APPENDIX F
QUALIFIED HIGH DEDUCTIBLE HEALTH CARE

Shippensburg Area School District

Overview of PPO Qualified High Deductible Health Plan
MNon-Grandfathered

Cualified High Deductible Health Plan

PPOSINSZ/ANOSI052 & PPOSIOSE/ANOSI053

surnmary of Cost Sharing Member Responsibilities
In-PMetwork Out-of-Network
|Benefit Pericd kanuary 1 - December 31
Deductible {per benefit period) Deductible is combined to incede medical & preschption drug
benefits for in-network providers. Ifyow enrcll in a family plan, the averall family deductible must 51,700 per member /53,400 per family
be: met before the plan begins to pay.
Coinsurance |percentage you pay after your deductible ks met] Mo memiber coirsurance 20% coinsurarce
Oiut-of-Pocket Maxdimum The most you pay per berefit period, after which benefits are paid at
100r%. This includes deductible, copayments and coinsurance for medical induding ER and $2,000 per member $6.000 per member
prscription dng, S8 000 per family £12,000 per family
Office Visits / Wrgent Care [ Emergency Room Copayments
Wirtual Care Visits - delivered via the Capital BlueCross Virtual Care platform Mo chamge after deductible Mat cowered
I:;T::::ﬂiz::ﬂr:tr:m: lEITﬁl:':::c;Tﬂ? il praciticns, Mo chamge after deductible 2% coirsurance after deductible
Spedalist Office Visits [in-person & Telchealth) o chamge after deductible 207% coirsuranoe after deductible
Urgent Care Services Mo chamge after deductible 20r% coinsurance after deductible
|Emiergency Boom Mo charge after deductible
Preventive Care
Pediatric & Adult Preventive Care Mo change waive deductible 207% coirsurance after deductible
Soreening Gynecological Exam & Pap Smear [One per benefit period) Mo change waive deductible 0% coinsurancs wahee deductible
Soreening Mammog {Cine per benefit perod) Mo change waive deductible 2% coinsurance wahee deductible
Diagnostic Mammogram Mo change waive deductible 20r% coinsurance after deductible
Fadility / Surgical Services
jent Hospital Roocm & Board Mo chamge after deductible 5% coinsurance after deductible
Acute Inpatient Rehabilitation (60 days per benefit period) o chamge after deductible S(F% coirsurance after deductible
Skilled Nursing Facility (100 days per benefit period) Mo chamge after deductible S0% coirsurance after deductible
[ [ ity Services & Newbomn Care o chamge after deductible 2% coirsurance after deductible
Surgical Procedure & Anesthesia [professional charges) Mo chamge after deductible 2% coirsurance after deductible
Owitpatient Surgery at Ambulatory Surgical Center {facility charge anly) o chamge after deductible Mat cowered
Outpatient Surgery at Acute Care Hospital (facility charge only) Mo chamge after deductible S0% coirsurance after deductible
Diagnostic Services
High Tech Imaging {such as MBI, CT, PET) Mo chamge after deductible 20r% coinsurance after deductible
Radiology (other than high tech imaging] o chamge after deductible 207% coirsuranoe after deductible
Independent Lak ¥ Mo chamge after deductible 20r% coinsurance after deductible
Fadlity-Owned Laboratory (i.e. Mealth System caned) Mo charge after deductible 2% coirsurance after deductible
Therapy Services [Rehabilitative & Habilitative Services)
Phiysical Therapy (2% visits per benefit period) Mo charge after deductible 2% coirsurance after deductible
Ocrcupational Therapy (12 visits per benefit period] Mo chamge after deductible 2% coirsurance after deductible
Spesech Theerapy (12 visits per berefit period) Mo charge after deductible 2% coirsurance after deductible
Respiratory Therapy Mo chamge after deductible 2% coirsurance after deductible
|Manipulation Therapy (1% wisits per benefit period) Mo charge after deductible 2% coirsurance after deductible
ACupuncturne Mot covered Nat cowvered
Mental Health & Substance Use Disorder Services
e ——— e e
IM:rrt:I Hizalth Outpatient Servdoes Mo chamge after deductible 20% prafessiorl, S0 Eaclity
coinsurarce after deductible
Substance Use Disorder Detoxification Inpatient Mo charge after deductible 20% prafessiorl, S0 Eaclity
coinsurance after deductible
Substance Use Disorder Rehabilitation Cutpatient Mo chamge after deductible 2':‘::::::2:2;:::::':
Additional Services
Home Health Care Services |50 visits per benefit period) Ho charge after deductible 20F% coirsurance after deductible
Durable Medical Equipment Mo charge after deductible 207% coirsurance after deductible
Frosthetic Appliances Mo charge after deductible 207% coirsurance after deductible
Orthotic Devices Mo charge after deductible 207% coirsurance after deductible
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Overview of PPO Qualified High Deductible Health Plan
Mon-Grandfathered

Ouealified High Deductible Health Plan

PPOSIOSZ/RNOSI0S2 & PPOSIOSE/RNQSI0SE

Prescription Drug
Mermber Respansibilities
Highlights Retail Pharmacy Mail Service Pharmacy Specialty Pharmacy
[up to 2 30-day supply] {up to a S0-day supply) {up to a 30-day supply)

Deductible per benefit period*

Deductible does rat apply (copay applies) to preveritiee
drugs listed on Capital's Rx Freventive Coverage List.
Hoeeever, copays apply. [WMembers can view the most
current list by accessing the Capital BlueCross website at
capbluecross com)

|Prescription Drug Tier
Generic Preferred

Includes medical and prescription drug benefits

5% copayment affer deductible

£10 copaymenit after deductible

L5 copaymient after deductible

Generic Non-Freferred

5% copayment affer deductible

£10 copaymenit after deductible

L5 copaymient after deductible

Brand Preferred 510 copayment after deductible L20 copaymenit after deductible £20 copaymerit after deductible
Brand Mon-Preferred 52% copayment after deductible S50 copayment after deductible S35 copaymenit after deductible
Generic Preferred 50 copayment after deductible %0 copaymient after deductible Mat cowered
Select Brands [no generic equivalent available) 50 copayment after deductible %0 copaymient after deductible Mat cowered
Brand Preferred 510 copayment after deductible L20 copaymenit after deductible Mat cowered
Brand Mon-Preferred 52% copayment after deductible S50 copayment after deductible Mat cowered

|adiditional Pharmacy Benefits/Details

Metwork {for Specialty Pharmacy information

please refer to the Guide to Rx Benefits at Broad Plus
www.capbluecross com|

Farmulary Advantage
50 Preventive Rx Coverage Mo charge

Bestrictive Generic Substitution —In addition to the coinsurance/ copayment, the member pays the difference

Generic Substitution Program betaeen the brand and generic drug price {when there & a generic altemnat ive) unless the physician requests the
brand be dispersed.
Extended Supply Metwork [ESN) Members have the ability to cbtain covered drugs for up to a 90 day supply at in-network retail pharmacies.

This is not & contract. Programs ane subject to change. This isdormation highlights besefits, limitations and exclusions of the prescription drug cowrage and i nol intended to b a complete
st or complene description of avadable servioes. The terms and conditions of coverage shall be governed sobely by thi contract issued to the group. CORtEct your empboyer, marketing
reprEsEntative, of broker for additional benefit detais.

*Reder to your Certilicate of Coverage o contact ywour employer for the agolicable benedit period.
Beredits are underwritien by Capital Advantage Assurance Company®, a subsidiary of Capital BlueCross. An independent licensee of the BlueCross BlueShield Association.

Deductibles, coinsurance and copayments under this program ane separate from any deductisles, coinsurance and copayements requined under any other health benelits coverage you may have.
*Certain preventhne contraceptives ane requined to be cosered ab o oot 1o you when filled at an in-network pharmacy with a valid prescription in accordance with Preventive Health Guidslines
-nebwork prosiders and pharmacies agree o accept cur allowance as payment in full—often less than their normal charge. B you visit an cut-of -network provider of phasmacy, you are
responsible for paying the deductible, coircurance and the difference betwesn the out-of-network provider's of out-of-network pharmacy’s dharges and the allowed amount. Dut-of -network
providers may balance bill the member. Some out-of -network faclity providers ane not covered. Deductibies, any differences paid betwesn brand drug and generic dnag prices, and any balances
paid to out-ol-network phanmacies ane ot apolied 1o the out-ol podiet maximum. In oertain siuations, a faciity fee may be assodated with an cutpatient visit 1o a professional provider,
Members should consult with the proséder of the services to determing whether a taciity fee may apply to that provider. An addiional cost-sharing amount may aoply 10 the Taclity fee.
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