Benefit Summary Report

Aegis Senior Communities, LLC

PREMERA |

Group Number: 1007261
Effective Date: 04/01/2024

Product Name: CareCompass360
PBC WA - Large Group - 1/2024

Specification and Benefit Limits

Plan Name: CARECOMPASS - CORE*

CORE PROGRAMS

Personal Health Support

Included

Prior Authorization

Prior Auth without Penalty

Advanced Imaging

Prior Authorization without Penalty

Nurseline

Included

Newborn (NICU) Program

Included

Maternity Program

Included - Maternity Only

Outpatient Rehab Utilization
Management

Excluded

Matchmaker for Behavioral Health

Excluded

PHARMACY PROGRAMS

Rebate 100% rebate pass through
RationalMed Included
Enhanced Controlled Substance

No Program

Utilization Program

Point of Sale

Standard (POS + Biotech/Oral Chemo)

Rx Member Alerts

Excluded

1-K21COG Rev #1 Q
0957850-02

2/12/2024 01:15 PM

Page 1 of 56

Independent Licensee of the Blue Cross Blue Shield Association



*This plan is self-funded by Aegis Senior Communities, LLC, which means that this group is financially responsible for the payment of plan benefits. The group has contracted with Premera Blue Cross, an independent Licensee of the Blue
Cross Blue Shield Association, to perform administrative duties, including the processing of claims, under the plan. Premera Blue Cross does not insure the benefits of this plan.

Prior Authorization is required for many services to be covered. For more information please refer to your benefit booklet.
PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross. Members are responsible for amounts in excess of the allowable charge.

This is not a complete explanation of covered services, exclusions, limitations, reductions, or the terms of the plan. This benefit summary is not a contract and may change. Please see your benefit booklet or call Customer Service for full
coverage information including a description of waiting periods, limitations, and exclusions.
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Benefit Summary Report

Aegis Senior Communities, LLC

Group Number: 1007261
Effective Date: 04/01/2024

Product Name: CareCompass360
PBC WA - Large Group - 1/2024

Specification and Benefit Limits

Plan Name: CARECOMPASS - BUY UP*

CORE PROGRAMS

Personal Health Support

Included

Prior Authorization

Prior Auth without Penalty

Advanced Imaging

Prior Authorization without Penalty

Nurseline

Included

Newborn (NICU) Program

Included

Maternity Program

Included - Maternity Only

Outpatient Rehab Utilization

Utilization Program

Management Excluded
Matchmaker for Behavioral Health Excluded
PHARMACY PROGRAMS

Rebate 100% rebate pass through
RationalMed Included
Enhanced Controlled Substance No Program

Point of Sale

Standard (POS + Biotech/Oral Chemo)

Rx Member Alerts

Excluded

*This plan is self-funded by Aegis Senior Communities, LLC, which means that this group is financially responsible for the payment of plan benefits. The group has contracted with Premera Blue Cross, an independent Licensee of the Blue

Cross Blue Shield Association, to perform administrative duties, including the processing of claims, under the plan. Premera Blue Cross does not insure the benefits of this plan.

Prior Authorization is required for many services to be covered. For more information please refer to your benefit booklet.

PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross. Members are responsible for amounts in excess of the allowable charge.

This is not a complete explanation of covered services, exclusions, limitations, reductions, or the terms of the plan. This benefit summary is not a contract and may change. Please see your benefit booklet or call Customer Service for full

coverage information including a description of waiting periods, limitations, and exclusions.
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Benefit Summary Report

Aegis Senior Communities, LLC

Group Number: 1007261
Effective Date: 04/01/2024

Product Name: CareCompass360
PBC WA - Large Group - 1/2024

Specification and Benefit Limits

Plan Name: CARECOMPASS - CORE PRIME*

CORE PROGRAMS

Personal Health Support

Included

Prior Authorization

Prior Auth without Penalty

Advanced Imaging

Prior Authorization without Penalty

Nurseline

Included

Newborn (NICU) Program

Included

Maternity Program

Included - Maternity Only

Outpatient Rehab Utilization

Utilization Program

Management Excluded
Matchmaker for Behavioral Health Excluded
PHARMACY PROGRAMS

Rebate 100% rebate pass through
RationalMed Included
Enhanced Controlled Substance No Program

Point of Sale

Standard (POS + Biotech/Oral Chemo)

Rx Member Alerts

Excluded

*This plan is self-funded by Aegis Senior Communities, LLC, which means that this group is financially responsible for the payment of plan benefits. The group has contracted with Premera Blue Cross, an independent Licensee of the Blue

Cross Blue Shield Association, to perform administrative duties, including the processing of claims, under the plan. Premera Blue Cross does not insure the benefits of this plan.

Prior Authorization is required for many services to be covered. For more information please refer to your benefit booklet.

PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross. Members are responsible for amounts in excess of the allowable charge.

This is not a complete explanation of covered services, exclusions, limitations, reductions, or the terms of the plan. This benefit summary is not a contract and may change. Please see your benefit booklet or call Customer Service for full

coverage information including a description of waiting periods, limitations, and exclusions.
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Benefit Summary Report

Aegis Senior Communities, LLC

Group Number: 1007261
Effective Date: 04/01/2024

Product Name: CareCompass360
PBC WA - Large Group - 1/2024

Specification and Benefit Limits

Plan Name: CARECOMPASS - BUY UP PRIME*

CORE PROGRAMS

Personal Health Support

Included

Prior Authorization

Prior Auth without Penalty

Advanced Imaging

Prior Authorization without Penalty

Nurseline

Included

Newborn (NICU) Program

Included

Maternity Program

Included - Maternity Only

Outpatient Rehab Utilization

Utilization Program

Management Excluded
Matchmaker for Behavioral Health Excluded
PHARMACY PROGRAMS

Rebate 100% rebate pass through
RationalMed Included
Enhanced Controlled Substance No Program

Point of Sale

Standard (POS + Biotech/Oral Chemo)

Rx Member Alerts

Excluded

*This plan is self-funded by Aegis Senior Communities, LLC, which means that this group is financially responsible for the payment of plan benefits. The group has contracted with Premera Blue Cross, an independent Licensee of the Blue

Cross Blue Shield Association, to perform administrative duties, including the processing of claims, under the plan. Premera Blue Cross does not insure the benefits of this plan.

Prior Authorization is required for many services to be covered. For more information please refer to your benefit booklet.

PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross. Members are responsible for amounts in excess of the allowable charge.

This is not a complete explanation of covered services, exclusions, limitations, reductions, or the terms of the plan. This benefit summary is not a contract and may change. Please see your benefit booklet or call Customer Service for full

coverage information including a description of waiting periods, limitations, and exclusions.
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Benefit Summary Report

Aegis Senior Communities, LLC

Group Number: 1007261
Effective Date: 04/01/2024

Product Name: CareCompass360
PBC WA - Large Group - 1/2024

Specification and Benefit Limits

Plan Name: CARECOMPASS - PRIME*

CORE PROGRAMS

Personal Health Support

Included

Prior Authorization

Prior Auth without Penalty

Advanced Imaging

Prior Authorization without Penalty

Nurseline

Included

Newborn (NICU) Program

Included

Maternity Program

Included - Maternity Only

Outpatient Rehab Utilization

Utilization Program

Management Excluded
Matchmaker for Behavioral Health Excluded
PHARMACY PROGRAMS

Rebate 100% rebate pass through
RationalMed Included
Enhanced Controlled Substance No Program

Point of Sale

Standard (POS + Biotech/Oral Chemo)

Rx Member Alerts

Excluded

*This plan is self-funded by Aegis Senior Communities, LLC, which means that this group is financially responsible for the payment of plan benefits. The group has contracted with Premera Blue Cross, an independent Licensee of the Blue

Cross Blue Shield Association, to perform administrative duties, including the processing of claims, under the plan. Premera Blue Cross does not insure the benefits of this plan.

Prior Authorization is required for many services to be covered. For more information please refer to your benefit booklet.

PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross. Members are responsible for amounts in excess of the allowable charge.

This is not a complete explanation of covered services, exclusions, limitations, reductions, or the terms of the plan. This benefit summary is not a contract and may change. Please see your benefit booklet or call Customer Service for full

coverage information including a description of waiting periods, limitations, and exclusions.
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Benefit Summary Report

Aegis Senior Communities, LLC

Group Number: 1007261
Effective Date: 04/01/2024

Product Name: Essentials Medical
Plan - Large Group - 1/2024

Specification and Benefit Limits

Heritage Prime In-Network

Out-of-Network

Plan Name: ESSENTIALS MEDICAL PLAN - HERITAGE PRIME - $8550 20%/NC $8550/NC OOP*

MEDICAL COST SHARE OPTIONS

Individual Deductible PCY

Family embedded deductible 2X
Individual

$8,550

Not Covered

Fourth Quarter Deductible Carryover

Excluded

Coinsurance (Member's percentage
of costs after deductible based on
allowable charges)

0%

Not Covered

Individual Out of Pocket Maximum
PCY, includes deductible,
coinsurance, copay and pharmacy if
applicable

Family embedded OOP max 2X Individual

$8,550

Not Covered

Office Visit Cost Share

$8,550 Deductible, then 0%
Coinsurance, applies to $8,550 Out of
Pocket Maximum

Not Covered

Kinwell Connect Cost Share Waiver

Included

All services rendered and billed by any
Kinwell clinic are covered in full (waive
deductible, 0%)

Not Applicable

Annual Plan Maximum

Unlimited

Unlimited

Health coverage meets the minimum
value standard for benefits provided

Self Funded - No calculation

FACILITY CARE

Inpatient Facility

$8,550 Deductible, then 0%
Coinsurance, applies to $8,550 Out of
Pocket Maximum

Not Covered

Inpatient Professional Services

$8,550 Deductible, then 0%
Coinsurance, applies to $8,550 Out of
Pocket Maximum

Not Covered
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Product Name: Essentials Medical
Plan - Large Group - 1/2024

Specification and Benefit Limits

Heritage Prime In-Network

Out-of-Network

Plan Name: ESSENTIALS MEDICAL PLAN - HERITAGE PRIME - $8550 20%/NC $8550/NC OOP*

Outpatient Surgery Facility

$8,550 Deductible, then 0%
Coinsurance, applies to $8,550 Out of
Pocket Maximum

Not Covered

Outpatient Facility

$8,550 Deductible, then 0%
Coinsurance, applies to $8,550 Out of
Pocket Maximum

Not Covered

Skilled Nursing Facility

60 days PCY; includes room and board,
and facility billed professional and
ancillary fees

$8,550 Deductible, then 0%
Coinsurance, applies to $8,550 Out of
Pocket Maximum

Not Covered

HOSPICE & HOME HEALTH CARE

Hospice Inpatient Facility

10 days Inpatient; within the 6 month
lifetime maximum

$8,550 Deductible, then 0%
Coinsurance, applies to $8,550 Out of
Pocket Maximum

Not Covered

Hospice Care

Hospice Home Visits: Unlimited; Respite:

240 hours; within the 6 month lifetime
maximum

$8,550 Deductible, then 0%
Coinsurance, applies to $8,550 Out of
Pocket Maximum

Not Covered

Home Health Care

130 visits PCY

$8,550 Deductible, then 0%
Coinsurance, applies to $8,550 Out of
Pocket Maximum

Not Covered

MATERNITY & REPRODUCTIVE CARE

Inpatient Facility - Maternity

Coverage for subscriber, spouse,
dependent

$8,550 Deductible, then 0%
Coinsurance, applies to $8,550 Out of
Pocket Maximum

Not Covered

Maternity Prenatal, Delivery and

Coverage for subscriber, spouse,

$8,550 Deductible, then 0%
Coinsurance, applies to $8,550 Out of

Not Covered

Postnatal Care dependent Pocket Maximum
Obstetrical Care for Dependent

Yes
Daughters
Contraceptive Management Unlimited Covered in Full Not Covered
Sterilization - Female Unlimited Covered in Full Not Covered
Sterilization - Male Unlimited Covered in Full Not Covered

Infertility/Assisted Reproductive
Services

Not Covered

Not Covered

Not Covered
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Product Name: Essentials Medical
Plan - Large Group - 1/2024

Specification and Benefit Limits

Heritage Prime In-Network

Out-of-Network

Plan Name: ESSENTIALS MEDICAL PLAN - HERITAGE PRIME - $8550 20%/NC $8550/NC OOP*

Elective Termination of Pregnancy

$8,550 Deductible, then 0%
Coinsurance, applies to $8,550 Out of
Pocket Maximum

Not Covered

Therapeutic Termination of
Pregnancy

$8,550 Deductible, then 0%
Coinsurance, applies to $8,550 Out of
Pocket Maximum

Not Covered

PREMERA DESIGNATED CENTERS OF EXCELLENCE

Centers of Excellence for Knee & Hip

Total Joint Replacement (Including Included Covered as any other service Not covered
Partial & Revisions)
Centers of Excellence for Maternity Included Covered as any other service Not covered

MEDICAL TRANSPORTATION BENEFITS

Centers of Excellence Travel and
Care Coordination

Not Covered

Not Covered

Not Covered

Cellular Immunotherapy and Gene
Therapy Travel

Not Covered

Not Covered

Not Covered

Transplant Travel & Lodging

$7,500 per transplant

$8,550 Deductible, 0% Coinsurance,
applies to $8,550 Out of Pocket
Maximum

38,550 Deductible, 0% Coinsurance,
applies to $8,550 Out of Pocket
Maximum

Medical Transportation - State
Restricted Care

Not Covered

Not Covered

Not Covered

EMERGENCY CARE AND TRANSPORTATION

Emergency Care (Waive copay if
admitted to inpatient facility)

$8,550 Deductible, then 0%
Coinsurance, applies to $8,550 Out of
Pocket Maximum

$8,550 Deductible, then 0%
Coinsurance, applies to $8,550 Out of
Pocket Maximum

Emergency Room Physician

$8,550 Deductible, then 0%
Coinsurance, applies to $8,550 Out of
Pocket Maximum

$8,550 Deductible, then 0%
Coinsurance, applies to $8,550 Out of
Pocket Maximum

Urgent Care Center

$8,550 Deductible, then 0%
Coinsurance, applies to $8,550 Out of
Pocket Maximum

Not Covered

Ambulance Transportation

Unlimited

$8,550 Deductible, then 0%
Coinsurance, applies to $8,550 Out of
Pocket Maximum

$8,550 Deductible, then 0%
Coinsurance, applies to $8,550 Out of
Pocket Maximum
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Product Name: Essentials Medical
Plan - Large Group - 1/2024

Specification and Benefit Limits

Heritage Prime In-Network

Out-of-Network

Plan Name: ESSENTIALS MEDICAL PLAN - HERITAGE PRIME - $8550 20%/NC $8550/NC OOP*

Air Ambulance

Unlimited

$8,550 Deductible, then 0%
Coinsurance, applies to $8,550 Out of
Pocket Maximum

38,550 Deductible, then 0%
Coinsurance, applies to $8,550 Out of
Pocket Maximum

DIAGNOSTIC SERVICES

Preventive Professional Diagnostic
Imaging and Laboratory Services -
Including PAP/PSA

Covered in Full

Not Covered

Professional Diagnostic Major
Imaging

$8,550 Deductible, then 0%
Coinsurance, applies to $8,550 Out of
Pocket Maximum

Not Covered

Other Professional Diagnostic
Imaging

$8,550 Deductible, then 0%
Coinsurance, applies to $8,550 Out of
Pocket Maximum

Not Covered

Other Professional Diagnostic
Laboratory/Pathology

$8,550 Deductible, then 0%
Coinsurance, applies to $8,550 Out of
Pocket Maximum

Not Covered

Preventive Mammography

Covered in Full

Not Covered

Diagnostic Mammography

Covered in Full

Not Covered

Supplemental Breast Exam

Covered in Full

Not Covered

PREVENTIVE CARE OPTIONS AND HEALTH EDUCATION

Preventive Office Visit

Unlimited, subject to standard medical
guidelines

Covered in Full

Not Covered

Immunizations

Unlimited, subject to standard medical
guidelines

Covered in Full

Not Covered

Seasonal Immunization provided at a

Unlimited, subject to standard medical

Covered in Full

Covered in Full

mass immunizer location guidelines

Health Education (HE) Unlimited Covered in Full Not Covered
Nicotine Dependency Programs (ND) Unlimited Covered in Full Not Covered
Diabetes Health Education (DE) Unlimited Covered in Full Not Covered

Preventive Colon Health

Unlimited; subsequent colonoscopies
within a 5 year limit apply to deductible
and coinsurance

Covered in Full

Not Covered

Nutritional Therapy (Diabetes)

Unlimited

Covered in Full

Not Covered
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Product Name: Essentials Medical
Plan - Large Group - 1/2024

Specification and Benefit Limits

Heritage Prime In-Network

Out-of-Network

Plan Name: ESSENTIALS MEDICAL PLAN - HERITAGE PRIME - $8550 20%/NC $8550/NC OOP*

Nutritional Therapy (Non-Diabetes) Unlimited Covered in Full Not Covered
CHRONIC CONDITION MANAGEMENT PROGRAMS

Diabetes Prevention Program Excluded

Diabetes Management Excluded

Hypertension Management Excluded

Weight Management Excluded

PROFESSIONAL CARE

Professional Office Visit

$8,550 Deductible, then 0%
Coinsurance, applies to $8,550 Out of
Pocket Maximum

Not Covered

Telemedicine with Traditional
Providers - General Medical

Deductible/Coinsurance

Not Covered

Naturopathy Services

$8,550 Deductible, then 0%
Coinsurance, applies to $8,550 Out of
Pocket Maximum

Not Covered

VIRTUAL CARE SERVICES

Telemedicine - General Medical
(Virtual Care Only)

Covered in Full

Not Covered

Telemedicine - Mental Health (Virtual
Care Only)

Covered in Full

Not Covered

Telemedicine - Mental Health for
Children (Virtual Care Only)

Not Covered

Not Covered

Telemedicine - Chemical Dependency
(Virtual Care Only)

Covered in Full

Not Covered

Telemedicine - Outpatient Rehab
(Virtual Care Only)

Shared with Rehab Outpatient Care

Covered in Full

Not Covered

ALTERNATIVE CARE
$8,550 Deductible, then 0%
Acupuncture 12 visits PCY Coinsurance, applies to $8,550 Out of Not Covered
Pocket Maximum
$8,550 Deductible, then 0%
Manipulations (Spinal and Other) 12 visits PCY Coinsurance, applies to $8,550 Out of Not Covered

Pocket Maximum
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Product Name: Essentials Medical
Plan - Large Group - 1/2024

Specification and Benefit Limits

Heritage Prime In-Network

Out-of-Network

Plan Name: ESSENTIALS MEDICAL PLAN - HERITAGE PRIME - $8550 20%/NC $8550/NC OOP*

Therapeutic Massage Therapy

Not Covered

Not Covered

Not Covered

CHEMICAL DEPENDENCY & MENTAL HEALTH

Chemical Dependency Inpatient

$8,550 Deductible, then 0%

. Unlimited Coinsurance, applies to $8,550 Out of Not Covered
Facility Care ‘
Pocket Maximum
. . $8,550 Deductible, then 0%
Che.rmcal Dependency Outpatient Unlimited Coinsurance, applies to $8,550 Out of Not Covered
Facility Care .
Pocket Maximum
. . $8,550 Deductible, then 0%
Chemmal Dependency Outpatient Unlimited Coinsurance, applies to $8,550 Out of Not Covered
Professional Care .
Pocket Maximum
$8,550 Deductible, then 0%
Mental Health Inpatient Facility Care Unlimited Coinsurance, applies to $8,550 Out of Not Covered
Pocket Maximum
. o $8,550 Deductible, then 0%
l(\)/lental Health Outpatient Facility Unlimited Coinsurance, applies to $8,550 Out of Not Covered
are .
Pocket Maximum
. $8,550 Deductible, then 0%
Mental Health Outpatient Unlimited Coinsurance, applies to $8,550 Out of Not Covered
Professional Care .
Pocket Maximum
$8,550 Deductible, then 0%
Mental Health Residential Care Coinsurance, applies to $8,550 Out of Not Covered
Pocket Maximum
REHABILITATION & NEURO
Psychological & Neuropsychological $8,550 Deductible, then 0%
Testing & Evaluation (Shared with Unlimited Coinsurance, applies to $8,550 Out of Not Covered
Rehab, Neuro Dev & Mental Health) Pocket Maximum
$8,550 Deductible, then 0%
Rehab Inpatient Facility 30 days PCY Coinsurance, applies to $8,550 Out of Not Covered
Pocket Maximum
Rehab Outpatient Care, Including $8,550 Deductible, then 0%
Physical, Occupational, Speech and 45 visits PCY Coinsurance, applies to $8,550 Out of Not Covered

Massage Therapy, and Chronic Pain

Pocket Maximum
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Product Name: Essentials Medical
Plan - Large Group - 1/2024

Specification and Benefit Limits

Heritage Prime In-Network

Out-of-Network

Plan Name: ESSENTIALS MEDICAL PLAN - HERITAGE PRIME - $8550 20%/NC $8550/NC OOP*

Rehab Outpatient Care Chronic
Conditions, Including Cardiac,
Pulmonary Rehab, and Cancer

$8,550 Deductible, then 0%
Coinsurance, applies to $8,550 Out of
Pocket Maximum

Not Covered

PHARMACY

Drug List

E1 Essentials Formulary

E1 Essentials Formulary

E1 Essentials Formulary

No Tiers
Formulary Exclusion List - Drugs with
Over the Counter Alternative Excluded
Formulary Exclusion List - High-Cost Excluded

Low Value Drugs

Generics Required When Available

Member pays the appropriate cost share
(No DAW 1 and 2 provision)

ACA Preventive Drug List

Covered in Full

Not Covered

Enhanced Preventive Drug List

No Buy Up

Subject to Standard Rx Cost share

Not Covered

Prescription Drugs - Retail

Retail: 30 Days; Mail: 90 Days; Specialty:
30 Days

$8,550 Deductible, then 0%
Coinsurance, applies to $8,550 Out of
Pocket Maximum

Not Covered

Oral Chemotherapy Retail

Covered in Full

Covered in Full

Prescription Drugs - Mail

Retail: 30 Days; Mail: 90 Days; Specialty:
30 Days

$8,550 Deductible, then 0%
Coinsurance, applies to $8,550 Out of
Pocket Maximum

Not Covered

Oral Chemotherapy Mail

Covered in Full

Covered in Full

Mandatory Home Delivery for
Maintenance Drugs

Included - Exclusive Pharmacy

Specialty Pharmacy

Mandatory - Exclusive

SaveOn Specialty Pharmacy Excluded

Out of Pocket Protection Program Excluded

Specialty Split Fill Included

Right Price Included

Weight Loss Drugs Not Covered Not Covered Not Covered
OTHER SERVICES
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Product Name: Essentials Medical
Plan - Large Group - 1/2024

Specification and Benefit Limits

Heritage Prime In-Network

Out-of-Network

Plan Name: ESSENTIALS MEDICAL PLAN - HERITAGE PRIME - $8550 20%/NC $8550/NC OOP*

Allergy/Therapeutic Injections

$8,550 Deductible, then 0%
Coinsurance, applies to $8,550 Out of
Pocket Maximum

Not Covered

Medical Supplies (MS), Equipment
(ME), Prosthetics (Pro)

Unlimited

$8,550 Deductible, then 0%
Coinsurance, applies to $8,550 Out of
Pocket Maximum

Not Covered

Foot Orthotics, Orthopedic Shoes and
Accessories

$300 PCY:; Includes orthotics and
orthopedic shoes

$8,550 Deductible, then 0%
Coinsurance, applies to $8,550 Out of
Pocket Maximum

Not Covered

Transplants

Unlimited

Covered as any other service

Not Covered

Orthognathic/Maxillofacial Care

Not Covered

Not Covered

Not Covered

TMJ (Temporomandibular Joint
Disorders)

Unlimited (Medical and Dental services -
Medical and Dental cost shares based on
type of service)

Covered as any other service

Not Covered

End Stage Renal Disease (ESRD)
During Medicare's Waiting Period

$8,550 Deductible, then 0%
Coinsurance, applies to $8,550 Out of
Pocket Maximum

Not Covered

End Stage Renal Disease (ESRD)
After Medicare's Waiting Period

Without Premium Reimbursement

$8,550 Deductible, then 0%
Coinsurance, applies to $8,550 Out of
Pocket Maximum

Not Covered

Bariatric Surgery

Not Covered

Not Covered

Not Covered

SUPPLEMENTAL BENEFITS

Routine Vision Exam

Not Covered

Not Covered

Not Covered

Vision Hardware

Not Covered

Not Covered

Not Covered

Pediatric Vision Exam

Not Covered

Not Covered

Not Covered

Pediatric Vision Hardware

Not Covered

Not Covered

Not Covered

Routine Hearing Exam

Not Covered

Not Covered

Not Covered

Hearing Hardware

Not Covered

Not Covered

Not Covered

ADMINISTRATIVE OPTIONS

BlueCard/National Coverage

EPO (Default) In-network Blue Card PPO

Program network
Extended Payment Integrity Services Included
Fiduciary Services Excluded
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*This plan is self-funded by Aegis Senior Communities, LLC, which means that this group is financially responsible for the payment of plan benefits. The group has contracted with Premera Blue Cross, an independent Licensee of the Blue
Cross Blue Shield Association, to perform administrative duties, including the processing of claims, under the plan. Premera Blue Cross does not insure the benefits of this plan.

Prior Authorization is required for many services to be covered. For more information please refer to your benefit booklet.
PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross. Members are responsible for amounts in excess of the allowable charge.

This is not a complete explanation of covered services, exclusions, limitations, reductions, or the terms of the plan. This benefit summary is not a contract and may change. Please see your benefit booklet or call Customer Service for full
coverage information including a description of waiting periods, limitations, and exclusions.
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Benefit Summary Report

Aegis Senior Communities, LLC

Group Number: 1007261
Effective Date: 04/01/2024

Product Name: Your Choice NGF -
Large Group - 1/2024

Specification and Benefit Limits

Heritage In-Network

Out-of-Network

Plan Name: CORE PLAN - HERITAGE - $2750 30%/50% $5500 $20; ER $250*

MEDICAL COST SHARE OPTIONS

Individual Deductible PCY

Family embedded deductible 3X
Individual

$2,750 PCY

Shared with In-Network

Fourth Quarter Deductible Carryover

Excluded

Coinsurance (Member's percentage
of costs after deductible based on
allowable charges)

30%

50%

Individual Out of Pocket Maximum
PCY, includes deductible,
coinsurance, copay and pharmacy if
applicable

Family embedded OOP max 2X Individual

$5,500 PCY

Unlimited

Office Visit Cost Share

$20 Copay, applies to the $5,500 PCY
Out of Pocket Maximum

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Kinwell Connect Cost Share Waiver

Included

All services rendered and billed by any
Kinwell clinic are covered in full (waive
deductible, 0%)

Not Applicable

Annual Plan Maximum

Unlimited

Unlimited

Health coverage meets the minimum
value standard for benefits provided

Self Funded - No calculation

FACILITY CARE

Inpatient Facility

$2,750 PCY Deductible, then 30%
Coinsurance, applies to $5,500 PCY
Out of Pocket Maximum

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Inpatient Professional Services

$2,750 PCY Deductible, then 30%
Coinsurance, applies to $5,500 PCY
Out of Pocket Maximum

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum
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Product Name: Your Choice NGF -
Large Group - 1/2024

Specification and Benefit Limits

Heritage In-Network

Out-of-Network

Plan Name: CORE PLAN - HERITAGE - $2750 30%/50% $5500 $20; ER $250*

Outpatient Surgery Facility

$2,750 PCY Deductible, then 30%
Coinsurance, applies to $5,500 PCY
Out of Pocket Maximum

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Outpatient Facility

$2,750 PCY Deductible, then 30%
Coinsurance, applies to $5,500 PCY
Out of Pocket Maximum

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Skilled Nursing Facility

60 days PCY; includes room and board,
and facility billed professional and
ancillary fees

$2,750 PCY Deductible, then 30%
Coinsurance, applies to $5,500 PCY
Out of Pocket Maximum

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

HOSPICE & HOME HEALTH CARE

Hospice Inpatient Facility

10 days Inpatient; within the 6 month
lifetime maximum

$2,750 PCY Deductible, then 30%
Coinsurance, applies to $5,500 PCY
Out of Pocket Maximum

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Hospice Care

Hospice Home Visits: Unlimited; Respite:

240 hours; within the 6 month lifetime
maximum

$2,750 PCY Deductible, then 30%
Coinsurance, applies to $5,500 PCY
Out of Pocket Maximum

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Home Health Care

130 visits PCY

$2,750 PCY Deductible, then 30%
Coinsurance, applies to $5,500 PCY
Out of Pocket Maximum

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

MATERNITY & REPRODUCTIVE CARE

Inpatient Facility - Maternity

Coverage for subscriber, spouse,
dependent

$2,750 PCY Deductible, then 30%
Coinsurance, applies to $5,500 PCY
Out of Pocket Maximum

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Maternity Prenatal, Delivery and

Coverage for subscriber, spouse,

$2,750 PCY Deductible, then 30%
Coinsurance, applies to $5,500 PCY

Shared with In-Network Deductible,
then 50% Coinsurance, applies to

S dependent Out of Pocket Maximum Unlimited Out of Pocket Maximum
Obstetrical Care for Dependent
Yes
Daughters
Shared with In-Network Deductible,
Contraceptive Management Unlimited Covered in Full then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum
Shared with In-Network Deductible,
Sterilization - Female Unlimited Covered in Full then 50% Coinsurance, applies to

Unlimited Out of Pocket Maximum
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Product Name: Your Choice NGF -
Large Group - 1/2024

Specification and Benefit Limits

Heritage In-Network

Out-of-Network

Plan Name: CORE PLAN - HERITAGE - $2750 30%/50% $5500 $20; ER $250*

Sterilization - Male

Unlimited

$2,750 PCY Deductible, then 30%
Coinsurance, applies to $5,500 PCY
Out of Pocket Maximum

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Infertility/Assisted Reproductive
Services

Not Covered

Not Covered

Not Covered

Elective Termination of Pregnancy

$2,750 PCY Deductible, then 30%
Coinsurance, applies to $5,500 PCY
Out of Pocket Maximum

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Therapeutic Termination of
Pregnancy

$2,750 PCY Deductible, then 30%
Coinsurance, applies to $5,500 PCY
Out of Pocket Maximum

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

PREMERA DESIGNATED CENTERS OF EXCELLENCE

Centers of Excellence for Knee & Hip

Total Joint Replacement (Including Included Covered as any other service Covered as any other service
Partial & Revisions)
Centers of Excellence for Maternity Included Covered as any other service Covered as any other service

MEDICAL TRANSPORTATION BENEFITS

Centers of Excellence Travel and
Care Coordination

Not Covered

Not Covered

Not Covered

Cellular Immunotherapy and Gene
Therapy Travel

Not Covered

Not Covered

Not Covered

Transplant Travel & Lodging

$7,500 per transplant

$2,750 PCY Deductible, 0%
Coinsurance, applies to $5,500 PCY
Out of Pocket Maximum

$2,750 PCY Deductible, 0%
Coinsurance, applies to $5,500 PCY Out
of Pocket Maximum

Medical Transportation - State
Restricted Care

Not Covered

Not Covered

Not Covered

EMERGENCY CARE AND TRANSPORTATION

Emergency Care (Waive copay if
admitted to inpatient facility)

$250 Copay then $2,750 PCY
Deductible and 30% Coinsurance; all
cost shares apply to the $5,500 PCY
Out of Pocket Maximum

$250 Copay then $2,750 PCY
Deductible and 30% Coinsurance; all
cost shares apply to the $5,500 PCY
Out of Pocket Maximum

Emergency Room Physician

$2,750 PCY Deductible, then 30%
Coinsurance, applies to $5,500 PCY
Out of Pocket Maximum

$2,750 PCY Deductible, then 30%
Coinsurance, applies to $5,500 PCY Out
of Pocket Maximum
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Product Name: Your Choice NGF -
Large Group - 1/2024

Specification and Benefit Limits

Heritage In-Network

Out-of-Network

Plan Name: CORE PLAN - HERITAGE - $2750 30%/50% $5500 $20; ER $250*

Urgent Care Center

$35 Copay

Ded/Coins

$2,750 PCY Deductible, then 30%

$2,750 PCY Deductible, then 30%

Out of Pocket Maximum

Ambulance Transportation Unlimited Coinsurance, applies to $5,500 PCY Coinsurance, applies to $5,500 PCY Out
Out of Pocket Maximum of Pocket Maximum
$2,750 PCY Deductible, then 30% $2,750 PCY Deductible, then 30%
Air Ambulance Unlimited Coinsurance, applies to $5,500 PCY Coinsurance, applies to $5,500 PCY Out

of Pocket Maximum

DIAGNOSTIC SERVICES

Preventive Professional Diagnostic
Imaging and Laboratory Services -
Including PAP/PSA

Covered in Full

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Professional Diagnostic Major
Imaging

$2,750 PCY Deductible, then 30%
Coinsurance, applies to $5,500 PCY
Out of Pocket Maximum

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Other Professional Diagnostic
Imaging

$2,750 PCY Deductible, then 30%
Coinsurance, applies to $5,500 PCY
Out of Pocket Maximum

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Other Professional Diagnostic
Laboratory/Pathology

$2,750 PCY Deductible, then 30%
Coinsurance, applies to $5,500 PCY
Out of Pocket Maximum

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Preventive Mammography

Covered in Full

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Diagnostic Mammography

Covered in Full

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Supplemental Breast Exam

Covered in Full

Covered as any other service

PREVENTIVE CARE OPTIONS AND HEALTH EDUCATION

Preventive Office Visit Unlimited Covered in Full Not Covered
Immunizations Unlimited Covered in Full Not Covered
iqe:SS:ﬁHT;?Z%?'éag;?[%ﬁrov'ded ata Unlimited Covered in Full Covered in Full
Health Education (HE) Unlimited Covered in Full Not Covered
Nicotine Dependency Programs (ND) Unlimited Covered in Full Not Covered
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Product Name: Your Choice NGF -
Large Group - 1/2024

Specification and Benefit Limits

Heritage In-Network

Out-of-Network

Plan Name: CORE PLAN - HERITAGE - $2750 30%/50% $5500 $20; ER $250*

Diabetes Health Education (DE)

Unlimited

Covered in Full

Not Covered

Preventive Colon Health

Unlimited; no internal frequency limit

Covered in Full

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Shared with In-Network Deductible,

Nutritional Therapy (Diabetes) Unlimited Covered in Full then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum
Shared with In-Network Deductible,

Nutritional Therapy (Non-Diabetes) Unlimited Covered in Full then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

CHRONIC CONDITION MANAGEMENT PROGRAMS

Diabetes Prevention Program Included

Diabetes Management Included

Hypertension Management Included

Weight Management Excluded

PROFESSIONAL CARE

Professional Office Visit

$20 Copay, applies to the $5,500 PCY
Out of Pocket Maximum

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Telemedicine with Traditional
Providers - General Medical

$20 Copay, applies to the $5,500 PCY
Out of Pocket Maximum

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Naturopathy Services

$20 Copay, applies to the $5,500 PCY
Out of Pocket Maximum

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

VIRTUAL CARE SERVICES

Telemedicine - General Medical
(Virtual Care Only)

$20 Copay, applies to the $5,500 PCY
Out of Pocket Maximum

Not Covered

Telemedicine - Mental Health (Virtual
Care Only)

Subject to Mental Health Outpatient
Professional Care In-Network Cost
Share

Not Covered

Telemedicine - Mental Health for
Children (Virtual Care Only)

Not Covered

Not Covered
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Product Name: Your Choice NGF -
Large Group - 1/2024

Specification and Benefit Limits

Heritage In-Network

Out-of-Network

Plan Name: CORE PLAN - HERITAGE - $2750 30%/50% $5500 $20; ER $250*

Telemedicine - Chemical Dependency
(Virtual Care Only)

Subject to Chemical Dependency
Outpatient Office Visit

Not Covered

Telemedicine - Outpatient Rehab
(Virtual Care Only)

Shared with Rehab Outpatient Care

Subject to Rehab Outpatient Care In-
Network Cost Share

Not Covered

ALTERNATIVE CARE
. Shared with In-Network Deductible,
Acupuncture 12 visits PCY 520 Copay, applies to the‘S5,5OO PCY then 50% Coinsurance, applies to
Out of Pocket Maximum S )
Unlimited Out of Pocket Maximum
. Shared with In-Network Deductible,
Manipulations (Spinal and Other) 12 visits PCY 520 Copay, applies to the 55,500 PCY then 50% Coinsurance, applies to

Out of Pocket Maximum

Unlimited Out of Pocket Maximum

Therapeutic Massage Therapy

Not Covered

Not Covered

Not Covered

CHEMICAL DEPENDENCY & MENTAL HEALTH

Chemical Dependency Inpatient

$2,750 PCY Deductible, then 30%

Shared with In-Network Deductible,

Eacility Care Unlimited Coinsurance, applies to $5,500 PCY then 50% Coinsurance, applies to
y Out of Pocket Maximum Unlimited Out of Pocket Maximum
Chemical Dependency Outpatient $2,750 PCY Deductible, then 30% Shared with In-Network Deductible,
Facility Care P y Putp Unlimited Coinsurance, applies to $5,500 PCY then 50% Coinsurance, applies to
y Out of Pocket Maximum Unlimited Out of Pocket Maximum
) . . Shared with In-Network Deductible,
Chem|ca| Dependency Outpatient Unlimited $20 Copay, applies to the'S5,500 PCY then 50% Coinsurance, applies to
Professional Care Out of Pocket Maximum - )
Unlimited Out of Pocket Maximum
$2,750 PCY Deductible, then 30% Shared with In-Network Deductible,
Mental Health Inpatient Facility Care Unlimited Coinsurance, applies to $5,500 PCY then 50% Coinsurance, applies to
Out of Pocket Maximum Unlimited Out of Pocket Maximum
Mental Health Outpatient Facilit $2,750 PCY Deductible, then 30% Shared with In-Network Deductible,
Care P y Unlimited Coinsurance, applies to $5,500 PCY then 50% Coinsurance, applies to
Out of Pocket Maximum Unlimited Out of Pocket Maximum
. . Shared with In-Network Deductible,
Mental Health Outpatient Unlimited $20 Copay, applies to the $5,500 PCY then 50% Coinsurance, applies to

Professional Care

Out of Pocket Maximum

Unlimited Out of Pocket Maximum

Mental Health Residential Care

$2,750 PCY Deductible, then 30%
Coinsurance, applies to $5,500 PCY
Out of Pocket Maximum

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

REHABILITATION & NEURO

.
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Product Name: Your Choice NGF -
Large Group - 1/2024

Specification and Benefit Limits

Heritage In-Network

Out-of-Network

Plan Name: CORE PLAN - HERITAGE - $2750 30%/50% $5500 $20; ER $250*

Psychological & Neuropsychological

$2,750 PCY Deductible, then 30%

Shared with In-Network Deductible,

Testing & Evaluation (Shared with Unlimited Coinsurance, applies to $5,500 PCY then 50% Coinsurance, applies to
Rehab, Neuro Dev & Mental Health) Out of Pocket Maximum Unlimited Out of Pocket Maximum
$2,750 PCY Deductible, then 30% Shared with In-Network Deductible,
Rehab Inpatient Facility 30 days PCY Coinsurance, applies to $5,500 PCY then 50% Coinsurance, applies to
Out of Pocket Maximum Unlimited Out of Pocket Maximum
Rehab Outpatient Care, Including ‘ Shared with In-Network Deductible,
Physical, Occupational, Speech and 45 visits PCY 520 Cogizlo?prpo'flfettol\}lgiisn‘i?O PCY then 50% Coinsurance, applies to
Massage Therapy, and Chronic Pain Unlimited Out of Pocket Maximum
Rehab Outpatient Care Chronic . Shared with In-Network Deductible,
Conditions, Including Cardiac, 520 Cogiglo?pPchfsettol\}Igii%ﬁ(ﬁ)0 PCY then 50% Coinsurance, applies to
Pulmonary Rehab, and Cancer Unlimited Out of Pocket Maximum
OTHER SERVICES
$2,750 PCY Deductible, then 30% Shared with In-Network Deductible,
Allergy/Therapeutic Injections Coinsurance, applies to $5,500 PCY then 50% Coinsurance, applies to
Out of Pocket Maximum Unlimited Out of Pocket Maximum
Medical Supplies (MS), Equipment $2,750 PCY Deductible, then 30% Shared with In-Network Deductible,
bp  =AUIP Unlimited Coinsurance, applies to $5,500 PCY then 50% Coinsurance, applies to

(ME), Prosthetics (Pro)

Out of Pocket Maximum

Unlimited Out of Pocket Maximum

Foot Orthotics, Orthopedic Shoes and
Accessories

3300 PCY; Includes orthotics and
orthopedic shoes

$2,750 PCY Deductible, then 30%
Coinsurance, applies to $5,500 PCY
Out of Pocket Maximum

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Transplants

Unlimited

Covered as any other service

Not Covered

Orthognathic/Maxillofacial Care

Not Covered

Not Covered

Not Covered

TMJ (Temporomandibular Joint
Disorders)

Unlimited (Medical and Dental services -
Medical and Dental cost shares based on
type of service)

Covered as any other service

Covered as any other service

End Stage Renal Disease (ESRD)
During Medicare's Waiting Period

$2,750 PCY Deductible, then 30%
Coinsurance, applies to $5,500 PCY
Out of Pocket Maximum

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

End Stage Renal Disease (ESRD)
After Medicare's Waiting Period

Without Premium Reimbursement

Covered in Full

Covered in Full

Bariatric Surgery

Not Covered

Not Covered

Not Covered

SUPPLEMENTAL BENEFITS
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Product Name: Your Choice NGF -
Large Group - 1/2024

Specification and Benefit Limits

Heritage In-Network

Out-of-Network

Plan Name: CORE PLAN - HERITAGE - $2750 30%/50% $5500 $20; ER $250*

Routine Vision Exam

Not Covered

Not Covered

Not Covered

Vision Hardware

Not Covered

Not Covered

Not Covered

Pediatric Vision Exam

Not Covered

Not Covered

Not Covered

Pediatric Vision Hardware

Not Covered

Not Covered

Not Covered

Routine Hearing Exam

1PCY

$20 Copay

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Hearing Hardware

Not Covered

Not Covered

Not Covered

ADMINISTRATIVE OPTIONS

BlueCard/National Coverage
Program

(Default) In-network and Out of network
PPO network

Extended Payment Integrity Services

Included

Fiduciary Services

Excluded

*This plan is self-funded by Aegis Senior Communities, LLC, which means that this group is financially responsible for the payment of plan benefits. The group has contracted with Premera Blue Cross, an independent Licensee of the Blue
Cross Blue Shield Association, to perform administrative duties, including the processing of claims, under the plan. Premera Blue Cross does not insure the benefits of this plan.

Prior Authorization is required for many services to be covered. For more information please refer to your benefit booklet.

PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross. Members are responsible for amounts in excess of the allowable charge.

This is not a complete explanation of covered services, exclusions, limitations, reductions, or the terms of the plan. This benefit summary is not a contract and may change. Please see your benefit booklet or call Customer Service for full
coverage information including a description of waiting periods, limitations, and exclusions.
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Benefit Summary Report

Aegis Senior Communities, LLC

Group Number: 1007261
Effective Date: 04/01/2024

Product Name: Your Choice NGF -
Large Group - 1/2024

Specification and Benefit Limits

Heritage In-Network

Out-of-Network

Plan Name: BUY UP PLAN - HERITAGE - $1250 20%/40% $4500 $20; ER $250*

MEDICAL COST SHARE OPTIONS

Individual Deductible PCY

Family embedded deductible 3X
Individual

$1,250

Shared with In-Network

Fourth Quarter Deductible Carryover

Excluded

Coinsurance (Member's percentage
of costs after deductible based on
allowable charges)

20%

40%

Individual Out of Pocket Maximum
PCY, includes deductible,
coinsurance, copay and pharmacy if
applicable

Family embedded OOP max 2X Individual

$4,500

Unlimited

Office Visit Cost Share

$20 Copay, applies to the $4,500 Out
of Pocket Maximum

Shared with In-Network Deductible,
then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Kinwell Connect Cost Share Waiver

Included

All services rendered and billed by any
Kinwell clinic are covered in full (waive
deductible, 0%)

Not Applicable

Annual Plan Maximum

Unlimited

Unlimited

Health coverage meets the minimum
value standard for benefits provided

Self Funded - No calculation

FACILITY CARE

Inpatient Facility

$1,250 Deductible, then 20%
Coinsurance, applies to $4,500 Out of
Pocket Maximum

Shared with In-Network Deductible,
then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Inpatient Professional Services

$1,250 Deductible, then 20%
Coinsurance, applies to $4,500 Out of
Pocket Maximum

Shared with In-Network Deductible,
then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum
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Product Name: Your Choice NGF - e e )
Large Group - 1/2024 Specification and Benefit Limits Heritage In-Network Out-of-Network
Plan Name: BUY UP PLAN - HERITAGE - $1250 20%/40% $4500 $20; ER $250*
$1,250 Deductible, then 20% Shared with In-Network Deductible,
Outpatient Surgery Facility Coinsurance, applies to $4,500 Out of then 40% Coinsurance, applies to
Pocket Maximum Unlimited Out of Pocket Maximum
$1,250 Deductible, then 20% Shared with In-Network Deductible,
Outpatient Facility Coinsurance, applies to $4,500 Out of then 40% Coinsurance, applies to
Pocket Maximum Unlimited Out of Pocket Maximum
60 days PCY; includes room and board, $1,250 Deductible, then 20% Shared with In-Network Deductible,
Skilled Nursing Facility and facility billed professional and Coinsurance, applies to $4,500 Out of then 40% Coinsurance, applies to
ancillary fees Pocket Maximum Unlimited Out of Pocket Maximum
HOSPICE & HOME HEALTH CARE
10 davs Inpatient: within the 6 month $1,250 Deductible, then 20% Shared with In-Network Deductible,
Hospice Inpatient Facility y Iiﬁgetime'maximum Coinsurance, applies to $4,500 Out of then 40% Coinsurance, applies to
Pocket Maximum Unlimited Out of Pocket Maximum
Hospice Home Visits: Unlimited; Respite: $1,250 Deductible, then 20% Shared with In-Network Deductible,
Hospice Care 240 hours; within the 6 month lifetime Coinsurance, applies to $4,500 Out of then 40% Coinsurance, applies to
maximum Pocket Maximum Unlimited Out of Pocket Maximum
$1,250 Deductible, then 20% Shared with In-Network Deductible,
Home Health Care 130 visits PCY Coinsurance, applies to $4,500 Out of then 40% Coinsurance, applies to
Pocket Maximum Unlimited Out of Pocket Maximum
MATERNITY & REPRODUCTIVE CARE
Coverage for subscriber spouse $1,250 Deductible, then 20% Shared with In-Network Deductible,
Inpatient Facility - Maternity 9 dependent /5P ' Coinsurance, applies to $4,500 Out of then 40% Coinsurance, applies to
P Pocket Maximum Unlimited Out of Pocket Maximum
Maternity Prenatal, Delivery and Coverage for subscriber, spouse 51,250 Deductible, then 20% Shared with In-Network Deductible,
Postnatayl Care ' y 9 dependent 5P ' Coinsurance, applies to $4,500 Out of then 40% Coinsurance, applies to
P Pocket Maximum Unlimited Out of Pocket Maximum
Obstetrical Care for Dependent
Yes
Daughters
Shared with In-Network Deductible,
Contraceptive Management Unlimited Covered in Full then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum
Shared with In-Network Deductible,
Sterilization - Female Unlimited Covered in Full then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum
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Product Name: Your Choice NGF -
Large Group - 1/2024

Specification and Benefit Limits

Heritage In-Network

Out-of-Network

Plan Name: BUY UP PLAN - HERITAGE - $1250 20%/40% $4500 $20; ER $250*

Sterilization - Male

Unlimited

$1,250 Deductible, then 20%
Coinsurance, applies to $4,500 Out of
Pocket Maximum

Shared with In-Network Deductible,
then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Infertility/Assisted Reproductive
Services

Not Covered

Not Covered

Not Covered

Elective Termination of Pregnancy

$1,250 Deductible, then 20%
Coinsurance, applies to $4,500 Out of
Pocket Maximum

Shared with In-Network Deductible,
then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Therapeutic Termination of
Pregnancy

$1,250 Deductible, then 20%
Coinsurance, applies to $4,500 Out of
Pocket Maximum

Shared with In-Network Deductible,
then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum

PREMERA DESIGNATED CENTERS OF

EXCELLENCE

Centers of Excellence for Knee & Hip

Total Joint Replacement (Including Included Covered as any other service Covered as any other service
Partial & Revisions)
Centers of Excellence for Maternity Included Covered as any other service Covered as any other service

MEDICAL TRANSPORTATION BENEFITS

Centers of Excellence Travel and
Care Coordination

Not Covered

Not Covered

Not Covered

Cellular Immunotherapy and Gene
Therapy Travel

Not Covered

Not Covered

Not Covered

Transplant Travel & Lodging

$7,500 per transplant

$1,250 Deductible, 0% Coinsurance,
applies to $4,500 Out of Pocket
Maximum

31,250 Deductible, 0% Coinsurance,
applies to $4,500 Out of Pocket
Maximum

Medical Transportation - State
Restricted Care

Not Covered

Not Covered

Not Covered

EMERGENCY CARE AND TRANSPORTATION

Emergency Care (Waive copay if
admitted to inpatient facility)

$250 Copay then $1,250 Deductible
and 20% Coinsurance; all cost shares
apply to the $4,500 Out of Pocket
Maximum

$250 Copay then $1,250 Deductible
and 20% Coinsurance; all cost shares
apply to the $4,500 Out of Pocket
Maximum

Emergency Room Physician

$1,250 Deductible, then 20%
Coinsurance, applies to $4,500 Out of
Pocket Maximum

$1,250 Deductible, then 20%
Coinsurance, applies to $4,500 Out of
Pocket Maximum
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Product Name: Your Choice NGF -

Large Group - 1/2024 Specification and Benefit Limits

Heritage In-Network

Out-of-Network

Plan Name: BUY UP PLAN - HERITAGE - $1250 20%/40% $4500 $20; ER $250*

Urgent Care Center

$30 copay

Ded/Coins

$1,250 Deductible, then 20%

$1,250 Deductible, then 20%

Pocket Maximum

Ambulance Transportation Unlimited Coinsurance, applies to $4,500 Out of Coinsurance, applies to $4,500 Out of
Pocket Maximum Pocket Maximum
$1,250 Deductible, then 20% $1,250 Deductible, then 20%
Air Ambulance Unlimited Coinsurance, applies to $4,500 Out of Coinsurance, applies to $4,500 Out of

Pocket Maximum

DIAGNOSTIC SERVICES

Preventive Professional Diagnostic
Imaging and Laboratory Services -
Including PAP/PSA

Covered in Full

Shared with In-Network Deductible,
then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Professional Diagnostic Major
Imaging

$1,250 Deductible, then 20%
Coinsurance, applies to $4,500 Out of
Pocket Maximum

Shared with In-Network Deductible,
then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Other Professional Diagnostic
Imaging

$1,250 Deductible, then 20%
Coinsurance, applies to $4,500 Out of
Pocket Maximum

Shared with In-Network Deductible,
then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Other Professional Diagnostic
Laboratory/Pathology

$1,250 Deductible, then 20%
Coinsurance, applies to $4,500 Out of
Pocket Maximum

Shared with In-Network Deductible,
then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Preventive Mammography

Covered in Full

Shared with In-Network Deductible,
then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Diagnostic Mammography

Covered in Full

Shared with In-Network Deductible,
then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Supplemental Breast Exam

Covered in Full

Covered as any other service

PREVENTIVE CARE OPTIONS AND HEALTH EDUCATION

Preventive Office Visit Unlimited Covered in Full Not Covered
Immunizations Unlimited Covered in Full Not Covered
iqe:SS:ﬁHT;?Z%?'éag;?[%ﬁrov'ded ata Unlimited Covered in Full Covered in Full
Health Education (HE) Unlimited Covered in Full Not Covered
Nicotine Dependency Programs (ND) Unlimited Covered in Full Not Covered
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Product Name: Your Choice NGF -
Large Group - 1/2024

Specification and Benefit Limits

Heritage In-Network

Out-of-Network

Plan Name: BUY UP PLAN - HERITAGE - $1250 20%/40% $4500 $20; ER $250*

Diabetes Health Education (DE)

Unlimited

Covered in Full

Not Covered

Preventive Colon Health

Unlimited; no internal frequency limit

Covered in Full

Shared with In-Network Deductible,
then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Shared with In-Network Deductible,

Nutritional Therapy (Diabetes) Unlimited Covered in Full then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum
Shared with In-Network Deductible,

Nutritional Therapy (Non-Diabetes) Unlimited Covered in Full then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum

CHRONIC CONDITION MANAGEMENT PROGRAMS

Diabetes Prevention Program Included

Diabetes Management Included

Hypertension Management Included

Weight Management Excluded

PROFESSIONAL CARE

Professional Office Visit

$20 Copay, applies to the $4,500 Out
of Pocket Maximum

Shared with In-Network Deductible,
then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Telemedicine with Traditional
Providers - General Medical

$20 Copay, applies to the $4,500 Out
of Pocket Maximum

Shared with In-Network Deductible,
then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Naturopathy Services

$20 Copay, applies to the $4,500 Out
of Pocket Maximum

Shared with In-Network Deductible,
then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum

VIRTUAL CARE SERVICES

Telemedicine - General Medical
(Virtual Care Only)

$20 Copay, applies to the $4,500 Out
of Pocket Maximum

Not Covered

Telemedicine - Mental Health (Virtual
Care Only)

Subject to Mental Health Outpatient
Professional Care In-Network Cost
Share

Not Covered

Telemedicine - Mental Health for
Children (Virtual Care Only)

Not Covered

Not Covered

1-K21COG Rev #1 Q

0957850-02

2/12/2024 01:15 PM

Page 28 of 56

Independent Licensee of the Blue Cross Blue Shield Association




Product Name: Your Choice NGF -
Large Group - 1/2024

Specification and Benefit Limits

Heritage In-Network

Out-of-Network

Plan Name: BUY UP PLAN - HERITAGE - $1250 20%/40% $4500 $20; ER $250*

Telemedicine - Chemical Dependency
(Virtual Care Only)

Subject to Chemical Dependency
Outpatient Office Visit

Not Covered

Telemedicine - Outpatient Rehab
(Virtual Care Only)

Shared with Rehab Outpatient Care

Subject to Rehab Outpatient Care In-
Network Cost Share

Not Covered

of Pocket Maximum

ALTERNATIVE CARE
) Shared with In-Network Deductible,
Acupuncture 12 visits PCY 520 COpg}/’F?sglleetsl\;(;zﬁfrimo Out then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum
) Shared with In-Network Deductible,
Manipulations (Spinal and Other) 12 visits PCY 520 Copay, applies to the 54,500 Out then 40% Coinsurance, applies to

Unlimited Out of Pocket Maximum

Therapeutic Massage Therapy

Not Covered

Not Covered

Not Covered

CHEMICAL DEPENDENCY & MENTAL HEALTH

Chemical Dependency Inpatient

$1,250 Deductible, then 20%

Shared with In-Network Deductible,

Professional Care

of Pocket Maximum

Facility Care Unlimited Coinsurance, applies to $4,500 Out of then 40% Coinsurance, applies to
y Pocket Maximum Unlimited Out of Pocket Maximum
Chemical Dependency Outpatient $1,250 Deductible, then 20% Shared with In-Network Deductible,
Facility Care P y Putp Unlimited Coinsurance, applies to $4,500 Out of then 40% Coinsurance, applies to
y Pocket Maximum Unlimited Out of Pocket Maximum
) . . Shared with In-Network Deductible,
Chem|ca| Dependency Outpatient Unlimited $20 Copay, applies to the $4,500 Out then 40% Coinsurance, applies to
Professional Care of Pocket Maximum L )
Unlimited Out of Pocket Maximum
$1,250 Deductible, then 20% Shared with In-Network Deductible,
Mental Health Inpatient Facility Care Unlimited Coinsurance, applies to $4,500 Out of then 40% Coinsurance, applies to
Pocket Maximum Unlimited Out of Pocket Maximum
‘ . $1,250 Deductible, then 20% Shared with In-Network Deductible,
l(\)/laerrétal Health Outpatient Facility Unlimited Coinsurance, applies to $4,500 Out of then 40% Coinsurance, applies to
Pocket Maximum Unlimited Out of Pocket Maximum
. . Shared with In-Network Deductible,
Mental Health Outpatient Unlimited $20 Copay, applies to the $4,500 Out then 40% Coinsurance, applies to

Unlimited Out of Pocket Maximum

Mental Health Residential Care

$1,250 Deductible, then 20%
Coinsurance, applies to $4,500 Out of
Pocket Maximum

Shared with In-Network Deductible,
then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum

REHABILITATION & NEURO
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Product Name: Your Choice NGF -

Large Group - 1/2024 Specification and Benefit Limits Heritage In-Network Out-of-Network

Plan Name: BUY UP PLAN - HERITAGE - $1250 20%/40% $4500 $20; ER $250*

Psychological & Neuropsychological $1,250 Deductible, then 20% Shared with In-Network Deductible,
Testing & Evaluation (Shared with Unlimited Coinsurance, applies to $4,500 Out of then 40% Coinsurance, applies to
Rehab, Neuro Dev & Mental Health) Pocket Maximum Unlimited Out of Pocket Maximum
$1,250 Deductible, then 20% Shared with In-Network Deductible,
Rehab Inpatient Facility 30 days PCY Coinsurance, applies to $4,500 Out of then 40% Coinsurance, applies to
Pocket Maximum Unlimited Out of Pocket Maximum

Shared with In-Network Deductible,
then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Rehab Outpatient Care, Including
Physical, Occupational, Speech and 45 visits PCY
Massage Therapy, and Chronic Pain

$20 Copay, applies to the $4,500 Out
of Pocket Maximum

Rehab Outpatient Care Chronic
Conditions, Including Cardiac,
Pulmonary Rehab, and Cancer

Shared with In-Network Deductible,
then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum

$20 Copay, applies to the $4,500 Out
of Pocket Maximum

OTHER SERVICES
$1,250 Deductible, then 20% Shared with In-Network Deductible,
Allergy/Therapeutic Injections Coinsurance, applies to $4,500 Out of then 40% Coinsurance, applies to
Pocket Maximum Unlimited Out of Pocket Maximum
Medical Supplies (MS), Equipment $1,250 Deductible, then 20% Shared with In-Network Deductible,
(ME) Prostﬁgtics (Pro)l quip Unlimited Coinsurance, applies to $4,500 Out of then 40% Coinsurance, applies to
' Pocket Maximum Unlimited Out of Pocket Maximum
. . : . $1,250 Deductible, then 20% Shared with In-Network Deductible,
iggégsrg:g;cs’ Orthopedic Shoes and 3300 PC(\)(r,tIhnglLé((jjiecsshr’éZosncs and Coinsurance, applies to $4,500 Out of then 40% Coinsurance, applies to
P Pocket Maximum Unlimited Out of Pocket Maximum
Transplants Unlimited Covered as any other service Not Covered
Orthognathic/Maxillofacial Care Not Covered Not Covered Not Covered

Unlimited (Medical and Dental services -

TMJ (Temporomandibular Joint Medical and Dental cost shares based on Covered as any other service Covered as any other service

Disorders) type of service)

End Stage Renal Disease (ESRD) oo $1,250 Deduc|;t|ble, tgjr;gé)é f Sfp}areig\é)tgln—Network DedTJ.cUble,

During Medicare's Waiting Period oinsurance, applies tp : uto t en 40% Coinsurance, applies to
Pocket Maximum Unlimited Out of Pocket Maximum

End Stage. Ren?' D'S??Se (ES.RD) Without Premium Reimbursement Covered in Full Covered in Full

After Medicare's Waiting Period

Bariatric Surgery Not Covered Not Covered Not Covered

SUPPLEMENTAL BENEFITS
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Product Name: Your Choice NGF -
Large Group - 1/2024

Specification and Benefit Limits

Heritage In-Network

Out-of-Network

Plan Name: BUY UP PLAN - HERITAGE - $1250 20%/40% $4500 $20; ER $250*

Routine Vision Exam

Not Covered

Not Covered

Not Covered

Vision Hardware

Not Covered

Not Covered

Not Covered

Pediatric Vision Exam

Not Covered

Not Covered

Not Covered

Pediatric Vision Hardware

Not Covered

Not Covered

Not Covered

Routine Hearing Exam

1PCY

$20 Copay

Shared with In-Network Deductible,
then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Hearing Hardware

Not Covered

Not Covered

Not Covered

ADMINISTRATIVE OPTIONS

BlueCard/National Coverage
Program

(Default) In-network and Out of network
PPO network

Extended Payment Integrity Services

Included

Fiduciary Services

Excluded

*This plan is self-funded by Aegis Senior Communities, LLC, which means that this group is financially responsible for the payment of plan benefits. The group has contracted with Premera Blue Cross, an independent Licensee of the Blue

Cross Blue Shield Association, to perform administrative duties, including the processing of claims, under the plan. Premera Blue Cross does not insure the benefits of this plan.

Prior Authorization is required for many services to be covered. For more information please refer to your benefit booklet.

PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross. Members are responsible for amounts in excess of the allowable charge.

This is not a complete explanation of covered services, exclusions, limitations, reductions, or the terms of the plan. This benefit summary is not a contract and may change. Please see your benefit booklet or call Customer Service for full
coverage information including a description of waiting periods, limitations, and exclusions.
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Benefit Summary Report

Aegis Senior Communities, LLC

Group Number: 1007261
Effective Date: 04/01/2024

Product Name: Your Choice NGF -
Large Group - 1/2024

Specification and Benefit Limits

Heritage Prime In-Network

Out-of-Network

Plan Name: CORE PLAN - HERITAGE PRIME $2750 30%/50% $5500 $20; ER $250*

MEDICAL COST SHARE OPTIONS

Individual Deductible PCY

Family embedded deductible 3X
Individual

$2,750 PCY

Shared with In-Network

Fourth Quarter Deductible Carryover

Excluded

Coinsurance (Member's percentage
of costs after deductible based on
allowable charges)

30%

50%

Individual Out of Pocket Maximum
PCY, includes deductible,
coinsurance, copay and pharmacy if
applicable

Family embedded OOP max 2X Individual

$5,500 PCY

Unlimited

Office Visit Cost Share

$20 Copay, applies to the $5,500 PCY
Out of Pocket Maximum

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Kinwell Connect Cost Share Waiver

Included

All services rendered and billed by any
Kinwell clinic are covered in full (waive
deductible, 0%)

Not Applicable

Annual Plan Maximum

Unlimited

Unlimited

Health coverage meets the minimum
value standard for benefits provided

Self Funded - No calculation

FACILITY CARE

Inpatient Facility

$2,750 PCY Deductible, then 30%
Coinsurance, applies to $5,500 PCY
Out of Pocket Maximum

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Inpatient Professional Services

$2,750 PCY Deductible, then 30%
Coinsurance, applies to $5,500 PCY
Out of Pocket Maximum

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum
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Product Name: Your Choice NGF -
Large Group - 1/2024

Specification and Benefit Limits

Heritage Prime In-Network

Out-of-Network

Plan Name: CORE PLAN - HERITAGE PRIME $2750 30%/50% $5500 $20; ER $250*

Outpatient Surgery Facility

$2,750 PCY Deductible, then 30%
Coinsurance, applies to $5,500 PCY
Out of Pocket Maximum

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Outpatient Facility

$2,750 PCY Deductible, then 30%
Coinsurance, applies to $5,500 PCY
Out of Pocket Maximum

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Skilled Nursing Facility

60 days PCY; includes room and board,

and facility billed professional and
ancillary fees

$2,750 PCY Deductible, then 30%
Coinsurance, applies to $5,500 PCY
Out of Pocket Maximum

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

HOSPICE & HOME HEALTH CARE

Hospice Inpatient Facility

10 days Inpatient; within the 6 month
lifetime maximum

$2,750 PCY Deductible, then 30%
Coinsurance, applies to $5,500 PCY
Out of Pocket Maximum

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Hospice Care

Hospice Home Visits: Unlimited; Respite:

240 hours; within the 6 month lifetime
maximum

$2,750 PCY Deductible, then 30%
Coinsurance, applies to $5,500 PCY
Out of Pocket Maximum

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Home Health Care

130 visits PCY

$2,750 PCY Deductible, then 30%
Coinsurance, applies to $5,500 PCY
Out of Pocket Maximum

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

MATERNITY & REPRODUCTIVE CARE

Inpatient Facility - Maternity

Coverage for subscriber, spouse,
dependent

$2,750 PCY Deductible, then 30%
Coinsurance, applies to $5,500 PCY
Out of Pocket Maximum

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Maternity Prenatal, Delivery and

Coverage for subscriber, spouse,

$2,750 PCY Deductible, then 30%
Coinsurance, applies to $5,500 PCY

Shared with In-Network Deductible,
then 50% Coinsurance, applies to

S dependent Out of Pocket Maximum Unlimited Out of Pocket Maximum
Obstetrical Care for Dependent
Yes
Daughters
Shared with In-Network Deductible,
Contraceptive Management Unlimited Covered in Full then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum
Shared with In-Network Deductible,
Sterilization - Female Unlimited Covered in Full then 50% Coinsurance, applies to

Unlimited Out of Pocket Maximum
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Product Name: Your Choice NGF -
Large Group - 1/2024

Specification and Benefit Limits

Heritage Prime In-Network

Out-of-Network

Plan Name: CORE PLAN - HERITAGE PRIME $2750 30%/50% $5500 $20; ER $250*

Sterilization - Male

Unlimited

$2,750 PCY Deductible, then 30%
Coinsurance, applies to $5,500 PCY
Out of Pocket Maximum

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Infertility/Assisted Reproductive
Services

Not Covered

Not Covered

Not Covered

Elective Termination of Pregnancy

$2,750 PCY Deductible, then 30%
Coinsurance, applies to $5,500 PCY
Out of Pocket Maximum

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Therapeutic Termination of
Pregnancy

$2,750 PCY Deductible, then 30%
Coinsurance, applies to $5,500 PCY
Out of Pocket Maximum

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

PREMERA DESIGNATED CENTERS OF EXCELLENCE

Centers of Excellence for Knee & Hip

Total Joint Replacement (Including Included Covered as any other service Covered as any other service
Partial & Revisions)
Centers of Excellence for Maternity Included Covered as any other service Covered as any other service

MEDICAL TRANSPORTATION BENEFITS

Centers of Excellence Travel and
Care Coordination

Not Covered

Not Covered

Not Covered

Cellular Immunotherapy and Gene
Therapy Travel

Not Covered

Not Covered

Not Covered

Transplant Travel & Lodging

$7,500 per transplant

$2,750 PCY Deductible, 0%
Coinsurance, applies to $5,500 PCY
Out of Pocket Maximum

$2,750 PCY Deductible, 0%
Coinsurance, applies to $5,500 PCY Out
of Pocket Maximum

Medical Transportation - State
Restricted Care

Not Covered

Not Covered

Not Covered

EMERGENCY CARE AND TRANSPORTATION

Emergency Care (Waive copay if
admitted to inpatient facility)

$250 Copay then $2,750 PCY
Deductible and 30% Coinsurance; all
cost shares apply to the $5,500 PCY
Out of Pocket Maximum

$250 Copay then $2,750 PCY
Deductible and 30% Coinsurance; all
cost shares apply to the $5,500 PCY
Out of Pocket Maximum

Emergency Room Physician

$2,750 PCY Deductible, then 30%
Coinsurance, applies to $5,500 PCY
Out of Pocket Maximum

$2,750 PCY Deductible, then 30%
Coinsurance, applies to $5,500 PCY Out
of Pocket Maximum
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Product Name: Your Choice NGF -

Large Group - 1/2024 Specification and Benefit Limits

Heritage Prime In-Network

Out-of-Network

Plan Name: CORE PLAN - HERITAGE PRIME $2750 30%/50% $5500 $20; ER $250*

Urgent Care Center

$35 Copay

Ded/Coins

$2,750 PCY Deductible, then 30%

$2,750 PCY Deductible, then 30%

Out of Pocket Maximum

Ambulance Transportation Unlimited Coinsurance, applies to $5,500 PCY Coinsurance, applies to $5,500 PCY Out
Out of Pocket Maximum of Pocket Maximum
$2,750 PCY Deductible, then 30% $2,750 PCY Deductible, then 30%
Air Ambulance Unlimited Coinsurance, applies to $5,500 PCY Coinsurance, applies to $5,500 PCY Out

of Pocket Maximum

DIAGNOSTIC SERVICES

Preventive Professional Diagnostic
Imaging and Laboratory Services -
Including PAP/PSA

Covered in Full

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Professional Diagnostic Major
Imaging

$2,750 PCY Deductible, then 30%
Coinsurance, applies to $5,500 PCY
Out of Pocket Maximum

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Other Professional Diagnostic
Imaging

$2,750 PCY Deductible, then 30%
Coinsurance, applies to $5,500 PCY
Out of Pocket Maximum

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Other Professional Diagnostic
Laboratory/Pathology

$2,750 PCY Deductible, then 30%
Coinsurance, applies to $5,500 PCY
Out of Pocket Maximum

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Preventive Mammography

Covered in Full

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Diagnostic Mammography

Covered in Full

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Supplemental Breast Exam

Covered in Full

Covered as any other service

PREVENTIVE CARE OPTIONS AND HEALTH EDUCATION

Preventive Office Visit Unlimited Covered in Full Not Covered
Immunizations Unlimited Covered in Full Not Covered
iqe:SS:ﬁHT;?Z%?'éag;?[%ﬁrov'ded ata Unlimited Covered in Full Covered in Full
Health Education (HE) Unlimited Covered in Full Not Covered
Nicotine Dependency Programs (ND) Unlimited Covered in Full Not Covered
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Product Name: Your Choice NGF -
Large Group - 1/2024

Specification and Benefit Limits

Heritage Prime In-Network

Out-of-Network

Plan Name: CORE PLAN - HERITAGE PRIME $2750 30%/50% $5500 $20; ER $250*

Diabetes Health Education (DE)

Unlimited

Covered in Full

Not Covered

Preventive Colon Health

Unlimited; no internal frequency limit

Covered in Full

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Shared with In-Network Deductible,

Nutritional Therapy (Diabetes) Unlimited Covered in Full then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum
Shared with In-Network Deductible,

Nutritional Therapy (Non-Diabetes) Unlimited Covered in Full then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

CHRONIC CONDITION MANAGEMENT PROGRAMS

Diabetes Prevention Program Included

Diabetes Management Included

Hypertension Management Included

Weight Management Excluded

PROFESSIONAL CARE

Professional Office Visit

$20 Copay, applies to the $5,500 PCY
Out of Pocket Maximum

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Telemedicine with Traditional
Providers - General Medical

$20 Copay, applies to the $5,500 PCY
Out of Pocket Maximum

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Naturopathy Services

$20 Copay, applies to the $5,500 PCY
Out of Pocket Maximum

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

VIRTUAL CARE SERVICES

Telemedicine - General Medical
(Virtual Care Only)

$20 Copay, applies to the $5,500 PCY
Out of Pocket Maximum

Not Covered

Care Only)

Telemedicine - Mental Health (Virtual

Subject to Mental Health Outpatient
Professional Care In-Network Cost
Share

Not Covered

Telemedicine - Mental Health for
Children (Virtual Care Only)

Not Covered

Not Covered
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Product Name: Your Choice NGF -
Large Group - 1/2024

Specification and Benefit Limits

Heritage Prime In-Network

Out-of-Network

Plan Name: CORE PLAN - HERITAGE PRIME $2750 30%/50% $5500 $20; ER $250*

Telemedicine - Chemical Dependency
(Virtual Care Only)

Subject to Chemical Dependency
Outpatient Office Visit

Not Covered

Telemedicine - Outpatient Rehab
(Virtual Care Only)

Shared with Rehab Outpatient Care

Subject to Rehab Outpatient Care In-
Network Cost Share

Not Covered

ALTERNATIVE CARE
. Shared with In-Network Deductible,
Acupuncture 12 visits PCY 520 Copay, applies to the‘S5,5OO PCY then 50% Coinsurance, applies to
Out of Pocket Maximum S )
Unlimited Out of Pocket Maximum
. Shared with In-Network Deductible,
Manipulations (Spinal and Other) 12 visits PCY 520 Copay, applies to the 55,500 PCY then 50% Coinsurance, applies to

Out of Pocket Maximum

Unlimited Out of Pocket Maximum

Therapeutic Massage Therapy

Not Covered

Not Covered

Not Covered

CHEMICAL DEPENDENCY & MENTAL HEALTH

Chemical Dependency Inpatient

$2,750 PCY Deductible, then 30%

Shared with In-Network Deductible,

Eacility Care Unlimited Coinsurance, applies to $5,500 PCY then 50% Coinsurance, applies to
y Out of Pocket Maximum Unlimited Out of Pocket Maximum
Chemical Dependency Outpatient $2,750 PCY Deductible, then 30% Shared with In-Network Deductible,
Facility Care P y Putp Unlimited Coinsurance, applies to $5,500 PCY then 50% Coinsurance, applies to
y Out of Pocket Maximum Unlimited Out of Pocket Maximum
) . . Shared with In-Network Deductible,
Chem|ca| Dependency Outpatient Unlimited $20 Copay, applies to the'S5,500 PCY then 50% Coinsurance, applies to
Professional Care Out of Pocket Maximum - )
Unlimited Out of Pocket Maximum
$2,750 PCY Deductible, then 30% Shared with In-Network Deductible,
Mental Health Inpatient Facility Care Unlimited Coinsurance, applies to $5,500 PCY then 50% Coinsurance, applies to
Out of Pocket Maximum Unlimited Out of Pocket Maximum
Mental Health Outpatient Facilit $2,750 PCY Deductible, then 30% Shared with In-Network Deductible,
Care P y Unlimited Coinsurance, applies to $5,500 PCY then 50% Coinsurance, applies to
Out of Pocket Maximum Unlimited Out of Pocket Maximum
. . Shared with In-Network Deductible,
Mental Health Outpatient Unlimited $20 Copay, applies to the $5,500 PCY then 50% Coinsurance, applies to

Professional Care

Out of Pocket Maximum

Unlimited Out of Pocket Maximum

Mental Health Residential Care

$2,750 PCY Deductible, then 30%
Coinsurance, applies to $5,500 PCY
Out of Pocket Maximum

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

REHABILITATION & NEURO
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Product Name: Your Choice NGF -
Large Group - 1/2024

Specification and Benefit Limits

Heritage Prime In-Network

Out-of-Network

Plan Name: CORE PLAN - HERITAGE PRIME $2750 30%/50% $5500 $20; ER $250*

Psychological & Neuropsychological

$2,750 PCY Deductible, then 30%

Shared with In-Network Deductible,

Testing & Evaluation (Shared with Unlimited Coinsurance, applies to $5,500 PCY then 50% Coinsurance, applies to
Rehab, Neuro Dev & Mental Health) Out of Pocket Maximum Unlimited Out of Pocket Maximum
$2,750 PCY Deductible, then 30% Shared with In-Network Deductible,
Rehab Inpatient Facility 30 days PCY Coinsurance, applies to $5,500 PCY then 50% Coinsurance, applies to
Out of Pocket Maximum Unlimited Out of Pocket Maximum
Rehab Outpatient Care, Including ‘ Shared with In-Network Deductible,
Physical, Occupational, Speech and 45 visits PCY 520 Cogizlo?prpo'flfettol\}lgiisn‘i?O PCY then 50% Coinsurance, applies to
Massage Therapy, and Chronic Pain Unlimited Out of Pocket Maximum
Rehab Outpatient Care Chronic . Shared with In-Network Deductible,
Conditions, Including Cardiac, 520 Cogiglo?pPchfsettol\}Igii%ﬁ(ﬁ)0 PCY then 50% Coinsurance, applies to
Pulmonary Rehab, and Cancer Unlimited Out of Pocket Maximum
OTHER SERVICES
$2,750 PCY Deductible, then 30% Shared with In-Network Deductible,
Allergy/Therapeutic Injections Coinsurance, applies to $5,500 PCY then 50% Coinsurance, applies to
Out of Pocket Maximum Unlimited Out of Pocket Maximum
Medical Supplies (MS), Equipment $2,750 PCY Deductible, then 30% Shared with In-Network Deductible,
bp  =AUIP Unlimited Coinsurance, applies to $5,500 PCY then 50% Coinsurance, applies to

(ME), Prosthetics (Pro)

Out of Pocket Maximum

Unlimited Out of Pocket Maximum

Foot Orthotics, Orthopedic Shoes and
Accessories

3300 PCY; Includes orthotics and
orthopedic shoes

$2,750 PCY Deductible, then 30%
Coinsurance, applies to $5,500 PCY
Out of Pocket Maximum

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Transplants

Unlimited

Covered as any other service

Not Covered

Orthognathic/Maxillofacial Care

Not Covered

Not Covered

Not Covered

TMJ (Temporomandibular Joint
Disorders)

Unlimited (Medical and Dental services -
Medical and Dental cost shares based on
type of service)

Covered as any other service

Covered as any other service

End Stage Renal Disease (ESRD)
During Medicare's Waiting Period

$2,750 PCY Deductible, then 30%
Coinsurance, applies to $5,500 PCY
Out of Pocket Maximum

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

End Stage Renal Disease (ESRD)
After Medicare's Waiting Period

Without Premium Reimbursement

Covered in Full

Covered in Full

Bariatric Surgery

Not Covered

Not Covered

Not Covered

SUPPLEMENTAL BENEFITS
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Product Name: Your Choice NGF -
Large Group - 1/2024

Specification and Benefit Limits

Heritage Prime In-Network

Out-of-Network

Plan Name: CORE PLAN - HERITAGE PRIME $2750 30%/50% $5500 $20; ER $250*

Routine Vision Exam

Not Covered

Not Covered

Not Covered

Vision Hardware

Not Covered

Not Covered

Not Covered

Pediatric Vision Exam

Not Covered

Not Covered

Not Covered

Pediatric Vision Hardware

Not Covered

Not Covered

Not Covered

Routine Hearing Exam

1PCY

$20 Copay

Shared with In-Network Deductible,
then 50% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Hearing Hardware

Not Covered

Not Covered

Not Covered

ADMINISTRATIVE OPTIONS

BlueCard/National Coverage
Program

(Default) In-network and Out of network
PPO network

Extended Payment Integrity Services

Included

Fiduciary Services

Excluded

*This plan is self-funded by Aegis Senior Communities, LLC, which means that this group is financially responsible for the payment of plan benefits. The group has contracted with Premera Blue Cross, an independent Licensee of the Blue
Cross Blue Shield Association, to perform administrative duties, including the processing of claims, under the plan. Premera Blue Cross does not insure the benefits of this plan.

Prior Authorization is required for many services to be covered. For more information please refer to your benefit booklet.

PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross. Members are responsible for amounts in excess of the allowable charge.

This is not a complete explanation of covered services, exclusions, limitations, reductions, or the terms of the plan. This benefit summary is not a contract and may change. Please see your benefit booklet or call Customer Service for full
coverage information including a description of waiting periods, limitations, and exclusions.
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Benefit Summary Report

Aegis Senior Communities, LLC

Group Number: 1007261
Effective Date: 04/01/2024

Product Name: Your Choice NGF -
Large Group - 1/2024

Specification and Benefit Limits

Heritage Prime In-Network

Out-of-Network

Plan Name: BUY UP PLAN - HERITAGE PRIME - $1250 20%/40% $4500 $20; ER $250*

MEDICAL COST SHARE OPTIONS

Individual Deductible PCY

Family embedded deductible 3X
Individual

$1,250

Shared with In-Network

Fourth Quarter Deductible Carryover

Excluded

Coinsurance (Member's percentage
of costs after deductible based on
allowable charges)

20%

40%

Individual Out of Pocket Maximum
PCY, includes deductible,
coinsurance, copay and pharmacy if
applicable

Family embedded OOP max 2X Individual

$4,500

Unlimited

Office Visit Cost Share

$20 Copay, applies to the $4,500 Out
of Pocket Maximum

Shared with In-Network Deductible,
then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Kinwell Connect Cost Share Waiver

Included

All services rendered and billed by any
Kinwell clinic are covered in full (waive
deductible, 0%)

Not Applicable

Annual Plan Maximum

Unlimited

Unlimited

Health coverage meets the minimum
value standard for benefits provided

Self Funded - No calculation

FACILITY CARE

Inpatient Facility

$1,250 Deductible, then 20%
Coinsurance, applies to $4,500 Out of
Pocket Maximum

Shared with In-Network Deductible,
then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Inpatient Professional Services

$1,250 Deductible, then 20%
Coinsurance, applies to $4,500 Out of
Pocket Maximum

Shared with In-Network Deductible,
then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum
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Product Name: Your Choice NGF -
Large Group - 1/2024

Specification and Benefit Limits

Heritage Prime In-Network

Out-of-Network

Plan Name: BUY UP PLAN - HERITAGE PRIME - $1250 20%/40% $4500 $20; ER $250*

Outpatient Surgery Facility

$1,250 Deductible, then 20%
Coinsurance, applies to $4,500 Out of
Pocket Maximum

Shared with In-Network Deductible,
then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Outpatient Facility

$1,250 Deductible, then 20%
Coinsurance, applies to $4,500 Out of
Pocket Maximum

Shared with In-Network Deductible,
then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Skilled Nursing Facility

60 days PCY; includes room and board,
and facility billed professional and
ancillary fees

$1,250 Deductible, then 20%
Coinsurance, applies to $4,500 Out of
Pocket Maximum

Shared with In-Network Deductible,
then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum

HOSPICE & HOME HEALTH CARE

Hospice Inpatient Facility

10 days Inpatient; within the 6 month
lifetime maximum

$1,250 Deductible, then 20%
Coinsurance, applies to $4,500 Out of
Pocket Maximum

Shared with In-Network Deductible,
then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Hospice Care

Hospice Home Visits: Unlimited; Respite:
240 hours; within the 6 month lifetime
maximum

$1,250 Deductible, then 20%
Coinsurance, applies to $4,500 Out of
Pocket Maximum

Shared with In-Network Deductible,
then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Home Health Care

130 visits PCY

$1,250 Deductible, then 20%
Coinsurance, applies to $4,500 Out of
Pocket Maximum

Shared with In-Network Deductible,
then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum

MATERNITY & REPRODUCTIVE CARE

Inpatient Facility - Maternity

Coverage for subscriber, spouse,
dependent

$1,250 Deductible, then 20%
Coinsurance, applies to $4,500 Out of
Pocket Maximum

Shared with In-Network Deductible,
then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Maternity Prenatal, Delivery and

Coverage for subscriber, spouse,

$1,250 Deductible, then 20%
Coinsurance, applies to $4,500 Out of

Shared with In-Network Deductible,
then 40% Coinsurance, applies to

S dependent Pocket Maximum Unlimited Out of Pocket Maximum
Obstetrical Care for Dependent
Yes
Daughters
Shared with In-Network Deductible,
Contraceptive Management Unlimited Covered in Full then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum
Shared with In-Network Deductible,
Sterilization - Female Unlimited Covered in Full then 40% Coinsurance, applies to

Unlimited Out of Pocket Maximum
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Product Name: Your Choice NGF -
Large Group - 1/2024

Specification and Benefit Limits

Heritage Prime In-Network

Out-of-Network

Plan Name: BUY UP PLAN - HERITAGE PRIME - $1250 20%/40% $4500 $20; ER $250*

Sterilization - Male

Unlimited

$1,250 Deductible, then 20%
Coinsurance, applies to $4,500 Out of
Pocket Maximum

Shared with In-Network Deductible,
then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Infertility/Assisted Reproductive
Services

Not Covered

Not Covered

Not Covered

Elective Termination of Pregnancy

$1,250 Deductible, then 20%
Coinsurance, applies to $4,500 Out of
Pocket Maximum

Shared with In-Network Deductible,
then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Therapeutic Termination of
Pregnancy

$1,250 Deductible, then 20%
Coinsurance, applies to $4,500 Out of
Pocket Maximum

Shared with In-Network Deductible,
then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum

PREMERA DESIGNATED CENTERS OF EXCELLENCE

Centers of Excellence for Knee & Hip

Total Joint Replacement (Including Included Covered as any other service Covered as any other service
Partial & Revisions)
Centers of Excellence for Maternity Included Covered as any other service Covered as any other service

MEDICAL TRANSPORTATION BENEFITS

Centers of Excellence Travel and
Care Coordination

Not Covered

Not Covered

Not Covered

Cellular Immunotherapy and Gene
Therapy Travel

Not Covered

Not Covered

Not Covered

Transplant Travel & Lodging

$7,500 per transplant

$1,250 Deductible, 0% Coinsurance,
applies to $4,500 Out of Pocket
Maximum

31,250 Deductible, 0% Coinsurance,
applies to $4,500 Out of Pocket
Maximum

Medical Transportation - State
Restricted Care

Not Covered

Not Covered

Not Covered

EMERGENCY CARE AND TRANSPORTATION

Emergency Care (Waive copay if
admitted to inpatient facility)

$250 Copay then $1,250 Deductible
and 20% Coinsurance; all cost shares
apply to the $4,500 Out of Pocket
Maximum

$250 Copay then $1,250 Deductible
and 20% Coinsurance; all cost shares
apply to the $4,500 Out of Pocket
Maximum

Emergency Room Physician

$1,250 Deductible, then 20%
Coinsurance, applies to $4,500 Out of
Pocket Maximum

$1,250 Deductible, then 20%
Coinsurance, applies to $4,500 Out of
Pocket Maximum
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Product Name: Your Choice NGF -
Large Group - 1/2024

Specification and Benefit Limits

Heritage Prime In-Network

Out-of-Network

Plan Name: BUY UP PLAN - HERITAGE PRIME - $1250 20%/40% $4500 $20; ER $250*

Urgent Care Center

$30 Copay

Ded/Coins

$1,250 Deductible, then 20%

$1,250 Deductible, then 20%

Pocket Maximum

Ambulance Transportation Unlimited Coinsurance, applies to $4,500 Out of Coinsurance, applies to $4,500 Out of
Pocket Maximum Pocket Maximum
$1,250 Deductible, then 20% $1,250 Deductible, then 20%
Air Ambulance Unlimited Coinsurance, applies to $4,500 Out of Coinsurance, applies to $4,500 Out of

Pocket Maximum

DIAGNOSTIC SERVICES

Preventive Professional Diagnostic
Imaging and Laboratory Services -
Including PAP/PSA

Covered in Full

Shared with In-Network Deductible,
then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Professional Diagnostic Major
Imaging

$1,250 Deductible, then 20%
Coinsurance, applies to $4,500 Out of
Pocket Maximum

Shared with In-Network Deductible,
then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Other Professional Diagnostic
Imaging

$1,250 Deductible, then 20%
Coinsurance, applies to $4,500 Out of
Pocket Maximum

Shared with In-Network Deductible,
then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Other Professional Diagnostic
Laboratory/Pathology

$1,250 Deductible, then 20%
Coinsurance, applies to $4,500 Out of
Pocket Maximum

Shared with In-Network Deductible,
then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Preventive Mammography

Covered in Full

Shared with In-Network Deductible,
then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Diagnostic Mammography

Covered in Full

Shared with In-Network Deductible,
then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Supplemental Breast Exam

Covered in Full

Covered as any other service

PREVENTIVE CARE OPTIONS AND HEALTH EDUCATION

Preventive Office Visit Unlimited Covered in Full Not Covered
Immunizations Unlimited Covered in Full Not Covered
iqe:SS:ﬁHT;?Z%?'éag;?[%ﬁrov'ded ata Unlimited Covered in Full Covered in Full
Health Education (HE) Unlimited Covered in Full Not Covered
Nicotine Dependency Programs (ND) Unlimited Covered in Full Not Covered
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Product Name: Your Choice NGF -
Large Group - 1/2024

Specification and Benefit Limits

Heritage Prime In-Network

Out-of-Network

Plan Name: BUY UP PLAN - HERITAGE PRIME - $1250 20%/40% $4500 $20; ER $250*

Diabetes Health Education (DE)

Unlimited

Covered in Full

Not Covered

Preventive Colon Health

Unlimited; no internal frequency limit

Covered in Full

Shared with In-Network Deductible,
then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Shared with In-Network Deductible,

Nutritional Therapy (Diabetes) Unlimited Covered in Full then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum
Shared with In-Network Deductible,

Nutritional Therapy (Non-Diabetes) Unlimited Covered in Full then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum

CHRONIC CONDITION MANAGEMENT PROGRAMS

Diabetes Prevention Program Included

Diabetes Management Included

Hypertension Management Included

Weight Management Excluded

PROFESSIONAL CARE

Professional Office Visit

$20 Copay, applies to the $4,500 Out
of Pocket Maximum

Shared with In-Network Deductible,
then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Telemedicine with Traditional
Providers - General Medical

$20 Copay, applies to the $4,500 Out
of Pocket Maximum

Shared with In-Network Deductible,
then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Naturopathy Services

$20 Copay, applies to the $4,500 Out
of Pocket Maximum

Shared with In-Network Deductible,
then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum

VIRTUAL CARE SERVICES

Telemedicine - General Medical
(Virtual Care Only)

$20 Copay, applies to the $4,500 Out
of Pocket Maximum

Not Covered

Telemedicine - Mental Health (Virtual
Care Only)

Subject to Mental Health Outpatient
Professional Care In-Network Cost
Share

Not Covered

Telemedicine - Mental Health for
Children (Virtual Care Only)

Not Covered

Not Covered
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Product Name: Your Choice NGF -
Large Group - 1/2024

Specification and Benefit Limits

Heritage Prime In-Network

Out-of-Network

Plan Name: BUY UP PLAN - HERITAGE PRIME - $1250 20%/40% $4500 $20; ER $250*

Telemedicine - Chemical Dependency
(Virtual Care Only)

Subject to Chemical Dependency
Outpatient Office Visit

Not Covered

Telemedicine - Outpatient Rehab
(Virtual Care Only)

Shared with Rehab Outpatient Care

Subject to Rehab Outpatient Care In-
Network Cost Share

Not Covered

of Pocket Maximum

ALTERNATIVE CARE
) Shared with In-Network Deductible,
Acupuncture 12 visits PCY 520 COpg}/’F?sglleetsl\;(;zﬁfrimo Out then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum
) Shared with In-Network Deductible,
Manipulations (Spinal and Other) 12 visits PCY 520 Copay, applies to the 54,500 Out then 40% Coinsurance, applies to

Unlimited Out of Pocket Maximum

Therapeutic Massage Therapy

Not Covered

Not Covered

Not Covered

CHEMICAL DEPENDENCY & MENTAL HEALTH

Chemical Dependency Inpatient

$1,250 Deductible, then 20%

Shared with In-Network Deductible,

Professional Care

of Pocket Maximum

Facility Care Unlimited Coinsurance, applies to $4,500 Out of then 40% Coinsurance, applies to
y Pocket Maximum Unlimited Out of Pocket Maximum
Chemical Dependency Outpatient $1,250 Deductible, then 20% Shared with In-Network Deductible,
Facility Care P y Putp Unlimited Coinsurance, applies to $4,500 Out of then 40% Coinsurance, applies to
y Pocket Maximum Unlimited Out of Pocket Maximum
) . . Shared with In-Network Deductible,
Chem|ca| Dependency Outpatient Unlimited $20 Copay, applies to the $4,500 Out then 40% Coinsurance, applies to
Professional Care of Pocket Maximum L )
Unlimited Out of Pocket Maximum
$1,250 Deductible, then 20% Shared with In-Network Deductible,
Mental Health Inpatient Facility Care Unlimited Coinsurance, applies to $4,500 Out of then 40% Coinsurance, applies to
Pocket Maximum Unlimited Out of Pocket Maximum
‘ . $1,250 Deductible, then 20% Shared with In-Network Deductible,
l(\)/laerrétal Health Outpatient Facility Unlimited Coinsurance, applies to $4,500 Out of then 40% Coinsurance, applies to
Pocket Maximum Unlimited Out of Pocket Maximum
. . Shared with In-Network Deductible,
Mental Health Outpatient Unlimited $20 Copay, applies to the $4,500 Out then 40% Coinsurance, applies to

Unlimited Out of Pocket Maximum

Mental Health Residential Care

$1,250 Deductible, then 20%
Coinsurance, applies to $4,500 Out of
Pocket Maximum

Shared with In-Network Deductible,
then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum

REHABILITATION & NEURO
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Product Name: Your Choice NGF -
Large Group - 1/2024

Specification and Benefit Limits

Heritage Prime In-Network

Out-of-Network

Plan Name: BUY UP PLAN - HERITAGE PRIME - $1250 20%/40% $4500 $20; ER $250*

Psychological & Neuropsychological

$1,250 Deductible, then 20%

Shared with In-Network Deductible,

Testing & Evaluation (Shared with Unlimited Coinsurance, applies to $4,500 Out of then 40% Coinsurance, applies to
Rehab, Neuro Dev & Mental Health) Pocket Maximum Unlimited Out of Pocket Maximum
$1,250 Deductible, then 20% Shared with In-Network Deductible,
Rehab Inpatient Facility 30 days PCY Coinsurance, applies to $4,500 Out of then 40% Coinsurance, applies to
Pocket Maximum Unlimited Out of Pocket Maximum
Rehab Outpatient Care, Including ' Shared with In-Network Deductible,
Physical, Occupational, Speech and 45 visits PCY 520 COpi}”ﬁéﬂSﬁZiﬂifﬁ{Soo Out then 40% Coinsurance, applies to
Massage Therapy, and Chronic Pain Unlimited Out of Pocket Maximum
Rehab Outpatient Care Chronic ) Shared with In-Network Deductible,
Conditions, Including Cardiac, S20 Copg;;,sgg&zs&z)t{ﬁf;foo Out then 40% Coinsurance, applies to
Pulmonary Rehab, and Cancer Unlimited Out of Pocket Maximum
OTHER SERVICES
$1,250 Deductible, then 20% Shared with In-Network Deductible,
Allergy/Therapeutic Injections Coinsurance, applies to $4,500 Out of then 40% Coinsurance, applies to
Pocket Maximum Unlimited Out of Pocket Maximum
Medical Supplies (MS), Equipment $1,250 Deductible, then 20% Shared with In-Network Deductible,
bp - EqUIp Unlimited Coinsurance, applies to $4,500 Out of then 40% Coinsurance, applies to

(ME), Prosthetics (Pro)

Pocket Maximum

Unlimited Out of Pocket Maximum

Foot Orthotics, Orthopedic Shoes and
Accessories

3300 PCY; Includes orthotics and
orthopedic shoes

$1,250 Deductible, then 20%
Coinsurance, applies to $4,500 Out of
Pocket Maximum

Shared with In-Network Deductible,
then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Transplants

Unlimited

Covered as any other service

Not Covered

Orthognathic/Maxillofacial Care

Not Covered

Not Covered

Not Covered

TMJ (Temporomandibular Joint
Disorders)

Unlimited (Medical and Dental services -
Medical and Dental cost shares based on
type of service)

Covered as any other service

Covered as any other service

End Stage Renal Disease (ESRD)
During Medicare's Waiting Period

$1,250 Deductible, then 20%
Coinsurance, applies to $4,500 Out of
Pocket Maximum

Shared with In-Network Deductible,
then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum

End Stage Renal Disease (ESRD)
After Medicare's Waiting Period

Without Premium Reimbursement

Covered in Full

Covered in Full

Bariatric Surgery

Not Covered

Not Covered

Not Covered

SUPPLEMENTAL BENEFITS
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Product Name: Your Choice NGF -
Large Group - 1/2024

Specification and Benefit Limits

Heritage Prime In-Network

Out-of-Network

Plan Name: BUY UP PLAN - HERITAGE PRIME - $1250 20%/40% $4500 $20; ER $250*

Routine Vision Exam

Not Covered

Not Covered

Not Covered

Vision Hardware

Not Covered

Not Covered

Not Covered

Pediatric Vision Exam

Not Covered

Not Covered

Not Covered

Pediatric Vision Hardware

Not Covered

Not Covered

Not Covered

Routine Hearing Exam

1PCY

$20 Copay

Shared with In-Network Deductible,
then 40% Coinsurance, applies to
Unlimited Out of Pocket Maximum

Hearing Hardware

Not Covered

Not Covered

Not Covered

ADMINISTRATIVE OPTIONS

BlueCard/National Coverage
Program

(Default) In-network and Out of network
PPO network

Extended Payment Integrity Services

Included

Fiduciary Services

Excluded

*This plan is self-funded by Aegis Senior Communities, LLC, which means that this group is financially responsible for the payment of plan benefits. The group has contracted with Premera Blue Cross, an independent Licensee of the Blue
Cross Blue Shield Association, to perform administrative duties, including the processing of claims, under the plan. Premera Blue Cross does not insure the benefits of this plan.

Prior Authorization is required for many services to be covered. For more information please refer to your benefit booklet.

PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross. Members are responsible for amounts in excess of the allowable charge.

This is not a complete explanation of covered services, exclusions, limitations, reductions, or the terms of the plan. This benefit summary is not a contract and may change. Please see your benefit booklet or call Customer Service for full
coverage information including a description of waiting periods, limitations, and exclusions.
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Benefit Summary Report

Aegis Senior Communities, LLC

Group Number: 1007261
Effective Date: 04/01/2024

Product Name: Essentials Pharmacy
WA NGF - Large Group - 1/2024

Specification and Benefit Limits

In-Network

Out-Of-Network

Plan Name: RX ESSENTIALS - CORE -

RETAIL $15/$30/$50/30% MAIL $37.50/$75/$50/30%*

Prescription Drug General Information

Drug List

E4 Essentials Formulary
Tier 1 = preferred generic
Tier 2 = preferred brand
Tier 3 = preferred specialty
Tier 4 = non-preferred all drugs

E4 Essentials Formulary

E4 Essentials Formulary

Formulary Exclusion List - Drugs with
Over the Counter Alternative

Excluded

Formulary Exclusion List - High-Cost
Low Value Drugs

Excluded

Generics required when available

Member pays the difference when they
request a brand name drug (regardless of
medical necessity)

Annual Benefit Maximum Unlimited
Pharmacy Deductibles and Out of Pocket Maximums
Individual Deductible PCY S0

Family Deductible PCY

No Family Deductible

Out of Pocket Max

Applies to the medical out of pocket
maximum

Applies to the medical out of pocket
maximum

Not Applicable

Preventive Pharmacy

ACA Preventive Drug List

Covered in Full

Cost Share, then 40% (to allowable)

Enhanced Preventive Drug List

PV Lite (Buy-Up)

Covered in Full

Cost Share, then 40% (to allowable)

Retail Cost Share

Retail Cost Shares

Retail: 30 Days; Mail: 90 Days; Specialty:
30 Days

$15/$30/$50/30%

Cost Share, then 40% (to allowable)

Oral Chemotherapy Retail

Covered in Full

Covered in Full

Mail Order Cost Share
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Product Name: Essentials Pharmacy
WA NGF - Large Group - 1/2024

Specification and Benefit Limits

In-Network

Out-Of-Network

Plan Name: RX ESSENTIALS - CORE -

RETAIL $15/$30/$50/30% MAIL $37.50/$75/$50/30%*

Mail Cost Shares

Retail: 30 Days; Mail: 90 Days; Specialty:

$37.50/$75/$50/30%

Not Covered

30 Days
Oral Chemotherapy Malil Covered in Full Covered in Full
ety e beven o
Pharmacy Other
Specialty Pharmacy Mandatory - Exclusive
SaveOn Specialty Pharmacy Included
Out of Pocket Protection Program Excluded
Specialty Split Fill Included
Right Price Included

Infertility Drugs

Not Covered

Not Covered

Not Covered

Weight Loss Drugs

Not Covered

Not Covered

Not Covered

*This plan is self-funded by Aegis Senior Communities, LLC, which means that this group is financially responsible for the payment of plan benefits. The group has contracted with Premera Blue Cross, an independent Licensee of the Blue
Cross Blue Shield Association, to perform administrative duties, including the processing of claims, under the plan. Premera Blue Cross does not insure the benefits of this plan.

Prior Authorization is required for many services to be covered. For more information please refer to your benefit booklet.

PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross. Members are responsible for amounts in excess of the allowable charge.

This is not a complete explanation of covered services, exclusions, limitations, reductions, or the terms of the plan. This benefit summary is not a contract and may change. Please see your benefit booklet or call Customer Service for full
coverage information including a description of waiting periods, limitations, and exclusions.
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Benefit Summary Report

Aegis Senior Communities, LLC

Group Number: 1007261
Effective Date: 04/01/2024

Product Name: Essentials Pharmacy
WA NGF - Large Group - 1/2024

Specification and Benefit Limits

In-Network

Out-Of-Network

Plan Name: RX ESSENTIALS - BUY UP - RETAIL $15/$30/$50/30% MAIL $37.50/$75/$50/30%*

Prescription Drug General Information

Drug List

E4 Essentials Formulary
Tier 1 = preferred generic
Tier 2 = preferred brand
Tier 3 = preferred specialty
Tier 4 = non-preferred all drugs

E4 Essentials Formulary

E4 Essentials Formulary

Formulary Exclusion List - Drugs with
Over the Counter Alternative

Excluded

Formulary Exclusion List - High-Cost
Low Value Drugs

Excluded

Generics required when available

Member pays the difference when they
request a brand name drug (regardless of
medical necessity)

Annual Benefit Maximum Unlimited
Pharmacy Deductibles and Out of Pocket Maximums
Individual Deductible PCY S0

Family Deductible PCY

No Family Deductible

Out of Pocket Max

Applies to the medical out of pocket
maximum

Applies to the medical out of pocket
maximum

Not Applicable

Preventive Pharmacy

ACA Preventive Drug List

Covered in Full

Cost Share, then 40% (to allowable)

Enhanced Preventive Drug List

PV Lite (Buy-Up)

Covered in Full

Cost Share, then 40% (to allowable)

Retail Cost Share

Retail Cost Shares

Retail: 30 Days; Mail: 90 Days; Specialty:
30 Days

$15/$30/$50/30%

Cost Share, then 40% (to allowable)

Oral Chemotherapy Retail

Covered in Full

Covered in Full

Mail Order Cost Share
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\F/)Vrzdi\lf étph_'ig}z:féfggg?lf /F;ggrdrmacy Specification and Benefit Limits In-Network Out-Of-Network
Plan Name: RX ESSENTIALS - BUY UP - RETAIL $15/$30/$50/30% MAIL $37.50/$75/$50/30%*

Mail Cost Shares Retail: 30 Days; !S‘Efffays‘ Specialty. $37.50/$75/$50/30% Not Covered
Oral Chemotherapy Malil Covered in Full Covered in Full
Vanienance origs. Excluded

Pharmacy Other

Specialty Pharmacy Mandatory - Exclusive

SaveOn Specialty Pharmacy Included

Out of Pocket Protection Program Excluded

Specialty Split Fill Included

Right Price Included

Infertility Drugs Not Covered Not Covered Not Covered
Weight Loss Drugs Not Covered Not Covered Not Covered

*This plan is self-funded by Aegis Senior Communities, LLC, which means that this group is financially responsible for the payment of plan benefits. The group has contracted with Premera Blue Cross, an independent Licensee of the Blue
Cross Blue Shield Association, to perform administrative duties, including the processing of claims, under the plan. Premera Blue Cross does not insure the benefits of this plan.

Prior Authorization is required for many services to be covered. For more information please refer to your benefit booklet.
PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross. Members are responsible for amounts in excess of the allowable charge.

This is not a complete explanation of covered services, exclusions, limitations, reductions, or the terms of the plan. This benefit summary is not a contract and may change. Please see your benefit booklet or call Customer Service for full
coverage information including a description of waiting periods, limitations, and exclusions.
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Benefit Summary Report

Aegis Senior Communities, LLC

Group Number: 1007261
Effective Date: 04/01/2024

Product Name: Essentials Pharmacy
WA NGF - Large Group - 1/2024

Specification and Benefit Limits

In-Network

Out-Of-Network

Plan Name: RX ESSENTIALS - CORE PRIME RETAIL $15/$30/$50/30% MAIL $37.

50/$75/$50/30%*

Prescription Drug General Information

Drug List

E4 Essentials Formulary
Tier 1 = preferred generic
Tier 2 = preferred brand
Tier 3 = preferred specialty
Tier 4 = non-preferred all drugs

E4 Essentials Formulary

E4 Essentials Formulary

Formulary Exclusion List - Drugs with
Over the Counter Alternative

Excluded

Formulary Exclusion List - High-Cost
Low Value Drugs

Excluded

Generics required when available

Member pays the difference when they
request a brand name drug (regardless of
medical necessity)

Annual Benefit Maximum Unlimited
Pharmacy Deductibles and Out of Pocket Maximums
Individual Deductible PCY S0

Family Deductible PCY

No Family Deductible

Out of Pocket Max

Applies to the medical out of pocket
maximum

Applies to the medical out of pocket
maximum

Not Applicable

Preventive Pharmacy

ACA Preventive Drug List

Covered in Full

Cost Share, then 40% (to allowable)

Enhanced Preventive Drug List

PV Lite (Buy-Up)

Covered in Full

Cost Share, then 40% (to allowable)

Retail Cost Share

Retail Cost Shares

Retail: 30 Days; Mail: 90 Days; Specialty:
30 Days

$15/$30/$50/30%

Cost Share, then 40% (to allowable)

Oral Chemotherapy Retail

Covered in Full

Covered in Full

Mail Order Cost Share
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\F/)Vrzdi\lf étph_'ig}z:féfggg?lf /F;ggrdrmacy Specification and Benefit Limits In-Network Out-Of-Network
Plan Name: RX ESSENTIALS - CORE PRIME RETAIL $15/$30/$50/30% MAIL $37.50/$75/$50/30%*

Mail Cost Shares Retail: 30 Days; !S‘Efffays‘ Specialty. $37.50/$75/$50/30% Not Covered
Oral Chemotherapy Malil Covered in Full Covered in Full
Vanienance origs. Excluded

Pharmacy Other

Specialty Pharmacy Mandatory - Exclusive

SaveOn Specialty Pharmacy Included

Out of Pocket Protection Program Excluded

Specialty Split Fill Included

Right Price Included

Infertility Drugs Not Covered Not Covered Not Covered
Weight Loss Drugs Not Covered Not Covered Not Covered

*This plan is self-funded by Aegis Senior Communities, LLC, which means that this group is financially responsible for the payment of plan benefits. The group has contracted with Premera Blue Cross, an independent Licensee of the Blue
Cross Blue Shield Association, to perform administrative duties, including the processing of claims, under the plan. Premera Blue Cross does not insure the benefits of this plan.

Prior Authorization is required for many services to be covered. For more information please refer to your benefit booklet.
PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross. Members are responsible for amounts in excess of the allowable charge.

This is not a complete explanation of covered services, exclusions, limitations, reductions, or the terms of the plan. This benefit summary is not a contract and may change. Please see your benefit booklet or call Customer Service for full
coverage information including a description of waiting periods, limitations, and exclusions.
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Benefit Summary Report

Aegis Senior Communities, LLC

Group Number: 1007261
Effective Date: 04/01/2024

Product Name: Essentials Pharmacy
WA NGF - Large Group - 1/2024

Specification and Benefit Limits

In-Network

Out-Of-Network

Plan Name: RX ESSENTIALS - BUY UP PRIME RETAIL $15/$30/$50/30% MAIL $37.50/$75/$50/30%*

Prescription Drug General Information

Drug List

E4 Essentials Formulary
Tier 1 = preferred generic
Tier 2 = preferred brand
Tier 3 = preferred specialty
Tier 4 = non-preferred all drugs

E4 Essentials Formulary

E4 Essentials Formulary

Formulary Exclusion List - Drugs with
Over the Counter Alternative

Excluded

Formulary Exclusion List - High-Cost
Low Value Drugs

Excluded

Generics required when available

Member pays the difference when they
request a brand name drug (regardless of
medical necessity)

Annual Benefit Maximum Unlimited
Pharmacy Deductibles and Out of Pocket Maximums
Individual Deductible PCY S0

Family Deductible PCY

No Family Deductible

Out of Pocket Max

Applies to the medical out of pocket
maximum

Applies to the medical out of pocket
maximum

Not Applicable

Preventive Pharmacy

ACA Preventive Drug List

Covered in Full

Cost Share, then 40% (to allowable)

Enhanced Preventive Drug List

PV Lite (Buy-Up)

Covered in Full

Cost Share, then 40% (to allowable)

Retail Cost Share

Retail Cost Shares

Retail: 30 Days; Mail: 90 Days; Specialty:
30 Days

$15/$30/$50/30%

Cost Share, then 40% (to allowable)

Oral Chemotherapy Retail

Covered in Full

Covered in Full

Mail Order Cost Share
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\F/)Vrzdi\lf étph_'ig}z:féfggg?lf /F;ggrdrmacy Specification and Benefit Limits In-Network Out-Of-Network
Plan Name: RX ESSENTIALS - BUY UP PRIME RETAIL $15/$30/$50/30% MAIL $37.50/$75/$50/30%*

Mail Cost Shares Retail: 30 Days; !S‘Efffays‘ Specialty. $37.50/$75/$50/30% Not Covered
Oral Chemotherapy Malil Covered in Full Covered in Full
Vanienance origs. Excluded

Pharmacy Other

Specialty Pharmacy Mandatory - Exclusive

SaveOn Specialty Pharmacy Included

Out of Pocket Protection Program Excluded

Specialty Split Fill Included

Right Price Included

Infertility Drugs Not Covered Not Covered Not Covered
Weight Loss Drugs Not Covered Not Covered Not Covered

*This plan is self-funded by Aegis Senior Communities, LLC, which means that this group is financially responsible for the payment of plan benefits. The group has contracted with Premera Blue Cross, an independent Licensee of the Blue
Cross Blue Shield Association, to perform administrative duties, including the processing of claims, under the plan. Premera Blue Cross does not insure the benefits of this plan.

Prior Authorization is required for many services to be covered. For more information please refer to your benefit booklet.
PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross. Members are responsible for amounts in excess of the allowable charge.

This is not a complete explanation of covered services, exclusions, limitations, reductions, or the terms of the plan. This benefit summary is not a contract and may change. Please see your benefit booklet or call Customer Service for full
coverage information including a description of waiting periods, limitations, and exclusions.
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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, calor, 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 crientation. 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 AppealsDepartmentlnquiries@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 .hhs.gov/ocr/portallobby 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:/Awwwr. hhs. gov/ocr/officeffilefindex.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 Commissicner Complaint Portal available at

https:/iwww 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 disposicidon servicios gratuitos de asistencia lingistica. Llame al 800-722-1471 (TTY: 711).
AE  ASEEE R R R IR EIESRE S EEIERS - R0 8007221471 (TTY = 711) -
CHU Y: Néu ban néi Tiéng Viét, cb cac dich vu hd tror ngdn nglk mi&n phi danh cho ban. Goi sé 800-722-1471 (TTY: 711).
FO: S=UHE MEStAE B2, U0 ¥ HEIAE RE2= 0IE8t4! = RAUSLICH 800-722-1471(TTY: T1) He = ®Eah FAAIL.
BHUMAHWE: Ecnu Bbl roBOpUTE Ha PYCCKOM A3blke, TO BAM AOCTYNHbI BecnnaTtHble yenyrn nepesona. 3soHute 800-722-1471 (tenetaiin: 711).
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 800-722-1471 (TTY: 711).
YBATA! AKWO BM PO3MOBARETE YKPAIHCBKOK MOBOD, BM MOXETE 3BEPHYTUCA A0 BE3KOWTOBHOT CAYKOBM MOBHOT NIATPUMKM.

TenedoHyiTe 3a Homepom 800-722-1471 (tenetarin: 711).
s iddsmgmasunt Manier s gwigmAman USSR N SN G SANUUITE A 1 1817 800-722-1471 (TTY: 711)
EERE  AREEEINSGGS, FHOSEXERESFRAWEETFET, 800-722-1471 (TTYIM) £ T, BEFICTITEREEL,
TNFDF: PTG RIE AUICT DY PRCTIR KOS RCERTE (1A ALTHEOT FHIEHPA: OL sLhrtad 7C 22 800-722-1471 (ovaet atagFar T11).
XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajagjila gargaarsa afaanii, kanfaltiidhaan ala, ni argama. Bilbilaa 800-722-1471 (TTY: 711).

(11 Sl s pall il o3 ) 800-722-1471 &8 ol laally &l a0 518 4, oall) Boe lunall ilans )18 Al SO Gaoar®i a1 1dds sale
s f56. A A Ue=t Sge I, 3 g S99 AgfesT A 3978 39 HeEs Sumsg J1 800-722-1471 (TTY: 711) ‘2 8 91
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung. Rufnummer: 800-722-1471 (TTY: 711).
L50990; 19599 WWdIWIzI 990, NILVINIWFoscEagwWIY, loedcdyer, csviuwsnlvivi. tns 800-722-1471 (TTY: 711).
ATANSYON: Si w pale Kreyol Ayisyen, gen sévis éd pou lang ki disponib gratis pou ou. Rele 800-722-1471 (TTY: 711).
ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 800-722-1471 (ATS : 711).
UWAGA: Jezeli mowisz po polsku, mozesz skorzystat z bezptatnej pomocy jezykowej. Zadzwon pod numer 800-722-1471 (TTY: 711).
ATENCAO: Se fala portugués, encontram-se disponiveis servigos linguisticos, gratis. Ligue para 800-722-1471 (TTY: 711).
ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero 800-722-1471 (TTY: 711).

S8 Gelad 800-722-1471 (TTY: 711) L a3l e a2 Ladi (s QI S ey (AL S0t € e S ol i 4 K1 A gl

037378 (07-01-2021)
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