Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
City of Phoenix PPO Actives

Coverage Period: 01/01/2027-12/31/2027
Coverage for: Individual & Family | Plan Type: PPO

44 The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is
only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit azblue.com/member. 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.healthcare.gov/shc-glossary/ or call 1-602-864-4857 to request a copy.

Important Questions

What is the overall
deductible?

Answers

In-network: $600/individual or
$1,200/family of two members or
$1,800/family of three or more members
per calendar year

Out-of-network: $1,200/individual or
$2,400/family of two members or

$3,600/family of three or more members
per calendar year

Why This Matters:

Generally, you must pay all of the costs from providers up to the deductible amount before
this plan begins to pay. If you have other family members on the plan, each family
member must meet their own individual deductible until the total amount of deductible
expenses paid by all family members meets the overall family deductible. Unless a copay,
fee, or other percent is shown, the coinsurance percent of the allowed amount that you
pay for most services is 20% in-network and 30% out-of-network.

Are there services covered
before you meet your
deductible?

Yes. Certain in-network preventive
services; in-network primary care and
specialist visits for PCMH providers.

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/.

Are there other deductibles
for specific services?

No.

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

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

In-network: $1,500/individual or
$3,000/family of two members or
$4,500/family of three or more members
per calendar year

Out-of-network: $3,000/individual or
$6,000/family of two members or

$9,000/family of three or more members
per calendar year

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

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

Premiums, prescription, out-of-network
prior authorization charges, balance bills,
and costs for health care this plan doesn’t
cover.

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

a network provider?

Will you pay less if you use

Yes. See www.azblue.com or call 1-602-
864-4857 for a list of in-network providers.

Why This Matters:

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.

see a specialist?

Do you need a referral to

No.

You can see the specialist you choose without a referral.

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

Common Medical Event

Services You May Need

What You Will Pay

Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other

Important Information

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

Primary care visit to treat an
injury or iliness

(You will pay the least)
Patient Centered Medical
Home (PCMH) providers:
$10 copay, deductible does

not apply
Other providers:

20% coinsurance after
deductible is met

Specialist visit

PCMH OBGYN:
$10 copay, deductible
does not apply

Other providers:
20% coinsurance after
deductible is met

(You will pay the most)

30% coinsurance & balance

Claim may be denied or $300 charge if no prior_
authorization for out- of-network services. Limit of
1 routine vision exam/ per calendar year at $25
copay. Limit of 36 chiropractic visits/calendar year

bil

and cost share is waived. Acupuncture covered for
up to 12 visits max per calendar year. No charge
for medical telehealth consultations through
Telehealth from AZ Blue.

Preventive care/screening/
immunization

No charge, deductible
does not apply

Most services not covered.
If covered, 30%
coinsurance & balance bill

Preventive services not required to be covered by
state or federal law are not covered. 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.
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Common Medical Event

Services You May Need

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

Limitations, Exceptions, & Other
Important Information

If you have a test

Diagnostic test (x-ray, blood
work)

20% coinsurance after 30% coinsurance & balance

Claim may be denied or $300 charge if no prior
authorization for out-of-network services. Cost

Imaging (CT/PET scans, | deductible is met bill may apply share varies based on place of service and

MRIs) provider's network status & type.
If you need drugs to Prescription drugs Excluded under this medical policy. Coverage may
treat your illness or Not covered be available under separate prescription drug

condition

Specialty drugs

policy.

Facility fee (e.g., 30% coinsurance & balance
If you have outpatient | ambulatory surgery center) | 20% coinsurance after bill Claim may be denied or $300 charge if no prior
surgery Physician/surgeon fees deductible is met gi(l)lry:n :(;/ir;zl;)r;nce & balance | authorization for out-of-network services.

If you need immediate
medical attention

Emergency room care

30% coinsurance, after in-network deductible is met

If you are admitted as an inpatient to the hospital
you pay inpatient deductible and coinsurance.
Out-of-network providers can’t balance bill for the
difference between the allowed amount and the
billed charge.

Emergency medical

transportation No charge, deductible does not apply None
Urgent care 20% coinsurance after 30% coinsurance & balance None
=lgenL LA deductible is met bill may apply
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Common Medical Event

Services You May Need

What You Will Pay

Network Provider
(You will pay the least)

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

Limitations, Exceptions, & Other
Important Information

If you have a hospital
stay

Facility fee (e.g., hospital
room)

20% coinsurance after

Physician/surgeon fees

deductible is met

30% coinsurance & balance

bill

30% coinsurance & balance

Claim may be denied or $300 charge if no prior
authorization for out-of-network services.

bill may apply

Long-term acute care

20% coinsurance after
deductible is met

30% coinsurance & balance

bill

Claim may be denied or $300 charge if no prior
authorization for out-of-network services.

If you need mental

20% coinsurance after

30% coinsurance & balance

Claim may be denied or $300 charge if no prior
authorization for out-of-network services. No

coinsurance after
deductible is met

Childbirth/delivery facility
services

20% coinsurance after
deductible is met

30% coinsurance & balance

bill may apply

health, behavioral SR AN deductible is met bill may apply charge for counseling and Psychiatric telehealth
health, or substance consultations through Telehealth from AZ Blue.
abuse services . . 20% coinsurance after 30% coinsurance & balance | Claim may be denied or $300 charge if no prior
Inpatient services .. , o .
deductible is met bill may apply authorization for out-of-network services.
s PCMH providers: 30% coinsurance & balance
SIiTes YEfE $10 copay, deductible bill may apply
does not apply Only one copay is collected for services included
. in delivering physician’s global charge. Depending
Other providers: : :
Childbirth/delivery $30 copay, deductible 30% coinsurance & balance | " e type ofiservices, 2 copavment, coinsurance,
If you are pregnant orofessional services y t ’ v or 20% bill may apply or deductible may apply. Maternity care may
0€s notapply or 2U% = include tests and services described elsewhere in

the SBC (i.e. ultrasound). Cost sharing does not
apply for in-network preventive services.
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Common Medical Event

Services You May Need

What You Will Pay

Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other
Important Information

If you need help
recovering or
have other
special health
needs

Home health care/Home
infusion therapy

(You will pay the least)

20% coinsurance after
deductible is met

(You will pay the most)

30% coinsurance & balance

Claim may be denied or $300 charge if no prior
authorization for out-of-network services. Limited

bil

to 3 two-hour visits of care per member per day.
Custodial care excluded.

Rehabilitation services
 EAR = Extended Active
Rehabilitation Facility

« PT/OT/STICT = Physical
Therapy, Occupational
Therapy, Speech Therapy,
Cognitive Therapy

» CR&PR = Cardiac
Rehabilitation, Pulmonary
Rehabilitation

20% coinsurance after
deductible is met

30% coinsurance & balance

bil

Habilitation services

Not covered

Not covered

Skilled nursing care

In skilled nursing facility
(SNF)

20% coinsurance after
deductible is met

30% coinsurance & balance

bill

Claim may be denied or $300 charge if no prior
authorization for out-of-network services. Limit of
60 days/calendar year for out-of-network EAR and
SNF combined. Limit of 60 combined
visits/calendar year for PT/OT/ST/CT.

Limit 60 visits for CR&PR per calendar year.

Durable medical equipment

20% coinsurance after
deductible is met

30% coinsurance & balance

bil

Claim may be denied or $300 charge if no prior
authorization for out-of-network services. Diabetic
supplies are excluded, except blood glucose
meters, insulin pumps and tubing. Limit of 1
hearing aid per ear 2 calendar years.

Hospice services

20% coinsurance after
deductible is met

20% coinsurance & balance

bil

Claim may be denied or $300 charge if no prior
authorization for out-of-network services.

If your child needs
dental or eye care

Children’s eye exam

$25 copay, deductible
does not apply

Not covered

Limit of 1 routine vision exam/per calendar year.
No charge for member under age 5 in-network.

Children’s glasses

No charge, deductible
does not apply

Not covered

Limit of 1 pair of eyeglasses and contact
lenses/calendar year for members under age 19.

Children’s dental check-up

Not covered

Not covered

Excluded
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Excluded Services & Other Covered Services:

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

o Alternative medicine e Genetic and chromosomal testing except as stated e  Preventive services not required to be covered by
e Cardiac and pulmonary rehabilitation exceeding in plan state or federal law
60 visits per therapy per calendar year e Habilitation services e Private-duty nursing
o Care that is not medically necessary « Home health care and infusion therapy exceeding 3 ® Respite care except as stated in plan
e Cosmetic surgery, cosmetic services & supplies /two-hour visits of care per member, per day * Routine foot care . N
e Custodial care e Inpatient EAR and inpatient SNF treatment * Routine vision exam exceeding 1 visit per calendar
o Dental care except dental accidents exceeding 60 combined out-of-network visits per year
. calendar year e Services, tests and procedures that are excluded
o DME rental/repair charges that exceed DME under medical coverage quidelines
purchase price e Long-term care, except long-term acute care . 99 .
, , _ M h ther than allowed und Sexual dysfunction treatment and services except
o Experimental and investigational treatments ¢ Massage therapy other than allowed under dinol
t as stated in ol evidence-based criteria as stgte npan
except as stated in pian . . . Specialty and Prescription drugs
o Flat feet treatment and services except as stated ® Qut-of-network preventive care except diagnostic Weight loss programs

in plan mammography

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

e Acupuncture limited to 12 visits per calendar year e Eyewear e Hearing aids, limited to one set or pair per 2
e Bariatric surgery e Fertility and infertility treatment calendar years
e Chiropractic care limited to 36 visits per calendar o Non-emergency care when traveling outside the
year us.
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those

agencies is:

= For group health coverage subject to ERISA, contact the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.gov/ebsa/healthreform.

= For non-federal governmental group health plans, contact the Department of Health and Human Services, Center for Consumer Information and Insurance
Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov.

= Church plans are not covered by the Federal COBRA continuation coverage rules. If the coverage is insured, individuals should contact the Arizona Department of
Insurance (602-364-2499, or 1-800-325-2548 in Arizona but outside the Phoenix area) regarding their possible rights to continuation coverage under State law.

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 on how 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:

= For group health coverage subject to ERISA, contact Blue Cross Blue Shield of Arizona at 1-602-864-4857. You may also contact the Department of Labor’s
Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. If your coverage is insured, you may also contact the
Arizona Department of Insurance at 602-364-2499, or 1-800-325-2548 in Arizona but outside the Phoenix area.

= For non-federal governmental group health plans and church plans that are group health plans, contact Blue Cross Blue Shield of Arizona at 1-602-864-4857. If your
coverage is insured, you may also contact the Arizona Department of Insurance at 602-364-2499, or 1-800-325-2548 in Arizona but outside the Phoenix area or
https://difi.az.gov/consumer/i/health.

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.
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Notice of Availability of Language Assistance Services and Auxiliary Aids and Services

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. Call 1-877-475-4799.

Spanish: Si habla espafiol, tiene a su disposicidn servicios gratuitos de asistencia lingiistica. También estan disponibles de forma gratuita ayuda y servicios
auxiliares apropiados para proporcionar informacién en formatos accesibles. Llame al 602-864-4884.

Navajo: Diné bee ydnitti'gogo, saad bee and’awo’ bee dka'anida'awo'it’dd jik'eh nd hdld. Bee ahit hane'go bee nida’anishi t'ad
dkodaat'éhigii déd bee dka'anida'wo'i dko bee baa hane'i bee hadadilyaa bich'j’ ahoot'i'igii éi t'ad jik'eh hdld. Kohji' 1-877-475-4799.
Chinese Simplified: QR E VL[], A% FNERIGEST HBIIRS . BATE R BHIRILE LB TEMRS, CALREASHURIUE . BH
1-877-475-4799 ,

?gi;;fg gl;‘a?':ggonali WRAER L] BT DU R ASR Ut R BB S i BhARTS « th ] DA SR & i) T LB - DAARMERers R b &aH - 5558

Tagalog: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng serbisyong tulong sa wika. Magagamit din nang libre ang mga naaangkop na
auxiliary na tulong at serbisyo upang magbigay ng impormasyon sa mga naa-access na format. Tumawag sa 1-877-475-4799.

French: Si vous parlez Francais, des services d'assistance linguistique gratuits sont a votre disposition. Des aides et services auxiliaires appropriés pour
fournir des informations dans des formats accessibles sont également disponibles gratuitement. Appelez le 1-877-475-4799.

Vietnamese: Néu ban noi tiéng Viét, chung toi cung cap mién phi cac dich vu hé tr' ngon ngir. Cac hé tre dich vu phit hop dé cung cép thong tin theo cac dinh
dang dé tiép can cling dwgc cung cap mién phi. Vui 1dng goi theo s6 1-877-475-4799.
German: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose Sprachassistenzdienste zur Verfligung. Entsprechende Hilfsmittel und Dienste zur
Bereitstellung von Informationen in barrierefreien Formaten stehen ebenfalls kostenlos zur Verfligung. Rufen Sie 1-877-475-4799.
Korean: 5t=0{ £ ALEotAl= A B2 A0 X[ MH|AS 0|5t £ ASHCLOIE ST HACE HEE MBS HESHEX 7|72 Y MHAZ 222
=g U C 1-877-475-4799.
Russian: Ecnin Bbl roBopute Ha pycckuid, Bam AOCTYMNHbI 6ecnnaTtHble ycryri S3blIkoBov noaaepku. CooTBETCTBYIOLLME BCIOMOraTenbHble CpeacTBa U yenyru
no NpefoCcTaBleHUo MHOPMaLIMK B AOCTYMHbIX hopMaTtax Takxke npegocrasnstotcsa 6ecnnartHo. MNossoHuTe no TenedoHy 1-877-475-4799.
Arabic

A0 e duail Blae Ll J i sl ¢y ity o slaall 8 5 daaslio Cladd g saclise Jilis s 5 LS Ailanal) 4y salll sac Lsall ciland Gl 8 5¥5d ey yall Aalll Chans i€ 13) i

1-877-475-4799

Hindi: 3fe o &t aeld €, ol 3i1udh oy f1:x[eds HIST TRTIdT TaTd SUdsH gicll o | G YRS Ul o (BRI Ual 6 & [t Suged Ygiidh IleH 3R ard o (g
U § | 1-877-475-4799 |
Farsi (Persian)

g Sl gul8l3 b Lad (esws 55 O8O L) Bl Slads (S (2 Coome bz 39790 OBLD Jsbods cpuins BB SCIB )3 LMl ) (Sl Cawlio sty Stz 5 LSS (riznd oo b

i 1-877-475-4799

Thai: wneme;: vinaaldnu e infusnmsenuthomaesunmuns wenannil sufindosllouazusmstumasie Tudeyalusuuvuiitnddlslas liduen oy
Tsalnsfinsio 1-877-475-4799.
Japanese: BAGEZFEINSIES . BHOEEXEY—ERECHRAVEETFET 7oL TIL#ELNFATES L SBESN:) AR X THRERB T 510 DE
P EB RO —ERLEB TR AW TET, 1-877-475-4799

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

PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The valid OMB
control number for this information collection is 0938-1146. The time required to complete this information collection is estimated to average 0.08 hours per response, including the time to review instructions, search
existing data resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please
write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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About These Coverage Examples

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different depending
on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles, copayments and

coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different health plans. Please note
these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care and a
hospital delivery)

M The plan's overall deductible $600
B Specialist coinsurance 20%
B Hospital (facility) coinsurance 20%
B 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)

Managing Joe’s Type 2 Diabetes

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

W The plan's overall deductible $600
W Specialist coinsurance 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 (glucose meter)

Mia’s Simple Fracture

(in-network emergency room visit and follow up

W The plan's overall deductible $600
B Specialist coinsurance 20%
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

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 $12,700 | | Total Example Cost $5,600 | | Total Example Cost $2,800 |
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:

| Cost Sharing | Cost Sharing | Cost Sharing
Deductibles $600 Deductibles $600 Deductibles $600
Copayments $0 Copayments $480 Copayments $10
Coinsurance $600 Coinsurance $120 Coinsurance $470

\ What isn’t covered | What isn’t covered || What isn’t covered
Limits or exclusions $50 Limits or exclusions $20 Limits or exclusions $0

| The total Peg would pay is $1,250 | | The total Joe would pay is $1,220 | | The total Mia would pay is $1,080 |

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Discrimination is Against the Law

Blue Cross® Blue Shield® of Arizona (AZ Blue) complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national
origin, age, disability, or sex (including sex characteristics, intersex traits, pregnancy or related conditions, sexual orientation, gender identity, and sex stereotypes).
AZ Blue does not exclude people or treat them less favorably because of race, color, national origin, age, disability, or sex.

AZ Blue:
* Provides people with disabilities reasonable modifications and free appropriate auxiliary aids and services to communicate effectively with us, such as:
o  Qualified sign language interpreters
o  Written information in other formats (large print, audio, accessible electronic formats, other formats)
* Provides free language assistance services to people whose primary language is not English, which may include:
o  Qualified interpreters
o  Information written in other languages

If you need reasonable modifications, appropriate auxiliary aids and services, or language assistance services, call 602-864-4884 for Spanish and
1-877-475-4799 for all other languages and other aids and services.

If you believe that AZ Blue has failed to provide these services or discriminated in another way on the basis of race, color, national origin, age, disability, or sex,
you can file a grievance with:
Section 1557 Coordinator
P.O. Box 13466
Phoenix, AZ 85002-3466
Call 602-864-2288; TTY 711

or email us at crc@azblue.com

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, AZ Blue Section 1557 Coordinator is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, electronically through the Office for Civil
Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:
U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building

Washington, D.C. 20201
1-800-368-1019, 1-800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
This notice is available at AZ Blue’s website: azblue.com/nondiscrimination-notice.

L26130-0127
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