2025 Premera Health Savings Plan
benefits at a glance

HEALTH SAVINGS PLAN (HSP)

Plan feature In-network coverage ‘ Out-of-network coverage’
Employee only: $1,000

HSA contribution Employee + 1: $2,000

This tax-free contribution from Microsoft Employee + 2 or more: $2,500

is based on coverage level. It will be
prorated based on your hire date and
paid on a per-pay period basis.

Amounts above represent funding for employees
in levels 40-49 & 59 and above roles.
Foremployees in levels 30—39 & 50-58 and below roles,
funding is at$1,750, $3,500 and $4,375, respectively.

Annual deductible

The deductible does not apply to
preventive services for either in-network
or out-of-network coverage

Employee only: $1,750
Employee + 1: $3,500
Employee + 2 or more: $4,375

Copayments
A fixed amount you are required to pay N/A
for a service

Coinsurance
The percentage of the allowable charge 10% 30%
that you are required to pay for a service

Employee only: $1,000
Employee + 1: $2,000
Employee + 2 or more: $2,500

Annual coinsurance maximum
Includes coinsurance only

Annual out-of-pocket maximum Employee only: $2,750
Includes medical deductible, coinsurance, Employee + 1: $5,500
and copays Employee + 2 or more: $6,875

TOut-of-network coverage under the plan is limited to the allowable charge; you are responsible for any amount charged above the
allowable charge (also known as balance billing). PCP = Primary care physician

Progyny, an independent provider of fertility benefits, does not provide Blue Cross Blue Shield products or services. Progyny is solely
responsible for its products and services.

Important Note: 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 summary is not a contract. For full coverage provisions, including a description
of limitations and exclusions, please see Microsoft Summary Plan Description at aka.ms/benefits or contact Premera Blue Cross

at 800-676-1411.
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HEALTH SAVINGS PLAN (HSP)

Benefit

In-network coverage Out-of-network’ coverage

Ambulance (ground or water)

90% after deductible

90% of allowable charges,

Air ambulance 90% after deductible .
after deductible
. 90% of allowable charges,
Autism/ABA th 90% after deductibl
utism/ erapy after deductible after deductible
70% of all le ch
90% after deductible 0% of allowable charges,

Chiropractic, massage,
and acupuncture services

Contraception

Diabetes health education

Diagnostic services
Lab and radiology

Emergency room care and
professional services

Routine hearing exam and hardware

after deductible

Combined 24-visit limit per member per calendar year

100%

Contraceptive devices and injections administered by a physician; prescription
forms of contraception are covered under preventive care

100% 100% of allowable charges

90% of allowable charges,

90% after deductible after deductible

90% of allowable charges,

90% after deductible after deductible

Exam: 70% of allowable charges,

Exam: 90% after deductible after deductible

Hardware: 90% after deductible $10,000 limit per member
in a period of 3 consecutive calendar years

70% of allowable charges,

Home health care 90% after deductible )

after deductible
Hospice care 90% after deductible

70% of allowable charges,

Hospital inpatient and outpatient 90% after deductible ’ ) g

after deductible
Fertility 90% after deductible, within the

Not covered

Includes medications

Progyny provider network

International services

Emergency care: 90% after deductible
Non-emergency care: 70% after deductible

Maternity care

70% of allowable charges,

% )
90% after deductible after deductible




Benefit

Medical equipment and supplies

Mental health and chemical dependency

Office visit

Prescription drugs: Retail pharmacy
30-day supply / 90-day supply for generic
maintenance medications

Prescription drugs: Mail order pharmacy
90-day supply

Preventive care
See Preventive Care and Preventive Drug
lists for details on coverage

Skilled nursing facility

Urgent care

Spring Health Employee
Assistance Program

HEALTH SAVINGS PLAN (HSP)

In-network coverage Out-of-network’ coverage
%
90% after deductible 20% of allowable §harges,
after deductible
90% after deductible for 90% of allowable charges, after
inpatient and outpatient deductible for inpatient and
services outpatient services
%
90% after deductible /0%of allowable ;harges,
after deductible
90% after deductible
90% after deductible Not covered

Preventive services:
100% of allowable charges
Preventive prescription drugs: 100%

Preventive services: 100%
Preventive prescription drugs: 100%

70% of all blech )
90% after deductible polatowa ec.: arges
after deductible

120-day maximum per member per calendar year

70% of allowable charges,

% )
90% after deductible after deductible

24 sessions per calendar year Not covered




Notice of availability and nondiscrimination  800-722-1471 | TTY: 711

Call for free language assistance services and appropriate auxiliary aids and services.
Llame para obtener servicios gratuitos de asistencia linglistica, y ayudas y servicios auxiliares apropiados.
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3BOHUTE A5 NOAYYeHMA 6ecnnaTHbIX YCAYr Mo NepeBoay U APYrnx BCNOMOraTe/ibHbIX CPeACcTB U YCAYT.
Tumawag para sa mga libreng serbisyo ng tulong sa wika at angkop na mga karagdagang tulong at serbisyo.
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Fordern Sie kostenlose Sprachunterstutzungsdienste und geeignete Hilfsmittel und Dienstleistungen an.
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Rele pou w jwenn sévis asistans lengwistik gratis ak ed epi sevis oksilyé ki apwopriye.
Appelez pour obtenir des services gratuits d’assistance linguistique et des aides et services auxiliaires appropriés.
Zadzwon, aby uzyskac¢ bezptatng pomoc jezykowa oraz odpowiednie wsparcie i ustugi pomocnicze.
Ligue para servigos gratuitos de assisténcia linguistica e auxiliares e servigos auxiliares adequados.
Chiama per i servizi di assistenza linguistica gratuiti e per gli ausili e i servizi ausiliari appropriati.
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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, or sex, including sex
characteristics, intersex traits, pregnancy or related conditions, sexual orientation, gender identity, and sex stereotypes.
Premera does not exclude people or treat them less favorably because of race, color, national origin, age, disability, sex,
sexual orientation, or gender identity. Premera provides people with disabilities reasonable modifications and free
appropriate auxiliary aids and services 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 assistance services to people whose primary language is not English, which may include qualified interpreters and
information written in other languages. If you need reasonable modifications, appropriate auxiliary aids and services, or
language assistance services, contact our 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, sexual orientation, or
gender identity, you can file a grievance with: Civil Rights Coordinator — Complaints and Appeals, PO Box 91102, Seattle,
WA 98111, Toll free: 855-332-4535, TTY: 711, Fax: 425-918-5592, Email AppealsDepartmentinquiries@Premera.com. You can
file a grievance in person or by mail, fax, or email. If you need help filing a grievance, our 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.hhs.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.

An Independent Licensee of the Blue Cross Blue Shield Association )
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