Cascade Silver CSR1 PREMERA |
Washington plan for individuals and families

Start date January 1, 2022 An Independent Licensee of the Blue Cross Blue Shield Association
Premera Cascade plans are exclusive provider organization (EPO) plans.
Care outside of your plan’s network is not covered, except for emergencies. Cascade SI |Ver CSR1
See next page for important plan information. You have access to the Individual Signature Network of providers.
Annual deductible Per calendar year (PCY) $2,000

Family = 2x individual (in-network only)
Coinsurance Amount you pay after your deductible is met 30%
Out-of-pocket maximum Includes deductible, coinsurance, and copays $6,500

Family = 2x individual (in-network only)
10 essential health benefits

1 Ambulatory patient services Outpatient services Deductible, then 30%
Office visits Designated PCP office visit $20 copay
Specialist office visit $60 copay
Urgent care $60 copay
Spinal manipulation: 10 visits PCY; $20 copay
Acupuncture: 12 visits PCY
2 Emergency services Emergency care (copay waived if directly Deductible, then $750 copay
admitted to an inpatient facility)
Ambulance transportation (air and ground) $325 copay
3 Hospitalization Inpatient services Deductible, then $750 copay
Organ and tissue transplants, inpatient Deductible, then $750 copay
4 Matemity and newborn care Inpatient delivery and services Deductible, then $750 copay
5 Mental health and substance  Office visit $20 copay
iunsceludc;isr?gr%eerhsaevri\g:aelsﬁealth Inpatient hospital: mental/behavioral health Deductible, then $750 copay
treatment Outpatient services $20 copay
6 Prescription drugs Preferred generic $18 copay
Retail/Specialty: 30-day supply  Preferred brand $70 copay
Mail order: 90-day supply Non-preferred drugs Deductible, then $200 copay
(copay x3) Specialty Deductible, then $200 copay
Drug list M4
7 Rehabilitative and habilitative ~ Inpatient rehabilitation: 30 days PCY Deductible, then $750 copay
services and devices Outpatient rehabilitation (combined physical, $35 copay
occupational, speech therapy): 25 PCY
Inpatient habilitation: 30 days PCY $35 copay
Outpatient habilitation (combined physical, $35 copay
occupational, speech therapy): 25 PCY
Durable medical equipment Deductible, then 30%
8 Laboratory services Outpatient and professional services $35 copay
X-ray and diagnostic imaging $60 copay
Major imaging, including MRI, CT, PET Deductible, then 30%
9 Preventive/wellness services Screenings Covered in full
Exams and vaccinations Covered in full
10 Pediatric vision Eye exam: 1 PCY Covered in full
under 19 years of age Eyewear: 1 pair of glasses PCY (frames and Covered in full

lenses); 12-month supply of contacts PCY, in
lieu of glasses (frames and lenses)

Virtual care Doctor On Demand: general medicine $5 copay
Doctor On Demand: mental health $20 copay
Boulder Care or Workit Health: mental health $20 copay

including substance use disorder
All other virtual providers Subject to standard cost shares

This plan is available if you live in one of the following counties:

Franklin, Grays Harbor, King, Kitsap, or Pacific.

053486 (11-15-2021)


https://premera.sapphirecareselect.com/?ci=premerawa&network_id=47
https://www.premera.com/documents/052146_2022.pdf

Understanding your health plan should be simple and easy.

Allowed amount: The amount we pay for healthcare services. When you
receive services from in-network providers, you'll be responsible only for cost
shares (deductibles, copays, and coinsurance) and charges for services not
covered by the health plan. In-network providers will not bill you for charges
over the allowed amount. If you receive services from out-of-network
providers, you are responsible for all amounts not paid by us.

Cascade Care: Qualified health plans designed by the Washington Health
Benefit Exchange. These plans typically have lower deductibles and more
benefits with copays. Cascade Care plans are available through the
Exchange.

Coinsurance: Your percentage of the cost for a service. You pay 100%
until your deductible is paid for the calendar year. After that, if your plan’s
coinsurance is 30%, you pay 30% of the allowed amount and your plan
pays the other 70%.

Copay: This is a flat fee you pay for a specific service (such as an office
visit) at the time you receive the service.

Covered in full: A benefit that does not require cost shares. You do not pay
deductibles, coinsurance, or copays for services that are covered in full.

Deductible: The amount you pay in medical costs before your health plan
begins to pay.

Drug list: A list of drugs, sometimes called a formulary, that are covered by
the plan. Not all drugs are included in every drug list.

Exclusive provider organization (EPO): With this plan type, most services
are only covered when received from in-network providers. Use the Find a
Doctor tool on premera.com to find in-network providers.

Federal poverty level (FPL): A measure of household income, set by
federal guidelines, used to determine if you are eligible for government
subsidies. These subsidies help pay for healthcare coverage purchased
through the state or federal exchange.

General exclusions and limitations

Below is a list of some things that this health plan does not cover.
A complete list of exclusions is available in the sample benefit
booklets available on premera.com.

Benefits are not provided for treatment, surgery, services, drugs, or
supplies for any of the following:

+ Services that are not medically necessary

+ Cosmetic surgery or reconstructive surgery (except as specifically
provided)

+ Experimental or investigative services

+ Assisted reproduction

+ Weight loss, including surgery, drugs, foods, and exercise programs

+ Service in excess of specified benefit maximums

+ Services payable by other types of insurance such as property
insurance, liability insurance, or motor vehicle insurance

+ Services that the provider's license or certification does not allow
him or her to perform

+ Services received when you are not covered by this plan

+ Sexual dysfunction

+  Sterilization reversal

For a list of services and procedures that require approval for
coverage from your plan before you receive them (pre-approval),
visit premera.com.

In-network: Doctors, dentists, pharmacies, hospitals, and other healthcare
providers that are contracted to provide services and supplies at
negotiated amounts, called allowed amounts.

Out-of-pocket maximum: The maximum amount of money you will pay for
covered services in a calendar year. After you've met your out-of-pocket
maximum, the plan pays 100% for in-network services for the rest of the
year.

Primary care provider (PCP): The doctor or other healthcare provider you
designate to provide and coordinate your care. You can choose a different
primary care provider for each family member. Your PCP can be a family
practice physician, general practice provider, geriatric practice provider,
gynecologist, internist, nurse practitioner, obstetrician, pediatrician, or
physician assistant.

Urgent care: Conditions that need treatment right away but are not severe
or life threatening. For urgent conditions, care from an out-of-network
provider is not covered.

Virtual care: Visit with a provider, such as a doctor or licensed therapist, by
video or phone.

Note: If you see a non-contracted provider, you will be responsible for the
difference between the allowed amount and the provider's billed charges,
in addition to the deductible, coinsurance, and any applicable copay. The
allowed amount for a non-contracted provider is determined by Premera
as described in your plan benefit booklet.

Contact us

For enrollment information or if you have questions about Premera Blue

Cross:

+ Visit premera.com.

+ Call 844-961-9848. Talk to a producer, a licensed professional also known
as an agent.

This is only a summary of the major benefits provided by our plans. This is not a contract.

On our website, you can find a supplemental guide with information about plan policies
and procedures.


https://www.premera.com/
https://www.premera.com/
https://www.premera.com/
https://www.premera.com/
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Discrimination is Against the Law

Premera Blue Cross (Premera) complies with applicable Federal and Washington state civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability, sex, gender identity, or sexual orientation. Premera does not exclude people or treat
them differently because of race, color, national origin, age, disability, sex, gender identity, or sexual orientation. Premera provides free
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). Premera provides free language services to
people whose primary language is not English, such as qualified interpreters and information written in other languages. If you need these
services, contact the Civil Rights Coordinator. If you believe that Premera has failed to provide these services or discriminated in another
way on the basis of race, color, national origin, age, disability, sex, gender identity, or sexual orientation, you can file a grievance with:
Civil Rights Coordinator — Complaints and Appeals, PO Box 91102, Seattle, WA 98111, Toll free: 855-332-4535, Fax: 425-918-5592,
TTY: 711, Email AppealsDepartmentinquiries@Premera.com. You can file a grievance in person or by mail, fax, or email. If you need help
filing a grievance, the Civil Rights 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.nhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department of Health and Human Services, 200 Independence
Ave SW, Room 509F, HHH Building, Washington, D.C. 20201, 1-800-368-1019, 800-537-7697 (TDD). Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html. You can also file a civil rights complaint with the Washington State Office of the Insurance
Commissioner, electronically through the Office of the Insurance Commissioner Complaint Portal available at
https://www.insurance.wa.gov/file-complaint-or-check-your-complaint-status, or by phone at 800-562-6900, 360-586-0241 (TDD).
Complaint forms are available at https:/fortress.wa.gov/oic/onlineservices/cc/pub/complaintinformation.aspx.

Language Assistance
ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame al 800-607-0546 (TTY: 711).
AR OREERERE P G BIESE SRR - 5520E 800-607-0546 (TTY : 711) -
CHU Y: Néu ban néi Tiéng Viét, c6 cac dich vu hd tro' ngdn ngtr mién phi danh cho ban. Goi s 800-607-0546 (TTY: 711).
F: 0 E MBotAlE 2, A0 X MEIAE 222 080t = ASLICH 800-607-0546 (TTY: 711) HHO2 Matoh FAA L.
BHWMAHWE: Ecnm BbI roBOpUTE Ha PYCCKOM S13bIKE, TO BaM AOCTYMHbI Becnnathble yenyru nepesoga. 3soHute 800-607-0546 (tenetaitn: 711).
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 800-607-0546 (TTY: 711).
YBATA! fKL10 B/ PO3MOBAAETE YKPAIHCbKOIO MOBOIO, BU MOMKETE 3BEPHYTUCA A0 HE3KOLITOBHOI C/TY*KOM MOBHOT NiATPUMKN.

TenedoHyiite 3a Homepom 800-607-0546 (TeneTaiin: 711).
Ut 1IGuSMERSunw Manisl N ESWiRsmMan INWESSS WL SHSESUNUUTHSY GI 1090 §00-607-0546 (TTY: 711)4
AEZE  BAEZEINGGE, BHOSEXREZCARAVEETET, 800607-0546 (TTY711) £T, BEEICTIEKCLZEL,
TNFOF; 0715t IR ATICE Pt PRCH® ACAF RCEFTE (1R ALIHPT HHOEHPA: 0L “UntAD- ¢C RO+ 800-607-0546 (aonedt AtAgFm- 711),
XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltidhaan ala, ni argama. Bilbilaa 800-607-0546 (TTY: 711).
(711 68015 aall e o)) 800-607-0546 a0 Joall  lanalls ell ) 553 &, salll Bac lusall land (i Arlll SO Ziaati € 1)) Al sale
fimrs faB: 7 3t st 882 J, 3T 3 R ATfes™ AT 393 B8 He3 QusHEY J1 800-607-0546 (TTY: 711) '3 IS J3|
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung. Rufnummer: 800-607-0546 (TTY: 711).
W0990L: 1799 WedIwIZy 299, NMLINVgoecHGWWIZ, Loetcdyan, cuniwenluivi. tns 800-607-0546 (TTY: 711).
ATANSYON: Si w pale Kreyol Ayisyen, gen sévis éd pou lang ki disponib gratis pou ou. Rele 800-607-0546 (TTY: 711).
ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 800-607-0546 (ATS : 711).
UWAGA: Jezeli mowisz po polsku, mozesz skorzysta¢ z bezptatnej pomocy jezykowej. Zadzwon pod numer 800-607-0546 (TTY: 711).
ATENCAOQ: Se fala portugués, encontram-se disponiveis servicos linguisticos, gratis. Ligue para 800-607-0546 (TTY: 711).
ATTENZIONE: In caso la lingua parlata sia I'taliano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero 800-607-0546 (TTY: 711).
80 il 800-607-0546 (TTY: 711) L a5l (o aal g L ()0 Il ) gy (i) st e oo KSR i Jlb () 0 K1 iAa g
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