and services will be offered to you through the entire benefit year. During the year, the independent vendors may offer additional
discounts on these products and services. To find out what is covered under your policies, contact Excellus BlueCross BlueShield. The products and services described on the Site are neither offered nor guaranteed under Excellus BlueCross
BlueShield's contract with the Medicare program. In addition, they are not subject to the Medicare appeals process. Any disputes regarding your health insurance products and services may be subject to Excellus BlueCross BlueShield's
grievance process. BCBSA may receive payments from vendors providing products and services on or accessible through the Site. Neither BCBSA nor Excellus BlueCross BlueShield recommends, endorses, warrants, or guarantees any
specific vendor, product or service available under or through the Blue365 Program or Site. Excellus BlueCross BlueShield is a nonprofit independent licensee of the Blue Cross Blue Shield Association

4. Complete your registration



EVERYTHING YOU NEED IN A SINGLE ONLINE SEARCH

FIND DOCTORS. COMPARE COSTS.
CONNECT WITH CONFIDENCE.

Our online search tool lets you estimate medical costs and find providers in your neighborhood and
across the country. Now you can connect more quickly to care and better plan for medical expenses.

Are you a caregiver? Learn how to get access
to estimate medical costs for those you care for.

Excellus '@ @

Hello Sue,
What are you searching for today?

Excellus &0 -

LOG IN FOR RESULTS
PERSONALIZED TO
YOUR PLAN, SPENDING,
AND DEDUCTIBLE.

nnnnnnnnnnnnnnnnnnnnnnnnnnnnnnn

Pediatrician

FIND A DOCTOR WHO FITS ALL YOUR NEEDS ESTIMATE COSTS TO HELP BUDGET FOR EXPENSES
Search doctors, specialists, urgent care, hospitals,
and more in our local and national networks
Filter results by specialty, languages spoken,
if accepting new patients, and more
See a side-by-side comparison of providers and
create a PDF of results to save, share, or print
Share your experiences by reading and leaving
provider reviews

Get started at ExcellusBCBS.com/FindCare
#_ Download on the GET ITON
@& App Store | P® Google Play
Network coverage may vary based on your plan. Estimate Medical Costs tool may not be available to all plans. P '
Ccs)s(\)/:lgr:gf 202r2i, Ex;:?lei::rl\altjeCross BlueShield, a nonprofit independent licensee of the Blue Cross Blue Shield V V
i Excellus &9

Our Health Plan complies with federal civil rights laws. We do not discriminate on the basis of race, color, origin, age,
disability, or sex.

Log in for estimated out-of-pocket medical costs
based on your year-to-date spending and deductible

Research estimated medical costs across more than
1,600 treatment categories and 400+ procedures

Filter results by cost, treatments provided, location,
and more

Access treatment timelines to understand the
stages of care and costs

000600

Atencion: Si habla espanol, contamos con ayuda gratuita de idiomas disponible para usted. Consulte el documento
adjunto para ver las formas en que puede comunicarse con nosotros. — T
EE  MRERH > BRAATAEREREMIESNE - BSIMEMETHLERBENMERLR - Eve rybOdy Benefits
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Understanding Your

HIGH DEDUCTIBLE HEALTH PLAN

A high deductible health plan or “HDHP" is designed to help keep premium costs low for you and your family.
You'll have coverage for things like:

e Choice of doctors and hospitals e Hospitalization e Prescription drug
e Doctor visits e |aboratory coverage e Specialty care
e Free preventive care e Maternity and newborn care e Urgent care visits

Let's start with the basics:

Preventive care can help you avoid getting sick and improve your health. With a HDHP preventive services such as routine
physicals, screenings and vaccinations are covered in full.* The deductible does not apply to preventive services; they are
covered in full from day one.

For services other than preventive care, you are responsible for paying out of your pocket until you meet your deductible.
The deductible amount will vary based on your plan, so make sure you know what that amount is. Once you reach your
deductible, you will pay a percentage of cost, called coinsurance. Coinsurance is your share of the costs of a covered
health care service, calculated as a percent. You will have to pay a percentage of that service and the health insurance
company will pay the rest.

THE DIAGRAM ILLUSTRATES HOW THIS WORKS:™

Other Services

Preventive Services

Until deductible amount is reached After deductible amount is reached

Health
Health Insurance Insurance
Company Pays You pay You pay Company

0 100% 20% Pays
100% 30%

Once the deductible amount is
reached, you pay a percentage called
coinsurance

You pay a deductible up
to a certain amount

You can use a tax-free account called a Health Savings Account (HSA) to help pay for your portion
of the costs. Talk to your HR or benefits representative about the account options that might be
available to you.

*In accordance with the PPACA preventive care regulations, full coverage (no cost share)
will be applied for those services meeting the requirements as outlined in Grade A and B
Recommendations of the United States Preventive Services Task Force.

**note: for illustrative purposes only- plan options vary



Here's how it works:

=
M You go to your doctor -~
for low back pain.
Let's say your ( \ You pay $100

/Yo i .3
deductible is for the visit. I/ !!\l
$2,000.

You still have to pay

$1900 rmore After a series of visits to your doctor

to reach your deductible. and a chiropractor, you have 0 left to
reach your deductible. Now you will pay a

Your doctor orders an percentage of cost, called coinsurance.

MRI of your lower back.

You pay $1 ,000

for the MRI. If your coinsurance is 20 0/0, and
the next time you visit your doctor your bill
You still have to pay $900 is $100, then you'll pay $20 and we
more to reach your deductible. will pay $80.

To help you with your costs, there is an out-of-pocket maximum which is an annual limit on the amount of money that
you would have to pay for health care services, not including your monthly premiums. Remember, preventive care is
covered in full and is not subject to the deductible.

To determine your deductible, out-of-pocket maximum and coinsurance amounts, check
your Summary of Benefits and Coverage (SBC), your online member account at
Member.ExcellusBCBS.com, or your monthly health statements.

How much will you pay?

A lot goes into that. First, is how much your provider charges for a service. At Excellus BCBS, we've negotiated with
providers so our members pay less than if you went to your doctor uninsured.

There are a few other things you can do to help figure out how much you’re going to pay when you need care:

Use our Estimate Medical Costs tool at ExcellusBCBS.com/EstimateCosts. This tool provides an estimate of what
a procedure might cost among different providers. For personalized results based on your benefits, use the tool
while logged in to your member account.

Call your doctor or specialist ahead of time and ask how much the anticipated service will cost.

Log into your member account at Member.ExcellusBCBS.com to check your benefits or call our Customer Care
Advocates at the number listed on the back of your member card.

Visit our website at
ExcellusBCBS.com/HighDeductible for more
information and easy-to-use tools and cost calculators.

B-7401 / 15926-22M



PRESCRIPTION
HOME DELIVERY

SIGNING UP IS AS EASY AS1,2,3

—— Call a pharmacy

Wegmans Home Delivery: (800) 586-6910
or visit Wegmans.com/Pharmacy

Express Scripts: (855) 315-5220

or visit Express-Scripts.com

Consider
home delivery
if you:

RN Would like to
receive a 90-day

supply all at once.
Speak to a representative

Take the same

medication(s)

every month.

Need help

Rx delivered right to Managing
. your family’s

your mailbox e
prescrlptlons.

Home delivery of prescriptions is safe and confidential

@ Insulated packaging protects @ Discreet packaging does not
= your medications from the sun, reveal contents.
rain and cold. @ Delivery straight to your mailbox.
Au_ton_1at|c refill 0pt|0|_1. Free st.::mdard Everybody
shipping. Express delivery available. EXCGHUS m. V, | Benefits

Pharmacists available to answer questions.
Copyright © 2023, Excellus BlueCross BlueShield, a nonprofit
c a I I to d ay! independent licensee of the Blue Cross Blue Shield Association.
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KNOW WHERE

TO GET CARE

You have options when choosing where to go for medical
care. Here are some tips to help you make the right choice
for where to go the next time you need care.

WHERE TO GO COST CHOOSING THE BEST OPTION

Your doctor should be your first choice for routine medical
care or minor illnesses or injuries that are not an emergency.
You may have an office visit copay depending on your plan.

$ TIP: If you can’t make it to their office, you might be able

to schedule a remote visit with your doctor through phone

Primary Care or video connection, known as telehealth. Check with your
Physician primary care physician to see if they offer this option.

If your doctor isn’t available for minor medical or behavioral
health needs, telemedicine may be an option for you.
Telemedicine gives you fast and convenient access to a doctor

)
24/7/365 wherever you are through your phone, tablet, or
computer. Register today at Member.ExcellusBCBS.com
$ Medical Telemedicine for:

e Allergies ® Asthma ¢ Cold & Flu ® Constipation ¢ Diarrhea
e Fever ® Joint Aches ® Nausea ® Pink Eye ® Rashes ® And more

Telemedicine Behavioral Health Telemedicine for:
¢ Addictions ® Anxiety ® Bipolar disorders ® Depression
e Eating disorders ¢ Grief and loss ¢ LGBTQ support
¢ Panic disorders ¢ Stress ® And more

m If your medical issue is not life threatening and
your doctor isn’t available, you can visit an urgent
I | I $$ care center and get the care you need.

e Minor cuts, bruises or burns ® Muscle strains or sprains
¢ Cold and flu treatment

Urgent Care

o

ooo
ooo

You should only go to the emergency room
$$$ if you have a serious or potentially life-threatening

imimim]
OOO0d

medical condition. Call 911 for assistance.
Do not try to drive yourself there.

]

Emergency Room

Copyright © 2023, All rights reserved. A nonprofit independent licensee of the Blue Cross Blue Shield Association.

Our Health Plan complies with federal civil rights laws. We do not discriminate on the basis of race, color, origin, age,
disability, or sex. Atencién: Si habla espafiol, contamos con ayuda gratuita de idiomas disponible para usted. Consulte =N Eve rybOdy
el documento adjunto para ver las formas en que puede comunicarse con nosotros. J¥: & AR - E Ce uS VAv -
BT ARG PRITES ) - 12 TBEHTT SR DR IR 07 2 X I I ® ® Benefits
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Peace of mind.
Free of charge.’

—

Schedule your annual 3\
checkup today!

Stay a step ahead of future health issues by
staying on top of your routine checkups today.
Preventive care keeps you healthy. And it’s covered.”

Annual Routine Annual OB/GYN Cholesterol Colorectal Cancer
Checkup Visit Screening Screening

Diabetes (Type 2) Immunizations Mammography Well-Child Visit
Screening Screening

i<}y

See the full list of preventive care services available to you at
ExcellusBCBS.com/PreventiveCare

Download the Excellus BCBS app and register your online account.
# Download on the GETITON
@& App Store ® Google Play

*A well visit or preventive service can sometimes turn into a “sick visit,” in which out-of-pocket expenses for deductible,

copay and/or coinsurance may apply. There may also be other services performed in conjunction with the above D
preventive care services that might be subject to deductible, copay and/or coinsurance. VAQ
Covered services do not include procedures, injections, diagnostic services, laboratory and X-ray services, or any other ® ®

services not billed as preventive services.
Copyright © 2024 Excellus BlueCross BlueShield, a nonprofit independent licensee of the Blue Cross Blue Shield

Association. All rights reserved. Our Health Plan complies with federal civil rights laws. We do not discriminate on the —_—
basis of race, color, origin, age, disability, or sex. Atencion: Si habla espafiol, contamos con ayuda gratuita de idiomas -
disponible para usted. Consulte el documento adjunto para ver las formas en que puede comunicarse con nosotros. Eve rybOdy Be neflts
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Telemedicine for Medical

and Behavioral Health Care

The doctor will see you now.

Wherever, \henever,

If your doctor isn't available, telemedicine may be an option for you.
Telemedicine gives you fast access to medical and behavioral health care
24/7/365, from the comfort of your home, desk, or hotel room. All you
need to do is activate it through your online member account and
download the MDLIVE® app.

Rest assured, our health care professionals deliver the same quality of care
you receive from your own doctor, via your phone, tablet, or computer.

Here are some of the common medical conditions
treated with telemedicine:

Adults Children
Allergies Nausea and vomiting Cold and flu
Cold and flu Pink eye Constipation
Ear infections Rashes Earache*
Fever Sinus infections Fever*
Headache Sunburn Nausea and
Joint aches Urinary Tract vomiting
and pains Infections* Pink Eye

Telemedicine is good for the mind as well as the body.

In addition to whenever, wherever access to medical doctors, you can also
consult with a psychiatrist or choose from a variety of licensed therapists
from the privacy of your own home. You can even schedule recurring
appointments to establish an ongoing relationship with one therapist.

Here are some conditions people rely on behavioral health telemedicine for:

Addiction Eating disorders Panic disorders
Bipolar disorders Grief and loss Stress
Depression LGBTQ support Trauma

and PTSD

*MDLIVE does not provide support for urinary tract infections in males; does not provide support for earache conditions for children
under 12 years old; does not provide support for fever-related conditions for children under 3 years old.

When
do you use
telemedicine?

* Instead of going to
urgent care or the
emergency room
for minor and
non-life-threatening
conditions

Whenever your
primary care doctor
is not available

If you live in a rural area
and don't have access
to nearby care

When you're traveling for
work or on vacation

Excellus

Everybody Benefits




Telemedicine visits with MDLIVE may be covered

in the following ways:

Plan type Telemedicine cost share

Copay

Hybrid / deductible non-HSA

Deductible HSA

Covered in full

If your doctor's visits are subject to
deductible, a telemedicine visit will
be covered in full after deductible

If your doctor's visits are a copay
with no deductible, a telemedicine
visit will be covered in full

Covered in full after deductible

Note: This is not a contract. It is intended to highlight the coverage for most
plan options. Please refer to your contract for your plan’s benefits.

*If you haven't met your deductible, you will pay the allowable charge of $55. The allowable charge does not apply to Behavioral
Health services. The allowable costs for the Behavioral Health services vary but do not exceed $190. This means a member who

has not met their deductible will not pay more than $190.

Don’t wait until you need it. There are four
easy ways to activate telemedicine today.

WEB - Register/Log in at ExcellusBCBS.com/Member
APP - Download the MDLIVE app

TEXT - EXCELLUS to 635483 (Message and data rates may apply.)
VOICE - Call 1-866-692-5045

' "New medical cost savings program: Telemedicine means great discounts.” R. Schultz, January 9, 2010.

2 Based on MDLIVE data, 2016.

¢ Based on New York State Department of Health data, 2016.

Copyright © 2025, All rights reserved.

MDLIVE does not replace the primary care physician. MDLIVE is not an insurance product. MDLIVE operates subject to state
regulation and may not be available in certain states. MDLIVE does not guarantee that a prescription will be written. MDLIVE
does not prescribe DEA controlled substances, non-therapeutic drugs and certain other drugs which may be harmful because

of their potential for abuse. MDLIVE physicians reserve the right to deny care for potential misuse of services. MDLIVE phone
consultations are available 24/7/365, while video consultations are available during the hours of 7 am to 9 pm ET 7 days a week or
by scheduled availability. MDLIVE and the MDLIVE logo are registered trademarks of MDLIVE, Inc. and may not be used without
written permission. For complete terms of use and privacy policy, please visit www.mdlive.com/terms-of-use and www.mdlive.
com/privacy-policy. MDLIVE is an independent company, offering telehealth services in the Excellus BlueCross BlueShield service

area.

Our Health Plan complies with federal civil rights laws. We do not discriminate on the basis of race, color, origin, age, disability, or sex.

Excellus BlueCross BlueShield is a nonprofit independent licensee of the Blue Cross Blue Shield Association.
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Did you know?

of doctor's office visits
could be handled over
the phone.!

days is the average wait
time between scheduling an
appointment and seeing a
primary care doctor.?

0%

of emergency room visits
can potentially be prevented
with telemedicine.®

Excellus
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ThriveWell™ in partnership with Personify Health
Wellbeing for all, all in one place

Introducing ThriveWell, a digital home base for your health and wellbeing. Our partnership with Personify
Health will give you the tools and support you need to make small, everyday changes to your wellbeing that
are focused on the areas you want to improve the most. You'll build healthy habits, have fun with friends and
experience the lifelong rewards of better health and wellbeing.

Within ThriveWell, you can:

Connect a fitness tracker Set their interests by choosing to work See a clear picture of their
so they can log activity on areas that matter the most to them, health by completing the
and watch for small like eating habits, sleep, physical activity, online Health Check, a certified
improvements over time. relationships, or finances. health risk assessment.
Q =h
Add friends and family, Rally coworkers for the latest company Use Journeys® digital
connecting with up to 10 step challenge! Or gather a small group of coaching to make simple
others to help encourage coworkers or friends, and challenge one changes to their health,
and motivate one another. another to start a new healthy habit. one small step at a time.

ThriveWell is now included with your health plan. Log into your
member account to get started. Milember.ExcellusBCBS.com

© 2024 Excellus BlueCross BlueShield, a nonprofit independent licensee of the Blue Cross Blue Shield Association. Personify Health is an
independent company and offers a digital wellbeing service on behalf of Excellus BlueCross BlueShield.

Our Health Plan complies with federal civil rights laws. We do not discriminate on the basis of race, color, origin, age, disability, or sex.

Atencidn: Si habla espafiol, contamos con ayuda gratuita de idiomas disponible para usted. Consulte el documento adjunto para ver las formas en
que puede comunicarse con nosotros.

TR - MRS, BTN GRSk TE = Bl o T2 IREHE A SOV LRHRBAT T B R T 2
B-8371y25/ 19453-24M


https://protect.checkpoint.com/v2/r01/___http://Member.ExcellusBCBS.com___.YzJ1OnVzcmV0aXJlbWVudGFuZGJlbmVmaXRzcGFydG5lcnM6YzpvOjAzNGI1ZTQxYjEyYTI4ZjU3NWI3OGU0MWVjZWExNjE2Ojc6NDM2MTo5OTExMzE5MWE3Yjg2NTVmNTQwMjVkZGExMzZiODU3NDllZWVkZjRlMDdkZjNlNmI5NWZjYTY3NjEwYTJiOWNhOnA6VDpG
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Waiver of Group Coverage

Company Name:

Employee Name: Date of Birth:

Health Plan (Product) Effective Date: Average number of hours working weekly

I understand that I am eligible to participate in my employer’s group health insurance
coverage and that my employer is contributing the following amount to the health plan(s)
premium:

Product Name:

Monthly Contribution Dollar Amount:

Single $ Family $ Other (amount & tier) $ $

Product Name:

Monthly Contribution Dollar Amount:

Single $ Family $ Other (amount & tier) $ $

Please Check All That Apply:

[ 11 waive my employer’s group health insurance coverage for myself and my dependents (if any).
[ 1T waive my employer’s group dental insurance coverage for myself and my dependents (if any).
Reason for Waiving Coverage - Please Check One:

[ ] Covered through spouse’s employer [ ] Covered through a parent’s employer

[ ] Under 65 Retiree covered by previous employer’s insurance program

[ ] Other Please specify:

Please Read and Sign Below:

In waiving coverage, I understand that I and/or my dependents may enroll under this plan in the
future only as the result of certain qualifying conditions. For example,

- Within 30 days of involuntarily loss of other group coverage
- At the time of my employer’s open enrollment.

Signature: The undersigned certifies that, to the best of my knowledge and belief and under penalty of
perjury, the information listed above is true and complete.

Employee Signature: Date:

A nonprofit independent licensee of the Blue Cross Blue Shield Association



Notice of Availability of Language Assistance Services

ATTENTION: If you speak English, free language assistance services are available to
you. Appropriate auxiliary aids and services to provide information in accessible
formats are also available free of charge. To access these services, please call us at
1-877-626-9298 (TTY: 1-800-662-1220).

ATENCION: Si habla espafiol, tiene disponible servicios gratuitos de asistencia
lingliistica. También hay disponible de manera gratuita ayudas y servicios auxiliares
adecuados para proporcionar informacion en formatos accesibles. Para acceder a
estos servicios, llamenos al 1-877-626-9298 (TTY: 1-800-662-1220).
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.(1-800-662-1220 : suaill wilgll)
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1-877-626-9298 (TTY : 1-800-662-1220) -

ATTENTION : Si vous parlez francais, des services d'assistance linguistique gratuits
sont a votre disposition. Des aides et des services supplémentaires appropriés pour
fournir des informations dans des formats accessibles sont aussi disponibles
gratuitement. Pour accéder a ces services, veuillez nous appeler au 1 877 626 9298
(TTY [ATS] : 1 800 662 1220).

7% ST ArA T JISACST FAT I, SIRCEA RN OrF FRITT ARKCIA
AN G5 SNl | SUCHACIIT FIWIE O AACN Go3 SAYS HATP AR
32 AT 8 [RAMYCAT ToNeTzh | G2 AT ST FAK G, WA=
H( NRA 1-877-626-9298 (TTY: 1-800-662-1220) NI Fe S |

BHMUMAHWE: Ecnu Bbl roBopuTe Ha pyccKoM si3blke, BaM AoCTynHbl 6ecrnnaTHble
yCnyru s3blk0BOM noaaepXxku. Takke 6ecnnaTHo AOCTYNHbI COOTBETCTBYOLIME
BCNoMoraTesibHble CpeAcTBa U YCIyrn no npeaocTaBneHnto MHpopMaumm B
AOCTYNHbIX hopMmaTax. YTobbl BOCMONb30BATLCS 3TUMU YCITyraMu, NO3BOHUTE HaM Mo
HoMepy 1-877-626-9298 (TTY: 1-800-662-1220).

e TEeTerg: duTs Surell a’lﬁgo——& Hel, To¥:Q[eeh HINT FETIAT HATEE TUTSehI oTIT
3UTY B | GolH GIATEEAT STADRI YT el SUehel Heleh HEIATeE T Haes Ufel
f7:Qeeh SUley B | AT YaTe® SUATH I1eT, HuAT TS 1-877-626-9298

(TTY: 1-800-662-1220) AT Bl B |

YBAIA: Skwo Bu roBopuTe yKpaiHCbkol, BaM AOCTYnHi 6€3KOWTOBHI NOCNYrM MOBHOI
niaTPUMKW. BignosigHi AONOMDKHI 3acobu Ta nocnyrn ansg HaaaHHs iHdopmadii B
AOCTYNHUX popMaTax TakoX HaaaroTbcs 6e3kowToBHO. LLo6 ckopucratmcs umMm
nocnyramu, 3atenedoHyinTe HaM 3a HoMepoM: 1-877-626-9298 (TTY [ Tereravin):
1-800-662-1220).
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FIIRO-GAAR AH: Haddii aad ku hadashid Soomaali, adeeggyada caawimaada
luugadda oo bilaashka ah ayaad helaysaa. Agabka caawimaada naafada iyo adeeggyo
ku habboon o0 lagu bixinaayo macluumaadka gaabab la helo karo ayaa sidoo kale
lagu heli karaa bilaa lacag. Si loo helo adeegyadaan, fadlan naga soo wac
1-877-626-9298 (TTY: 1-800-662-1220).
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1-877-626-9298 (TTY: 1-800-662-1220).
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CHU Y: Néu quy vi néi tleng Viét, chung tdi c6 dich vu ho trg ngon nglr mién ph| danh
cho quy vi. Cac dich vu va ho trg b sung thich hdp dé cung cap thong tin & cac dinh
dang dé ti&p can ciling dugc cung cap mién phi. P& sir dung cac dich vu nay, vui long
goi cho chung t6i theo s6 1-877-626-9298 (TTY: 1-800-662-1220).

ATANSYON: Si ou pale Kreyol Ayisyen, sevis asistans lang gratis disponib pou ou. Ed
ak sevis oksilye apwopriye pou bay enfomasyon nan foma aksesib yo disponib tou
gratis. Pou jwenn akseé nan sevis sa yo, tanpri rele nou nan 1-877-626-9298

(TTY: 1-800-662-1220).
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(TTY: 1-800-662-1220) 1-877-626-9298

TAHADHARI: Ikiwa unazungumza Kiswahili, huduma za usaidizi wa lugha bila malipo
zinapatikana kwa ajili yako. Misaada ya ziada inayofaa na huduma za kutoa habari
katika miundo inayofikika zinapatikana pia bila malipo Ili kupata huduma hizi,
tafadhali tupigie simu kwa 1-877-626-9298 (TTY: 1-800-662-1220).

B-8965 Revised: 06/30/2025












Health Plan Terms

To help you better understand our plans and your coverage, here are a few definitions” for
frequently used health care terms.

Primary Care Physician (PCP)

A doctor who serves as your health care manager and coordinates virtually all of the health care
services you routinely receive. Some plans do not require you to choose a PCP.

Referral

Instructions provided by a PCP for specialty care. Most plans do not require referrals.

In-network coverage

The coverage available when you receive services from a provider who participates in your health plan.

Out-of-network coverage

The coverage available when you receive services from a provider who does not participate in your
health plan. Some plans may not include out-of-network coverage.

Out-of-area

Describes when you receive services while outside the geographic service area of your health plan.
Your plan benefits may differ if you live or work beyond the geographic service area.

Copay

A dollar amount due at the time you receive certain services. A typical example would be an office visit
copay due when visiting your physician’s office for treatment.

Allowed Amount

The maximum amount your health plan will pay for a specific service. In-network providers agree to
accept the allowed amount as payment in full.

Coinsurance

A cost-sharing method that requires you pay a percentage of the allowed amount for certain
medical services.

Deductible

A set dollar amount you pay for services you receive before your insurer will make a payment.

Out-of-pocket maximum

The maximum amount of copays, deductible and coinsurance payments that you will pay for health
services each calendar year.

*Some definitions may vary slightly by plan. In case of a conflict between your legal plan documents and this information, the plan documents will govern.
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