Berry College

Blue Open Access POS — Custom Benefit Summary

All benefits are subject to the calendar year deductible, except those with in-network copayments, unless otherwise noted.
All calendar year benefit visit maximums are combined between in-network and out-of-network.
In addition to copayments, members ate responsible for deductibles and any applicable coinsurance.

Members are also responsible for all costs over the plan maximums.

Some services may require pre-certification before services are covered by the Plan.
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When using out-of-network providers, members are responsible for any difference between the Maximum Allowed Amount and
the amount the provider actually charges, as well as any copayments, deductibles and/or applicable coinsurance.

Deductibles, Coinsurance and Maximums

In-network Benefit Level

Out-of-Network Benefit Level

Calendar Year Deductible *

= Individual $0 $300
= Family $0 $900
Coinsurance Member pays 20% Membet pays 40%

Plan pays 80%

Plan pays 60%

Calendar Year Out-of-Pocket Maximum*
(includes calendar year deductible)

= Individual

= Family

$1,000
$3,000

$2,000
$6,000

*Deductibles and out-of-pocket maximums are added separately for in-network and out-of-network services. One family member may reach his or her
Individual deductible and be eligible for coverage on health care expenses before other family members. Each family member’s deductible amount also applies
to the Family deductible and out-of-pocket maximum. Not everyone has to meet his or her deductible and out-of-pocket maximum for the family to meet
theirs. When the Family deductible is met, all family members can access coverage for health care expenses. The medical and pharmacy copayments,

deductible(s), and coinsurance on this plan will apply toward the out-of-pocket maximums. The following do not apply to out-of-pocket maximums: non-

covered items, plan premiums, any balance billing due to Out-of-Network services, ot any fourth quarter deductible amounts catried over from previous

benefit period.

Covered Services

In-network Benefit Level

Out-of-Network Benefit Level

Preventive Care Setvices for Children and Adults
(preventive care services that meet the requirements of federal and state
law, including certain screenings, immunizations and physician visits)

= Well-child care, immunizations

® Periodic health examinations

= Annual gynecology examinations
= Prostate screenings

Member pays 0%
(not subject to deductible)

Member pays 30% after deductible
(deductible waived through age 5)

Physician Office Visits for Illness and Injury (including
labs, x-rays, and diagnostic procedures)

= Primary Care Physician (PCP)
* OB/GYN

= Specialist Physician

$25 copayment

$30 copayment

Member pays 40% after deductible

Member pays 40% after deductible

Retail Health Clinic - (located in some pharmacies: search for in-
network providers through Find a Doctor search tool on bebsga.com)

* Immunizations

® Periodic health examinations

$25 copayment

Member pays 40% after deductible

Maternity Physician Services

= Global obstetrical care (prenatal, delivery and postpartum services)

Member pays 0% after deductible

Member pays 40% after deductible

Telemedicine Services

$25 PCP copayment or
$30 Specialist copayment

Member pays 40% after deductible

Telehealth Services — Online Physician Visit
(https://livehealthonline.com)

$15 copayment

Member pays 40% after deductible

Allergy Services

= Office visits, testing and the administration of allergy injections

= Allergy injection serum

$25 PCP copayment or
$30 Specialist copayment

Member pays 20% after deductible

Member pays 40% after deductible

Member pays 40% after deductible



https://livehealthonline.com/

Covered Services

In-network Benefit Level

Out-of-Network Benefit Level

Office Surgery (surgery and administration of general anesthesia)

$25 PCP copayment or
$30 Specialist copayment

Member pays 40% after deductible

Office Therapy Services

® Physical Therapy and Occupational Therapy: 20-visit
benefit period maximum combined

= Speech Therapy: 20-visit benefit period maximum

= Chiropractic Care/Manipulation Therapy: 20-visit
benefit period maximum

$25 copayment

Member pays 40% after deductible

Other Therapy Setvices (cardiac rehabilitation [There is
no Cardiac Rehabilitation visit max on this plan; EHB
benchmark plan indicates zero max; authorization required] and
respiratory/pulmonary therapy)

Member pays 20%

Member pays 40% after deductible

Other Therapy Services (chemotherapy, radiation
therapy)

Member pays 0%

Member pays 40% after deductible

Advanced Diagnostic Imaging (MRI, MRA, CT
Scans and PET Scans)

Member pays 20% after deductible

Member pays 40% after deductible

Urgent Care Services

$60 copayment

Member pays 40% after deductible

Emergency Room Services
= Life-threatening illness or serious accidental injury only
= The ER copayment will be waived if admitted to the hospital

$75 copayment

$75 copayment

Outpatient Facility Services

= Surgery facility/hospital charges

= Diagnostic x-ray and lab services

= Physician services (anesthesiologist, radiologist, pathologist)

Member pays 20% after deductible

Member pays 40% after deductible

Inpatient Facility Services

* Daily room, board and general nursing care at semi-private
room tate, ICU/CCU chatges; other medically necessary
hospital charges such as diagnostic x-ray and lab services;
newborn nursery care

= Physician services (anesthesiologist, radiologist, pathologist)

Member pays 20% after deductible

Member pays 40% after deductible

Skilled Nursing Facility

= 60-day benefit period maximum

Member pays 20% after deductible

Member pays 40% after deductible

Mental Health/Substance Abuse Services (*services must
be authorized by calling 1-800-292-2879)

= Inpatient mental health and substance abuse services* (facility
and physician fee)

= Partial Hospitalization Program (PHP) and Intensive Outpatient
Program (IOP)* (facility and physician fee)

= Office/Outpatient mental health and substance abuse services
(physician fee)

= Office/Outpatient mental health and substance abuse services
(physician fee)

Member pays 20% after deductible

Member pays 20% after deductible

$25 copayment

Member pays 20% after deductible

Member pays 40% after deductible

Member pays 40% after deductible

Member pays 40% after deductible

Member pays 40% after deductible

Home Health Care Services
#120-visit benefit period maximum

$25 copayment

Member pays 40% after deductible

Hospice Care Services
= Inpatient and outpatient services covered under the hospice
treatment program

Member pays 0%
(not subject to deductible)

Member pays 30% after deductible

Durable Medical Equipment (DME)

Member pays 20% after deductible

Member pays 40% after deductible

Ambulance Services (covered when medically necessary)

Member pays 20% after deductible

Member pays 20% after deductible




Plan Wellness Incentives

Tools and resources to help you and your family stay healthy. Incentives apply to eligible employees and spouses.

* Future Moms Program 866-664-5404 Mothers-to-be can earn up to $200 toward gift cards to national
retailers for participating and get personalized support and
guidance. You can call to speak to a nurse coach at 866-664-5404 for
answers to your pregnancy questions — any time, any day.

Online Wellness Tool Kit Earn up to $150 towards gift cards to national retailers when you
To access the Online Wellness Tool Kit online, go to participate in the Online Wellness Tool Kit.

bcbsga.com, register or log in. Select the Health & Wellness
tab then select the Wellness Tool Kit tab. The Wellness Took Kit is an online personalized well-being improvement
program that focuses on physical, social and emotional behaviors that
affect your total well-being. You start by completing a Health Assessment
to help identify health goals and to develop a well-being plan. Your well-
being plan uses the personal goals you set to keep you motivated, and it
changes over time as you make progress toward them.

= 24/7 NurseLine 888-724-2583 Access to Registered nurses any time of the day or night.
Call 24/7 NurseLine at 888-724-2583.

Summary of Limitations and Exclusions
Your Certificate Booklet will provide you with complete benefit coverage information. Some key limitations and exclusions, however, are listed below:

= Routine physical examinations necessitated by employment, foreign travel or participation in school athletic programs

= Non-emergency use of the emergency room

= Removal/extraction of impacted tecth

® Private duty nursing

= Care or treatment that is not medically necessary

= Cosmetic surgery, except to restore function altered by disease or trauma

®* Dental care and oral surgery; except for accidental injury to natural teeth, treatment of TMJ and radiation for head and neck cancer
® Occupational related illness or injury

= Treatment, drugs or supplies considered experimental or investigational

See Certificate Booklet for Complete Details

It is important to keep in mind that this material is a brief outline of benefits and covered services and is not a contract. Please refer to your
Certificate Booklet Formtt POS-1.G, 01012017 (the contract) for a complete explanation of covered services, limitations and exclusions.
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Language Access Services:

Get help in your language

Curious to know what all this says? We would be too. Here’s the English version:

If you have any questions about this document, you have the right to get help and information in your language at no cost. To
talk to an interpreter, call (855) 333-5731.

Separate from our language assistance program, we make documents available in alternate
formats for members with visual impairments. If you need a copy of this document in an
alternate format, please call the customer service telephone number on the back of your ID
card.

(TTY/TDD: 711)

) Coaill Jlia e Slisl Cilo lead] 5 s3e Luadl Ao S pand] ST Gaid caiiad) 3 oL ‘_rlJLua.u/L;/ &l IS 1 (4w 2ll) (Arabic)
(855) 333-5731 i foail an i

Armenian (huybpkl). Cpk uju thuunwpnph hkn juwywus hupgkp niblkp, pnip ppunfniip nilibp windwp unubuyg
oglnyaynil i mknkjunnyniani i dkp jEqiny: Pupquwish bl finubyn hwdwp qubqubwpkp hEnlyay
hEnwpinuwhuilwpng '(855) 333-5731

Chinese

(FXX) * WREE AL A RS - SAREEREHRE S R B EGHEAERR - WFFEEE R - 5HEE (855)
333-5731

Iy SaS 4 Oledbl 45 wylo 1y d> gl edy o Liw o) Jaol gy M hw A4S [ STyao yo 1wy Ld) (Farsi)
oy lad Loy i 0l dd prpio SO Ly 28048 s/ o oS chlyo glisoole Gl 4y s/ 4ije aue Jodo

.S wla (855)333-5731



French (Frangais): Si vous avez des questions sur ce document, vous avez la possibilité d’accéder gratuitement a ces
informations et a une aide dans votre langue. Pour parler a un interprete, appelez le (855) 333-5731.

Haitian Creole (Kreyol Ayisyen): Si ou gen nenpot kesyon sou dokiman sa a, ou gen dwa pou jwenn ¢d ak enfomasyon nan
lang ou gratis. Pou pale ak yon entepret, rele (855) 333-5731.

Italian (Italiano): In caso di eventuali domande sul presente documento, ha il diritto di ricevere assistenza e informazioni nella
sua lingua senza alcun costo aggiuntivo. Per parlare con un interprete, chiami il numero (855) 333-5731

Language Access Services:

(Japanese) (H&EE):
COXEDVTRBIENSFRARRNBNE. HREICEHBZOEETEHN CXIEEZTEREFIIENNHNET BREETICE. (85
5) 333-5731 [CHEIEZELY,

Korean (Bh=0{): 2 2A{0f CHaf o3t 2ol Ateto|2te A HR, Aol A= HBt7t AH8St= 02 RE =8 X HE

2E 2|7t USLICE S AR} 0|0F7| 324 H (855) 333-5731 2 22[SHYA| 2.

i

(Navajo) (Din4): D77 naaltsoos bikl”7g77 [ahgo b7na’7d7[kidgo nl bohOn4edz3 dOO bee ahOOt’i~
t’11 ni nizaad k’ehj7 bee ni[ hodoonih t”ladoo b33h 717n7g00. Ata’ halne’7g77 [a’ bich’8”
hadeesdzih n7n7zingo koj8” hod77Inih (855) 333-5731.

Polish (polski): W przypadku jakichkolwiek pytan zwigzanych z niniejszym dokumentem masz prawo do bezplatnego uzyskania
pomocy oraz informacji w swoim jezyku. Aby porozmawiaé
z tlumaczem, zadzwon pod numer (855) 333-5731.

(Punjabi) (v 7 3773 fFH ERz7eH 979 J&] AS™S & 3 IT'5 48 HeT €9 mr/ST FTHT [€9 Hee w3 71ed’d] YT F9& €7 HIgad Ji
1&q gg7Hle 37% g% F95 3¢, (855) 333-5731 3 7' FI/

(Russian) (Pycckui): ecrniu y sac ecmb kakue-riubo 80rpocki 8 omHouweHUU 0aHHo20 00KyMeHma, 8bl UMeeme rpaso Ha
becrinamHoe nony4yeHue noMowu U UHgopmayuu Ha eawem s3bike. Ymobbl cess3ambCsi € yCMHbIM 1epeg8o04UKOM,
rnossoHume ro mes. (855) 333-5731.

Spanish (Espafiol): Si tiene preguntas acerca de este documento, tiene derecho a recibir ayuda e informacién en su idioma, sin
costos. Para hablar con un intérprete, llame al (855) 333-5731.

Tagalog (Tagalog): Kung mayroon kang anumang katanungan tungkol sa dokumentong ito, may karapatan kang humingi ng
tulong at impormasyon sa iyong wika nang walang bayad. Makipag-usap sa isang tagapagpaliwanag, tawagan ang (855) 333-5731.

Vietnamese (Ti€ng Viét): N&u quy vi cé bat ky thdc mac nao vé tai liéu nay, quy vi c6 quyén nhan sy tro gilip va théng tin
bang ngdn ngit clia quy vi hoan toan mién phi. D& trao d6i véi mot thong dich vién, hay goi (855) 333-5731.

It’s important we treat you fairly



That’s why we follow federal civil rights laws in our health programs and activities. We don’t discriminate, exclude people, or treat
them differently on the basis of race, color, national origin, sex, age or disability. For people with disabilities, we offer free aids and
services. For people whose primary language isn’t English, we offer free language assistance services through interpreters and other
written languages. Interested in these services? Call the Member Services number on your ID card for help (TTY/TDD: 711). If you think
we failed to offer these services or discriminated based on race, color, national origin, age, disability, or sex, you can file a complaint,
also known as a grievance. You can file a complaint with our Compliance Coordinator in writing to Compliance Coordinator, P.O. Box
27401, Mail Drop VA2002-N160, Richmond, VA 23279. Or you can file a complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights at 200 Independence Avenue, SW; Room 509F, HHH Building; Washington, D.C. 20201 or by calling 1-
800-368-1019 (TDD: 1- 800-537-7697) or online at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf. Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.
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