Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 01/01/2026 - 12/31/2026

BlueCross BlueShield
f Alabam . . . .
& 7 © a The University of Alabama in Huntsville 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, call 1-800-239-5772 or visit us at
https:/luah.edu/hr/benefits/insurance/health. 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.bcbsal.org/sbcglossary/ or call 1-800-292-8868 to request a copy.

Important Questions m Why This Matters:

Generally, you must pay all of the costs from providers up to the deductible amountbefore this plan
What is the overall $150 individual begins to pay. If you have other family members on the plan, each family member must meet their
deductible? Individuar. ownindividual deductible until the total amount of deductible expenses paid by all family members
meets the overall family deductible.

This plan covers some items and services even if you haven't yet met the deductible amount. Buta
copayment or coinsurance may apply. For example, this plan covers certain preventive services

Arethere services covered | Yes. Preventive services in-

before you meet your network are covered before you : . ; \ : .
A - without cost-sharing and before you meet your deductible. See a list of covered preventive services

TG A TEELYRIT CEL A at https:/www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other Yes. $150 for prescription drug . . . .

deductibles for specific coverage. There are no other Y%Jnrrggstipr)]?{ 0aII :f ’;rg(rat(r:]%ztg fSc;r rbr;ggg services up to the specific deductible amount before this

services? specific deductibles. plan beg pay ’

$2,500 individual/ $7,150 family. i , .
: ~f o : The out-of-pocket limit is the most you could pay in a year for covered services. If you have other
mftf:)sr ttn(iasm:;n?; Gkt m?\;%fa?/%%?f é%t?afnziiﬁoo family members in this plan, they have to meet their own out-of-pocket limits until the overall family

orescription drug out-of-pocket. out-of-pocket limits has been met.

Premiums, balance-billing

charges, health care this plan

doesn't cover, pre-certification

: : : penalties, pharmacy copays,

What s not mcIudet.J ".1 n payments made by drug Even though you pay these expenses, they don’t count toward the out-of-pocket limit.

the out-of-pocket limit? | ra,facturerassistance programs
and specialty drug manufacturer
assistance amounts for provider
administered drugs.

This plan uses a provider network. You will pay less if you use a providerin the plan’s network. You
Will vou pav less if vou Yes. See AlabamaBlue.comor call | will pay the most if you use an out-of-network provider, and you might receive a bill from a provider
you pay y 1-800-810-BLUE for a list of for the difference between the provider's charge and what your plan pays (balance billing). Be
use a network provider? . . : : ,
network providers. 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.

Do you need a referral to

. No. You can see the specialist you choose without a referral.
see a specialist? Specialisty referral
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H All 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 Pa

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

Limitations, Exceptions, & Other Important
Information

Primary care visit to treatan

Precertification is required for some provider

injury oriliness $35 copayhvisit 20% coinsurance administered drugs; if no precertification is
o - , obtained, no benefits are available; in
i you visita health Specialist visit $55 copay/visit 20% coinsurance Alabama, out-of-network coinsurance is 50%:
are nff Please visit
gil;:a“mg\llﬂ office AlabamaBlue.com/PreventiveServices. You
Preventive care/screening/ No Charge Not Covered may have to pay for services that aren’t
immunization Deductible does not apply preventive. Ask your provider if the services

If you have a test

Diagnostic test (x-ray, blood
work)

0% coinsurance

20% coinsurance

$35 copay/visit & 20%

needed are preventive. Then check what your

plan will pay for.

Benefits listed are physician services; some
diagnostic tests and imaging may require
precertification; if no precertification is
obtained, no benefits are available; in
Alabama, out-of-network coinsurance is 50%

Imaging (CT/PET scans, MRIs 35 copay/visit . subjectto the deductible for diagnostic tests; in
ging )| Gl e Alabama, out-of-network coinsurance is 50%
after a $35 copay and subjectto the deductible
for Imaging; facility benefits are also available
: $20 copay (retail) Precertification is required for some drugs; if
Tier 1 Drugs $15 copay (mail order) Not Covered no precertification is obtained, no benefits are
, 45 copay (retail available; subject to prescription drug
Tier2 Drugs §35 gp_ypan Email c)>rder) Not Covered deductible; higher copay may apply for greater
$65 copay (retail than 31-day supply or maintenance drug atan
If you need drugs to Tier 3 Drugs copay (reta Not Covered Extended Supply Pharmacy; mail order is
treat your illness or $55 copay (mail order) available through the Home Delivery Network.
condition The cost share for drugs on the FlexAccess
Drug List may vary based on available drug
More information about manufacturer assistance; if assistance is
prescription drug available, the amount member pays out-of-
coverage is available at pocket will be set by the drug manufacturer
AlabamaBlue.com/phar - - assistance program; go to
macy Tier4 Drugs $125 copay (retail) NotCovered AlabamaBlue.com/FlexAccessDrugList for

* For more information about limitations and exceptions, see the plan or policy document at AlabamaBlue.com.

a list of retail drugs in the FlexAccess
Program; select generic specialty and
biosimilar drugs on the Select Generic
Specialty and Biosimilar Drug List will have
lower member cost share.
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What You Will Pa . .
Mgi?gﬂiovlnt Services You May Need Network Provider Out-of-Network Provider Ll o) Extizgct)lfi;‘\:iignOther Important
(You will pay the least) | (You will pay the most)

Precertification may be required; if no

Facility fee (e.g., ambulatory precertification is obtained, no benefits are

If you have outpatient | surgery center) $150 copay 20% coinsurance available; in Alabama, out-of-network not
surgery Covered;
Physician/surgeon fees 0% coinsurance 20% coinsurance I5noé/labama, SUEICIHOIEs ERiiiEelE
0
Accident: $150 copay/visit | Accident: $150 copay/visit | Physician charges will apply. Non-medical
Emergency room care Medical Emergency: $150 | Medical Emergency: $150 | emergencies subject to higher patient
oo e Tl . copay/visit copay/visit responsibility
dical attenti Emergency medical 20% Coi 20% Coi N
medical attention transportation b coinsurance b coinsurance one
Urgent care $55 copayhvisit 20% coinsurance I5noé/(l’abama,out-of-network coinsurance is
In Alabama, out-of-network benefits are only
$400 per admission copa available for accidental injury and medical

emergency; precertification is required; if no
precertification is obtained, no benefits are

Facility fee (e.g., hospital room) | $400 per admission copay

If you have a hospital & 20% coinsurance

e available
Physician/surgeon fees 0% coinsurance 20% coinsurance Isno,gk/labama, out-ofnetwork coinsurance is
0
Outpatient services $55 copayvisit 20% coinsurance Precertification is required for intensive
If you need mental Physician: 20% outpatient, partial hospitalization and inpatient
health, behavioral Physician: 0% coinsurance | coinsurance hospitalization; if no precertification is
health, or substance  Inpatient services Inpatient Hospital: $400 | Inpatient Hospital: $400 | obtained, no benefits are available; in
abuse services per admission copay per admission copay & Alabama, out-of-network coinsurance is 50%
20% coinsurance for professional services
Office visits 0% coinsurance 20% coinsurance Cost sharing does not apply for preventive
Childbirth/delivery professional 0% Coinsurance 20% Coinsurance services. Depending on the type of services, a
services o consurance o Soinstrance copayment, coinsurance or deductible may
apply. Maternity care may include tests and
If you are pregnant services described elsewhere in the SBC (i.e.,
- : . - ultrasound); precertification may be required
Sl EEEl $400 per admission copay $400 per admission copay for some inpatient services; if no

services & 20% coinsurance

precertification is obtained, no benefits are
available; in Alabama, out-of-network
coinsurance is 50% for professional services

* For more information about limitations and exceptions, see the plan or policy document at AlabamaBlue.com. Page 3 of 6
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What You Will Pa . .
ng?g??vgnt Services You May Need Network Provider Out-of-Network Provider Ll o) Exﬁi‘;;'f;]‘:t’ig‘n()ther Important
(You will pay the least) | (You will pay the most)

Precertification is required outside Alabama; if
no precertification is obtained, no benefits are

Home health care 0% coinsurance 20% coinsurance available; in Alabama, out-of-network not
covered; benefits are also available for home
infusion services

Rehabilitation services 20% coinsurance 20% coinsurance Benefits listed are for Rehabilitative and
Habilitative services; each service has a
maximum of 35 visits per therapy for
occupational and speech therapy per member

If you need help o , . . per calendar year; physical therapy has a
recovering or have Habilitation services 20% coinsurance 20% coinsurance maximum of 35 visits permember per calendar

other special health year; children ages 0-18 with an autistic
needs diagnosis are allowed unlimited visits for
occupational, physical and speech therapy
Skilled nursing care Not Covered Not Covered Not covered; member pays 100%
Precertification may be required; if no
Durable medical equipment 20% coinsurance 20% coinsurance precertification is obtained no benefits are
available

Precertification is required outside Alabama; if
no precertification is obtained, no benefits are

Hospice services 0% coinsurance 20% coinsurance available: in Alabama, out-of-network not
covered
: , No Charge Please visit
. Children’s eye exam Deductible does not apply Not Covered AlabamaBlue.com/PreventiveServices
If your child needs : ; NS : .
dental or eye care Children’s glasses Not Covered Not Covered Not covered; member pays 100%
AU ) No Charge Please visit
Children's dental check-up Deductible does not apply Not Covered AlabamaBlue.com/PreventiveServices

* For more information about limitations and exceptions, see the plan or policy document at AlabamaBlue.com. Page 4 of 6



https://www.bcbsal.org/sbcglossary
http://alabamablue.com/
https://www.bcbsal.org/sbcglossary
https://www.bcbsal.org/sbcglossary
https://www.bcbsal.org/sbcglossary
https://www.bcbsal.org/sbcglossary
https://www.bcbsal.org/sbcglossary
https://www.bcbsal.org/sbcglossary
https://www.bcbsal.org/sbcglossary
https://www.bcbsal.org/sbcglossary
https://www.bcbsal.org/sbcglossary
https://www.bcbsal.org/sbcglossary
https://www.bcbsal.org/sbcglossary
https://www.bcbsal.org/sbcglossary
https://www.bcbsal.org/sbcglossary
https://www.bcbsal.org/sbcglossary
https://www.bcbsal.org/sbcglossary
https://www.bcbsal.org/sbcglossary
https://www.bcbsal.org/sbcglossary
https://www.bcbsal.org/sbcglossary
https://www.bcbsal.org/sbcglossary
https://www.bcbsal.org/sbcglossary
https://www.bcbsal.org/sbcglossary
https://www.bcbsal.org/sbcglossary

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.)

* Acupuncture * Glasses, child * Routine eye care (Adult)
+ Cosmetic surgery * Hearing aids * Routine foot care
* Dental care (Adult) * Long-term care « Skilled nursing care

* Private-duty nursing

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

« Bariatric surgery (only for morbid obesity in limited ~ « Infertility treatment (Assisted Reproductive * Non-emergency care when traveling outside the
circumstances) Technology not covered) us.
+ Chiropractic care (limited to 24 visits per member + Weight loss programs

per calendar year)

YourRights to Continue Coverage: There are agencies thatcan help if you want to continue your coverage after it ends. The contact information for those agencies is:
Department of Health and Human Services, Center for Consumer Information and Insurance Oversight at 1-877-267-2323 x61565 or www.cciio.cms.gov or your plan
administrator at the phone number listed in your benefit booklet. 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 complaintis 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: Blue Cross and Blue Shield of Alabama at 1-800-239-5772.

Does this plan provide Minimum Essential Coverage? Yes
Minimum Essential Coverage generallyincludes 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 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.

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

* For more information about limitations and exceptions, see the plan or policy document at AlabamaBlue.com. Page 5 of 6
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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 Managing Joe's Type imple Fracture
(9 months of in-network pre-natal care and a (a year of routine in-network care of a well- (in-network emergency room visit and follow up
hospital delivery) controlled condition) care)

M The plan’s overall deductible $150 ™ The plan’s overall deductible $150 ™ The plan’s overall deductible $150
M Specialist copayment $55 M Specialist copayment $55 M Specialist copay/coinsurance $55
M Hospital (facility) M Hospital (facility) M Hospital (facility)

copayment $400 copayment $400 copay/coinsurance $400
W Other copayment/coinsurance $150/20%  m Other copayment/coinsurance $150/20% m Other copaymenticoinsurance  $150/20%
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) Primary care physician office visits (including disease  Emergency room care (including medical
Childbirth/Delivery Professional Services education) supplies)
Childbirth/Delivery Facility Services Diagnostic tests (blood work) Diagnostic tests (x-ray)
Diagnostic tests (ultrasounds and blood work) Prescription drugs Durable medical equipment (crutches)
Specialist visit (anesthesia) Durable medical equipment (glucose meter) 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* $150 Deductibles* $150 Deductibles* $150

Copayments $400 Copayments $800  Copayments $300

Coinsurance $0 Coinsurance $30  Coinsurance $300

Whatisn’t covered Whatisn’t covered Whatisn’t covered
Limits or exclusions $60 Limits or exclusions $40  Limits or exclusions $0
The total Peg would pay is $610 The total Joe would pay is $1,020  The total Mia would pay is $750

Note: These numbers assume the patient does not participate in the plan’s wellness program. If you participate in the plan’s wellness program, you may be able to
reduce your costs. For more information about the wellness program, please contact: https://uah.edu/hr/benefits/insurance/health.
*Note: This plan has other deductibles for specific services included in this coverage example. See "Are there other deductibles for specific services?” row above.

The plan would be responsible for the other costs of these EXAMPLE covered services. Page 6 of 6
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Language Assistance Setvices, Auxiliaty Aids, Setvices and Notice of Nondisctimination only apply to administrative services that Blue Cross and Blue
Shield of Alabama provides to your employer.

Discriminationis Againstthe Law

Language Assistance Services, Auxiliary Aids Services and Notice of Nondiscrimination:

Blue Cross and Blue Shield of Alabama, an independent licensee of the Blue Cross and Blue Shield Association, complies with
applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex
(consistent with the scope of sex discrimination described in 45 CFR § 92.101(a)(2)). We do not exclude people or treat them less
favorably because of race, color, national origin, age, disability, or sex.

Blue Cross and Blue Shield of Alabama:

 Provides reasonable modifications and free appropriate auxiliary aids and services to people with disabilities to communicate
effectively with us, such as qualified sign language interpreters and 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, such as qualified interpreters and
information written in other languages.
If you need reasonable modifications, appropriate auxiliary aids and services, or language assistance services, contact our 1557
Compliance Coordinator. If you believe that we have 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 in person or by mail, fax, or email at: Blue Cross and Blue Shield of
Alabama, Compliance Office, 450 Riverchase Parkway East, Birmingham, Alabama 35244, Attn: 1557 Compliance Coordinator, 1-855-216-
3144, 711 (TTY),1-205-220-2984 (fax), 1557Grievance@bcbsal.org (email). If you need help filing a grievance, our 1557 Compliance
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.

Notice of Availability of Language Assistance Services and Auxiliary Aids and Services
English: ATTENTION: 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 1-855-216-3144 (T'TY: 711) or call Customer Service.

Arabic: ol aclwe §l Lasl 48,53 LaS .d3uilaall da,al 00 faclwell Slods all 38,35 cdu syall Samis Gis (3] 1alaasl
1-855-216-3144 o5, 10 Jasl . LS5lss Lga ) Jswsll lpws Sliiwii s olaesleeall 4udei ) dawliall didleyl olaisll,
sas ] Eads s JLlai¥i o1 (711 :_aidl Gislg ).

Chinese: 1H{FR: WUEREEE Wi iE, AT %o N EIRIE T IR S . BRATE e TR AtE M 005 B THARSS, LAt L n S (it
F8. TBHIRIT 1-855-216-3144 (TTY HFETR 711) BECHEE RSG5 .


mailto:1557Grievance@bcbsal.org
http://www.hhs.gov/ocr/office/file/index.html

French: A NOTER : Si vous parlez francais, des services d’assistance linguistique gratuits sont a votre disposition. Des aides et des services auxiliaires
appropriés pour fournir des informations dans des formats accessibles sont également disponibles gratuitement. Appelezle 1 855 216 3144 (T'TY : 711)
ou contactez le service client.

German: ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose Sprachassistenzdienste zur Verfugung. Geeignete Hilfsmittel und
Dienstleistungen zur Bereitstellung von Informationen in zuginglichen Formaten sind ebenfalls kostenlos erhiltlich. Rufen Sie +1 855 216 3144
(Durchwahl: 711) oder den Kundendienst an.

Gujarati: ®llsl WL %) dN Al ol O) dl dHIL HIR2 [1:es SNl Usld AdRA) Gudoy 8. ydel slHeHi Hiled]l ueled
sl HIcell AY HslY wWal Ad] ULl [defl Y& Gudod 8.  1-855-216-3144 (ITY: 711) UR wedl AlES Adl UR SId 52U

Hindi: & & 3R (1Y f=dl slierd &, ot 3Much forq f:3[ech 1To1 WE T YaTd SUAsy €1 SR YRS H A1 JueTsd R o o Iuge
eI e 3R aTd off F:[eh IUTRI T 1 1-855-216-3144 (TTY: 711) W DI HX T AP T Bl Hid B |

Japanese: CEWN: HAGEZFEINDIAICZIE. BEOERBTVRAIVMN—ERZZABELTHEYET . 7P INERKATHEREZRE TS

=8, WA OTZEY—EXLEHTRBLTEYET . 1-855-216-3144 (TTY: 711) HLLIE. hREAT—H—ERICEEBETHMEE<ES
LY,

Korean: 2| 2t=0{S(S) StA|E & A0 X[ MH|AF 0| 8ote = UASLILE B2 7tset Y22 FEE M| 2l M2

A
BEX EF MHAE 222 NZELICEH 1-855-216-3144(TTY: 7112 M3|SHAHLE D28 MH| A0 29|5HA K.

o~ ' o & & ) ' @ o < ' al o ' @
Lao: 39155 19c99c57 990, PWUSningoecisoammwignusScsnsivivn. mMugoscds s
o o Y o~ & Y & o o ' 1% ' =
MLL3NIVTcoVRSLILNIWTTEVEI2YL ILSLCCLLTIZIVIOCEK T OtcVEIZIWINI]LotoscTve. 11 1-855-216-3144 (TTY: 711) &
LIV SINIVNOM.

Portuguese: ATENCAO: Se vocé falar portugués, servicos gratuitos de assisténcia lingufstica estdo disponiveis para vocé. Também estio disponiveis
gratuitamente ajudas e servigos auxiliares adequados para fornecer informagoes em formatos acessiveis. Ligue para 1-855-216-3144 (T'TY: 711) ou ligue
para o Atendimento ao Cliente.

Russian: BHIIMAHUME. Ecan Barmr A3bIk pyCCKHI A3BIK, K BAIIIIM YCAYIaM O€cCITAaTHAsA A3BIKOBasA ITOMOIIb. COOTBETCTBYIOIINE BCIIOMOTATEABHBIC
CPEACTBA U YCAYTH II0 IIPEAOCTABACHHIO MH(OPMALINU B AOCTYIHBIX (DOPMATAX TAKIKE IIPEAOCTaBAAIOTCA Oectiaatao. [losBomure mo teaedony 1-855-
216-3144 (TTY: 711) nan oOpaTuTech B CAYKOY IHOAACPKKH KAHEHTOB.

Spanish: ATENCION: Si usted habla espafiol, hay disponibles servicios gratuitos de asistencia lingiiistica. También hay disponibles, de forma gratuita,
ayudas y servicios auxiliares adecuados para dar informacién en formatos accesibles. Llame al 1-855-216-3144 (TTY: 711) o llame a Servicio al cliente.

Tagalog: ATTENTION: Kung nagsasalita ka ng Tagalog, available sa iyo ang mga libreng serbisyo sa tulong sa wika. Available rin ang naaangkop na mga

pantulong na tulong at serbisyo nang walang bayad para magbigay ng impormasyon sa mga naa-access na format. Tumawag sa 1-855-216-3144 (T'TY: 711)
o tumawag sa Serbisyo sa Customer.



Turkish: DIKKAT Konusmantz durumunda Tiirkge, ticretsiz dil yardim1 hizmetlerinden yararlanabilirsiniz. Erisilebilir formatlarda bilgi saglamak icin
uygun yardimei araglar ve hizmetler de ticretsiz olarak sunulmaktadir. 1-855-216-3144 (T'TY: 711) nolu telefonu veya Musteri Hizmetlerini arayin.
Vietnamese: CHU Y: Néu quy vi néi ti€ng viét thi dich vu ho tro ngon ngtr mién phi c6 san cho quy vi. Chung toi cing c6 cac hé tro va dich vu phu
tro' mién phi pht hop dé cung cdp thong tin & dinh dang dé ti€p can. Vuilong goi s0 1-855-216-3144 (TTY: 711) hodc goi Dich Vu Khach Hang.



