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Say hello to a
great health plan.

Shopping for your own health insurance? With Highmark,
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Big benefits to start

e Quality care, close to home

o Coverage that travels with you

e See a specialist without a referral

e Plans with adult and pediatric dental and vision coverage
o Easy access to specialists

e Mental healthcare that’s exactly the right fit

Easy access to care

e Your entire plan at your fingertips
e Virtual health

e 24/7 Nurse Line

e Your appointments booked for you

e Health Savings Account plans

e Virtual Physical Care, Powered by SWORD

e Chronic Condition Management for diabetes, CHF, and COPD

Reach your health goals
e Fitness discounts

e Personalized support for health goals

e Blue365 discounts




Quality care, close to home.

w Highmark invests big in a patient-first approach to care, with easy

access to quality, lower-cost healthcare services in your area.

Coverage that travels with you.

All of our plans come with access to BlueCard®. It connects you to the

largest physician and hospital networks in the U.S. with over 2.2 million
providers, including 97% of all hospitals.!

Your coverage extends to many out-of-state facilities, like:

* Memorial Sloan * Arnot Ogden Medical Center.

Kettering Cancer Center. .
g * Newton Medical Center.

e United Health . .
Services Hospital. Hospital for Special Surgery — NY.
* Morristown Medical Center.
* Bon Secours
Community Hospital. * Our Lady of Lourdes
e Garnet Health Medical Center. Memorial Hospital.

* Guthrie Corning Hospital.

Keep in mind that BlueCard covers routine,? emergency, and urgent

care for most plans.’

! According to the Blue Cross Blue Shield Association.
bcebs.com/explore-affordable-health-plans/employer-health-insurance.

2 Certain services may require you to work with your BlueCard-participating provider
to obtain prior authorization.

3 Network access and coverage vary by plan. Members should review their plan
documents before receiving care. Please see page 23 for more information about
how BlueCard works with each plan.

No red tape.
&) 2

See whichever in-network doctors you want to see —
no referral needed. Call 1-888-BLUE-428, and we’ll find
a specialist for you. No hoops, no hoopla.



http://bcbs.com/explore-affordable-health-plans/employer-health-insurance




All your care, all in one plan.

Healthy eyes and teeth are important parts of overall health, and

regular checkups can help you stay ahead of potential problems down
the road.

Our plans with Adult Dental and Vision in their name include

these benefits. Dental care is especially important for kids, which
is why these plans also include pediatric dental coverage. So if you
want to keep things simple, this is a great option. That way you
won’t need to purchase separate plans.

@ Easy access to specialists.
~ * Only doctors who consistently deliver safe, effective treatments

make the Blue Distinction® list. When you use our Find a Doctor
tool, the Blue Distinction logo will appear by their names to help
you choose a specialist for any care you need.

BlueDistinction.

Mental healthcare that’s
exactly the right fit.

With Mental Well-Being powered by Spring Health, you get
expanded, quicker access to mental healthcare. A personalized care
plan will help guide you to the right resources based on your needs.

THE HIGHMARK MEMBER APP AND WEBSITE
Your entire plan at your fingertips.

No more searching for old files or waiting on snail mail. Your digital
ID card, Find a Doctor tool, deductible progress, and claims status
are all available on the My Highmark app or at MyHighmark.com.

And that’s just for starters.

Turn the page for even more reasons to choose Highmark.



http://www.myhighmark.com

We make it easier
for you to get the
care you want.



VIRTUAL HEALTH

% Face-to-face with a doctor, 24/7.

"\: Get a diagnosis, treatment plan, or prescription anytime, right
—> from your phone or computer. Best of all, the virtual health services
provided by Well360 Virtual Health are also available through many
in-network providers.
24/7 NURSE LINE
- Answers from a health pro, 24/7.
. Medical concerns during off hours? Just call 1-888§-BLUE-428

to get support from a registered nurse or a health coach anytime
and put your worries to bed.

Your appointments, booked for you.

It’s as simple as calling 1-888-BLUE-428. We’ll help you find
the in-network doctor you need and reserve some space on their
calendar. Which means less on-hold music for you.

HEALTH SAVINGS ACCOUNT PLANS
Helping you save for

— today and tomorrow.

Health savings accounts (HSAs) let you put money away for things
like medical costs, prescriptions, and more. They’re available for
Catastrophic, Bronze, and high-deductible health plans! with HSA
in the plan name. Some of these plans also include a preventive eye
exam for covered adults.?

1 A high-deductible health plan (HDHP) is a plan that usually comes with a lower premium
because you pay more for healthcare services up front before the insurance company starts
to pay. Qualified HDHPs are often combined with a health savings account.

2 See the Important Benefit Details section on page 43 for additional information on the
adult preventive eye exam benefit.







VIRTUAL PHYSICAL CARE, POWERED BY SWORD
Physical care from

the comfort of home.

This personalized digital physical care program helps with back,
joint, or muscle pain from the comfort of your own home.

CHRONIC CONDITION MANAGEMENT
Support to control

diabetes, CHF, and COPD.

Our Care Management Team is available to support eligible
members with type 1 and type 2 diabetes, congestive heart
failure (CHF), and chronic obstructive pulmonary disease
(COPD). They provide coaching and support to help you
take control of your health.




Need help with
your health goals?

We've got you covered.



FITNESS

Getting fit has
never been easier.

All our plans include access to fitness options you can purchase based
on your needs. Pick from a range of choices, from digital-only access
with online workouts and wellness tools to memberships that include
fitness centers and premium gyms.

Whether you like to work out at home, on the go, or at a gym, there’s
an option that fits your lifestyle and budget. Stay active, support your
health, and choose the fitness experience that works best for you.

WELLNESS
Personalized support
for health goals.

Looking to lose weight? Quit smoking? Be more active? You have
access to experienced wellness coaches and tools that will help you
make healthy choices based on your lifestyle. Once you’re enrolled,
visit MyHighmark.com.

BLUE365°
Discounts to help you
stay healthy and active.

With Blue365, you get exclusive discounts on travel, car rentals,
and even clothing and footwear. Check out member-only deals
at blue365deals.com.



http://www.myhighmark.com
http://www.blue365deals.com




Let’s take a minute

to cover the basics

of Affordable Care
Act (ACA) plans.



Enrollment dates

There are two ways you can enroll in or change your ACA coverage. One is
a fixed period that happens every year. The other is for special cases that

can happen anytime.

Open
Enrollment
Period

@ Specidal
Enrollment

Period

November 1, 2026 - January 15, 2027

If you enroll by December 15, 2026,
your plan takes effect on January 1, 2027.

If you enroll between December 16, 2026, and
January 15, 2027, your plan takes effect on February 1, 2027.

Can happen anytime throughout the year

During a Special Enrollment Period, you can only enroll in

a new health plan or change your health plan if you have a
qualifying life event. Examples include losing your existing
coverage, having a baby or adopting a child, getting married,
or moving to a new area where you can’t keep your current
plan. Many Special Enrollment Periods only last 60 days from
the qualifying life event.

If you think you’re eligible for a Special Enrollment Period,
you may be asked to submit documents to verify it. You can go
to HighmarkCatalog2027.com/NEPA for more information.



http://HighmarkCatalog2027.com/NEPA

Metal levels

ACA plans' are broken into five categories based on how you and your plan share

the costs of your healthcare. Just so you know, metal levels reflect cost-sharing?

differences only — which means you get the same quality of care at any level.

Bronze

Platinum

60% 40%

of costs covered out-of-pocket
by your plan costs

If you don’t use a lot of healthcare services and/or
want to keep a low premium (the amount you pay

each month), a Bronze plan might be right for you.

Silver

90% 10%

of costs covered out-of-pocket
by your plan costs

If you use healthcare services frequently and/or
want to keep out-of-pocket costs low for all services,
consider a Platinum plan.

Extra Savings Silver

70% 30%

of costs covered out-of-pocket
by your plan costs

If you want to balance premiums with out-of-pocket

costs, Silver plans might be the way to go.

Gold

80% 20%

of costs covered out-of-pocket
by your plan costs

If you use healthcare services somewhat
frequently and/or want low out-of-pocket costs
for most commonly used services, you might
want to consider a Gold plan.

Financial help in the form of advance premium tax credits (APTCs)
or cost-sharing reductions (CSRs) is available only on plans
purchased through Pennie.

73-94% 6 - 27%
of costs covered out-of-pocket
by your plan costs

If you’re eligible for cost-sharing reductions
(CSR), Extra Savings Silver plans give you lower
out-of-pocket costs. Eligibility for these plans is
determined through pennie.com.

Please refer to page 18 for additional information on CSRs.

1 Catastrophic plans are available if you’re under 30 or have a financial
hardship. They’re for people who do not go to the doctor frequently
or only go to the doctor when there’s an emergency.

2 The portion of healthcare services that you pay out-of-pocket. This
generally includes deductibles, coinsurance, and copays.



http://www.pennie.com

Ways to save

Good news: There are two ways available to save for ACA members.
Even better news: Nearly 80% of our ACA members qualify to save.

Advance premium Cost-sharing reductions (CSR)
tax cred i'l'S (APTC) CSR plans offer lower deductibles, copays,

APTCs! may be applied — in advance — to lower and coinsurance.

what you pay each month for your premium on You can also save on:

any plans through Pennie except catastrophic.
o PCP visits. » Lab tests.
e Specialist visits. * Virtual care.
e Urgent care. * Prescription

e Emergency care. drugs.

You can only get these savings if you enroll

in an Extra Savings Silver plan.

You can qualify for both an APTC and a CSR.

Premiums and advance premium tax credits (APTC) will vary by county.
The APTC can lower the monthly premium.

! Financial help in the form of advance premium tax credits (APTCs) or cost-sharing reductions (CSRs) are available only on
plans purchased through Pennie at pennie.com.



http://www.pennie.com

Financial help

To see if you're eligible for financial help, locate your qualifying income and household
size on the chart below. Then refer to the Base or Extra Savings plans for your county to
find the plans that meet your needs.

Even if you don’t qualify for cost-sharing reductions, you may be eligible for APTCs.
Please refer to the Base plan options for your county. The chart below is a guide.
Final eligibility will be determined through Pennie.

What is the income for those covered under your health plan?

Eligible for Eligible for CSRs Eligible for

Medicaid and APTCs APTCs
Who needs Medicaid
coverage? Eligible Range Extra Savings Silver Plans Standard

(100 -138% FPL) 138 —149% 150 - 199% 200 - 249% 250 - 400%

CSR plans CSR plans CSR plans

Single Less than $22,025  $22,026 - $23,939 $23,940 - $31,919 $31,920 - $39,899 $39,900 - $63,840
Family of 2 Less than $29,863  $29,864 - $32,459 $32,460 - $43,279 $43,280 - $54,099 $54,100 - $86,560
Family of 3 Less than $37,702  $37,703 - $40,979 $40,980 - $54,639 $54,640 - $68,299 $68,300 - $109,280
Family of 4 Less than $45,540  $45,541 - $49,499 $49,500 - $65,999 $66,000 - $82,499 $82,500 - $132,000
Family of 5 Less than $ 53,378  $53,379 - $58,019 $58,020 - $77,359 $77,360 - $96,699 $96,700 - $154,720
Family of 6 Less than $61,217  $61,218 - $66,539 $66,540 - $88,719 $88,720 - $110,899  $110,900 - $177,440
Family of 7 Less than $69,055 $69,055 - $75,059 $75,060 - $100,079  $100,080 - $125,099 $125,100 - $200,160
Family of 8 Less than $76,894  $76,895 - $83,579 $83,580 - $111,439  $111,440 - $139,299 $139,300 - $222,880

Most individuals and families with household incomes 100% or more of the federal poverty limit (FPL) will qualify for premium tax credits.
These credits help lower the cost of health insurance coverage and are based on the second-lowest-cost Silver plan available in your area on
pennie.com. The second-lowest-cost Silver plan is also known as the benchmark plan. Premium tax credits vary by income.

Income below 138% FPL.: If your income is below 138% FPL and your state has expanded Medicaid coverage, you qualify for Medicaid based

only on your income.!

American Indians and Alaska Natives who are members of federally recognized tribes are eligible for cost-sharing reductions at alternative

dollar thresholds.

This chart is only applicable for coverage in 2027 and in the 48 contiguous states and the District of Columbia. For families/households with more
than 8 persons, add $5,680 for each additional person.

1 HHS Poverty Guidelines for 2026 (April 9, 2026). Retrieved from https://aspe.hhs.gov/topics/poverty-economic-mobility/poverty-guidelines

Call 888-557-0319.

Check to see if you qualify for one or both types of help.



http://www.pennie.com

Here’s your Enrollment Checklist.

Now that you know more about Highmark and ACA plans, it’s time to
gather what you’ll need to find the right plan for you and your family.
You'll need this info for each person who will be covered on your plan.

Date of birth

Social Security number

(or legal immigrant documents)

Income documentation for all
household members, even if they
won’t be covered by the plan

(pay stubs, W-2 forms, or wage and tax statements)

Current health insurance policy numbers
(if applicable)

Info on any health insurance you or
your family could get from your job

All set? Great. Let’s move on to the essentials.

20



2027 Highmark
products and plans

Phew, that was a lot of good info.
Now, let’s take a look at the products and
plans available in your area for 2027.

A quick way to narrow down your options.

Prefer to search online? Answer three simple questions
on our website to get plan recommendations.
Visit Highmark.com/ComparePlansNEPA.



http://Highmark.com/ComparePlansNEPA

You get all the essentials.

You get access to the 10 Essential Health Benefits —
plus coverage for preexisting conditions.

They include:

ﬂ Outpatient care Prescription drugs

@ Emergency services Laboratory services

G N O

@ Hospitalization Rehabilitative and
(like surgery and overnight stays) habilitative services
and devices
Pregnancy, maternity,

and newborn care Preventive and wellness

services and chronic

G

5 Mental health and disease management
substance use o .
disorder services ﬂ@ Pediatric services,

including dental' and
vision care

I Pediatric dental coverage is only included with plans that include adult dental and vision coverage.

Pediatric vision coverage is included with all plans.

22



Our networks and products

No matter what plan you choose, you get in-network access to quality care, close
to home. You can even see in-network specialists without a referral. Whatever your
healthcare needs and budget, we have a plan for you. All you have to do is choose.

my Pri orii'y Enjoy in-network access to quality care throughout northeastern
Pennsylvania, plus full BlueCard access coast to coast including

Blue Flex PPO Philadelphia, New York, and New Jersey.

With my Priority Blue Flex PPO plans, in-network care is covered
at both the Enhanced and Standard levels of benefits, giving you
more choice in what you spend for in-network care. And with the
BlueCard program,’? you get in-network access to providers outside
of Pennsylvania for routine, emergency, and urgent care, too.

With a PPO, you also get the flexibility to see out-of-network
providers. Keep in mind, you’ll pay more if you choose an out-of-
network provider for routine care.

* Routine care from out-of-network providers is covered at two
different levels:

— Routine care from an out-of-network provider in Pennsylvania
may cost more than seeing an in-network provider.

— Routine care from an out-of-network provider outside of
Pennsylvania may cost more than seeing an out-of-network
provider in Pennsylvania.

Emergency and urgent care will always be covered at the same in-
network rate, even if you see an out-of-network provider.

! Certain services may require you to work with your BlueCard-participating provider to obtain prior authorization.

2The BlueCard program connects independent Blue Plans across the country. It gives Blue Plan members access to in-network coverage
while outside their plan area. The level of coverage depends on your chosen plan.

23



Inside PA Outside PA
BlueCard In-Network Out-of-Network
Program I (BlueCard PPO Network) (BlueCard PPO Network)
coverage ER/Urgent ER/Urgent ER/Urgent ER/Urgent
Care/ Routine Routine Routine
Routine Care Care Care
my Priority Bl . o
FIZx PF?O ue Yes Yes Yes Yes Yes Yes Yes
* Out-of-Network In-State cost-sharing applies.
**Qut-of-Network Out-of-State cost-sharing applies.
Plans are available for residents of
the counties highlighted below.
my Priority Blue
Flex PPO
TIOGA BRADFORD
SUSQUEHANNA WAYNE
WYOMING
SULLIVAN LACKAWANNA
LYCOMING PIKE
CLINTON
LUZERNE MONROE
CARBON

To see if your provider is in network, visit HighmarkCatalog2027.com/NEPA.



http://HighmarkCatalog2027.com/NEPA

Diabetes management

Diabetes puts you at a higher risk of several serious health conditions —
including eye, heart, and kidney disease. However, managing your diabetes
can help prevent or delay these conditions. Measuring your blood glucose,
monitoring your diet, and taking your medications as prescribed are all key.
Your Highmark plan comes with benefits and resources that make it easier.

Diabetes tools and supplies’

() Coverage for common () Continuous glucose monitors

medications?
(@) Test strips

e Metformin Hcl

e Metformin Hcl Er
e Jardiance @ Lancets
 Basaglar KwikPen U-100

e Farxiga

e Glimepiride

e Glipizide Er

Specific medications and supplies may change throughout the coverage year.
Always check your formulary at highmarkacaformulary.com to check under
what tier your drugs and supplies are listed.

I Qut-of-pocket costs for these drugs and supplies will vary based upon the prescription coverage of the selected plan.

2 Preferred medications may change. Please check the formulary website (highmarkacaformulary.com) for the most up-to-date information.

25
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Key terms

COINSURANCE

The percentage of total cost of

care you may owe for certain
covered services after reaching your
deductible. For example, if your plan
pays 80%, you pay 20%.

COPAY

The set amount you pay for certain
covered services. For example, it
could be $20 for a doctor visit or
$30 for a specialist visit. If you owe
a copay, you must pay it when you
check in for your visit.

DEDUCTIBLE

The set amount you pay for covered
health services or drug costs before
your plan starts paying.

EMERGENCY SERVICES

Care for a condition that you think
needs immediate attention to avoid
severe harm.

FORMULARY

A list of drugs selected by the
plan based on certain clinical
factors. The list of medicines is
sorted by tier. Lower tiers usually
mean lower copays.

\Q

{H

OUT-OF-POCKET MAXIMUM

The most you’d pay for covered
care in a benefit period or year.

If you reach this amount, your plan
pays 100% after that.

PRIMARY CARE PROVIDER (PCP)

The medical professional you see for
most of your basic care, like yearly
preventive visits and screenings.

URGENT CARE CENTER

IEIiI A walk-in center for when you have

a condition that’s serious enough
to need care right away, but not
serious enough for a trip to the
emergency room.

7 VIRTUAL VISIT

——— A real-time office visit with a doctor

at a remote location, conducted via
interactive audio and streaming
video telecommunications.

26



Looking for
plan details?

You’re in the right place.

Here are a few questions to consider
when looking for a plan that best fits
your needs and budget.

Are your doctors in network?

Are your prescriptions covered?
And how much do they cost?

N

Are there any individual or
family deductibles?

[

If you want a health savings account
(HSA), do the plans you’re looking
at include them?

[

|! What does coverage look like
when you travel?

You'll see plan summaries here. If you want any plan’s full
benefit list, visit Highmarksbcs.com or get a paper copy
by calling 1-888-557-0319 (TTY/TDD: 711).


http://www.Highmarksbcs.com

Id

PCP Visits!

o Coverage Level
-
@ Major Events Bronze Bronze Bronze 0 HSA'
3 12000 HSA' 9500 HSA' 3800 HSA'
o]
=
) my Priority Blue
() Flex Major Events my Priority Blue my Priority Blue my Priority Blue
Plan Availability PPO Catastrophic Flex PPO Flex PPO Flex PPO
12000 HSA - 3 Free Bronze 9500 HSA! Bronze 3800 HSA! Bronze 0 HSA!

In-Network
Deductible

Individual: $12,000
Family: $24,000

Individual: $9,500
Family: $19,000

Individual: $3,800
Family: $7,600

Individual: $0
Family: $0

In-Network, Out-of-
Pocket Maximum

Individual: $12,000
Family: $24,000

Individual: $9,500
Family: $19,000

Individual: $11,000
Family: $22,000

Individual: $11,600
Family: $23,200

Primary Care Visit

First 3 visits free,
then $0 after deductible

En: $0 after deductible
St: $0 after deductible

En: $65 copay
St: $90 copay

En: $75 copay
St: $100 copay

Specialist Visit

$0 after deductible

En: $0 after deductible
St: $0 after deductible

En: $65 copay
St: $90 copay

En: $75 copay
St: $100 copay

Outpatient Mental . . ) )

Health and Substance  $0 after deductible lsitn $$60;.er di;iti::;le ]SE'? 336655;02” ISEtn ;57755(;02337
Abuse Visits ’ ’ Bay ’ pay
Physical and En: $0 after deductible  En: $65 copay En: $75 copay

Occupational Therapy?

$0 after deductible

St: $0 after deductible

St: $90 copay

St: $100 copay

Diagnostic Test -
Lab Services

$0 after deductible

En: $0 after deductible
St: $0 after deductible

En: $65 copay
St: $95 copay

En: $75 copay
St: $140 copay

Diagnostic Test -
X-Rays

$0 after deductible

En: $0 after deductible
St: $0 after deductible

En: $180 copay
St: $225 copay

En: $175 copay
St: $250 copay

Urgent Care®

$0 after deductible

En: $0 after deductible
St: $0 after deductible

En: $100 copay
St: $100 copay

En: $100 copay
St: $100 copay

Emergency Services

$0 after deductible

En: $0 after deductible
St: $0 after deductible

En: 50% after ded.
St: 50% after ded.

En: $2,750 copay
St: $2,750 copay

Hospital Inpatient -
including facility and
professional

$0 after deductible

En: $0 after deductible
St: $0 after deductible

En: 50% after ded.
St: 60% after ded.

En: $2,750 copay
St: $3,500 copay

Tier 1: $15
) ) not subject to ded./
Pharmacy Summary* $0 after deductible $0 after deductible . $15/$50/$250/50%
All other tiers:
50% after ded.
Integrated Adult
Dental and Vision No No Yes Yes

Option>®

En = Enhanced; St = Standard; ded. = deductible
! This plan is eligible for a health savings account (HSA).

2 Limit of 30 combined physical and occupational therapy visits per benefit period. Limit does not apply to therapy services for
the treatment of mental health or substance abuse.

3 The copayment, if any, does not apply to urgent care services prescribed for the treatment of mental health or substance abuse.
4 Visit highmarkacaformulary.com to view our Formulary and see if your drug is covered, and at which tier.

5 Plans that include integrated adult dental and vision coverage also include pediatric dental and vision coverage.
Plans that do not include integrated adult dental and vision coverage include only pediatric vision coverage.

6 See pages 35 — 38 for adult dental and vision benefit details. 28
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o Coverage Level

>

@ Silver 6000 Silver 0’ Choice Silver 0 Gold

3 1800 HSA?3

Q . .. my Priority Blue my Priority Blue

> Plan Availability et g ‘;ﬁi‘etfg)l(‘;; Flex EZ)?;}(’)gtgigteol Flex PPO Choice Flex PPO Gold

(7] Silver 0 1800 HSA??3
In-Network Individual: $6,000 Individual: $0 Individual: $0 Individual: $1,800
Deductible Family: $12,000 Family: $0 Family: $0 Family: $3,600

In-Network, Out-of-
Pocket Maximum

Individual: $9,200
Family: $18,400

Individual: $10,700

Family: $21,400

Individual: $10,700
Family: $21,400

Individual: $7,500
Family: $15,000

Primary Care Visit

En: $55 copay
St: $65 copay

En: $50 copay
St: $70 copay

En: $50 copay
St: $70 copay

En: $15 copay after ded.
St: $20 copay after ded.

Specialist Visit

En: $55 copay
St: $65 copay

En: $50 copay
St: $70 copay

En: $50 copay
St: $70 copay

En: $15 copay after ded.
St: $20 copay after ded.

Outpatient Mental En: $55 copay En: $50 copay En: $50 copay En: $15 copay after ded.
Health and Substance St: $55 copa St: $50 copa St: $50 copa St: $15 copay after ded

Abuse Visits : pay : B : pay : pay .
Physical and

Occupational 18178 1975 C9j0e En: $50 copay En: $50 copay En: $15 copay after ded.
Therqppy“ St: $65 copay St: $70 copay St: $70 copay St: $20 copay after ded.

Diagnostic Test -
Lab Services

En: $55 copay
St: $70 copay

En: $65 copay
St: $80 copay

En: $65 copay
St: $80 copay

En: $15 copay after ded.
St: $20 copay after ded.

Diagnostic Test -
X-Rays

En: $125 copay
St: $150 copay

En: $175 copay
St: $225 copay

En: $175 copay
St: $225 copay

En: $15 copay after ded.
St: $20 copay after ded.

Urgent Care®

En: $100 copay
St: $100 copay

En: $100 copay
St: $100 copay

En: $100 copay
St: $100 copay

En: $30 copay after ded.
St: $30 copay after ded.

Emergency Services

En: $750 copay after ded.
St: $750 copay after ded.

En: $1,250 copay
St: $1,250 copay

En: $1,250 copay
St: $1,250 copay

En: $250 copay after ded.
St: $250 copay after ded.

Hospital Inpatient -
including facility
and professional

En: $1,125 copay after ded.

St: $1,375 copay after ded.

En: $2,500 copay
St: $3,000 copay

En: $2,500 copay
St: $3,000 copay

En: $450 copay after ded.
St: $650 copay after ded.

$10 not subject to ded./
$30 not subject to ded./

$0 after ded./
$30 after ded./

6 0, 0,
Pharmacy Summary $250 after ded./ $5/$30/$250/50% $5/$30/8250/50% $150 after ded./
50% after ded. 50% after ded.
Integrated
Adult Dental and No Yes Yes No

Vision Option’®

En = Enhanced; St = Standard; ded. = deductible

3 This plan has a non-embedded deductible and an embedded

1 This plan is available directly from Highmark and is not available maximum out-of-pocket.
on Pennie. It does not qualify for advance premium tax credits or

cost-sharing reductions.

4 Limit of 30 combined physical and occupational therapy visits per
benefit period. Limit does not apply to therapy services for the

2 This plan is eligible for a health savings account (HSA). treatment of mental health or substance abuse.
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Plan Availability

Gold 1000

my Priority Blue Flex PPO

Gold 1000

my Priority Blue Flex PPPO
Gold 0

Coverage Level

Platinum 0

my Priority Blue Flex PPO
Platinum 0

In-Network Deductible

Individual: $1,000
Family: $2,000

Individual: $0
Family: $0

Individual: $0
Family: $0

In-Network, Out-of-Pocket

Maximum

Individual: $8,000
Family: $16,000

Individual: $7,500
Family: $15,000

Individual: $5,300
Family: $10,600

Primary Care Visit

En: $35 copay
St: $50 copay

En: $20 copay
St: $35 copay

En: $0 copay
St: $15 copay

Specialist Visit

En: $35 copay
St: $50 copay

En: $20 copay
St: $35 copay

En: $0 copay
St: $15 copay

Outpatient Mental Health En: $35 copay En: $20 copay En: $0 copay
and Substance Abuse Visits St: $35 copay St: $20 copay St: $0 copay
Physical and Occupational En: $35 copay En: $20 copay En: $0 copay

Therapy*

St: $50 copay

St: $35 copay

St: $15 copay

Diagnostic Test -
Lab Services

En: $70 copay
St: $90 copay

En: $45 copay
St: $70 copay

En: $0 copay
St: $15 copay

Diagnostic Test -

En: $100 copay

En: $70 copay

En: $0 copay

X-Rays St: $150 copay St: $90 copay St: $15 copay
En: $70 copay En: $40 copay En: $5 copay
5
AL ERTC St: $70 copay St: $40 copay St: $5 copay

Emergency Services

En: $500 copay after ded.
St: $500 copay after ded.

En: $450 copay
St: $450 copay

En: $150 copay
St: $150 copay

Hospital Inpatient -
including facility
and professional

En: $725 copay after ded.

St: $1,000 copay after ded.

En: $725 copay
St: $1,000 copay

En: $325 copay
St: $500 copay

Pharmacy Summary® $0/$35/$200/50% $0/$30/$100/50% $0/$10/850/50%
Integrated
Adult Dental and Vision Yes Yes Yes

Option’?®

5 The copayment, if any, does not apply to urgent care services
prescribed for the treatment of mental health or substance abuse.

7 Plans that include integrated adult dental and vision coverage also
include pediatric dental and vision coverage and online fitness classes.
Plans that do not include integrated adult dental and vision coverage

¢ Visit highmarkacaformulary.com to view our Formulary and . -nciude
include only pediatric vision coverage.

see if your drug is covered, and at which tier.
8 See pages 35 — 38 for adult dental and vision benefit details.
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Income Level

138 - 149% FPL 150 - 199% FPL

Coverage Level

Extra Savings
Extra Savings Silver Silver

947% 87%

of costs covered of costs covered
by your plan by your plan
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Silver 0 Choice Silver 0 Silver 0

my Priority Blue Flex PPO
Extra Savings Silver 0

my Priority Blue Flex PPO
Choice Extra Savings Silver 0

my Priority Blue Flex PPO

Network Availability Extra Savings Silver 0

In-Network Deductible

Individual: $0
Family: $0

Individual: $0
Family: $0

Individual: $0
Family: $0

In-Network, Out-of-
Pocket Maximum

Individual: $2,600
Family: $5,200

Individual: $2,500

Family: $5,000

Individual: $3,800
Family: $7,600

. .. En: $1 copay En: $0 copay En: $15 copay
LGl A LOALL St: $5 copay St: $5 copay St: $25 copay
e ipe s En: $1 copay En: $0 copay En: $15 copay
Specialist Visit St: $5 copay St: $5 copay St: $25 copay
Ozl bl En: $1 copay En: $0 copay En: $15 copay

5 CElCTE i) St: $1 copa St: $0 copa St: $15 copa
Abuse Visits : pay : pay . pay
Physical and En: $1 copay En: $0 copay En: $15 copay
Occupational Therapy’ St: $5 copay St: $5 copay St: $30 copay
Diagnostic Test - En: $1 copay En: $5 copay En: $30 copay
Lab Services St: $5 copay St: $10 copay St: $35 copay
. X En: $1 copay En: $5 copay En: $50 copay
2LCE LR G SR S A St: $5 copay St: $10 copay St: $60 copay
En: $5 copay En: $5 copay En: $30 copay

2

AL ERTC St: $5 copay St: $5 copay St: $30 copay

Emergency Services

En: $150 copay
St: $150 copay

En: $125 copay
St: $125 copay

En: $400 copay
St: $400 copay

Hospital Inpatient
(including facility
and professional)

En: $175 copay
St: $275 copay

En: $175 copay
St: $300 copay

En: $450 copay
St: $650 copay

Pharmacy Summary?

$0/$1/$5/50%

$0/$1/8$5/50%

$0/$10/$50/50%

Integrated Adult Dental
and Vision Option*®
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Income Level

150 - 199% FPL 200 - 249% FPL

Coverage Level

Extra Savings
Silver

87% out-of-

Extra Savings Silver

73%
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13% 27°%

Network Availability

of costs covered pocket
by your plan costs

Choice Silver 0

my Priority Blue Flex PPO

Choice Extra Savings Silver 0

of costs covered
by your plan

Silver 3000

my Priority Blue Flex PPO
Extra Savings Silver 3000

out-of-
pocket costs

Choice Silver 0

my Priority Blue Flex PPO
Choice Extra Savings Silver 0

In-Network Deductible

Individual: $0
Family: $0

Individual: $3,000
Family: $6,000

Individual: $0
Family: $0

In-Network, Out-of-
Pocket Maximum

Individual: $3,800
Family: $7,600

Individual: $7,600
Family: $15,200

Individual: $8,775
Family: $17,550

Primary Care Visit

En: $0 copay
St: $10 copay

En: $55 copay
St: $65 copay

En: $50 copay
St: $70 copay

Specialist Visit

En: $0 copay
St: $10 copay

En: $55 copay
St: $65 copay

En: $50 copay
St: $70 copay

Outpatient Mental

Abuse Visits ’ pay ’ pay ’ pay
Physical and En: $0 copay En: $55 copay En: $50 copay

Occupational Therapy'

St: $10 copay

St: $65 copay

St: $70 copay

Diagnostic Test -
Lab Services

En: $60 copay
St: $80 copay

En: $55 copay
St: $70 copay

En: $65 copay
St: $80 copay

Diagnostic Test - X-rays

En: $90 copay
St: $150 copay

En: $125 copay
St: $150 copay

En: $175 copay
St: $225 copay

Urgent Care?

En: $10 copay
St: $10 copay

En: $100 copay
St: $100 copay

En: $100 copay
St: $100 copay

Emergency Services

En: $500 copay
St: $500 copay

En: $750 copay after ded.
St: $750 copay after ded.

En: $1,250 copay
St: $1,250 copay

Hospital Inpatient
(including facility
and professional)

En: $550 copay
St: $750 copay

En: $1,125 copay after ded.
St: $1,375 copay after ded.

En: $2,500 copay
St: $3,000 copay

$10 not subject to ded./
$30 not subject to ded./

0, 0,
Pharmacy Summary? $0/$10/$50/50% $250 after ded./ $5/$30/$250/50%
50% after ded.
Integrated Adult Dental Yes No Yes

and Vision Option*®

En = Enhanced; St = Standard; ded. = deductible

! Limit of 30 combined physical and occupational therapy visits per
benefit period. Limit does not apply to therapy services for the
treatment of mental health or substance abuse.

2 The copayment, if any, does not apply to urgent care services
prescribed for the treatment of mental health or substance abuse.

3 Visit highmarkacaformulary.com to view our Formulary and see

if your drug is covered, and at which tier.

4 Plans that include integrated adult dental and vision coverage also

include pediatric dental and vision coverage and online fitness
classes. Plans that do not include integrated adult dental and vision
coverage include only pediatric vision coverage.

5 See pages 35 — 44 for adult dental and vision benefit details.
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Vision and dental benefits



Plans that include adult
vision and dental

Highmark is making vision and dental care more accessible. At every metal level,
we offer plans with the option to have adult dental and vision included. Pediatric
vision benefits are automatically included with every plan. Pediatric dental benefits
are included with all plans that include adult dental and vision coverage.

You can find adult dental and vision benefits on pages 35 - 37
and pediatric dental and vision benefits on pages 38 - 42.

Vision coverage Dental coverage

Getting your eyes checked can help identify issues Seeing a dentist is the best way to take care of

like diabetes early on when they’re easier to treat. your oral health. Our adult dental plans include
One annual eye exam is covered at 100% with 100% coverage on cleanings,* X-rays, and sealants.

plans that include adult dental and vision benefits.

It pays to have dental coverage

. Average cost with Average cost without
Service
dental coverage dental coverage (usual fee)
Exams, cleanings, and X-rays $0 — 37 Up to $400!
Composite filling $71 $1702
Simple extraction $33 $163°
Root canal $400 $1,250*

* Three cleanings per year.

! https://www.dentaly.org/us/oral-hygiene/teeth-cleaning/#How_much_does_a_dental_cleaning_cost, last accessed April 17, 2026;
https://www.dentaly.org/us/panoramic-dental-xray/, last accessed April 17, 2026

2 https://www.dentaly.org/us/tooth-filling/#How_much_do_fillings_cost, last accessed April 17, 2026
3 https://www.dentaly.org/us/tooth-extraction/#How_much_does_tooth_removal_cost_in_the_US, last accessed April 17, 2026
4 https://www.webmd.com/oral-health/guide/dental-root-canals, last accessed April 17, 2026
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For all plans with adult dental and vision
coverage — these are your vision benefits.

>
Q.
(-
=
<.
o8
o
=)
o
()]
>
(0]
=5
—r
(/2]

In-network
Vision benefits Frequency - once every:
Eye excl.mlnahctn (!ncludlng dilation when 12 months
professionally indicated)
Spectacle lenses 12 months
Frame 12 months
Contact lenses (in lieu of eyeglass lenses) 12 months
Copayments
Eye examination $0
Spectacle lenses $0

If a member chooses collection
lenses, no copayment is required.
If non-collection lenses are
chosen, the member must pay

all associated costs.

Contact lens evaluation, fitting,
and follow-up care

Eyeglass benefit - spectacle lenses Average retail value Member charges
Hitocan, o lonticalar lonses (any R D=0l o
Oversize lenses $20 Included
Tinting of plastic lenses $20 $11
Scratch-resistant coating $25 — $40 Included
Scratch protection plan single vision $60 — $120 $20
Scratch protection plan multifocal $60 — $120 $40
Polycarbonate lenses!’ $60 — $75 $0 or $30
Ultraviolet coating $25 - $30 $12
Standard antireflective (AR) coating $100 — $175 $35
Premium AR coating $100 — $175 $48

Ultra AR coating $100 - $175 $60
Standard progressive lenses $150 — $195 $50
Premium progressives (Varilux®, etc.) $195 — $225 $90

Ultra progressive lenses $225 - $300 $140
Blue-light filtering $25 $15
High-index lenses (thinner and lighter) $90 - $150 $55/$120
Polarized lenses $95 — $110 $75

Plastic photosensitive lenses $95 — $150 $65




Eyeglass benefit - frame Average retail value

>
(o}
c
ey
<.
L
(o)
>
o
()
>
D
=
—
(2]

Non-collection frame allowance (retail): Up to $135 Up to $150
Fashion level Up to $125 Included
Davis Vision Frame
Collection? Designer level Up to $175 Included
inli f all 3
(inlieu of allowance) Premier level Up to $225 Included
Contact lens benefit (in lieu of eyeglasses)
Non-collection contact lenses: materials allowance Up to $150
Disposable 4 boxes
Collection contact lenses? Planned replacement 2 boxes
in lieu of allowance): materials
( ) Evaluation, fitting,
Included
and follow-up care
Medically necessary contact lenses Materials, evaluation, fitting,
X . Included
(with prior approval) and follow-up care

! Polycarbonate lenses are covered in full for dependent children, monocular patients, and patients with prescriptions +/- 6.00 diopters or greater.

2 Collection is available at most participating independent provider offices. Collection is subject to change. Collection is inclusive of select torics
and multifocals.

One-year eyeglass breakage warranty included.

Adult vision benefits utilize the Davis Vision Network. There is no out-of-network coverage. Davis Vision is a separate company that
administers Highmark vision benefits.

To find a provider in the Davis Vision Network, visit HighmarkCatalog2027.com/NEPA.
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For all plans with adult dental and vision
coverage — these are your dental benefits.

Dental Benefits
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Annual deductible per insured person $50 per calendar year
Annual deductible per insured family $150 per calendar year
Annual maximum per insured person $1,500
Policy pays
Covered services: Elimination period
In network Out of network
Oral evaluations (exams) 100% 0% None
Radiographs (all X-rays) 100% 0% None
Z;:z:iyrlm;):s— 3 per benefit period) 100% 0% None
Palliative treatment (emergency) 100% 0% None
Sealants 100% 0% None
Space maintainers 100% 0% None
fead partiol dontures, ond dommures 5% & e
Basic restorative (fillings, etc.) 80% 0% None
Simple extractions 80% 0% 6 months
Surgical extractions 50% 0% 6 months
Complex oral surgery 50% 0% 6 months
Endodontics (root canals, etc.) 50% 0% 6 months
General anesthesia and/or IV sedation 80% 0% 6 months
Nonsurgical periodontics 50% 0% 6 months
Periodontal maintenance 50% 0% None
Surgical periodontics 50% 0% 6 months
Crowns, inlays, onlays 50% 0% 6 months
?f::::lh:::;al dentures, dentures) 20% 0% 6 months
Implant services 0% 0% None
Consultations 100% 0% None
Orthodontics 0% 0% None

The percentage in the Policy Pays column is the percentage of the set amount that the Policy will pay for covered services provided by a
participating dentist. Participating dentists accept the plan allowance as payment in full.

Adult dental benefits utilize the Concordia Advantage Network. Members must use a United Concordia provider. United Concordia is a separate
company that administers dental benefits and provides the dental provider network.

Our dental plan uses the Concordia Advantage network. To find in-network dentists, visit HighmarkCatalog2027.com/NEPA.
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All plans have pediatric vision coverage —
these are your vision benefits.

In-network

Network benefit Members under
(Independents and Visionworks)' 19 years of age?

Frequency - once every:

Eye examination including dilation
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(when professionally indicated)* 12 months $0 copay
Spectacle lenses®** 12 months $0 copay
Frame** 12 months $0 copay
Contact lenses (in lieu of eyeglass)** 12 months $0 copay

Eyeglass benefit - spectacle lenses Member charges

Clear plastic single-vision, lined bifocal, trifocal,

or lenticular lenses (any size or Rx) $0

Digital single vision (intermediate) $30

Tinting of plastic lenses (solid/gradient) $11

Scratch-resistant coating $0

Polycarbonate lenses $0

Ultraviolet coating $12

Blue-light filtering $15

(wandard/promium/altrarulfimate EEARECNEGE
: 4

rs::lize:::;::'eer:;sm/uIfra/ultimafe) $50/890/$140/$175

High-index lenses (thinner and lighter) $55/$120

Polarized lenses $75

:i:;:zl\:ispi::/er;tﬁ?fs:::?ienses $20/420

Plastic photosensitive lenses $65
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o Eyeglass benefit - frame® Member charges
(0]
g is Vision exclusive collection (in lieu of allowance)
E
”n Fashion/Designer/Premier - member charge
(if applicable) $0/50/%0
Up to $150

Non-collection frame allowance (retail)

Plus a 20% discount on any overage

Contact lens benefit (in lieu of eyeglasses)

Up to $150

Contact lenses: Materials allowance Plus a 15% discount on any

overage

Evaluation, fitting, and follow-up care -

standard and specialty lens types Not covered

Evaluation, fitting, and follow-up care -
standard lens types

Exclusive collection contact lenses® (in lieu of allowance)

Materials: disposable or planned replacement Up to 4 or 2 boxes

Not covered

Evaluation, fitting, and follow-up care $0

Visually required contact lenses (with prior
approval) - materials, evaluation, fitting, and $0 with prior approval
follow-up care

! Vision benefits utilize the Davis Vision Network. There is no out-of-network coverage. Davis Vision is
a separate company that administers Highmark vision benefits. Visionworks, also a separate company,
is a provider within the Davis Vision Network.

2 Dependents will be terminated from vision coverage at the end of the month in which they turn 19.
3 Includes plastic or oversize lenses.

4 Progressive multifocals can be worn by most people. Conventional bifocals will be supplied at no additional
charge for anyone who is unable to adapt to progressive lenses. However, the member’s payment toward the
progressive upgrade will not be refunded.

5 Collection frames will be covered at 100%. If a non-collection frame is selected, a $150 allowance will be
applied. For any amount over $150 on a non-collection frame, the member will receive 20% off the overage.
For contact lenses, the member will receive 15% off the cost of any overage.

¢ Disposable contact lens wearers will receive four multipacks of lenses. Planned replacement lens wearers will
receive two multipacks of lenses.

* Subject to deductible on Major Events/Catastrophic plans.

**Subject to deductible on high-deductible plans (that include an HSA) and Major Events/Catastrophic plans.
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All plans that include adult dental and
vision coverage also include pediatric dental
coverage — these are your dental benefits.

These plans will pay benefits for covered services shown below subject to
exclusions and other Policy terms. Payment is based on the plan allowance for
the specific covered service. There is no waiting period on covered services.

. All plans except high-deductible health plans that include
Dental benefits an HSA and Major Events/Catastrophic health plans

Contract year deductible per member $0

Annual maximum per member Unlimited

Out-of-pocket year Expenditures for medical, dental, and vision care all
maximum per member contribute to the member's out-of-pocket maximum.
Covered services Policy pays at participating dentists

Oral evaluations (exams) 100%

Radiographs (all X-rays) 100%

Prophylaxis (cleanings) 100%

Fluoride treatments 100%

Sealants 100%

Space maintainers 100%

Crowns, crown repair,

0,
inlays, and onlays >0%

Basic restorative
(anterior composite, anterior amalgam, and 50%
posterior amalgam)

Simple extractions 50%
Surgical extractions 50%
Oral surgery 50%

Apicoectomy/

e R 50%
periradicular surgery
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g All plans except high-deductible health plans that include
Dental benefits an HSA and Major Events/Catastrophic health plans

_

Consultations 100%
General anesthesia and/or IV sedation 50%
Occlusal guard 100%
Palliative treatment (emergency) 100%
Endodontics (root canals, etc.) 50%
Surgical periodontics 50%
Nonsurgical periodontics 50%
Periodontal maintenance 50%
Prosthodontics (fixed partial dentures) 50%
Prosthetics (complete dentures, adjustments, o

and repairs) >0%
Implant services 50%
Maxillofacial prosthetics Not covered
Medically necessary orthodontics 50%
Cosmetic orthodontic services Not covered

These plans meet the minimum essential health benefit requirements for pediatric oral health as required under the federal Affordable Care Act.
These benefits are only available for children through the end of the benefit period that they turn 19 years old.

Participating dentists accept contracted plan allowance as payment in full for services. There is no coverage for services provided by
out-of-network providers.

Our dental plan uses the Concordia Advantage network. United Concordia is a separate company that administers dental benefits and provides the
dental provider network. To find in-network dentists, visit HighmarkCatalog2027.com/NEPA.
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Pediatric dental benefits (ontinued)

Medically necessary
orthodontic coverage

In this section, Medically Necessary or Medical
Necessity shall mean healthcare services that a
physician or dentist, exercising prudent clinical
judgment, would provide to a patient for the purpose
of evaluating, diagnosing, or treating an illness, injury,
disease, or its symptoms, and that are:

1. In accordance with the generally accepted standards
of medical/dental practice;

2. Clinically appropriate, in terms of type, frequency,
extent, site, and duration, and considered effective for
the patient’s illness, injury, or disease; and

3. Not primarily for the convenience of the patient
or physician/dentist, and not more costly than an
alternative service or sequence of services at least as
likely to produce equivalent therapeutic or diagnostic
results as to the diagnosis or treatment of that
patient’s illness, injury, or disease.

As used in subpart 1, above, generally accepted
standards of medical/dental practice mean:

» Standards that are based on credible scientific
evidence published in peer-reviewed, medical/
dental literature generally recognized by the relevant
professional community;

* Recognized Medical/Dental and Specialty Society
recommendations;

* The views of physicians/dentists practicing in the
relevant clinical area; and

* Any other relevant factors.

A Medically Necessary orthodontic service is an
orthodontic procedure that occurs as part of an
approved orthodontic plan that is intended to treat
severe functional difficulties, developmental anomalies
of facial bones and/or oral structures, facial trauma
resulting in functional difficulties, or documentation

of a psychological/psychiatric diagnosis from a mental
health provider that orthodontic treatment will improve
the mental/psychological condition of the child.

Coverage of medically
necessary orthodontics

1. Orthodontic treatment must be Medically Necessary
and be the only method capable of:

a) Preventing irreversible damage to the insured
person’s teeth or their supporting structures and,

b) Restoring the insured person’s oral structure to
health and function.

2. The insured person must have a fully erupted set of
permanent teeth to be eligible for comprehensive,
Medically Necessary orthodontic services for
handicapping malocclusions of the adult dentition.

3. Other orthodontic covered services include: pre-
orthodontic treatment visit for completion of HLLD
(NJ-Mod2) form, diagnostic photographs, and
panoramic radiographs; limited treatment for
the primary, transitional, and adult dentition;
interceptive treatment for the primary transitional
dentition; minor treatment to control harmful habits;
continuation of transfer cases or cases started prior
to the insured person’s Effective Date; orthognathic
surgical cases with comprehensive orthodontic
treatment; placement and removal of orthodontic
appliances; repairs to orthodontic appliances;
replacement of lost or broken retainer; rebonding or
recementing of brackets and/or bands; and removal
of appliances by a provider that did not start the case
when requested by report.

4. All Medically Necessary orthodontic services require
prior approval and a written plan of care.
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There’s a whole lot of legalese around these plans.
We put it all in one place for you.

Important Benefit Details

Non-Embedded Family Deductible: For an agreement covering more
than one (1) family member, the family deductible must be satisfied before
the plan will begin to pay benefits for covered services for any covered
family member. When the family deductible has been satisfied, the

family deductible will be considered to have been satisfied for all family
members, the plan will begin to pay benefits for covered services for all
covered family members for the remainder of the benefit period (January
1,2027 — December 31, 2027). The family deductible can be met by one
family member or a combination of members.

Aggregate/Embedded Family Deductible Plans: For an Agreement
covering more than one (1) family member, as each Member satisfies
their individual Deductible, the Plan will begin to pay benefits for covered
services for that Member for the remainder of the Benefit Period (January
1, 2027 — December 31, 2027), whether or not the entire family Deductible
has been satisfied. When the family Deductible has been satisfied,

the family Deductible will be considered to have been satisfied for all
remaining covered family members. Not every individual member must
meet the individual deductible for the family deductible to be met and no
individual member may satisfy the entire family Deductible.

You are responsible for out-of-pocket costs each benefit period
(January 1, 2027 - December 31, 2027) up to the maximum amount
shown. Thereafter, the plan pays 100% of the Plan Allowance during the
remainder of the benefit period. This amount does not include amounts
in excess of the plan allowance.

Diagnostic Lab services include Laboratory and Pathology. Diagnostic
Lab services require one copay (or, for some plans, coinsurance after
deductible) per date of service and type of service. The copayment, if any,
does not apply to diagnostic services prescribed for the treatment

of mental health or substance abuse.

Basic Diagnostic Services include Diagnostic X-ray, diagnostic medical
and allergy testing. Basic diagnostic services require one copay (or, for
some plans, coinsurance after deductible) per date of service and type
of service. The copayment, if any, does not apply to diagnostic services
prescribed for the treatment of mental health or substance abuse.

Advanced Imaging services include, but are not limited to, CAT scan,
CTA, MRI, MRA, PET scan, and PET/CT Scan. Advanced Imaging services
require one copay (or, for some plans, coinsurance after deductible) per
date of service and type of service. The copayment, if any, does not apply
to diagnostic services prescribed for the treatment of mental health or
substance abuse.

Preventive care services include routine care like screenings and checkups
that help keep you healthy. Refer to the Highmark Preventive Schedule for
the list of preventive care services.

Essential Formulary prescription drug cost covers a 90-day (Mail Order)
or 31-day (Retail) supply. All plans have a four-tier closed formulary
prescription drug structure.

Qualified High Deductible Health Plans may be coupled with a Health
Savings Account (HSA). However, certain cost-sharing reductions (CSR) or
plan variations of this plan that are offered through the Health Insurance
Marketplace are not intended to be used with an HSA. If you have
questions, please check with your financial advisor.

The preventive vision exam is a routine eye examination, with refraction,
that focuses on assessment, preventive eye care, and determination of
the refractive state of the eye. A complete routine eye examination with
refraction includes: case history, visual acuities (near and distance),
external examination that includes pupils motilities, and color vision test,
tonometry, refraction, binocular vision testing, slit lamp examination of
the anterior segment (including the crystalline lens), fundus examination
(including dilated fundus exam), assessment, and plans.

You should confirm the network status of a provider prior to receiving

services. You can call 1-888-BLUE-428 to confirm if a doctor or facility will
be in network in 2027.

If you purchase coverage through an agent or broker, that individual may
receive a commission. Bonus or incentive compensation may also apply.
For more details visit Highmark.com and enter your ZIP code. Select Plans
followed by Shop Individual and Family Plans. Scroll to the bottom of the
page and look for Highmark Individual Market Broker Compensation.

Please note that information regarding the Patient Protection and
Affordable Care Act of 2010 (a.k.a. PPACA, Affordable Care Act, ACA,
and/or Healthcare Reform), as amended, and/or any other law, does

not constitute legal or tax advice and is subject to change based upon
the issuance of new guidance and/or change in laws. This information is
intended to provide general information only and does not attempt to give
you advice that relates to your specific circumstances. The information
regarding any health plan will be subject to the terms of the applicable
health plan benefit agreement. Any review of materials, request for
information, or application does not obligate you to enroll for coverage.
Please request the Outline of Coverage for details on benefits, conditions,
and exclusions. Providing your information is voluntary.

To find more information about Highmark’s benefits and operating
procedures, such as accessing the drug formulary or using network
providers, visit https://www.highmark.com/transparency-in-coverage.
For a paper copy of Claims Payment Policies & Other Information, call
1-855-873-4108 (TTY/TDD: 711).

Additional Disclosures

Blue Distinction Centers (BDC) met overall quality measures, developed
with input from the medical community. A Local Blue Plan may require
additional criteria for providers located in its own service areg; for details,
contact your Local Blue Plan. Blue Distinction Centers+ (BDC+) also met
cost measures that address consumers’ need for affordable healthcare.
Each provider’s cost of care is evaluated using data from its Local Blue
Plan. Providers in CA, ID, NY, PA, and WA may lie in two Local Blue Plans’
areas, resulting in two evaluations for cost of care; and their own Local
Blue Plans decide whether one or both cost of care evaluation(s) must
meet BDC+ national criteria. Blue Distinction Total Care (“Total Care”)
providers have met national criteria based on provider commitment to
deliver value-based care to a population of Blue members. Total Care+
providers also met a goal of delivering quality care at a lower total cost
relative to other providers in their area. Program details are displayed on
www.bcbs.com. Individual outcomes may vary. For details on a provider’s
in-network status or your own policy’s coverage, contact your Local Blue
Plan and ask your provider before making an appointment. Neither Blue
Cross and Blue Shield Association nor any Blue Plans are responsible

for noncovered charges or other losses or damages resulting from Blue
Distinction or other provider finder information or care received from Blue
Distinction or other providers.

BlueCard coverage is available for emergency or urgent care for all plans
when you are away from home. Routine care is also covered for some
plans. Consult your plan documents for additional information.

Blue Distinction is a registered mark of the Blue Cross Blue Shield
Association, an association of independent Blue Cross Blue Shield Plans.

BlueCard® is a registered mark of the Blue Cross and Blue Shield
Association, an association of independent Blue Cross and Blue Shield
Plans.

Blue365 is a registered mark of the Blue Cross Blue Shield Association.

Mental Well-Being is offered by your health plan and powered by Spring
Health. Spring Health is an independent company that provides mental
healthcare services through its agents. Spring Health is solely responsible
for their mental healthcare services.*

Sword Health is an independent company that provides wellness
services for your health plan. Sword Health Professionals provides its
services through a group of independently owned professional practices
consisting of Sword Healthcare Providers, P.A., Sword Healthcare
Providers of NJ, P.C., and Sword Healthcare Physical Therapy Providers
of CA, PC*
Tivity Health, Inc. is an independent company that provides on-line
fitness classes and does not provide Blue Cross and/or Blue Shield
products or services.
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Tivity Health, Inc. is solely responsible for their fitness services.

Well360 Virtual Health is offered by your health plan and powered by
Amwell. Amwell is an independent company that provides telemedicine
services and does not provide Blue Cross and/or Blue Shield products or
services. Amwell is solely responsible for their telemedicine services.*

*Other providers are available in our network.

Benefits and/or benefit administration may be provided by or through the
following entities, which are independent licensees of the Blue Cross

Blue Shield Association: Highmark Inc. d/b/a Highmark Blue Cross Blue
Shield, or Highmark Benefits Group Inc.

Your plan may not cover all your healthcare expenses. Read your plan
materials carefully to determine which healthcare services are covered.
For more information, call the number on the back of your member ID
card or, if not a member, call 866-459-4418.

All references to “Highmark” in this document are references to the
Highmark company that is providing the member’s health benefits or
health benefit administration and/or to one or more of its affiliated

Blue companies.

Highmark Blue Cross Blue Shield is a Qualified Health Plan insurer in the
Pennsylvania Insurance Exchange. A Qualified Health Plan (QHP) is a plan
that has been certified by the Health Insurance Marketplace and meets
all ACA requirements. That includes providing the 10 Essential Health
Benefits and staying inside the limits for deductibles, copays,

and out-of-pocket maximums.

Discrimination is Against the Law

The Claims Administrator/Insurer complies with applicable Federal

civil rights laws and does not discriminate on the basis of race, color,
national origin, age, disability, or sex, including sex stereotypes and
gender identity. The Claims Administrator/Insurer does not exclude
people or treat them differently because of race, color, national origin,
age, disability, or sex assigned at birth, gender identity or recorded
gender. Furthermore, the Claims Administrator/Insurer will not deny or
limit coverage to any health service based on the fact that an individual’s
sex assigned at birth, gender identity, or recorded gender is different
from the one to which such health service is ordinarily available. The
Claims Administrator/Insurer will not deny or limit coverage for a specific
health service related to gender transition if such denial or limitation
results in discriminating against a tfransgender individual. The Claims
Administrator/Insurer:

« Provides free aids and services to people with disabilities to
communicate effectively with us, such as:
— Qualified sign language interpreters
— Written information in other formats (large print, audio, accessible
electronic formats, other formats)
« Provides free language services fo people whose primary language
is not English, such as:
— Qualified interpreters
— Information written in other languages
If you need these services, contact the Civil Rights Coordinator.
If you believe that the Claims Administrator/Insurer has failed to provide
these services or discriminated in another way on the basis of race, color,
national origin, age, disability, or sex, including sex stereotypes and
gender identity, you can file a grievance with:
Civil Rights Coordinator
P.O. Box 22492
Pittsburgh, PA 15222
Phone: 1-866-286-8295 (TTY: 711), Fax: 412-544-2475
Email: CivilRightsCoordinator@highmarkhealth.org
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 of Civil Rights Complaint Portal, available at
ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:
U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building
Washington, D.C. 20201
Phone: 1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at hhs.gov/ocr/office/file/index.html.
Pennsylvania, Delaware, West Virginia, and New York:

1-833-521-1424 (TTY: 711)

ATTENTION: If you speak English, assistance services, free of charge, are
available to you. Call the number provided for your state of residence.
ATTENTION: If you speak English, free language translation and
interpretation services are available to you. Appropriate auxiliary

aids and services (such as large print, audio, and Braille) to provide
information in accessible formats are also available free of charge.
ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de
traduccidn e inferpretacién de idiomas. También hay disponibles ayudas
y servicios auxiliares adecuados (como letra grande, audio y Braille) para
proporcionar informacién en formatos accesibles sin cargo.

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose
Ubersetzungs- und Dolmetscherdienste zur Verfiigung. AuBerdem
sind kostenlos entsprechende Hilfsmittel und Dienstleistungen
(wie GroRdruck, Audio und Blindenschrift) zur Bereitstellung von
Informationen in barrierefreien Formaten erhaltlich.

ATANSYON: Si w pale Kreyol Ayisyen, gen sévis tradiksyon ak
entépretasyon aladispozisyon w gratis nan lang ou pale a. Ed ak sévis
siplemanté apwopriye (télke gwo lét, odyo, Braille) pou bay enfomasyon
nan foma aksesib yo disponib gratis tou.

BHMMAHMWE: Ecnu Bbl roBopuTe Ha pycckom si3bike, Bam

[OCTYyNHbI GecnnaTHble yCrnyru nepesoaa Ha Apyro s3bik. Takxke
npegocTaBnsieTcs 4oNoNHUTeNbHaa 6ecnnaTHas NOMOLLb U yCnyru
oTobpaxeHns nHdopmMauny B SOCTYNHbIX popmaTtax (Hanpumep,
KPYMHbIM WpndToMm, WpudTom Bparna unm B Buae ayauosanuncu).

ATTENZIONE: se parla italiano, sono disponibili servizi gratuiti di
traduzione e interpretariato. Sono inoltre disponibili gratuitamente
adeguati supporti e servizi ausiliari (ad esempio caratteri grandi, audio e
Braille) per fornire informazioni in formati accessibili.

ATTENTION : si vous parlez francgais, des services de traduction et
d’interprétation gratuits sont a votre disposition. Vous pouvez aussi
bénéficier gratuitement de I'acces a des outils et services auxiliaires
appropriés (affichage en gros caractéres, audio et le braille) dans des
formats accessibles.
AKIYESI: Ti o ba nso &dé Yoruiba, awon ise itumo ati 6gbufo &dé wa ni
arowoto 16feé fun o. Awon ise itdju ati iranléwé té ye (bii titewé nla, gbigbo
ohun, ati iwé afoju) lati pésé iwifunni ni awon ona iraayeé si wa pelu 16feé.
1IX ANYYTIYAN TNIDY YNIPRA 1R VIYP TR OTYI 1K MK 1AN0DX
DYD™MIYD 1IN JYYUNDO5 N YAMYNYA HXYOX 119 ™MD DYD MIYD ANYLUYNIXRT
VY221VAIY PR YIYRNIROIK 1PV0IK 1K (9°Y12 IR XPTIR,P1NT YOI "MITK)
HXYON 11D ™MD JYMIPRL ¥ XT IN VYT JUNNIXD.
aocilly dy il doz il wloas A JSgimd an el aglll Casw S 1] e
WSSl acllall Jio) auwliall 8acluwall Gloally Jilwgll Loyl j86i .Llro 4,941
o dl Jgogll (Son wliiiy wlogleall pyadid (Jily dés b9 cdsguall Jilwslly
aalSs sl 9.
AR CMREZEAP, BRIFHERERBOIESEENOFRES. LI, ?5%
MNER TR *EFE’JFﬁEbIEﬁEE%(ZIDk—?-W FMAMEX) , J«X{EM
TEEEIANER.
el UL o7l AH syl oAl G1A, AL dHIZLHIZ (965 HIML BdlE 214
He2zM2ad Al Guast 8. Yas siHzul HUlgdl udl wisal Wiz 401 dsits
AEARIHAL i Al (R 5 WIZL Biez, 204 214 o) ue [R:ges Guaoy 9.
CHU Y: Néu quy Vi noi tiéng Viét, chung toi c6 dich vu bién dich va phién
dich ngdn ng mién phi danh cho quy vi. Chung téi ciing cung cdp mién
phi cac dich vu va ho trg bé sung thich hop (nhw chi in I6n, tép &m thanh
va chi¥ nGi) d€ cung cép théng tin & cac dinh dang dé ti€p can.
g1 fRaEre: af qurs qureht areqgeg WA, aurEens Migqed AT Aqars
T IAATY HATZE ITAY G| TEHAT SATZEAT TR TATT T ITYH
agraF TR 7 dareE (TE 2 few, iR 7 3e) 0fF froed sas A
FUIT eAT9 & AT o TS A7 Srerd €, 97 STk fore g AT SAqars e
ATEIT Haefl HATU SUASY & THAH FIF T1TT HiHe H GAAT ITAE FHIA 6
o Sugeh ggra® arest ST qard (S99 K, arfear i g of Fges
ITAH B

Fo| 32018 ALR3HE B9 P2 0lo] 1Y U Sof MHIAE 0[83A &
BLICH M 7hsE HASR HEE MBWS & At Mud Bx 20
2 MHIA @l 2 X1, 212, HA)E PEE 018 + et £80]
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Ready to (en)roll?

Cool. Here’s how to do it:

e By phone: 1-888-557-0319
e Online: HighmarkCatalog2027.com/NEPA

e By contacting your agent or broker

<HIGHMARK &2 ®

Because Life.”
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