2022 Plan Name

Deductible

Individual

Family

Coinsurance

In Network

Out of Network

Life Science Washington Side by Side Comparison
(January 1, 2024 - December 31, 2024)

Office Visit Copay

Out-of-Pocket Maximum

Individual

Family

Emergency Care'

Preventive Office
Visits/Immunizations

Other Professional
Diagnostic Imaging

Other Professional
Diagnostic
Laboratory/Pathology

PREMERA | g

Rx Cost Shares

Retail

Mail Order

Bio Premier $0 $0 0% 50% $20 $2,000 $6,000 $200 copay, then 0% after deductible Covered in Full Covered in Full Covered in Full $10/$30/860/$250 | $20/$60/$120/$250
IBio Premier 200 $200 $600 0% 50% $25 $3,200 $9,600 $200 copay, then 0% after deductible Covered in Full Covered in Full Covered in Full $10/$30/$60/$250 $20/$60/$120/$250
IBio Prime 200 $200 $600 0% 50% $25 $3,200 $9,600 $200 copay, then 0% after deductible Covered in Full Covered in Full Covered in Full $10/$30/$60/$250 $20/$60/$120/$250
IBio Premier 250 $250 $750 10% 50% $25 $3,750 $11,250 $200 copay, then 10% after deductible Covered in Full 10%, deductible waived 10%, deductible waived $10/$30/$60/$250 $20/$60/$120/$250
IBio Premier 500 $500 $1,500 10% 50% $25 $4,000 $12,000 $200 copay, then 10% after deductible Covered in Full 10%, deductible waived 10%, deductible waived $10/$30/$60/$250 $20/$60/$120/$250
IBio Prime 500 $500 $1,500 10% 50% $25 $4,000 $12,000 $200 copay, then 10% after deductible Covered in Full 10%, deductible waived 10%, deductible waived $10/$30/$60/$250 $20/$60/$120/$250
IBio Premier 1500 $1,500 $4,500 10% 50% $25 $4,250 $12,750 $200 copay, then 10% after deductible Covered in Full 10%, deductible waived 10%, deductible waived $10/$30/$60/$250 $20/$60/$120/$250
IBio Select 300 $300 $900 20% 50% $30 $4,300 $12,900 $200 copay, then 20% after deductible Covered in Full 20%, deductible waived 20%, deductible waived $10/$35/870/$250 $20/$70/$140/$250
IBio Select 500 $500 $1,500 20% 50% $30 $5,000 $15,000 $200 copay, then 20% after deductible Covered in Full 20%, deductible waived 20%, deductible waived $10/$35/870/$250 $20/$70/$140/$250
IBio Select 1000 $1,000 $3,000 20% 50% $35 $6,850 $13,700 $200 copay, then 20% after deductible Covered in Full 20%, deductible waived 20%, deductible waived $10/$35/870/$250 $20/$70/$140/$250
IBio Select 2000 $2,000 $6,000 20% 50% $40 $6,850 $13,700 $200 copay, then 20% after deductible Covered in Full 20%, deductible waived 20%, deductible waived $10/$35/870/$250 $20/$70/$140/$250
IBio Prime 2000 $2,000 $6,000 20% 50% $40 $6,850 $13,700 $200 copay, then 20% after deductible Covered in Full 20%, deductible waived 20%, deductible waived $10/$35/870/$250 $20/$70/$140/$250
IBio Select 3000 $3,000 $9,000 20% 50% $40 $6,850 $13,700 $200 copay, then 20% after deductible Covered in Full 20%, deductible waived 20%, deductible waived $10/$35/870/$250 $20/$70/$140/$250
IBio Select 5000 $5,000 $12,700 20% 50% $40 $6,850 $13,700 $200 copay, then 20% after deductible Covered in Full 20%, deductible waived 20%, deductible waived $10/$35/870/$250 $20/$70/$140/$250
IBio Prime 5000 $5,000 $12,700 20% 50% $40 $6,850 $13,700 $200 copay, then 20% after deductible Covered in Full 20%, deductible waived 20%, deductible waived $10/$35/870/$250 $20/$70/$140/$250
IBio Choice 1000 $1,000 $2,000 30% 50% $40 $7,000 $14,000 $200 copay, then 30% after deductible Covered in Full 30%, deductible waived 30%, deductible waived $10/$40/$80/$250 $20/$80/$160/$250
IBio Choice 2000 $2,000 $4,000 30% 50% $40 $7,500 $15,000 $200 copay, then 30% after deductible Covered in Full 30%, deductible waived 30%, deductible waived $10/$40/$80/$250 $20/$80/$160/$250
Bio Choice 5000 $5,000 $10,000 30% 50% $40 $8,000 $16,000 $200 copay, then 30% after deductible Covered in Full 30%, deductible waived 30%, deductible waived $10/$40/$80/$250 $20/$80/$160/$250
HSA 2000 $2,000 $4,000 20% 50% 20% after deductible $6,550 $13,100 20% after deductible Covered in Full 20% after deductible 20% after deductible 20% after deductible | 20% after deductible
Prime HSA 2000 $2,000 $4,000 20% 50% 20% after deductible $6,550 $13,100 20% after deductible Covered in Full 20% after deductible 20% after deductible 20% after deductible | 20% after deductible
HSA 3000 $3,000 $6,000 20% 50% 20% after deductible $6,550 $13,100 20% after deductible Covered in Full 20% after deductible 20% after deductible 20% after deductible | 20% after deductible
HSA 5000 $5,000 $6,550 20% 50% 20% after deductible $6,550 $13,100 20% after deductible Covered in Full 20% after deductible 20% after deductible 20% after deductible | 20% after deductible
Prime HSA 5000 $5,000 $6,550 20% 50% 20% after deductible $6,550 $13,100 20% after deductible Covered in Full 20% after deductible 20% after deductible 20% after deductible | 20% after deductible
This benefit summary is not a contract or a complete explanation of covered services, imitations, or red . Please refer to the benefit highlights and booklets for additional information.

Unless otherwise specified, amounts shown are for In-Network Services
"Waive copay if admitted to inpatient facility
Manipulations - Spinal and other (12 visits PCY)

Acupuncture (HSA: 12 visits PCY/ PPO: 18 visits PCY)



Discrimination is Against the Law

Premera Blue Cross (Premera) complies with applicable Federal and Washington state civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability, sex, gender identity, or sexual crientation. Premera does not exclude people or treat
them differently because of race, color, national origin, age, disability, sex, gender identity, or sexual orientation. Premera provides free
aids and services to people with disabilities to communicate effectively with us, such as qualified sign language interpreters and written
information in cther 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 AppealsDepartment/nguiries@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:#focrportal. 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, 1-800-368-1018, 800-537-7697 (TDD). Complaint forms are available at
http:/Ansan 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 Commissioner Complaint Portal available at

https:/Awvww 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/co/pub/complaintinformation.aspx.

Language Assistance

ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingtistica. Llame al 800-722-1471 (TTY: 711).
AR MEEERERRCL A A BRI SIRE IR o S5RLEE 8007221471 (TTY 1 711) -
CHU Y: Néu ban nai Tiéng Viét, co cac dich vu hd tro ngon ngtr mi&n phi danh cho ban. Goi s6 800-722-1471 (TTY: 711).
Fo ERUHE MEBGHAIE 2, 8 X2 HUHIAE REZ 0|86t £ AUSLICH 800-722-4T1(TTY: TH) B2 = Eota =& A2,
BHUMAHWE: Ecnu bl roBopuTE HA PYCCKOM f3blke, TO BaM AOCTyNHbI GecnnaTtHble yenyri nepesopa. 3eoHnte 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).
YBAFA! AKUIC BM PO3MOBAAETE YKPATHCBKOK MOBOIS, BU MOMETE 3BEPHYTUCA A0 Be3KoOWTOBHOT CAyKBU MOBHOT NiATPMMKN.

TenedoHyliTe 3a Homepom 800-722-1471 (TeneTtalin: 711).
wisgs iddsmgmasSunw Manier, iwhd Swigssn an imwSsSsnyu SmowmsainUUlE MY G ety 800-722-1471 (TTY: 711)
EEFIE  BREZEINLEHS. BHOSTEXIEZ CHAVETFET, 80072211471 (TTYT1) E T, BEFEICTITERIZE L,
NG DR G R ATICT hPY PFCTI° ACEF LCEFFT MR ALTHET HHOEHPA: @L “Lhtae e gLate 800-722-1471 (evawtt avkaGTFa- T11).
XIYYEEFFANNAA- Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltidhaan ala, ni argama_ Bilbilaa 800-722-1471 (TTY: 711).

(T S5 ) i 63 ) BOO-722-1471 @l el Clanally el 34 955 35 53l Soo Ll wmlona (8 Aalll S5 Choam w13 Ada sale
s fe6. 7 AT Uest Swe I, 3 5 S5 AofEsT AR 3978 B9 Hes Sums 31 800-722-1471 (TTY: 711) '3 9% a9
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung. Rufnummer: 800-722-1471 (TTY: 711).
10590: 11999 YMdarz 590, NWOINMWgosELGI WIT9, Loeddaq, cuviue ultian. Tns 800-722-1471 (TTY: 711).
ATANSYON: Si w pale Kreyol Ayisyen, gen sevis ed 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 proposeés gratuitement. Appelez le 800-722-1471 (ATS : 711).
UWAGA: JeZeli mowisz po polsku, mozesz skorzystac z bezptatnej pomocy jezykowej. Zadzwon pod numer 800-722-1471 (TTY: 711).
ATENCAQ: 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).
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