Summary of Benefits and CoverMybat thiRlanCovers & What You Pay For Covered Services Coverage Period: 01/01/202 212/31/202
lllinois Wesleyan UniversigilverPlan Covergefor: Individual/FamilyPlan TypePPO

The Summary of Benefits and Coverage (SBC) document will help you choogsamAdadtSBC shows you how you angthewould
share the cost for covered health care services. NOTE: Information about the quan¢tdhed thgoremiuny will be provided separately.
This is only a summafgor more information about your coverage, or to get a copy of the cofepletesigenthiB008283116or at
www.bcbsil.coRor general definitions of common terms adlogredsamoubalance billingpinsuranceopaymeydeductibjg@rovideror other

Forin-Network Generally, you must pay all of the cogisovatarap to theeductiblamount
$1,700 Individual/$3,Bamily before thiglanbegins to palf.you have other family membersgarnteach

? ForOutofNetwork family member must meet their own indedidigsiblentil the total amount of
$3,400ndividual@800Family deduckileexpenses paid by all family members meets the oveleduetibily

ThisplanFRYHUYVY VRPH LWHPV DQG VHUY Hddhictiblél \
amount. Buta@paymemtrcoinsuranamay apply. For examplepthigovers
certairpreventiveervicesvithoutost sharirend before you meet yaguctible
See a list of covemdventive serviadsvww.healthcare.gov/coverage/prevei
carebenefits/

Yes Certaipreventive carerviceshat
charge aopayprescription druasd
emergency room services are coverec
before you meet ydaductible

Are there services
covered before you mee
yourdeductibl@

Are thee other
deductibledor specific  No.
services?

Page 1 of 7



Allcopaymenandcoinsurancesosts shown in this chart are afteteguatiblenas been met, ileductibleapplies.

What You Will Pa

Common , : : LimitationsExceptions& Other
Medical Event Services You May Need In—Net\_/vorIProwder Ou'&of—N_etworlProwder Important Information
You will pay the least (You will pay the most
Primary care visit to treat an i $30 copayvisit
. . - 40%
or illness deductibldoes not appl

If you visit a health
care SURY loffidd |
or clinic

* For more information about limitations and exceptiop&as@epibiecy documentvatw.bcbsil.com Page 2 of 7



What You Will Pa

Common Limitations

Medical Event

Services You May Need

* For more information about limitations and exceptiop&as@epibiecy documentvatw.bcbsil.com Page 3 of 7



What You Will Pa Limitations Exceptions& Other

Common , : :
Medical Event Services You May Need InNetworkProvider | Outof-NetworkProvider Important Information

20%coinsurance . o .
Home health care deductibldoes not appl 40%coinsurance Preauthorizatiomay be required. ‘
o . $30 copayvisit . Limited t60 visits péenefit periddT Q C
Rehabilitation services deductibldoes not appl 40%coinsurance

If you need help
recovering or have
other special health
needs

* For more information about limitations and exceptiop&as@epibiecy documentvatw.bcbsil.com Page 4 of 7



No Chargeleductible Seeplandocument for routine vision ex

) &KLOGUH V H\H 40%coinsurance that are covered at No Chargecioentive
If your child needs QT does not apply e services
dental oreyecare ¢k OGUHQYV JOD) Not Covered Not Covered None
&KLOGUHQ Yup GHQ Not Covered Not Covered None

Excluded Services Other Covered Services:

Services YourlanGenerallypoes NOT Cover (Check your poligtardocument fomore information and a list of atlierexcluded services

f Dental care (Adult) f Long term care f Weight loss programs
{ Hearing aids f Routine foot cameith the exception of persc
with diagnosis of diabetes)

Other Covered Servicésnjitations may apply to these serviceX LV LV QW DPRE&P §6 ybildidarunen).

1 Acupuncture

{ Bariatric surgery

T Chiropractic care

T Gender reassignment Surgery (includingrelated
T servicesandsupplies)
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Your Rights to Contin@verageThere are agencies that can help if you want to continue your coverage after it ends. The contact information fo
agencies is: tpéanat1-8008283116U 6 'HSDUWPHQW RI /DERUTV (PSOR\H86624ERH [B2ARZYo6 HF X ULW\ $GPL
www.dol.gov/ebsa/healthrefardepartment of Health and Human Services, Center for Consumer Information and Insura8icé26¥28d8ht, at 1
X61565 amww.cciio.cms.g®ther coverage options may be available to you too, including buying individual insurance caveediiel tisunaglcehe
Marketplac&or more information abouWitirketplaceisitvww.HealthCare.go\call B0063182596.

YourGrievancandAppeals
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Peg is Having a Baby 0D QD JL QTypeR Diatetes OLD:-V 6LPSOH )U

(9 months ofnetworkrenatal care and a (a year of routimnetworkare of a well (inrnetworlemergency room visit and fol|
hospital delivery) controlled condition) up care)
The S O @ralldeductible $1,700
Specialistopayment $50
Hospital (facilityhoth $20020%

Theplanwould be responsible for the other costs of these EXAMPLE covered services. Page 7 of 7



Health care coverage is important for everyone.

We provide free communication aids and services for anyone with a disability or whas&ststzngiegdo not discrir
on the basis of race, color, national origin, sex, gender idertiphraaeatiomealthstatusrdisability.

bcbsil.com
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