Highlights of your Health Care Coverage

CLEANTECH ALLIANCE WASHINGTON

Any deductibles, copays, and coinsurance percentages shown are amounts for which you're responsible.

Medical Benefits apply after the calendar-year deductible is met unless otherwise noted, or if the cost share is a copay.

PREMERA |

Effective Date: 01/01/2019

MEDICAL PLAN SUSTAINABLE 2500

IN-NETWORK OUT-OF-NETWORK
MEDICAL COST SHARE OPTIONS
Individual Deductible PCY (Family embedded deductible 3x Individual) $2,500 $2,500
Cr?;r;szz)ance (Member's percentage of costs after deductible based on allowable 20% 50%
rndiv?dual Out of Pocket Maximum PCY, includes deductible, coinsurance, copay $6,850 Unlimited

and pharmacy if applicable (Family embedded OOP max 2X Individual)

Office Visit Cost Share

$40 Copay, applies to the $6,850 Out of
Pocket Maximum

$2,500 Deductible, then 50% Coinsurance,
applies to Unlimited Out of Pocket Maximum

PREVENTIVE CARE OPTIONS AND HEALTH EDUCATION

Preventive Office Visit (Unlimited, subject to standard medical guidelines)

Covered In Full

Not Covered

Immunizations (Unlimited, subject to standard medical guidelines)

Covered In Full

Not Covered

Health Education (HE) (Unlimited)

Covered In Full

Not Covered

Nicotine Dependency Programs (ND) (Unlimited)

Covered In Full

Not Covered

Diabetes Health Education (DE) (Unlimited)

Covered In Full

Not Covered

PROFESSIONAL CARE

Professional Office Visit

$40 Copay, applies to the $6,850 Out of
Pocket Maximum

$2,500 Deductible, then 50% Coinsurance,
applies to Unlimited Out of Pocket Maximum

Inpatient Professional Services

$2,500 Deductible, then 20% Coinsurance,
applies to $6,850 Out of Pocket Maximum

$2,500 Deductible, then 50% Coinsurance,
applies to Unlimited Out of Pocket Maximum

Contraceptive Management Services (Unlimited)

Covered In Full

$2,500 Deductible, then 50% Coinsurance,
applies to Unlimited Out of Pocket Maximum
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MEDICAL PLAN

SUSTAINABLE 2500

IN-NETWORK

OUT-OF-NETWORK

DIAGNOSTIC SERVICE OPTIONS

Preventive Professional Diagnostic Imaging and Laboratory Services - Including
Mammogram and PAP/PSA

Covered In Full

$2,500 Deductible, then 50% Coinsurance,
applies to Unlimited Out of Pocket Maximum

Other Professional Diagnostic Imaging

Waive Deductible, then 20% Coinsurance,
applies to $6,850 Out of Pocket Maximum

$2,500 Deductible, then 50% Coinsurance,
applies to Unlimited Out of Pocket Maximum

Professional Diagnostic Major Imaging

Waive Deductible, then 20% Coinsurance,
applies to $6,850 Out of Pocket Maximum

$2,500 Deductible, then 50% Coinsurance,
applies to Unlimited Out of Pocket Maximum

Other Professional Diagnostic Laboratory/Pathology

Waive Deductible, then 20% Coinsurance,
applies to $6,850 Out of Pocket Maximum

$2,500 Deductible, then 50% Coinsurance,
applies to Unlimited Out of Pocket Maximum

Diagnostic Mammography

Covered in Full

Out of Network Deductible, then 50%

FACILITY CARE OPTIONS

Inpatient Facility

$2,500 Deductible, then 20% Coinsurance,
applies to $6,850 Out of Pocket Maximum

$2,500 Deductible, then 50% Coinsurance,
applies to Unlimited Out of Pocket Maximum

Outpatient Surgery Facility

$2,500 Deductible, then 20% Coinsurance,
applies to $6,850 Out of Pocket Maximum

$2,500 Deductible, then 50% Coinsurance,
applies to Unlimited Out of Pocket Maximum

Skilled Nursing Facility (60 days PCY; includes room and board, and facility billed
professional and ancillary fees)

$2,500 Deductible, then 20% Coinsurance,
applies to $6,850 Out of Pocket Maximum

$2,500 Deductible, then 50% Coinsurance,
applies to Unlimited Out of Pocket Maximum

Hospice Inpatient Facility (10 days Inpatient; within the 6 month lifetime
maximum)

$2,500 Deductible, then 20% Coinsurance,
applies to $6,850 Out of Pocket Maximum

$2,500 Deductible, then 50% Coinsurance,
applies to Unlimited Out of Pocket Maximum

EMERGENCY CARE AND TRANSPORTATION OPTION

Emergency Care (If applicable, waive copay if admitted to inpatient facility)

$200 Copay then $2,500 Deductible and 20%
Coinsurance; all cost shares apply to the
$6,850 Out of Pocket Maximum

$200 Copay then $2,500 Deductible and 20%
Coinsurance; all cost shares apply to the
$6,850 Out of Pocket Maximum

Emergency Room Physician

$2,500 Deductible, then 20% Coinsurance,
applies to $6,850 Out of Pocket Maximum

$2,500 Deductible, then 20% Coinsurance,
applies to $6,850 Out of Pocket Maximum

Urgent Care Center

$40 Copay, applies to the $6,850 Out of
Pocket Maximum

$2,500 Deductible, then 50% Coinsurance,
applies to Unlimited Out of Pocket Maximum

Ambulance Transportation (Unlimited)

$2,500 Deductible, then 20% Coinsurance,
applies to $6,850 Out of Pocket Maximum

$2,500 Deductible, then 20% Coinsurance,
applies to $6,850 Out of Pocket Maximum

Air Ambulance (Unlimited)

$2,500 Deductible, then 20% Coinsurance,
applies to $6,850 Out of Pocket Maximum

$2,500 Deductible, then 20% Coinsurance,
applies to $6,850 Out of Pocket Maximum

OTHER SERVICES

Allergy/Therapeutic Injections

$2,500 Deductible, then 20% Coinsurance,
applies to $6,850 Out of Pocket Maximum

$2,500 Deductible, then 50% Coinsurance,
applies to Unlimited Out of Pocket Maximum

Mental Health Inpatient Facility Care (Unlimited)

$2,500 Deductible, then 20% Coinsurance,
applies to $6,850 Out of Pocket Maximum

$2,500 Deductible, then 50% Coinsurance,
applies to Unlimited Out of Pocket Maximum

Mental Health Outpatient Professional Care (Unlimited)

$40 Copay, applies to the $6,850 Out of
Pocket Maximum

$2,500 Deductible, then 50% Coinsurance,
applies to Unlimited Out of Pocket Maximum

Chemical Dependency Inpatient Facility Care (Unlimited)

$2,500 Deductible, then 20% Coinsurance,
applies to $6,850 Out of Pocket Maximum

$2,500 Deductible, then 50% Coinsurance,
applies to Unlimited Out of Pocket Maximum
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MEDICAL PLAN

SUSTAINABLE 2500

IN-NETWORK

OUT-OF-NETWORK

Chemical Dependency Outpatient Professional Care (Unlimited)

$40 Copay, applies to the $6,850 Out of
Pocket Maximum

$2,500 Deductible, then 50% Coinsurance,
applies to Unlimited Out of Pocket Maximum

Rehab Inpatient Facility (30 days PCY)

$2,500 Deductible, then 20% Coinsurance,
applies to $6,850 Out of Pocket Maximum

$2,500 Deductible, then 50% Coinsurance,
applies to Unlimited Out of Pocket Maximum

Rehab Outpatient Care, Including Physical, Occupational, Speech and Massage
Therapy, and Chronic Pain (45 visits PCY)

$40 Copay, applies to the $6,850 Out of
Pocket Maximum

$2,500 Deductible, then 50% Coinsurance,
applies to Unlimited Out of Pocket Maximum

Rehab Outpatient Care Chronic Conditions, Including Cardiac, Pulmonary Rehab,
and Cancer

$40 Copay, applies to the $6,850 Out of
Pocket Maximum

$2,500 Deductible, then 50% Coinsurance,
applies to Unlimited Out of Pocket Maximum

Medical Supplies, Equipment, Prosthetics (Unlimited)

$2,500 Deductible, then 20% Coinsurance,
applies to $6,850 Out of Pocket Maximum

$2,500 Deductible, then 50% Coinsurance,
applies to Unlimited Out of Pocket Maximum

Foot Orthotics, Orthopedic Shoes and Accessories ($300 PCY; Includes orthotics
and orthopedic shoes)

$2,500 Deductible, then 20% Coinsurance,
applies to $6,850 Out of Pocket Maximum

$2,500 Deductible, then 50% Coinsurance,
applies to Unlimited Out of Pocket Maximum

Home Health Visits (130 visits PCY)

$2,500 Deductible, then 20% Coinsurance,
applies to $6,850 Out of Pocket Maximum

$2,500 Deductible, then 50% Coinsurance,
applies to Unlimited Out of Pocket Maximum

Hospice Care (Hospice Home Visits: Unlimited; Respite: 240 hours; within the 6
month lifetime maximum)

$2,500 Deductible, then 20% Coinsurance,
applies to $6,850 Out of Pocket Maximum

$2,500 Deductible, then 50% Coinsurance,
applies to Unlimited Out of Pocket Maximum

TMJ (Temporomandibular Joint Disorders) (Unlimited (Medical and Dental
services - Medical and Dental cost shares based on type of service))

Covered as any other service

Covered as any other service

Transplants (Unlimited; $7,500 travel and lodging limits)

Covered as any other service

Not Covered

ALTERNATIVE CARE

Manipulations (Spinal and other) (12 visits PCY)

$40 Copay, applies to the $6,850 Out of
Pocket Maximum

$2,500 Deductible, then 50% Coinsurance,
applies to Unlimited Out of Pocket Maximum

Acupuncture (12 visits PCY)

$40 Copay, applies to the $6,850 Out of
Pocket Maximum

$2,500 Deductible, then 50% Coinsurance,
applies to Unlimited Out of Pocket Maximum

SUPPLEMENTAL BENEFITS

Routine Hearing Exam (1 PCY)

Exam $40 Copay; Test: Covered In Full

$2,500 PCY Deductible, then 50%
Coinsurance, applies to Out of Pocket
Maximum

ANNUAL PLAN MAXIMUM

Annual Plan Maximum

Unlimited

Unlimited

Prior Authorization is required for many services to be covered. For more information please refer to your benefit booklet.

PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross. Members are responsible for amounts in excess of the allowable charge.

This is not a complete explanation of covered services, exclusions, limitations, reductions or the terms under which the program may be continued in force. This benefit
highlight is not a contract. For full coverage provisions, including a description of waiting periods, limitations and exclusions please contact Customer Service.
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Highlights of your Health Care Coverage

CLEANTECH ALLIANCE WASHINGTON
Effective Date: 01/01/2019

Below is a brief overview of your Pharmacy Benefits. For more information on your benefits, please refer to your benefit booklets. To find out what tiers apply to a
specific medication, refer to our Preferred Drug List at www.premera.com

PHARMACY PLAN SUSTAINABLE 2500 - RX - 10/50/100/250

PRESCRIPTION DRUGS

Preferred B4

Tier 1 = generic

Drug List Tier 2 = preferred brand
Tier 3 = non-preferred brands

Tier 4 = specialty
Retail Cost Shares $10/$50/5100/$250
Mail Cost Shares §20/$100/5200/$250
Day Supply Retail: 30 Days; Mail: 90 Days; Specialty: 30 Days
Individual Deductible PCY S0
Family Deductible PCY No Family Deductible
Out of Network (Non-participating retail pharmacies) Cost Share, then 40% (to allowable)
Out of Pocket Maximum Applies to the medical out of pocket maximum
Specialty Pharmacy Out of Pocket Maximum Applies to the medical out of pocket maximum
Annual Benefit Maximum Unlimited

Prior Authorization is required for many services to be covered. For more information please refer to your benefit booklet.
PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross. Members are responsible for amounts in excess of the allowable charge.

This is not a complete explanation of covered services, exclusions, limitations, reductions or the terms under which the program may be continued in force. This benefit
highlight is not a contract. For full coverage provisions, including a description of waiting periods, limitations and exclusions please contact Customer Service.
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Discrimination is Against the Law

Fedoral ci and
o et divsrevingta o the bas o uce. color, mabonal ougn, age.
disabdity, of sex Premera does nat exclude people of reat them
because of race. color, national origin, age, disabiity of sex.

Preenara:
«  Provides froe aids and services tn people with disabdities 1o commaricate.
effectivaly with us. such as.
+ Crualified sign language interpratars

inferpreters
= Information wriston In cther linguages.
I you need these services, contact the Civil Rights Cosrdinator.

If you believe that Promera has faled to provide these services of
diicnminated in ancthr way cn the basss of race, color, natienal arigin, age,
dhamy or sex, you can file o grievance with:

Coardinator - Complaints and Appeals.
FOB«D"U’E.M WASEI1
Toll froe BS5-332.4538, Fax 435-018-5552, TTY BO0-B42.5357
Email i

“You can Sle 8 grievance in persan of by mail, fax, e emal, If you need help
fling a grievance. the Chl Rights Coordinator s avallabée B0 help you.

Oromoo (Cushite):
Beektitni kun adesflannos barbaschisaa qaba, Beskiisti kun sagantaa
yosikan karas Promara Blus Cross tin nq-uu koessan llasichisos

ta'an baekaiss k . Tars

mnmtm“ dee, argachusd mirga ni gabaathy.
bilbdaa S00-722-1471 (TTY: BOO-B42.5357) th bdbilan,
Frangais (French]:
Cot avis ot s paut a0
‘s vetr demando ou Ia couverture par Mintermbdiaire do
Promara Bl Cross. Luuﬂmmm:mrmdﬂudﬁ Wous.
et dilain pous mantonic
welre couveriure de santé ou daide avec les colls. Veus avez le diot

obtenir aucun cod.
Appelez lo B00-T22-1471 (TTY: B00-842-5357).
Kreyal u“'vln [Crecle):
Avisilaa Enpitan ladann. A sia a kapab g

Gtan koridaan aplkasyon wln
asirans lan atravi anpdtan nan
avi sda Ouu-ummwmm-k-mmmmuhnimh-
Ranbe da v avitk depans yo.

Se dwa w pou mmuulﬂwlmmwmw&
53n ou pa gen pau peye pou 5a. Rele nan BOO-722-1471
(TTY: B00-B42-5357).

Deutsche (Germank:
o Wy

wichtige Diese
au can atio 8 epiaint wilh the U.S. of Hoalth .'__“"'""
Office to s - Bl Grom. " ‘wichtigen T
ttps: s portal his. goriocriportaliabiy jf, o¢ by mad or phone at o
nkennicherungsschar
Ty i ot eniissen, um Iheen Kra ‘odar Hilly mit den Koston

200 Indopendance Avenua SW, Room SOGF, HHH Building

it/ wewees hihs goviocriofice fleindex hemi.
‘Getting Help in Other Languages

This Notice has Important Information. This notice may have important
imdormation

akoat your appl
Crags. There may be key dates in this notice. You may need to take action
by cortain deadiines 1o keep your heakh coverage of help with costs. You

have mmwmummawmhmrwmu o ceit
Call B0O-TZ2-1471 (TTY; BOD-B42 5357),

K (Ambaric):

a2 WS WALAT, T PHAT B WS (A “eah P ore T Pramers Blue

o T AMAL = ATLr (AL (LD RS BT S0 #TF TG £
L

Aot T BO0-TZ2- 1471 (TTY: 800-842-5367) ptetes

. S (Arable):
) e i A s g ) h gag A R kel SAST VA g shy
gl 2 5 3 Promara Blue Cross S e e pand 35 B il
Bl gl 555l S B 5 B ] HSY g By et
et 0 B 5 g il bim el g Simgind an e gemalh B g N i
BOC-T22-14T1 (TTY: BO0-842-535T)

R (Chinese):

Promera Biue Cross 18
HmEEN.

PN R KN, WHRE 800-722.1471 (TTY: BO0-B42.5357).

Zu behalten. sumwmm lostenicse Hitl und Informaticnen in
fhres

@ 2u erhalten. Rufen Sie an unter 800-722-1471
(TTY: 00-842-5357).
Hmoab (Hmaong):
Yubnhmmmm Mewmue hut tieam cuab, Toj zaum
Esah taw tshaj aj cov nisiab lus ts

| ghov ntzwm e
Crons. Tej uumlml‘d cov hrwd tseem coeb as 3au rau hausy daim ntawy
o, Toj Zaum ke kuj mutuunn AT B pob ke koj ua 1 pub

mas ks thiay
wlmullllﬂwnlbcu-nkhnmnblnsyoghvpnbﬂmbojm.lmnmnb

ritwed. Koj meaj cai kom lawy meab cov ntshiab lus no muabs sau
i koj hom s pub dawb rau kej. Hu rau B00-T22-9471
(TTY: B00-842-8357).
Baka (llecana):
Daytoy a Pakdaar iti Dty &
1gn adda kot naglaon it "
dagii importants 100 2 pakdaar.

nga dagel
covarage
wwmm!ummwm Adda karbanganya a mangala it
ken
bmdlm.Ym it numaere nga BOO-TZ214T1 (TTY: B00-542-5357).
Haliano (Hakian]:
Cuesto avso combens isdormarionl importaat. Questo aviiss pub contenere

attraversa Promara
Bl Crass. Potrebbaro assarci duta chiav in Gurta avviss. Petrebbe

33010 necessaria

oowullhh di m-lmll tua copertura o sevvenzione. Hai il diritio di
omanats Guese informazioni @ assistanza el tun Ingua gratistasmants
Chiama 800-722-1471 (TTY: BO0-B42.5357).

g e, Yoo B TEL7) (1T 40081067
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B
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