= BlueCross
, BlueShield

Minnesota
Summary af Beneflts andt(‘)overage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 1/1/2025 — 12/31/2025
Blue Plus Minnesota Value Bronze Al/AN Zero Cost Share Reduction Plan 400a Coverage for: Individual/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, visit
bluecrossmn.com or call 1-800-531-6685. 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/sbc-glossary or call 1-800-531-6685 to
request a copy.

Important Questions Why This Matters:

\é\g:jaJcltsi;Ii;overall 50 See the Common Medical Events chart below for your costs for services this plan covers.

Are there services covered
before you meet your
deductible?

Are there other deductibles
for specific services?

Not applicable; this plan has a $0 | This plan covers some items and services even if you haven't yet met the deductible amount, but
deductible. a copayment or coinsurance may apply.

No. You don't have to meet deductibles for specific services.

What is the out-of-pocket |$0

limit for this plan? This plan does not have an out-of-pocket limit on your expenses.

Premiums, balance-billing charges
What is not included in the |(unless balanced billing is
out-of-pocket limit? prohibited), and health care this
plan doesn’t cover.

This plan does not have an out-of-pocket limit on your expenses.

The plan does not use a provider network. You can receive covered services from any

Will you pay less if you use

T e e Not applicable. QI’OVIqu'. However, if a ero.vlder charges more than the allowed amount, you may have to pay
the difference (balance billing).
Do you need a referral to No. You can see the specialist you choose without a referral.

see a specialist?
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4\ Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

Indian Health Care Non-IHCP In- Out-of-Network
Provider (IHCP) | Network Provider | Provider (You
(You will pay the | (You will pay the will pay the

Limitations, Exceptions, & Other
Important Information

Common Medical
Event

Services You May Need

L .Pf'mary care UBIO UL No charge No charge No charge None
If you visit a health injury or illness
care provider’s Specialist visit No charge No charge No charge None
office or clinic Preven'tlve. SN No charge No charge No charge None
immunization
Diagnosfic test (x-ray, blood No charge No charge No charge
If you have a test work) May require prior authorization.
Imaging (CT/PET scans, MRIs) = No charge No charge No charge
_ Covers up to a 31-day supply (retail
Tier 1 drugs No charge No charge Not covered prescription); 93-day supply (mail
service prescription and 90dayRx
Tier 2 drugs No charge No charge Not covered Q?Lag;l f c:ﬁf)grr:zn;m ' u-gr:eev\\//iﬁlgguorft
If you need drugs to towards cost sharing or out-of-
treat your illness or pocket limits. Drugs and drug tiers
condition Tier 3 drugs No charge No charge Not covered on the formulary may change with
More information notice. May require prior
about prescription authorization.
drug coverage is Covers up to a 31-day supply
available at (participating specialty drug network
bluecrossmn.com/indi supplier required). The value of
vidualdruglist2025 drug coupons you use will count
Tier 4 specialty drugs No charge No charge Not covered towards cost sharing or out-of-
pocket limits. Drugs and drug tiers
on the formulary may change with
notice. May require prior
authorization.
If you have Facility fee (e.g., ambulatory No charge No charge No charge
outpatient surgery surgery center) May require prior authorization.
Physician/surgeon fees No charge No charge No charge
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Common Medical
Event

Services You May Need

What You Will Pay

Indian Health Care
Provider (IHCP)
(You will pay the
least)

Non-IHCP In-
Network Provider
(You will pay the

most)

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

Limitations, Exceptions, & Other
Important Information

Emergency room care No charge No charge No charge Out-of-network services applies to
If you need Emergency medical in-network deductible and out-of-
immediate medical , No charge No charge No charge -
attention HiE Rl iy pocket limit,
Urgent care No charge No charge No charge None
If you have a Facility fee (e.g., hospital room) = No charge No charge No charge o o
hospital st - May require prior authorization.
osprtal stay Physician/surgeon fees No charge No charge No charge
If you need mental Outpatient services No charge No charge No charge , ,
. Services for marriage/couples
health, behavioral , : : : -
Inpatient services, including counseling are not covered. May
health, or substance e ) . -
: residential adult mental health No charge No charge No charge require prior authorization.
use services
treatment
Office visits No charge No charge No charge Cost sharing does not apply for
Childbirth/delivery professional No ch No ch preventive services. Depending on
services 0 charge 0 charge O charge the type of service or if maternity
complications arise, other cost
If you are pregnant . .
Childbirthidelivery facii sharing may apply. Maternity care
I ; irth/delivery facility No Charge No Charge No Charge may include tests and services
selndges described elsewhere in the SBC
(e.g., ultrasound).
120 visits per person per benefit
Home health care No charge No charge Not covered period. May require prior
authorization.
Rehabilitation services No charge No charge No charge Includes physical therapy, speech
If you nged help Habiltati _ No ch No ch No ch therapy, and occupational therapy.
recovering or have abilitation services o charge o charge o charge May require prior authorization.
other special health Combined 120 d
needs _ . ombined ays per person per
Skilled nursing care No charge No charge No charge benefit period. May require prior
authorization.
Durable medical equipment No charge No charge No charge May require prior authorization.
Hospice services No charge No charge Not covered None
If your child needs Children’s eye exam No charge No charge No charge None
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What You Will Pay

: Indian Health Care Non-IHCP In- Out-of-Network e :
Common Medical . Limitations, Exceptions, & Other
I Services You May Need Provider (IHCP) | Network Provider | Provider (You e PN
Event ) ) ' Important Information
(You will pay the | (You will pay the will pay the
least) most) most)
dental or eye care Maximum of one standard frame
and one pair of lenses or one pair of
Children’s glasses No charge No charge Not covered cpntact lenses oronelyear sUpplyiof
disposable contact lenses per
calendar year for members age 18
and younger.
Children’s dental check-up Not covered Not covered Not covered No coverage for these services.

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.)
e Acupuncture e Drugs not on the covered drug list unless an e Private-duty nursing
e Bariatric surgery exception is obtained e Routine eye care (Adult)
e Cosmetic surgery e Infertility treatment e Routine foot care
o Dental care (Adult) (and children) e Long-term care e \Weight loss programs
o Non-emergency care when traveling outside the
u.s.
Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
e Abortion e Chiropractic care e Hearing aids
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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: Minnesota Department of Health at 1-800-657-3916. For more information on your rights to continue coverage, contact Blue Plus at 1-800-531-6685.
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.mnsure.org or call 1-855-366-7873.

Your Grievances 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: Minnesota Department of Health at 1-800-657-3916.

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? Not Applicable
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.

Language Access Services:
Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-855-903-2583.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-537-7720.

Chinese (I X): INRFEE R XRIERB, 15 ILFTIX A5 1-855-315-4017.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-855-902-2583.

‘ 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:

.fI I \

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)

Managing Joe’s Type 2 Diabetes
(a year of routine in-network care of awell-
controlled condition)

B The plan’s overall deductible $0
B Specialist coinsurance 0%
M Hospital (facility) coinsurance 0%
B 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)

B The plan’s overall deductible $0
B Specialist coinsurance 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 (glucose meter)

Mia’s Simple Fracture

(in-network emergency room visit and follow up

care)
B The plan’s overall deductible $0
H Specialist coinsurance 0%
M 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 ‘ $12,700
In this example, Peg would pay:
Cost Sharing

Deductibles $0
Copayments $0
Coinsurance $0

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $60

Total Example Cost ‘ $5,600
In this example, Joe would pay:
Cost Sharing

Deductibles $0
Copayments $0
Coinsurance $0

What isn’t covered
Limits or exclusions $20
The total Joe would pay is $20

Total Example Cost \ $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $0
Copayments $0
Coinsurance $0
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $0

Note: These numbers assume the patient received care from an IHCP provider or with IHCP referral at a non-IHCP. If you receive care from a non-IHCP provider
without a referral from an IHCP your costs may be higher.

The plan would be responsible for the other costs of these EXAMPLE covered services.
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= BlueCross
@ BlueShield
Notice of Nondiscrimination and Accessibility Minnesota

At Blue Cross and Blue Shield of Minnesota, we treat everyone fairly. We don’t exclude you, or treat you less favorably, because of your race,
skin color, national origin, age, disability status, or sex (including sexual orientation; sex characteristics including intersex traits; pregnancy or related
conditions; gender identity; and sex stereotypes). We follow federal civil rights laws and don’t discriminate against anyone based on these fraits.

If you communicate best in a language other than English, you can request free language assistance services.

If you have a vision, hearing, or speech impairment, we can communicate in a way that works best for you. This may include using sign language
interpreters, providing documents in large print or Braille, audio recordings, or other aids at no charge.

Need these services? Call 1-855-903-2583, TTY 711 or call the number on the back of your member identification card.

Discrimination is against the law.

If we failed to provide services or discriminated in another way based on your race, skin color, national origin, age, disability status, or sex, (including
sexual orientation; sex characteristics including intersex traits; pregnancy or related conditions; gender identity; and sex stereotypes), you can file a
complaint by contacting our Nondiscrimination Civil Rights Coordinator:

Email: Civil.Rights.Coord@bluecrossmn.com
Telephone: 1-800-509-5312
Mail: Blue Cross and Blue Shield of Minnesota

ATTN: Civil Rights Coordinator P3-2
PO Box 64560, Eagan, MN 55164-0560

Nondiscrimination complaint forms are available on our website at bluecrossmn.com/NDL, or from the Nondiscrimination Civil Rights Coordinator.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services

. electronically through the Office for Civil Rights complaint portal: ocrportal.hhs.gov/ocr/portal/lobby.jsf

« by mail at: U.S. Department of Health and Human Services,
200 Independence Avenue SW, Room 509F, HHH Building, Washington, D.C. 20201

« or by phone at: 1-800-368-1019, 1-800-537-7697 (TDD)

Civil rights complaint forms are available at hhs.gov/ocr/office/file/index.html.

Blue Cross® and Blue Shield® of Minnesota and Blue Plus® are nonprofit independent licensees of the Blue Cross and Blue Shield Association.

M09163 (8/24)
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ENGLISH EEREE (Cantonese — Traditional Chinese)
ATTENTION: If you speak a language other than English, language services are HIE . NMBERR ERZ GuEREEEENHRE., MEEEHRAN. BAS

available free of charge. If you have a vision, hearing, or speech impairment, we can SEEE BMELSEA TN MR STeaEERTEEESE. &
. . . . . . ISR =] [= ]I FRICN i& Pl BE i N

communicate in a way that works best for you. This may include using sign language o -
[ H E 1-855-903- £
interpreters, providing documents in large print or Braille, audio recordings, or other HiRft j(%%ﬁj““‘ﬁ%j(ﬁ:‘ HEREMEMH TR, FHE 1-855-003-2583 B2l

aids at no charge. Call 1-855-903-2583 (TTY 711). AR (TTY T11)a

ESPANOL (Spanish) (Arabic) 4z 2l
ATENCION: Si habla Espafiol, puede solicitar servicios gratuitos de asistencia B e Ale) G (Ala3 S 1) Aol A alll Bac bl iladd s ey ey jall Cadadh CiS 1) 14
lingiiistica. Si tiene una deficiencia visual, auditiva o del habla, podemos comunicarnos ) LAY ARD Gpan e pladial Iy Jady By ol A A8 kL dlaa Jual 5l LiSay cdilas 5l dmans
de la manera que le resulte mejor a usted. Esto puede incluir el uso de intérpretes de 053 0 Baelusall Jilusll e W e ) A pam Sl sl ) g AR oy 51 808 g e il 5
lengua de sefas, el suministro de documentos en letra grande o braille, grabaciones (711 =il i) 1-855-903-2583 ol e Juail il
de audio u otras ayudas sin cargo. Llame al 1-855-903-2583 (TTY 711).

ATCT (Amharic) FRANGAIS (French)

Tt BAM- ATICE 2R PAR 974 NIPYE Y8 PRI ATH ATAI T AOMPD ATTENTION : Si vous parlez Frangais, vous pouvez demander des services d’assistance
ST AN PARPFT PADNAYF ML.GR PADGYC For NANPF ARCAP N+HAA NTLW LD linguistique gratuits. Si vous avez une déficience visuelle, auditive ou vocale, nous
@78 NNt ATFAAY: £U L9190 PIRANT £Y% AA+CIT P AO Mg pouvons communiquer de la maniére qui vous convient le mieux. Il peut s’agir

d’interprétes en langue des signes, de documents en gros caractéres ou en braille,
d’enregistrements audio ou d’autres aides gratuites. Composez le
1-855-903-2583 (ATS 711).

NTAAS UTa@$F mLI° NNGLA P84 N12TTE PLIPE $BPFT MLI® AdeT
@CEPTT PA NEP TMPLNT LehILA: 1-855-903-2583 (TTY 711) AL BLM-Ax

LUS HMOOB (Hmong) SOOMALI (Somali)
LUS CEEV TSHWI XEEB: Yog hais tias koj hais Lus Hmoob, koj tuaj yeem thov cov kev XASUUSIN: Haddii aad ku hadasho Soomali, waxaad codsan kartaa adeegyada
pab cuam uas pab hom lus tau dawb. Yog hais tias koj ghov muag tsis pom kev zoo, caawimaadda lugada oo bilaash ah. Haddii aad laxaad la’aan kataahy aragga, magalka,
tsis hnov lus, los sis hais tsis tau lus, peb tuaj yeem sib txuas lus hauv ib txoj hau kev ama hadalka, waxaanu kugula xidhiidhi karnaa habka adiga kuugu habboon. Tan
uas ua hauj lwm tau zoo tshaj plaws rau koj. Qhov no tej zaum yuav muaj xam nrog waxaa ka mid ah in aan isticmaalno turjumaanada luugada dhegoolaha, in la bixiyo
kev siv cov neeg txhais lus piav tes, kev muab cov ntaub ntawv luam tawm ua tus waraaqo ku goran xarfaha waaweyn ama goraalka indhoolayaasha, in la sameeyo
ntawv loj los sis Ua Ntawv Su Rau Cov Neeg Tsis Pom Kev Siv Tau (Braille), kev kaw ua cajalado la duubay, ama in la helo waxyaabo kale oo caawimaad ah oo bilaash ah. Wac
suab lus, los sis lwm yam kev pab yam tsis tau them ngqi. Hu rau 1-855-903-2583 (TTY 1-855-903-2583 (TTY 711).
711).
igs (Khmer) o ) . ., } 2+ 0{ (Korean)
MINSSaiN: (UaSIOEASUNWMAN 121 RGNS SWusTU ~ol. & 2 aAile HO Wil o o A2 o R LAl A
mannwasAnigd uasiSgmSudsidin audsy ySunwssos ol A=0IS A8 SIAl= 82 Tioks F2 20 X HHl_f RSfPE T
nmoEEiusAs ImywEAmunUuigRis e sudsmnyuns | LS HCE A B0, B2 o e Ao o7t e B2 M= 7oA
UL MY NSNS HIS SIS SMERUATUMAN N JhE MBiet WO R olate C 2 4 QB LICH 0)7|0s 354} 0|8,
FURUAR TS VIS NYHAPEI UHAPNU AISSS/Maigiy ysSsw NS SR} = AR B E 2 2 SA =2 w2 J|et B2 X0
IS S INWH S ARG Siun1siiug 1-855-903-2583 (TTY 711)4 . ’ "

ESHE 4 A& LT 1-855-903-2583 (TTY 711) HOZ 3}t MA| L.
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ménﬁg (Karen)
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@%mmm (Burmese)
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OROMOO (Oromo)

Xiyyeeffannoon haa kennamu:- Oromo Afaan kan dubbatan yoo ta'e, tajaajiloota
gargaarsa afaanii bilisaa gaafachuu ni dandeessu. Rakkoo ilaaluu, dhaga'u ykn
dubbachuu yoo gabaattan, karaa isiniif mijatuun haala isiniif galuun mari‘achuu ni
dandeenya. Kunis of keessatti kan gabatu, hiiktota afaan mallattoo fayyadamuun
maxxansa gurguddaa ykn bireeylii, waraabbiiwwan sagalee ykn gargaarsota biroo
kaffaltii tokkoo malee gaafachuu dha. 1-855-903-2583 (TTY 711) irratti bilbilaa.

PYCCKWA (Russian)

BHUMAHME: Ecnu Baw a3bik — PYCCKWUM, Bbl MoXeTe 3anpocuTs ecnnaTHble yeayru
A3bIKOBOM NoAAepKKU. Ecan y Bac eCTb HapyLLeHWe 3peHns, Cyxa Uan peyn, Mbl
MoXKeM 0bLwaTbca TakMm 06pa3om, KOTOpbIN yylle BCEro NoAXOAMT BaM. 3TO MOXKET
BKtOYaTb BecnnaTHoe NCNoNb30BaHWE NEPEBOAYNKOB Ha A3bIKE KECTOB,
npeaocTaBieHne JOKYMEHTOB KPYMnHbIM WpndTom nnu wpudtom bpains,
MCNo/ib30BaHWe ayano3anuceit UAn Apyrux BCNOMOraTenbHbIX CpeacTs. 3BOHUTE NO

TenedoHy 1-855-903-2583 (TTY 711).

WI92990 (Lao)

371215 tauancd wagmo, mvs‘)m020:)mvaos)cmamvwvmlo’?oeucsgm
mm‘mnaowunwegmnmem‘) NILIGEL & mDU‘mcm
WONCSIFIVIOIFMWCOOSHticvITSLTHVWIVHTO.
évﬁavomooucﬁgmv?aﬁn@mvS').B, NIvIONJLENIIVCTVIOBLIMS G
SngovyL, MVOLHNTY G NIVgoecTiacdIvISuylosticenlgselog. tn 1-855-
903-2583 (TTY 711).

Tagalog (Tagalog)

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang humingi ng mga libreng
serbisyo na tulong sa wika. Kung may kapansanan ka sa paningin, pandinig, o
pananalita, maaari tayong mag-usap sa paraan na pinakamabuti para sa iyo. Maaaring
kabilang dito ang paggamit ng mga interpreter ng sign language, pagbibigay ng mga
dokumento na malalaki ang pagkaprinta o Braille, mga audio recording, o iba pang
mga tulong nang walang bayad. Tumawag sa

1-855-903-2583 (TTY 711).

VIETNAMESE (Vietnamese)

LU'U Y: N&u quy vi ndi Vietnamese, quy vi cé thé yéu cau dich vu hd tro ngdn ngit mién
phi. N&u quy vi bj khi€m thi, khi€m thinh hodc khuyét tit vé 4m ngit, ching toi cé thé
giao tiép theo cach phlu hgp nhat véi quy vi. Didu ndy cé thé bao gobm viéc s dung
théng dich vién ngdn ngit ky hiéu, cung cap tai liéu dang ban in c& chir I&6n hodc chit
ndi, ban ghi am hodc cac phuong tién hd tro khac mién phi. Xin goi s6

1-855-903-2583 (TTY 711).

faifA& 41 3 (Chinese Simplified)

WE: WREUEE, WA L ast HiFiE SRS . WREBW . Wr sk
EE RS, ATTUHREESER AR SEZH. X0]5E ki gt 15
B RPMREE SCcfF. el fhimeh TR . 158H 1-855-903-2583 (XLF
HiE 710) .
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