2016 Health insurance plans

« Find out if you may be eligible for financial help
« Compare plans and choose the best one for you
« Learn how you can get the most out of your membership

Independence




Contact your broker if you
have questions about your
plan choices or to see if
you qualify for a subsidy.
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Serving Philadelphians for nearly 80 years

Choosing health insurance is so much more than picking out a plan — it’s about finding a
health insurer you can trust. In fact, nearly two million people in the Philadelphia region*
trust their health insurance needs to Independence Blue Cross (Independence). For nearly 80
years, we’ve provided the best in quality, reliability, and service to the greater Philadelphia
region. We're dedicated to improving the health and wellness of the communities we serve in
Philadelphia, Montgomery, Bucks, Delaware, and Chester counties.

With an expansive network of more than 46,000 doctors and 160 hospitals to choose from,

Independence offers you the widest choice for quality care in the region. And when you need
help, we’re here to support you — online, over the phone, even in person — whatever is most
convenient for you.

Trust your health coverage to Independence, so you can stop worrying about health care and
start living your life.

How plans are organized

The best way to shop for health insurance is to learn about the plans available to you.

The Affordable Care Act requires all plans to be organized by the level of coverage they

offer — platinum, gold, silver, and bronze. Plus, we offer a catastrophic plan that is available
for people under the age of 30 or those who qualify for a special exemption. All plans cover the
same essential health benefits, but the difference is what you pay in monthly premium and
out-of-pocket costs when you need care.

Monthly Cost whenyou  Good option if you...
premium receive care
. Tend to use a lot of health
Platinum $$$99% $ .
care services
Want to save on monthly
Gold $$%% $$ premium, but still keep your
out-of-pocket costs low
Need to balance your
Silver $$% $$$ monthly premium with your
out-of-pocket costs
Don’t use a lot of health
Bronze $$ $$%%

care services

Meet the requirements and
need “just-in-case coverage”

Catastrophic  $ $$$%9

Even if you have an idea of what level of coverage you want now, it’s important to find out if
you may be eligible for a subsidy. Depending on your income, a subsidy can significantly reduce
costs. Please note that you may need to select a silver plan to maximize these savings.

* As of April 2015

Questions? Contact your broker for assistance.

How to choose a plan

1. See if you may qualify for
a subsidy (p. 2-3)

2. Narrow down your choices
by comparing the most
frequently used benefits on
p. 4-5 and looking at the
rate sheet enclosed in this kit

3. Choose the best plan for
you by reviewing benefits
in more detail (p. 10-32)




See If you may qualify for a subsidy

To determine if you may be eligible for financial assistance from the federal government,
use this chart to locate the number of people in your family, see if your household income
falls within one of these ranges, and learn about lower-cost plans you may qualify for.

Household Income

% of Federal

Poverty Level Lessthan 138% 138-149% 150-199% 200-249% 250-400% More than 400%

Single < $16,242.60 $16,242.60 - $17,655.00— $23,540.00 — $29,425.00— $47,080.00 +
$17,654.99 $23,539.99 $29,424.99 $47,079.99

Family of 2 <$21,983.40 $21,983.40— $23,895.00— $31,860.00— $39,825.00— $63,720.00 +
$23,894.99 $31,859.99 $39,824.99 $63,719.99

Family of 3 < $27,724.20 $27,724.20 - $30,135.00— $40,180.00 - $50,225.00 — $80,360.00 +
$30,134.99 $40,179.99 $50,224.99 $80,359.99

Family of 4 < $33,465.00 $33,465.00— $36,375.00— $48,500.00— $60,625.00 — $97,000.00 +
$36,374.99 $48,499.99 $60,624.99 $96,999.99

Family of 5 < $39,205.80 $39,205.80 - $42,615.00— $56,820.00 — $71,025.00— $113,640.00 +
$42,614.99 $56,819.99 $71,024.99 $113,639.99

Family of 6 <$44,946.60 $44,946.60 — $48,855.00— $65,140.00— $81,425.00— $130,280.00 +
$48,854.99 $65,139.99 $81,424.99 $130,279.99

Family of 7 < $50,687.40 $50,687.40 — $55,095.00 — $73,460.00— $91,825.00— $146,920.00 +
$55,094.99 $73,459.99 $91,824.99 $146,919.99

Family of 8* < $56,428.20 $56,428.20 — $61,335.00— $81,780.00— $102,225.00— $163,560.00 +
$61,334.99 $81,779.99 $102,224.99 $163,559.99

You may be
eligible for

Plan types

More info

Free or low-cost
health insurance

Medical Assistance
(Medicaid)

dhs.state.pa.us

Premium subsidy and
cost-sharing reduction
(CSR)

Silver 138-149%
CSR plans

p.30-32

Premium subsidy and
cost-sharing reduction
(CSR)

Silver 150-199%
CSR plans

p.26-28

Premium subsidy and
cost-sharing reduction
(CSR)

Silver 200-249%
CSR plans

p.22-24

Premium subsidy

Premium subsidy with
our Standard plans

p. 9-20

*For more than eight, add this amount for each additional person: $4,160.

Not eligible for a
subsidy

Standard plans

p. 9-20

This chart is intended to give you an idea if you will be eligible for help from the government in paying your

health insurance costs. Final eligibility determinations and the actual amount of your tax credit/subsidy will be

determined by the federal government.

Questions? Contact your broker for assistance.



Coverage for American Indians/Alaska Natives

If you’re a member of a federally recognized tribe, you are eligible for platinum, gold, silver,
and bronze plans with lower or no cost-sharing based on whether your household income is
more or less than 300% of the Federal Poverty Level (FPL).

Less than 300% FPL plan options

You may choose from any of the Standard plan options on pages 9-20, but you will have $0
cost-sharing for all covered services. You may also qualify for a premium subsidy.

More than 300% FPL plan options

You may choose from any of the Standard plan options on pages 9—-20 and you will pay the cost-
sharing amounts listed, but you will have $0 cost-sharing if you receive care for any essential
health benefits that are referred by or received directly from the HIS, Indian Tribe, Tribal
Organization, or Urban Indian Organization. You may also qualify for a premium subsidy.

Household Income

Family size Less than 300% FPL More than 300% FPL If you think you may qualify for an
plan, visit healthcare.gov for

Family of 2 $47,789.99 $47,790.00 . .
more information.

Family of 3 $60,269.99 $60,270.00

Family of 4 $72,749.99 $72,750.00

Family of 5 $85,229.99 $85,230.00

Family of 6 $97,709.99 $97,710.00

Family of 7 $110,189.99 $110,190.00

Family of 8* $122,669.99 $122,670.00

*For more than eight, add this amount for each additional person: $4,160.

This chart is intended to give you an idea if you will be eligible for help from the government in paying your health
insurance costs. Final eligibility determinations and the actual amount of your tax credit/subsidy will be determined by
the federal government.

Questions? Contact your broker for assistance. 3



High-level plan comparison

.. . Special provisions ®
To make your plan decision easier, use the chart below to compare all

plans side by side. It includes the most frequently used benefits and V\\\\“;g:wc . % ﬂk‘:ﬁ
S\ A
their cost-sharing so that you can identify plans that meet your needs. TRRDEI RESIONEN
uhsidy amount. .‘\Q(L\%

You can even write in your monthly premium from the rate sheet Y '\lae
provided in this kit. Once you’ve narrowed down the choices, you can ~
refer to the more detailed benefits grids on the following pages.

High-level plan comparison

Plan Name Personal Personal Keystone Personal Keystone Keystone HMO Personal
Choice® PPO Choice® PPO HMO Choice® PPO HMO Gold Gold Proactive Choice® PPO
Platinum Platinum Platinum Gold Silver
Complete

Out-of-network 0 0 0 0
henefits
Primary care

physician and 0 0 0

referrals required

Out-of-pocket $2,000 $2,500 $3,000 $5,000 $5,000 Tier 1 — $6,850 $6,450
maximum Tier 2 — $6,850
Tier 3 — $6,850
Deductible $0 $0 $0 $0 $0 Tier 1 — $0 $2,000
Tier 2 —$0
Tier 3 — $0
Primary care $10 $10 $15 $20 $25 Tier 1 — $15 $30
physician visit Tier 2 — $30
Tier 3 — $45
Specialist visit $40 $40 $30 $60 $60 Tier 1 — $40 $70
Tier 2 —$60
Tier 3 — $80
Inpatient hospital $300/day* $300/day* $400/day* $750/day? $750/day? Tier 1 — $350/day* 25% after

Tier 2 — $700/day* deductible?
Tier 3 — $1,100/day*

Generic $5 $5 $5 $10 $10 Tier 1 — $15 $15
prescription drugs Tier 2 — $15
Tier 3 —$15
Special provisions @e e e e@ e@ @@@ Q@@@
Fill in your $ $ $ $ $ $ $

monthly premium

Subsidy amount

Final premium

1 Amount shown reflects copay per day. There is a maximum of five copays per admission.

2 For PPO Silver, inpatient maternity hospital services are subject to 30% coinsurance after deductible.

3 For PPO Bronze, inpatient maternity hospital services are subject to 50% coinsurance after deductible.

4 Personal Choice® Bronze Basic is only available for purchase through the Federal Health Insurance Marketplace at healthcare.gov.
This plan does not have out-of-network coverage, except for emergency care services and does not offer pediatric dental coverage.

4 ) Questions? Contact your broker for assistance.



Legend

Adult Dental & Adult Vision coverage

included in this plan.

Adult Vision coverage is included in

this plan.

savings account.

This plan is compatible with a health

Low-cost Generics available at an even

lower cost than standard generics.

Most popular

Preferred Pharmacy network means your
coverage is available at more than 50,000

pharmacies.
FutureScripts Pharmacy network Mandatory Generics — If you get a brand name
includes more than 68,000 pharmacies. drug when a generic is available, you pay the
difference in cost plus the brand name cost-
sharing. Choosing generics saves you money.
Silver Bronze Catastrophic
Keystone HMO Keystone NEW Personal Keystone HMO Personal Personal Personal
Silver HMO Silver  Keystone HMO  Choice® PPO  Bronze Choice® PPO Choice® Choice®
Proactive Silver Proactive Bronze Bronze Reserve Bronze Basic* Catastrophic

Value

$6,450
$2,000
$35
$70

30% after
deductible

$15

o0

Tier 1 — $6,850
Tier 2 — $6,850
Tier 3 — $6,850

Tier 1 — $0
Tier 2— $5,000
Tier 3 — $5,000
Tier 1 — $30
Tier 2 — $40
Tier 3 —$50
Tier 1 — $60
Tier 2 —$80
Tier 3— $100
Tier 1 — $500/
day?

Tier 2 — Subject
to deductible and
$900/day*

Tier 3 — Subject
to deductible and

$1,300/day?

Tier 1 —$15
Tier 2 —$15
Tier 3 —$15

®00

Tier 1 — $6,850
Tier 2 — $6,850
Tier 3 — $6,850
Tier 1 — $1,500
Tier 2— $5,000

Tier 3 — $5,000
Tier 1 — $30
Tier 2 — $40
Tier 3 —$50
Tier 1 — $60
Tier 2 —$80
Tier 3— $100

Tier 1 — Subject
to deductible and
$500/day*

Tier 2 — Subject
to deductible and
$900/day*

Tier 3 — Subject
to deductible and

$1,300/day*

Tier 1 —$15
Tier 2 —$15
Tier 3 —$15

00 ©00 ©00

$6,850
$4,500
$50

50% after
deductible

25% after
deductible®

$15 after
deductible
(integrated
with medical
deductible)

$6,850
$6,000
$50
$100

Subject to
deductible and
$700/day*

$15 after
deductible
(integrated
with medical
deductible)

$6,400
$6,400
0% after deductible
0% after deductible

0% after deductible

0% after deductible
(integrated with
medical deductible)

@00

$6,850
$6,850

Visits 1-3: $40
Visits 44+: 0%
after deductible

0% after
deductible

0% after
deductible

0% after
deductible
(integrated
with medical
deductible)

©0
$

$6,850

$6,850

Visits 1-3: $50

Visits 44+: 0%

after deductible

0% after
deductible

0% after
deductible

0% after
deductible
(integrated
with medical
deductible)

©0
$

Questions? Contact your broker for assistance.
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Preferred Enhanced Standard

How to get the most out
of your membership

We want you to take advantage of all your health insurance has to offer so you can get the
most out of your health care dollars. There are so many ways for you to save — whether it’s
the plan you choose, how you use your benefits, or the value-added programs that come with
your Independence membership.

Our most popular plans — Keystone HMO Proactive

If you’re looking for a health plan that offers you the best value, Keystone HMO Proactive plans
with a tiered network may be right for you. You’ll save on monthly premiums, plus you have the
opportunity to save even more on your out-of-pocket costs each time you receive covered services.

How to save with Keystone HMO Proactive

Keystone HMO Proactive plans work just like a typical HMO in that you select a primary
care physician to refer you to specialists and you can visit any doctor or hospital in the
Independence network. However, you’ll save the most on out-of-pocket costs when you visit
certain health care providers.

We grouped our network into three tiers based on cost, and in many cases, quality measures.
While all of the doctors and hospitals in our network must meet high quality standards, many
offer services at a lower cost. The tiers help you see which providers can offer you the best
value on care.

The choice to save is always yours

You’ll pay the lowest out-of-pocket costs when you visit doctors and hospitals in Tier 1—
Preferred, higher costs when you choose Tier 2—Enhanced, and the highest costs when you
choose Tier 3—Standard. The good news is that you have plenty of choices on where you receive
care, because more than 50 percent of doctors and hospitals are in Tier 1-Preferred. But the
choice is always yours. You can choose Tier 1-Preferred for some services, and Tiers 2 or 3 for
other services. And to make it even easier, there are some services that cost the same no matter
where you go — like preventive care, emergency room, and urgent care.

Three Keystone HMO Proactive plans to choose from
All three of the Keystone HMO Proactive plans offer you the opportunity to save and give you a range
of premium savings and out-of-pocket cost savings, so you can choose the one that’s right for you.
Keystone HMO Gold Proactive

* Highest monthly premium, but lowest costs when you receive covered services

* No deductible to pay, only copays and coinsurance

* Available to those who qualify for a premium subsidy, but not cost-sharing reduction plans

Keystone HMO Silver Proactive
* Lower monthly premium, but higher costs when you receive care
* No deductible to pay when you choose Tier 1-Preferred

* Available to those who qualify for a premium subsidy and cost-sharing reduction plans

Keystone HMO Silver Proactive Value

* Lowest monthly premium of all Proactive plans

* No deductible to pay for the Tier 1 services you use most often, such as primary care and
specialist visits, ER, lab, radiology, and prescription drugs. Low Tier 1 deductible only
applies to less frequently used services, such as inpatient and outpatient hospital services

* Available to those who qualify for a premium subsidy and cost-sharing reduction plans

Questions? Contact your broker for assistance.



Ways to save on covered services

As an Independence member, there are plenty of ways you can be a savvy health care consumer
and get the most out of your benefits.

®© © ©

© ©

Save on prescription drugs. You’ll save the most by choosing generic drugs,
which are just as safe and effective as brand-name drugs, but cost a lot less.

If you have medications that you take regularly, mail order service could be
another way to save. You get the convenience of a 90-day supply delivered right
to your home — and depending on your plan, you may even pay less for your
drug when you use mail order.

Get 100% coverage for blood work and other laboratory services. If you
choose a PPO plan and need blood work or other laboratory services,

you will have no cost-sharing as long as you use a freestanding lab in our
network, such as LabCorp. If you choose to use a hospital-based lab, you
will pay the cost-sharing designated in the benefits charts found in this
brochure. If you have an HMO plan, you will have 100% coverage (no cost-
sharing) as long as you go to the site designated by your primary care
doctor. You can find both an in-network freestanding lab as well as your
primary care physician’s designated site at ibx.com/providerfinder.

Take advantage of retail clinics and urgent care centers. There are alternatives
to the emergency room when your own doctor is unavailable. Visit an urgent
care center if you have an illness or injury that is not life-threatening but
requires immediate medical attention, such as sprains, sinus infections, and
nausea. If you have an illness or injury that is less serious, such as fevers,
colds, and rashes, you can visit a retail health clinic. Urgent care centers and
retail health clinics often have lower cost-sharing and less of a wait than an
emergency room. You can find participating urgent care centers and retail
health clinics at ibx.com/providerfinder.

Save on outpatient surgery. If you need an outpatient surgical procedure, our
platinum and gold plans* offer you the ability to pay less by visiting in-network
ambulatory surgical centers (ASCs). An ASC is a freestanding surgical center

that is not hospital-based. Visit ibx.com/providerfinder to find an ASC near you.

As with any important health care matter, you should work with your doctor to
determine the best setting for care.

Get free nutrition counseling. All of our plans allow you six free visits per year
with an in-network registered dietitian who can help you manage your nutrition
and weight management goals or even help you eat right for a particular health
condition, like diabetes or hypertension.

* HMO Gold Proactive offers savings when you choose Tier 1 providers.

Questions? Contact your broker for assistance.




Independence a

e

VISIT ASSOTANT

Get your health info on the go.
Download the free IBX app for
Apple and Android smartphones.

Value-added programs just for being a member

Whether you have a healthy lifestyle now or you’re trying to get there, Independence wants
to help you stay motivated with discounts and reimbursements. And because we know how
important happiness is to good health, we even give you discounts on fun activities for the
whole family.

* Get $150 back on your fitness membership, approved weight loss program, and programs
to help you quit tobacco

* Save money on fitness gear, wellness products, and gym memberships

* Collect free recipes and money-saving coupons for healthy foods

* Receive discounts on amusement park tickets, movie tickets, sporting events, and more

Support you can count on

Whenever you have a question about your health or your benefits, there are a number of
convenient ways to get the answers you need.

/ Health Coaches. Get advice for managing a chronic condition or
other health-related concerns by calling one of our registered nurse
Health Coaches.

Personal Health Advocates. Speak with an expert when you have questions
about your health care and benefits, from locating eldercare to finding
doctors and scheduling appointments.

/- | ibxpress.com. Our secure member website allows you to keep your medical
history secure and organized, access benefits information, and track your

—_—
health with wellness tools.
IBX Wire. Sign up to receive text messages about important health and
- benefit information.

Questions? Contact your broker for assistance.



Standard plans — Platinum, Gold, and Silver

Personal Choice® PPO Platinum Complete
Personal Choice PPO Platinum
Keystone HMO Platinum

Personal Choice PPO Gold
Keystone HMO Gold
Keystone HMO Gold Proactive

Personal Choice PPO Silver
Keystone HMO Silver

Keystone HMO Silver Proactive

Keystone HMO Silver Proactive Value



Benefits per calendar year’

Outpatient surgery _
Outpatient lab/pathology _
Prescription drugs's" 1

Additional benefits [

)

Platinum health plans

Deductible, individual/family
Coinsurance

Out-of-pocket maximum, individual/family includes:

Preventive care for adults and children

Preventive colonoscopy for colorectal cancer screening — Preventive Plus providers

Preventive colonoscopy for colorectal cancer screening — hospital-based

Primary care office visit/retail clinic
Specialist office visit

Urgent care

Spinal manipulations (20 visits per year)®

Physical/occupational therapy (30 visits per year)®

Inpatient hospital services (includes maternity)

Inpatient professional services (includes maternity)

Emergency room (not waived if admitted)

Routine radiology/diagnostic

MRI/MRA, CT/CTA scan, PET scan

Biotech/specialty injectables

Durable medical equipment/prosthetics

Mental health, serious mental illness & substance abuse — outpatient

Mental health, serious mental illness & substance abuse — inpatient

Ambulatory surgical facility

Hospital-based

Freestanding

Hospital-based

Rx deductible (individual/family)
Retail generic

Retail brand

Retail non-formulary brand

Retail specialty

Vision?22>

Pediatric routine eye exam?*

Pediatric eyewear (glasses or contacts)®
Adult routine eye exam?

Adult eyewear (glasses or contacts)?®

Dental?2

Pediatric & adult dental deductible (per individual)
Pediatric & adult exams and cleanings?®

Pediatric & adult basic and major services

Pediatric orthodontia®®

Personal Choice® PPO Platinum Complete?

You pay in-network
$0/$0
0% unless otherwise noted

$2,000/$4,000 copay and coinsurance

$0
$750

$40
$100
$50

$300 per day’
$0

$250

$40

$80

$80

50%

$40

$300 per day’

$250

50%

None
$5
$20
$40

50% with $700 copay max

$0
$0
$0

Allowance up to $150 for frames or $100 for contact
lenses at Visionworks stores

$50
$0 no deductible
50% after deductible

50% after deductible

You pay out-of-network*
$2,000/$4,000
50%

$4,000/$8,000 deductible and coinsurance

50% no deductible
n/a

50% no deductible

50% after deductible
50% after deductible
50% after deductible
50% after deductible

50% after deductible

50% after deductible
50% after deductible
$250 no deductible

50% after deductible
50% after deductible
50% after deductible
50% after deductible
50% after deductible

50% after deductible

50% after deductible

50% after deductible

50% after deductible
50% after deductible

None
70%
70%
70%

Not covered

Not covered
Not covered
Not covered

Not covered

n/a
Not covered
Not covered

Not covered

Questions? Contact your broker for assistance.



Platinum health plans Personal Choice® PPO Platinum? Keystone HMO Platinum?

Benefits per calendar year’ You pay in-network You pay out-of-network* You pay in-network?
y

Deductible, individual/family $0/$0 $2,000/$4,000 $0/%$0

Coinsurance 0% unless otherwise noted 50% 0% unless otherwise noted

Out-of-pocket maximum, individual/family includes: $2,500/$5,000 copay $4,000/$8,000 deductible $3,000/$6,000 copay

and coinsurance and coinsurance and coinsurance

e —

Preventive care for adults and children 50% no deductible

Preventive colonoscopy for colorectal cancer screening — Preventive Plus providers $0 n/a $0

Preventive colonoscopy for colorectal cancer screening — all other providers $750 50% no deductible $750
I

Primary care office visit/retail clinic 50% after deductible

Specialist office visit $40 50% after deductible $30

Urgent care $100 50% after deductible $100

Spinal manipulations (20 visits per year)® $50 50% after deductible $50

Physical/occupational therapy (30 visits per year)® 50% after deductible
I

Inpatient hospital services (includes maternity) $300 per day’ 50% after deductible $400 per day’

Inpatient professional services (includes maternity) $0 50% after deductible $0

Emergency room (not waived if admitted) $250 $250 no deductible $250

Routine radiology/diagnostic $40 50% after deductible $30

MRI/MRA, CT/CTA scan, PET scan $80 50% after deductible $60

Biotech/specialty injectables $80 50% after deductible $60

Durable medical equipment/prosthetics 50% 50% after deductible 50%

Mental health, serious mental illness & substance abuse — outpatient $40 50% after deductible $30

Mental health, serious mental iliness & substance abuse — inpatient $300 per day’ 50% after deductible $400 per day’
I

Ambulatory surgical facility 50% after deductible $100

Hospital-based $250 50% after deductible $300
I

Freestanding 0% 50% after deductible

Hospital-based 50% 50% after deductible
I I

Rx deductible (individual/family) None None None

Retail generic $5 70% $5

Retail brand $30 70% $30

Retail non-formulary brand $50 70% $50

Retail specialty 50% with $700 copay max Not covered 50% with $700 copay max
I

Vision?22

Pediatric routine eye exam? $0 Not covered $0

Pediatric eyewear (glasses or contacts)?® $0 Not covered $0

Adult routine eye exam? Not covered Not covered Not covered

Adult eyewear (glasses or contacts)?* Not covered Not covered Not covered

Dental??®

Pediatric dental deductible (per individual) $50 n/a $50

Pediatric exams and cleanings®® $0 no deductible Not covered $0 no deductible

Pediatric basic and major services 50% after deductible Not covered 50% after deductible

Pediatric orthodontia®® 50% after deductible Not covered 50% after deductible

Questions? Contact your broker for assistance. ‘ 11



Gold health plans

Benefits per calendar year

Deductible, individual/family

Coinsurance

Out-of-pocket maximum, individual/family includes:*
Preventive services”

Preventive care for adults and children

Preventive colonoscopy for colorectal cancer screening — Preventive Plus providers

Preventive colonoscopy for colorectal cancer screening — hospital-based

Physician services

Primary care office visit/retail clinic**

Specialist office visit

Urgent care

Spinal manipulations (20 visits per year)®
Physical/occupational therapy (30 visits per year)®
Hospital/other medical services
Inpatient hospital services (includes maternity)
Inpatient professional services (includes maternity)
Emergency room (not waived if admitted)®
Routine radiology/diagnostic

MRI/MRA, CT/CTA scan, PET scan
Biotech/specialty injectables

Durable medical equipment/prosthetics

Mental health, serious mental illness & substance abuse — outpatient

Mental health, serious mental illness & substance abuse — inpatient

Outpatient surgery

Ambulatory surgical facility
Hospital-based

Outpatient lab/pathology
Freestanding

Hospital-based

Prescription drugs “ =~

Rx deductible (individual/family)

Retail generic?

Retail brand

Retail non-formulary brand

Retail specialty

Additional benefits

Vision22>

Pediatric routine eye exam?

Pediatric eyewear (glasses or contacts)®
Dental?"28

Pediatric dental deductible (per individual)
Pediatric exams and cleanings?®

Pediatric basic, major, and orthodontia services®®

Personal Choice® PPO Gold?

You pay in-network

$0/$0
20% unless otherwise noted

$5,000/$10,000 copay and coinsurance

$0
$0
$750

$20
$60
$100
$50
$60

$750 per day”
20%

$350

$60

$120

$120

50%

$60

$750 per day”

$300

$700

0%

50%

None

$10

40% with $200 copay max
50% with $200 copay max

50% with $700 copay max

$0
$0

$50
$0 no deductible

50% after deductible

You pay out-of-network?*

$4,000/$8,000
50%

$8,000/$16,000 deductible and coinsurance

50% no deductible
n/a

50% no deductible

50% after deductible
50% after deductible
50% after deductible
50% after deductible

50% after deductible

50% after deductible
50% after deductible
$350 no deductible

50% after deductible
50% after deductible
50% after deductible
50% after deductible
50% after deductible

50% after deductible

50% after deductible

50% after deductible

50% after deductible

50% after deductible

None
70%
70%
70%

Not covered

Not covered

Not covered

n/a
Not covered

Not covered

Questions? Contact your broker for assistance.



Keystone HMO Gold* Keystone HMO Gold Proactive®'92°

$0/$0

20% unless otherwise noted

$5,000/$10,000 copay and coinsurance

$0
$0
$750

$25

$60

$100

$50

$60

$750 per day’

20%

$350

$60

$120

$120

50%

$60

$750 per day’

$300

$700

$0
$0

None

$10

40% with $200 copay max

50% with $200 copay max

50% with $700 copay max

$0
$0

$50

$0 no deductible

50% after deductible

Questions? Contact your broker for assistance




Silver health plans Personal Choice® PPO Silver

Benefits per calendar year You pay in-network You pay out-of-network*

Deductible, individual/family* $2,000/$4,000 $10,000/$20,000

Coinsurance 30% unless otherwise noted 50% unless otherwise noted

Out-of-pocket maximum, individual/family includes:'? $6,450/$12,900 $20,000/$40,000

copay, deductible, and coinsurance deductible and coinsurance

I

Preventive care for adults and children $0 no deductible 50% no deductible

Preventive colonoscopy for colorectal cancer screening — Preventive Plus providers $0 no deductible n/a

Preventive colonoscopy for colorectal cancer screening — all other providers $750 no deductible 50% no deductible
R

Primary care office visit/retail clinic* $30 no deductible 50% after deductible

Specialist office visit $70 no deductible 50% after deductible

Urgent care 30% after deductible 50% after deductible

Spinal manipulations (20 visits per year)® 30% after deductible 50% after deductible

Physical/occupational therapy (30 visits per year)® $70 no deductible 50% after deductible
N

Inpatient hospital services 25% after deductible® 50% after deductible

Inpatient professional services 30% after deductible 50% after deductible

Emergency room (not waived if admitted)** 30% after deductible 30% after in-network deductible

Routine radiology/diagnostic 30% after deductible 50% after deductible

MRI/MRA, CT/CTA scan, PET scan 30% after deductible 50% after deductible

Biotech/specialty injectables 30% after deductible 50% after deductible

Durable medical equipment/prosthetics 50% after deductible 50% after deductible

Mental health, serious mental illness & substance abuse — outpatient $70 no deductible 50% after deductible

Mental health, serious mental illness & substance abuse — inpatient 25% after deductible 50% after deductible
I

Ambulatory surgical facility 30% after deductible 50% after deductible

Hospital-based 30% after deductible 50% after deductible
I

Freestanding 0% no deductible 50% after deductible

Hospital-based 50% no deductible 50% after deductible
R

Rx deductible (individual/family) None None

Retail generic? $15 70%

Retail brand 50% with $300 copay max 70%

Retail non-formulary brand 50% with $400 copay max 70%

Retail specialty 50% with $700 copay max Not covered
R

Vision22>

Pediatric routine eye exam? $0 no deductible Not covered

Pediatric eyewear (glasses or contacts)? $0 no deductible Not covered

Adult routine eye exam® $0 no deductible Not covered

Adult eyewear (glasses or contacts)?® Allowance up to $150 for frames or $100 for contact ~ Not covered

lenses at Visionworks stores

Dental?"2®

Pediatric dental deductible (per individual) $50 Not covered
Pediatric exams and cleanings?®® $0 no deductible Not covered
Pediatric basic, major, and orthodontia services®® 50% after deductible Not covered

14 , Questions? Contact your broker for assistance.



Keystone HMO Silver?

You pay in-network?

$2,000/$4,000
30% unless otherwise noted

$6,450/$12,900
copay, deductible, and coinsurance

You pay in-network?

Tier - Preferred
$0/$0
0% unless otherwise noted

$6,850/$13,700
copay and coinsurance

Keystone HMO Silver Proactive®™

You pay in-network?
Tier 2 — Enhanced

$5,000/$10,000
5% unless otherwise noted

$6,850/$13,700
copay, deductible, and coinsurance

You pay in-network?
Tier 3 — Standard

$5,000/$10,000

10% unless otherwise noted

$6,850/$13,700
copay, deductible, and coinsurance

$0 no deductible
$0 no deductible

$750 no deductible

$0 no deductible
$0 no deductible
$750 no deductible

$0 no deductible
$0 no deductible
$750 no deductible

$35 no deductible
$70 no deductible
30% after deductible
30% after deductible

$60 no deductible

$60
$100
$50

$40 no deductible
$80 no deductible
$100 no deductible
$50 no deductible
$60 no deductible

$50 no deductible
$100 no deductible
$100 no deductible
$50 no deductible
$60 no deductible

30% after deductible
30% after deductible
30% after deductible
$60 no deductible
$250 no deductible
30% after deductible
50% after deductible
$70 no deductible

30% after deductible

$500 per day”
0%

$550

$60

$250

50%

50%

$60

$500 per day”

Subject to deductible and $900 per day’

5% after deductible
$550 no deductible
$60 no deductible
$250 no deductible
50% no deductible
50% no deductible
$60 no deductible

$500 per day no deductible’

Subject to deductible and $1,300 per day’
10% after deductible

$550 no deductible

$60 no deductible

$250 no deductible

50% no deductible

50% no deductible

$60 no deductible

$500 per day no deductible’

30% after deductible

30% after deductible

$250

$250

Subject to deductible and $750 copay

Subject to deductible and $750 copay

Subject to deductible and $1,250 copay

Subject to deductible and $1,250 copay

$0 no deductible

$0 no deductible

$0 no deductible

$0 no deductible

$0 no deductible

$0 no deductible

None

$15

50% with $300 copay max
50% with $400 copay max

50% with $700 copay max

None

$15

50% with $400 copay max
50% with $500 copay max

50% with $700 copay max

None

$15

50% with $400 copay max
50% with $500 copay max

50% with $700 copay max

None

$15

50% with $400 copay max
50% with $500 copay max

50% with $700 copay max

$0 no deductible
$0 no deductible
Not covered

Not covered

$50
$0 no deductible

50% after deductible

$0
$0
Not covered

Not covered

$50
$0 no deductible

50% after deductible

Questions? Contact your broker for assistance.

$0 no deductible
$0 no deductible
Not covered

Not covered

$50
$0 no deductible

50% after deductible

$0 no deductible
$0 no deductible
Not covered

Not covered

$50
$0 no deductible

50% after deductible



Silver health plans

You pay in-network3
Tier - Preferred

Benefits per calendar year

You pay in-network3
Tier 2 — Enhanced

Keystone HMO Silver Proactive Value?®

You pay in-network3
Tier 3 — Standard

Deductible, individual/family* $1,500/$3,000

Coinsurance 0% unless otherwise noted

Out-of-pocket maximum, individual/family includes:*? $6,850/$13,700

copay, deductible, and coinsurance

$5,000/$10,000

5% unless otherwise noted

$6,850/$13,700

copay, deductible, and coinsurance

$5,000/$10,000
10% unless otherwise noted

$6,850/$13,700
copay, deductible, and coinsurance

Preventive care for adults and children $0 no deductible

Preventive colonoscopy for colorectal cancer screening — $0 no deductible

Preventive Plus providers

Preventive colonoscopy for colorectal cancer screening —
hospital-based

$750 no deductible

$0 no deductible

$0 no deductible

$750 no deductible

$0 no deductible

$0 no deductible

$750 no deductible

Primary care office visit/retail clinic** $30 no deductible

Specialist office visit $60 no deductible
Urgent care $100 no deductible
Spinal manipulations (20 visits per year) $50 no deductible

Physical/occupational therapy (30 visits per year) $60 no deductible

$40 no deductible
$80 no deductible
$100 no deductible
$50 no deductible
$60 no deductible

$50 no deductible
$100 no deductible
$100 no deductible
$50 no deductible
$60 no deductible

Inpatient hospital services

Inpatient professional services 0% after deductible
Emergency room (not waived if admitted)** $550 no deductible
Routine radiology/diagnostic $60 no deductible

MRI/MRA, CT/CTA scan, PET scan $250 no deductible

Biotech/specialty injectables 50% no deductible
Durable medical equipment/prosthetics 50% no deductible
Mental health, serious mental illness & substance abuse — outpatient $60 no deductible

Mental health, serious mental iliness & substance abuse — inpatient Subject to deductible and $500 per day’

Subject to deductible and $500 per day’

Subject to deductible and $900 per day”

5% after deductible
$550 no deductible
$60 no deductible
$250 no deductible
50% no deductible
50% no deductible

$60 no deductible

Subject to deductible and $500 per day”

Subject to deductible and $1,300 per day”
10% after deductible

$550 no deductible

$60 no deductible

$250 no deductible

50% no deductible

50% no deductible

$60 no deductible

Subject to deductible and $500 per day”

Ambulatory surgical facility Subject to deductible and $250 copay

Hospital-based Subject to deductible and $250 copay

Subject to deductible and $750 copay

Subject to deductible and $750 copay

Subject to deductible and $1,250 copay

Subject to deductible and $1,250 copay

Freestanding

Hospital-based

$0 no deductible

$0 no deductible

$0 no deductible

$0 no deductible

Rx deductible (individual/family) None
Retail generic? $15

Retail brand 50% with $400 copay max
Retail non-formulary brand 50% with $500 copay max

Retail specialty 50% with $700 copay max

None

$15

50% with $400 copay max
50% with $500 copay max

50% with $700 copay max

None

$15

50% with $400 copay max
50% with $500 copay max

50% with $700 copay max

Vision2 2

Pediatric routine eye exam? $0 no deductible
Pediatric eyewear (glasses or contacts)? $0 no deductible
Adult routine eye exam? Not covered
Adult eyewear (glasses or contacts)?® Not covered
Dental?"2®

Pediatric dental deductible (per individual) $50
Pediatric exams and cleanings?® $0 no deductible

Pediatric basic, major, and orthodontia services®® 50% after deductible

o)

$0 no deductible
$0 no deductible
Not covered

Not covered

$50
$0 no deductible

50% after deductible

$0 no deductible
$0 no deductible
Not covered

Not covered
$50

$0 no deductible

50% after deductible

Questions? Contact your broker for assistance.



Standard plans — Bronze and Catastrophic

Personal Choice® PPO Bronze
Keystone HMO Bronze
Personal Choice PPO Bronze Reserve

Personal Choice Bronze Basic

@
)
Personal Choice Catastrophic



Bronze health plans

Benefits per calendar year You pay in-network

Deductible, individual/family $4,500/$9,000
Coinsurance 50% unless otherwise noted
Out-of-pocket maximum, individual/family includes: $6,850/$13,700

copay, deductible, and coinsurance

Personal Choice® PPO Bronze?

You pay out-of-network*
$15,000/$30,000
50%

$25,000/$50,000
deductible and coinsurance

Preventive care for adults and children
Preventive colonoscopy for colorectal cancer screening — Preventive Plus providers

Preventive colonoscopy for colorectal cancer screening — hospital-based

$0 no deductible
$0 no deductible
$750 no deductible

50% no deductible
n/a

50% no deductible

Primary care office visit/retail clinic

Specialist office visit
Urgent care
Spinal manipulations (20 visits per year)®

Physical/occupational therapy (30 visits per year)®

$50 no deductible

50% after deductible
50% after deductible
50% after deductible

50% after deductible

50% after deductible

50% after deductible
50% after deductible
50% after deductible

50% after deductible

Inpatient hospital services

Inpatient professional services

Emergency room (not waived if admitted)

Routine radiology/diagnostic

MRI/MRA, CT/CTA scan, PET scan

Biotech/specialty injectables

Durable medical equipment/prosthetics

Mental health, serious mental illness & substance abuse — outpatient

Mental health, serious mental illness & substance abuse — inpatient

25% after deductible’
50% after deductible
50% after deductible
50% after deductible
50% after deductible
50% after deductible
50% after deductible
50% after deductible

25% after deductible

50% after deductible
50% after deductible
50% after in-network deductible
50% after deductible
50% after deductible
50% after deductible
50% after deductible
50% after deductible

50% after deductible

Ambulatory surgical facility

Hospital-based

50% after deductible

50% after deductible

50% after deductible

50% after deductible

Freestanding

Hospital-based

0% after deductible

50% after deductible

50% after deductible
50% after deductible

Rx deductible (individual/family)
Retail generic

Retail brand

Retail non-formulary brand

Retail specialty

Integrated with medical deductible

$15 after deductible®
50% after deductible
50% after deductible

50% after deductible

Integrated with medical deductible
70% after deductible
70% after deductible
70% after deductible

Not covered

Vision22 2

Pediatric routine eye exam?

Pediatric eyewear (glasses or contacts)®®
Dental?"2®

Pediatric dental deductible (per individual)
Pediatric exams and cleanings?®

Pediatric basic, major, and orthodontia services®®

)

$0 no deductible
$0 no deductible

$50
$0 no deductible

50% after deductible

Not covered

Not covered

n/a
Not covered

Not covered

Questions? Contact your broker for assistance.



Personal Choice® Bronze Basic?®

You pay in-network?

Keystone HMO Bronze? Personal Choice® PPO Bronze Reserve?

You pay in-network? You pay in-network

You pay out-of-network*

$6,000/$12,000 $6,400/$12,800 $15,000/$30,000 $6,850/$13,700
50% unless otherwise noted 0% 50% unless otherwise noted 0%
$6,850/$13,700 $6,400/$12,800 $25,000/$50,000 $6,850/$13,700

copay, deductible, and coinsurance deductible and coinsurance deductible and coinsurance copay and deductible

$0 no deductible
$0 no deductible

$750 no deductible

$0 no deductible
$0 no deductible
$750 no deductible

50% no deductible
n/a

50% no deductible

$0 no deductible
$0 no deductible

$750 no deductible

$50 no deductible

$100 no deductible
50% after deductible
50% after deductible

$80 no deductible

0% after deductible

0% after deductible
0% after deductible
0% after deductible

0% after deductible

50% after deductible

50% after deductible
50% after deductible
50% after deductible

50% after deductible

Visits 1 — 3: $40 copay no deductible
Visits 4+ : 0% after deductible

0% after deductible
0% after deductible
0% after deductible

0% after deductible

Subject to deductible and $700 per day”
50% after deductible

Subject to deductible and $500 copay
$100 no deductible

$250 no deductible

50% after deductible

50% after deductible

$100 no deductible

Subject to deductible and $700 per day”

0% after deductible
0% after deductible
0% after deductible
0% after deductible
0% after deductible
0% after deductible
0% after deductible
0% after deductible

0% after deductible

50% after deductible

50% after deductible

0% after in-network deductible

50% after deductible
50% after deductible
50% after deductible
50% after deductible
50% after deductible

50% after deductible

0% after deductible
0% after deductible
0% after deductible
0% after deductible
0% after deductible
0% after deductible
0% after deductible
0% after deductible

0% after deductible

Subject to deductible and $600 copay

Subject to deductible and $600 copay

0% after deductible

0% after deductible

50% after deductible

50% after deductible

0% after deductible

0% after deductible

$0 no deductible

$0 no deductible

0% after deductible

0% after deductible

50% after deductible

50% after deductible

0% after deductible

0% after deductible

Integrated with medical deductible

$15 after deductible®

50% after deductible with $300 copay max
50% after deductible with $400 copay max

50% after deductible with $700 copay max

Integrated with medical deductible
0% after deductible
0% after deductible
0% after deductible

0% after deductible

Integrated with medical deductible

70% after deductible
70% after deductible
70% after deductible

Not covered

Integrated with medical deductible
0% after deductible
0% after deductible
0% after deductible

0% after deductible

$0 no deductible
$0 no deductible

$50
$0 no deductible

50% after deductible

Integrated with medical deductible
$0 no deductible
$0 no deductible

Integrated with medical deductible
$0 no deductible

0% after deductible

Questions? Contact your broker for assistance.

Not covered
Not covered

Not covered

n/a
Not covered

Not covered

Integrated with medical deductible
$0 after deductible

$0 after deductible

n/a
Not covered

Not covered

G



Catastrophic Personal Choice® Catastrophic?

Benefits per calendar year You pay in-network?

Deductible, individual/family $6,850/$13,700
Coinsurance 0%
Out-of-pocket maximum, individual/family includes: $6,850/$13,700

copay and deductible

Preventive care for adults and children $0 no deductible

Preventive colonoscopy for colorectal cancer screening — Preventive Plus providers $0 no deductible

Preventive colonoscopy for colorectal cancer screening — hospital-based $750 no deductible
Primary care office visit/retail clinic Visits 1-3: $50 copay no deductible

Visits 4+: 0% after deductible

Specialist office visit 0% after deductible

Urgent care 0% after deductible

Spinal manipulations (20 visits per year) 0% after deductible

Physical/occupational therapy (30 visits per year) 0% after deductible
o

Inpatient hospital services (includes maternity) 0% after deductible

Inpatient professional services (includes maternity) 0% after deductible

Emergency room (not waived if admitted) 0% after deductible

Routine radiology/diagnostic 0% after deductible

MRI/MRA, CT/CTA scan, PET scan 0% after deductible

Biotech/specialty injectables 0% after deductible

Durable medical equipment/prosthetics 0% after deductible

Mental health, serious mental illness & substance abuse — outpatient 0% after deductible

Mental health, serious mental illness & substance abuse — inpatient 0% after deductible
e

Ambulatory surgical facility 0% after deductible

Hospital-based 0% after deductible
o

Freestanding 0% after deductible

Hospital-based 0% after deductible
I

Rx deductible (individual/family) Integrated with medical deductible

Retail generic 0% after deductible

Retail brand 0% after deductible

Retail non-formulary brand 0% after deductible

Retail specialty 0% after deductible
o

Vision?%?* Integrated with medical deductible

Pediatric routine eye exam? $0 after deductible

Pediatric eyewear (glasses or contacts)® $0 after deductible

Dental?’2®

Pediatric dental deductible (per individual) Integrated with medical deductible

Pediatric exams and cleanings?® $0 no deductible

Pediatric basic, major, and orthodontia services®® 0% after deductible

20 ’ Questions? Contact your broker for assistance.



Silver Cost-Share Reduction plans
for 200 - 49% FPL

Personal Choice® PPO Silver

Keystone HMO Silver

Keystone HMO Silver Proactive

Keystone HMO Silver Proactive Value



Silver 00 - 249% CSR plans

Benefits per calendar year’

Deductible, individual/family*
Coinsurance

Out-of-pocket maximum, individual/family includes:*?

Personal Choice® PPO Silver?

You pay in-network

$2,000/$4,000
20% unless otherwise noted

$5,450/$10,900
copay, deductible, and coinsurance

You pay out-of-network?*

$10,000/$20,000
50% unless otherwise noted

$20,000/$40,000
deductible and coinsurance

Preventive care for adults and children

Preventive colonoscopy for colorectal cancer screening — Preventive Plus providers

Preventive colonoscopy for colorectal cancer screening — hospital-based

$0 no deductible
$0 no deductible
$750 no deductible

50% no deductible
n/a

50% no deductible

Primary care office visit/retail clinic'*
Specialist office visit

Urgent care

Spinal manipulations (20 visits per year)®

Physical/occupational therapy (30 visits per year)®

$30 no deductible
$60 no deductible
20% after deductible
20% after deductible

$60 no deductible

50% after deductible
50% after deductible
50% after deductible
50% after deductible

50% after deductible

Inpatient hospital services (includes maternity)

Inpatient professional services (includes maternity)

Emergency room (not waived if admitted)**

Routine radiology/diagnostic

MRI/MRA, CT/CTA scan, PET scan

Biotech/specialty injectables

Durable medical equipment/prosthetics

Mental health, serious mental illness & substance abuse — outpatient

Mental health, serious mental illness & substance abuse — inpatient

20% after deductible
20% after deductible
20% after deductible
20% after deductible
20% after deductible
20% after deductible
20% after deductible
$60 no deductible

20% after deductible

50% after deductible
50% after deductible
20% after in-network deductible
50% after deductible
50% after deductible
50% after deductible
50% after deductible
50% after deductible

50% after deductible

Ambulatory surgical facility

Hospital-based

20% after deductible

20% after deductible

50% after deductible

50% after deductible

Freestanding

Hospital-based

0% no deductible

50% no deductible

50% after deductible

50% after deductible

Rx deductible (individual/family)
Retail generic?

Retail brand

Retail non-formulary brand

Retail specialty

None

$10

30% with $200 copay max
40% with $200 copay max

50% with $500 copay max

None
70%
70%
70%

Not covered

Vision?2?2>

Pediatric routine eye exam?

Pediatric eyewear (glasses or contacts)?
Adult routine eye exam?

Adult eyewear (glasses or contacts)?®

Dental?2¢
Pediatric dental deductible (per individual)
Pediatric exams and cleanings?®

Pediatric basic, major, and orthodontia services®®

)

$0 no deductible
$0 no deductible
$0 no deductible

Allowance up to $150 for frames or $100 for contact lenses
at Visionworks stores

$50
$0 no deductible

50% after deductible

Not covered
Not covered
Not covered

Not covered

n/a
Not covered

Not covered

Questions? Contact your broker for assistance.



Keystone HMO Silver?

. You pay in-network3 You pay in-network3
- 3
WS [PE T TS Tier 1- Preferred Tier * — Enhanced

$2,000/$4,000 $0/$0 $5,000/$10,000 $5,000/$10,000

Keystone HMO Silver Proactive®™

You pay in-network3

Tier 3 — Standard

30% unless otherwise noted 0% unless otherwise noted 5% unless otherwise noted 10% unless otherwise noted

$5,200/$10,400 $5,200/$10,400 $5,200/$10,400 $5,200/$10,400
copay, deductible, and coinsurance copay and coinsurance copay, deductible, and coinsurance copay, deductible, and coinsurance

$0 no deductible
$0 no deductible

$750 no deductible

$0 no deductible
$0 no deductible
$750 no deductible

$0 no deductible
$0 no deductible
$750 no deductible

$30 no deductible

$40 no deductible

$50 no deductible

$60 no deductible $60 $80 no deductible $100 no deductible
30% after deductible $100 $100 no deductible $100 no deductible
30% after deductible $50 $50 no deductible $50 no deductible

$60 no deductible

$60 no deductible

$60 no deductible

30% after deductible

$400 per day”

Subject to deductible and $750 per day’

Subject to deductible and $1,000 per day’

30% after deductible 0% 5% after deductible 10% after deductible
30% after deductible $550 $550 no deductible $550 no deductible
$60 no deductible $60 $60 no deductible $60 no deductible
$250 no deductible $250 $250 no deductible $250 no deductible
30% after deductible 50% 50% no deductible 50% no deductible
30% after deductible 50% 50% no deductible 50% no deductible

$60 no deductible

$60 no deductible

$60 no deductible

$60 no deductible

30% after deductible $400 per day” $400 per day no deductible’ $400 per day no deductible’

30% after deductible $100 Subject to deductible and $350 copay Subject to deductible and $700 copay
30% after deductible $100 Subject to deductible and $350 copay Subject to deductible and $700 copay
$0 no deductible $0 no deductible $0 no deductible

$0 no deductible $0 no deductible $0 no deductible

None None None None

$15 $15 $15 $15

40% with $300 copay max 50% with $400 copay max 50% with $400 copay max 50% with $400 copay max

50% with $300 copay max 50% with $500 copay max 50% with $500 copay max 50% with $500 copay max

50% with $500 copay max 50% with $500 copay max 50% with $500 copay max 50% with $500 copay max

$0 no deductible
$0 no deductible
Not covered

Not covered

$50
$0 no deductible

50% after deductible

$0
$0
Not covered

Not covered

$50
$0 no deductible

50% after deductible

Questions? Contact your broker for assistance.

$0 no deductible
$0 no deductible
Not covered

Not covered

$50
$0 no deductible

50% after deductible

$0 no deductible
$0 no deductible
Not covered

Not covered

$50
$0 no deductible

50% after deductible



Silver “00 - 249% CSR plans

Benefits per calendar year'

Deductible, individual/family*
Coinsurance

Out-of-pocket maximum, individual/family includes:*?

Preventive care for adults and children

Preventive colonoscopy for colorectal cancer screening —
Preventive Plus providers

Preventive colonoscopy for colorectal cancer screening —

You pay in-network3

Tier 1- Preferred

$1,500/$3,000

0% unless otherwise noted

$5,200/$10,400

copay, deductible, and coinsurance

$0 no deductible
$0 no deductible

$750 no deductible

You pay in-network3
Tier © — Enhanced

$3,000/$6,000

5% unless otherwise noted

$5,200/$10,400

copay, deductible, and coinsurance

$0 no deductible
$0 no deductible

$750 no deductible

Keystone HMO Silver Proactive Value?

You pay in-network3
Tier 3 — Standard

$3,000/$6,000

10% unless otherwise noted

$5,200/$10,400
copay, deductible, and coinsurance

$0 no deductible
$0 no deductible

$750 no deductible

hospital-based

Physician services -]

Primary care office visit/retail clinic* $30 no deductible $40 no deductible $50 no deductible

Specialist office visit $60 no deductible $80 no deductible $100 no deductible

Urgent care $100 no deductible $100 no deductible $100 no deductible

Spinal manipulations (20 visits per year) $50 no deductible $50 no deductible $50 no deductible

Physical/occupational therapy (30 visits per year) $60 no deductible $60 no deductible $60 no deductible

Inpatient hospital services (includes maternity) Subject to deductible and $100 per day”  Subject to deductible and $350 per day’  Subject to deductible and $700 per day”

Inpatient professional services (includes maternity) 0% after deductible 5% after deductible 10% after deductible

Emergency room (not waived if admitted)™ $550 $550 no deductible $550 no deductible

Routine radiology/diagnostic $60 no deductible $60 no deductible $60 no deductible

MRI/MRA, CT/CTA scan, PET scan $250 no deductible $250 no deductible $250 no deductible
Biotech/specialty injectables 50% no deductible 50% no deductible 50% no deductible
Durable medical equipment/prosthetics 50% no deductible 50% no deductible 50% no deductible

Mental health, serious mental illness & substance abuse — outpatient $60 no deductible $60 no deductible $60 no deductible

Mental health, serious mental illness & substance abuse — inpatient Subject to deductible and $100 per day”  Subject to deductible and $100 per day’  Subject to deductible and $100 per day’

Outpatient surgery ]

Ambulatory surgical facility Subject to deductible and $100 copay  Subject to deductible and $350 copay  Subject to deductible and $700 copay

Hospital-based Subject to deductible and $100 copay  Subject to deductible and $350 copay  Subject to deductible and $700 copay

Freestanding $0 no deductible $0 no deductible $0 no deductible

Hospital-based $0 no deductible $0 no deductible $0 no deductible
Rx deductible (individual/family) None None None
Retail generic? $15 $15 $15

Retail brand

50% with $400 copay max 50% with $400 copay max 50% with $400 copay max

Retail non-formulary brand 50% with $500 copay max 50% with $500 copay max 50% with $500 copay max

Retail specialty 50% with $500 copay max 50% with $500 copay max 50% with $500 copay max

Additional benefits ]

Vision?2:2>

Pediatric routine eye exam?*

Pediatric eyewear (glasses or contacts)®
Adult routine eye exam?

Adult eyewear (glasses or contacts)?®
Dental?"2®

Pediatric dental deductible (per individual)
Pediatric exams and cleanings?®

Pediatric basic, major, and orthodontia services®®

)

$0 no deductible
$0 no deductible
Not covered

Not covered

$50
$0 no deductible

50% after deductible

$0 no deductible
$0 no deductible
Not covered

Not covered

$50
$0 no deductible

50% after deductible

$0 no deductible
$0 no deductible
Not covered

Not covered
$50

$0 no deductible

50% after deductible

Questions? Contact your broker for assistance.



Silver Cost-Share Reduction plans
for 150 — 199% FPL

Personal Choice® PPO Silver

Keystone HMO Silver

Keystone HMO Silver Proactive

Keystone HMO Silver Proactive Value



Silver '50 —199% CSR plans

Benefits per calendar year”

Deductible, individual/family*

Coinsurance

Qut-of-pocket maximum, individual/family includes:*

You pay in-network

$250/$500

10% unless otherwise noted

$2,250/$4,500

copay, deductible, and coinsurance

Personal Choice® PPO Silver?

You pay out-of-network*

$10,000/$20,000
50% unless otherwise noted

$20,000/$40,000
deductible and coinsurance

Preventive care for adults and children

Preventive colonoscopy for colorectal cancer screening — Preventive Plus providers

Preventive colonoscopy for colorectal cancer screening — hospital-based

$0 no deductible
$0 no deductible

$500 no deductible

50% no deductible
n/a

50% no deductible

Primary care office visit/retail clinic'*
Specialist office visit

Urgent care

Spinal manipulations (20 visits per year)®

Physical/occupational therapy (30 visits per year)®

$10 no deductible
$30 no deductible
10% after deductible
10% after deductible
$30 no deductible

50% after deductible
50% after deductible
50% after deductible
50% after deductible

50% after deductible

Inpatient hospital services (includes maternity)
Inpatient professional services (includes maternity)
Emergency room (not waived if admitted)*
Routine radiology/diagnostic

MRI/MRA, CT/CTA scan, PET scan
Biotech/specialty injectables

Durable medical equipment/prosthetics

Mental health, serious mental illness & substance abuse — outpatient

Mental health, serious mental illness & substance abuse — inpatient

10% no deductible
10% no deductible
10% no deductible
10% no deductible
10% no deductible
10% after deductible
10% after deductible
$30 no deductible
10% no deductible

50% after deductible
50% after deductible
10% no deductible

50% after deductible
50% after deductible
50% after deductible
50% after deductible
50% after deductible

50% after deductible

Ambulatory surgical facility

Hospital-based

10% no deductible

10% no deductible

50% after deductible

50% after deductible

Freestanding

Hospital-based

Prescription drugs™>-="%<°

0% no deductible

50% no deductible

50% after deductible

50% after deductible

Rx deductible (individual/family) None None

Retail generic $4 70%

Retail brand 30% with $200 copay max 70%

Retail non-formulary brand 40% with $200 copay max 70%

Retail specialty 50% with $500 copay max Not covered

——

Vision?2?*

Pediatric routine eye exam? $0 no deductible Not covered

Pediatric eyewear (glasses or contacts)®® $0 no deductible Not covered

Adult routine eye exam? $0 no deductible Not covered

Allowance up to $150 for frames or $100 for contact lenses ~ Not covered
at Visionworks stores

Adult eyewear (glasses or contacts)?®

Dental?"2¢

Pediatric dental deductible (per individual) $50 n/a
Pediatric exams and cleanings?® $0 no deductible Not covered
Pediatric basic, major, and orthodontia services®® 50% after deductible Not covered

26 ’ Questions? Contact your broker for assistance.



Keystone HMO Silver?

You pay in-network’

You pay in-network3

Keystone HMO Silver Proactive®”

You pay in-network3

You pay in-network3

$1,000/$2,000
20% unless otherwise noted

$2,250/$4,500
copay, deductible, and coinsurance

Tier - Preferred
$0/$0
0% unless otherwise noted

$2,250/$4,500
copay and coinsurance

Tier € — Enhanced
$1,000/$2,000
5% unless otherwise noted

$2,250/$4,500

copay, deductible, and coinsurance

Tier * — Standard
$1,000/$2,000
10% unless otherwise noted

$2,250/$4,500
copay, deductible, and coinsurance

$0 no deductible
$0 no deductible

$500 no deductible

$0 no deductible
$0 no deductible

$500 no deductible

$0 no deductible
$0 no deductible

$500 no deductible

$5 no deductible
$15 no deductible
20% after deductible
20% after deductible

$15 no deductible

$20
$50
$50

$20 no deductible
$40 no deductible
$50 no deductible
$50 no deductible

$50 no deductible

$30 no deductible
$60 no deductible
$50 no deductible
$50 no deductible

$50 no deductible

20% after deductible
20% after deductible
20% after deductible
$15 no deductible
$30 no deductible
20% after deductible
20% after deductible
$15 no deductible

20% after deductible

$50 per day’
0%

$150

$50

$100

40%

20%

$20

$50 per day’

Subject to deductible and $200 per day”

5% after deductible
$150 no deductible
$50 no deductible
$100 no deductible
40% no deductible
20% no deductible
$20 no deductible

$50 per day no deductible’

Subject to deductible and $400 per day”
10% after deductible

$150 no deductible

$50 no deductible

$100 no deductible

40% no deductible

20% no deductible

$20 no deductible

$50 per day no deductible’

20% after deductible

20% after deductible

Subject to deductible and $200 copay

Subject to deductible and $200 copay

Subject to deductible and $400 copay

Subject to deductible and $400 copay

$0 no deductible

$0 no deductible

$0 no deductible

$0 no deductible

$0 no deductible

$0 no deductible

None

$4

None

$4

None

$4

None

$4

20% with $300 copay max 30% with $300 copay max 30% with $300 copay max 30% with $300 copay max

30% with $300 copay max 40% with $400 copay max 40% with $400 copay max 40% with $400 copay max

50% with $500 copay max 50% with $500 copay max 50% with $500 copay max 50% with $500 copay max

$0 no deductible
$0 no deductible
Not covered

Not covered

$50
$0 no deductible

50% after deductible

$0
$0
Not covered

Not covered

$50
$0 no deductible

50% after deductible

Questions? Contact your broker for assistance.

$0 no deductible
$0 no deductible
Not covered

Not covered

$50
$0 no deductible

50% after deductible

$0 no deductible
$0 no deductible
Not covered

Not covered

$50
$0 no deductible

50% after deductible

G



Silver 50 —199% CSR plans

Benefits per calendar year”

Deductible, individual/family*
Coinsurance

Qut-of-pocket maximum, individual/family includes:*

Preventive care for adults and children

Preventive colonoscopy for colorectal cancer screening — Preventive
Plus providers

Preventive colonoscopy for colorectal cancer screening — hospital-based

Primary care office visit/retail clinic'*
Specialist office visit

Urgent care

Spinal manipulations (20 visits per year)

Physical/occupational therapy (30 visits per year)

Subject to deductible and

Inpatient hospital services (includes maternity)

Inpatient professional services (includes maternity)

Emergency room (not waived if admitted)**

Routine radiology/diagnostic

MRI/MRA, CT/CTA scan, PET scan

Biotech/specialty injectables

Durable medical equipment/prosthetics

Mental health, serious mental illness & substance abuse — outpatient

Mental health, serious mental illness & substance abuse — inpatient

Subject to deductible and

Ambulatory surgical facility

Hospital-based

Freestanding

Hospital-based

You pay in-network3

Tier “- Preferred

$500/$1,000

0% unless otherwise noted

$1,500/$3,000

copay, deductible, and coinsurance

$0 no deductible
$0 no deductible

$500 no deductible

$10 no deductible
$20 no deductible
$50 no deductible
$50 no deductible
$50 no deductible

$50 per day’

0% after deductible
$150 no deductible
$50 no deductible
$100 no deductible
40% no deductible
20% no deductible

$20 no deductible

Subject to deductible and

$50 per day’

$50 copay

Subject to deductible and

$50 copay

$0 no deductible
$0 no deductible

You pay in-network3
Tier’ - Enhanced

$1,000/$2,000

5% unless otherwise noted

$1,500/$3,000

copay, deductible, and coinsurance

$0 no deductible
$0 no deductible

$500 no deductible

$20 no deductible
$40 no deductible
$50 no deductible
$50 no deductible
$50 no deductible

Subject to deductible and

$200 per day’

5% after deductible
$150 no deductible
$50 no deductible
$100 no deductible
40% no deductible
20% no deductible
$20 no deductible

Subject to deductible and

$50 per day’

Subject to deductible and

$200 copay

Subject to deductible and

$200 copay

$0 no deductible
$0 no deductible

Keystone HMO Silver Proactive Value?

You pay in-network3

Tier 3 — Standard
$1,000/$2,000

10% unless otherwise noted

$1,500/$3,000

copay, deductible, and coinsurance

$0 no deductible
$0 no deductible

$500 no deductible

$30 no deductible
$60 no deductible
$50 no deductible
$50 no deductible
$50 no deductible

Subject to deductible and

$400 per day’

10% after deductible
$150 no deductible
$50 no deductible
$100 no deductible
40% no deductible
20% no deductible
$20 no deductible

Subject to deductible and

$50 per day’

Subject to deductible and

$400 copay

Subject to deductible and

$400 copay

$0 no deductible
$0 no deductible

Rx deductible (individual/family) None None None
Retail generic $4 $4 $4
Retail brand 30% with $300 copay max 30% with $300 copay max 30% with $300 copay max

Retail non-formulary brand 40% with $400 copay max 40% with $400 copay max 40% with $400 copay max

Retail specialty 50% with $500 copay max 50% with $500 copay max 50% with $500 copay max

Additional benefits e

Vision?#??

Pediatric routine eye exam?

Pediatric eyewear (glasses or contacts)?
Adult routine eye exam?

Adult eyewear (glasses or contacts)?®
Dental?2¢

Pediatric dental deductible (per individual)
Pediatric exams and cleanings?®

Pediatric basic, major, and orthodontia services*®

)

$0 no deductible
$0 no deductible
Not covered

Not covered

$50
$0 no deductible

50% after deductible

$0 no deductible
$0 no deductible
Not covered

Not covered

$50
$0 no deductible

50% after deductible

$0 no deductible
$0 no deductible
Not covered

Not covered

$50
$0 no deductible

50% after deductible

Questions? Contact your broker for assistance.



Silver Cost-Share Reduction plans
for 38 —149% FPL

Personal Choice® PPO Silver

Keystone HMO Silver

Keystone HMO Silver Proactive

Keystone HMO Silver Proactive Value



Silver "38 — 149% CSR plans Personal Choice® PPO Silver

Benefits per calendar year” You pay in-network You pay out-of-network*

Deductible, individual/family* $0/$0 $10,000/$20,000

Coinsurance 10% unless otherwise noted 50% unless otherwise noted

Qut-of-pocket maximum, individual/family includes:* $1,000/$2,000 $20,000/$40,000

copay and coinsurance deductible and coinsurance

S

Preventive care for adults and children 50% no deductible

Preventive colonoscopy for colorectal cancer screening — Preventive Plus providers $0 n/a

Preventive colonoscopy for colorectal cancer screening — hospital-based $250 50% no deductible
/7

Primary care office visit/retail clinic* 50% after deductible

Specialist office visit $15 50% after deductible

Urgent care 10% 50% after deductible

Spinal manipulations (20 visits per year)® 10% 50% after deductible

Physical/occupational therapy (30 visits per year)® 50% after deductible
S

Inpatient hospital services (includes maternity) 10% 50% after deductible

Inpatient professional services (includes maternity) 10% 50% after deductible

Emergency room (not waived if admitted)** 10% 10% no deductible

Routine radiology/diagnostic 10% 50% after deductible

MRI/MRA, CT/CTA scan, PET scan 10% 50% after deductible

Biotech/specialty injectables 10% 50% after deductible

Durable medical equipment/prosthetics 10% 50% after deductible

Mental health, serious mental illness & substance abuse — outpatient $15 50% after deductible

Mental health, serious mental illness & substance abuse — inpatient 10% 50% after deductible
[

Ambulatory surgical facility 10% 50% after deductible

Hospital-based 10% 50% after deductible
I

Freestanding 0% 50% after deductible

Hospital-based 50% 50% after deductible

Rx deductible (individual/family) None None

Retail generic $4 70%

Retail brand 20% with $200 copay max 70%

Retail non-formulary brand 20% with $200 copay max 70%

Retail specialty 50% with $500 copay max Not covered
R

Vision?22>

Pediatric routine eye exam?* $0 Not covered

Pediatric eyewear (glasses or contacts)® $0 Not covered

Adult routine eye exam?* $0 Not covered

Adult eyewear (glasses or contacts)?® Allowance up to $150 for frames or $100 for contact Not covered

lenses at Visionworks stores

Dental?"2®

Pediatric dental deductible (per individual) $50 n/a
Pediatric exams and cleanings®’ $0 no deductible Not covered
Pediatric basic, major, and orthodontia services®® 50% after deductible Not covered

30 ’ Questions? Contact your broker for assistance.



Keystone HMO Silver?

You pay in-network?

$0/$0
10% unless otherwise noted

$1,000/$2,000
copay and coinsurance

You pay in-network3

Tier “- Preferred

$0/$0

0% unless otherwise noted

$1,000/$2,000

copay and coinsurance

Keystone HMO Silver Proactive®”

You pay in-network3
Tier’ — Enhanced

$100/$200
5% unless otherwise noted

$1,000/$2,000
copay, deductible, and coinsurance

You pay in-network3
Tier 3 — Standard

$100/$200

10% unless otherwise noted

$1,000/$2,000
copay, deductible , and coinsurance

$0 no deductible
$0 no deductible

$250 no deductible

$0 no deductible
$0 no deductible

$250 no deductible

$10
10%

10%

$10 no deductible

$15 no deductible

$20 $40 no deductible $60 no deductible
$10 $10 no deductible $10 no deductible
$50 $50 no deductible $50 no deductible

$10 no deductible

$10 no deductible

10%
10%
10%
$10

$20
10%
10%
$10

10%

$40 per day’ Subject to deductible and $150 per day’ Subject to deductible and $300 per day”
0% 5% after deductible 10% after deductible

$50 $50 no deductible $50 no deductible

$10 $10 no deductible $10 no deductible

$20 $20 no deductible $20 no deductible

40% 40% no deductible 40% no deductible

20% 20% no deductible 20% no deductible

$20 no deductible

$40 per day’

$20 no deductible

$40 per day no deductible’

$20 no deductible

$40 per day no deductible’

10%

10%

Subject to deductible and $150 copay

Subject to deductible and $150 copay

Subject to deductible and $300 copay

Subject to deductible and $300 copay

$0 no deductible

$0 no deductible

$0 no deductible
$0 no deductible

None

$4

20% with $300 copay max
30% with $300 copay max

50% with $500 copay max

None

$4

None

$4

None

$4

10% with $300 copay max 10% with $300 copay max 10% with $300 copay max

20% with $400 copay max 20% with $400 copay max 20% with $400 copay max

50% with $500 copay max 50% with $500 copay max 50% with $500 copay max

$0
$0
Not covered

Not covered

$50
$0 no deductible

50% after deductible

$0 $0 no deductible $0 no deductible
$0 $0 no deductible $0 no deductible
Not covered Not covered Not covered

Not covered Not covered Not covered

$50 $50 $50

$0 no deductible $0 no deductible $0 no deductible

50% after deductible 50% after deductible 50% after deductible

Questions? Contact your broker for assistance. ( 31



Silver 38 — 149% CSR plans

T 3
Benefits per calendar year” T

Tier - Preferred

Deductible, individual/family™ $0/$0

Coinsurance 0% unless otherwise noted

Out-of-pocket maximum, individual/family includes:*? $1,000/$2,000

copay and coinsurance

You pay in-network3
Tier § — Enhanced

$500/$1,000

5% unless otherwise noted

$1,000/$2,000

copay, deductible, and coinsurance

Keystone HMO Silver Proactive Value?

You pay in-network3
Tier 3 — Standard

$500/$1,000

10% unless otherwise noted

$1,000/$2,000
copay, deductible, and coinsurance

Preventive care for adults and children

Preventive colonoscopy for colorectal cancer screening — $0
Preventive Plus providers

Preventive colonoscopy for colorectal cancer screening — $250
hospital-based

$0 no deductible

$0 no deductible

$250 no deductible

$0 no deductible
$0 no deductible

$250 no deductible

Primary care office visit/retail clinic'*

Specialist office visit $10
Urgent care $10
Spinal manipulations (20 visits per year) $50

Physical/occupational therapy (30 visits per year)

$10 no deductible
$20 no deductible
$10 no deductible
$50 no deductible
$10 no deductible

$15 no deductible
$30 no deductible
$10 no deductible
$50 no deductible
$10 no deductible

Inpatient hospital services (includes maternity) $40 per day’
Inpatient professional services (includes maternity) 0%
Emergency room (not waived if admitted)** $50
Routine radiology/diagnostic $10
MRI/MRA, CT/CTA scan, PET scan $20
Biotech/specialty injectables 40%
Durable medical equipment/prosthetics 20%

Mental health, serious mental illness & substance abuse — outpatient $10

Mental health, serious mental iliness & substance abuse — inpatient $40 per day’

Subject to deductible and $150 per day”

5% after deductible
$50 no deductible
$10 no deductible
$20 no deductible
40% no deductible
20% no deductible

$10 no deductible

$40 per day no deductible’

Subject to deductible and $300 per day’
10% after deductible

$50 no deductible

$10 no deductible

$20 no deductible

40% no deductible

20% no deductible

$10 no deductible

$40 per day no deductible’

Ambulatory surgical facility Subject to deductible and $150 copay Subject to deductible and $300 copay
Hospital-based Subject to deductible and $150 copay Subject to deductible and $300 copay

_
Freestanding $0 no deductible $0 no deductible

Hospital-based $0 $0 no deductible $0 no deductible

Rx deductible (individual/family) None
Retail generic $4
Retail brand 10% with $300 copay max

Retail non-formulary brand 20% with $400 copay max

Retail specialty 50% with $500 copay max

None

$4

10% with $300 copay max
20% with $400 copay max

50% with $500 copay max

None

$4

10% with $300 copay max
20% with $400 copay max

50% with $500 copay max

Vision22>

Pediatric routine eye exam? $0
Pediatric eyewear (glasses or contacts)? $0

Adult routine eye exam? Not covered
Adult eyewear (glasses or contacts)?® Not covered
Dental?"2®

Pediatric dental deductible (per individual) $50

Pediatric exams and cleanings?® $0 no deductible

$0 no deductible
$0 no deductible
Not covered

Not covered

$50
$0 no deductible

$0 no deductible
$0 no deductible
Not covered

Not covered

$50
$0 no deductible

Pediatric basic, major, and orthodontia services®® 50% after deductible 50% after deductible 50% after deductible

32 ’ Questions? Contact your broker for assistance.



Important plan information



Important plan information

Benefits that require preapproval

When you need services that require preapproval, your physician or
provider contacts the Independence Blue Cross Care Management
and Coordination (CMC) team and provides information to support
the request for services. For PPO members using a BlueCard® PPO
or out-of-network provider, the member is responsible for contacting
CMC directly for any required approvals. The CMC team, made up
of physicians and nurses, evaluates the proposed plan of care for
payment of benefits. The CMC team notifies your physician/provider
if the services are approved for coverage. If the CMC team does not
have sufficient information or the information evaluated does not
support coverage, you and your physician/provider are notified in
writing of the decision. Members and providers acting on behalf of a
member may appeal the decision. At any time during the evaluation
process or the appeal, the provider or member may provide additional
information to support the request.

For a list of services that require preapproval, visit
ibx4you.com/importantinfo.

Inpatient hospital stays

During and after an approved hospital stay, our Care Management
and Coordination team monitors your stay. The team reviews whether
you are receiving medically appropriate care, sees that a plan for your
discharge is in place, and coordinates services that may be needed
following discharge.

Utilization review

In order to make coverage determinations regarding the medical
necessity and appropriateness of requested services, we use medical
guidelines based on clinically credible evidence. This is called
utilization review. Utilization review can be done before a service

is performed (prenotification/precertification/preservice); during

a hospital stay (concurrent review); or after services have been
performed (retrospective/post-service review). Independence Blue
Cross follows applicable state/federal standards pertaining to how
and when these reviews are performed.

Continuity of care (Continuity of care policy applies to HMO plans only)

Terminated providers

Independence Blue Cross offers members continuation of coverage
for an ongoing course of treatment with a terminated provider (for
reasons other than cause) for up to 90 days from the date that we
notified the member of the provider termination. We will cover such
continuing treatment under the same terms and conditions as if the
treatment was being received from participating providers.

If a member is in her second or third trimester of pregnancy at the
time of the termination, the transitional period of authorization
shall extend through post-partum care related to the delivery. All
authorized health care services provided during this transitional
period would be covered by Independence Blue Cross under the

D

same terms and conditions applicable for participating health

care providers. The nonparticipating provider must agree that all
authorized health care services provided during this transitional
period would be covered by Independence Blue Cross under the

same terms and conditions applicable for participating health care
providers. The plan is not required to provide health care services that
are not covered benefits.

In order to initiate continuity of care, members must complete a
Continuity of Care form and submit it to our Care Management
and Coordination department. The form is available through
Customer Service.

Emergency services

An emergency is defined as the sudden and unexpected onset of a
medical condition manifesting itself in acute symptoms of sufficient
severity or severe pain that a prudent layperson who possesses

an average knowledge of health and medicine could reasonably
expect the absence of immediate medical attention to result in any
of the following:

® Placing the member’s health or, in the case of a pregnant
member, the health of the unborn child in jeopardy

® Serious impairment to bodily functions
® Dysfunction of any bodily organ or part

Emergency care includes covered services provided to a member
in an emergency, including emergency transportation and related
emergency services provided by a licensed ambulance service.

Complaints and grievances

You have a right to appeal any adverse decision through the
Complaints and Grievances Process. Instructions for the appeal
will be described in the denial notifications and in the contract.

Privacy policy

Protecting your privacy is very important to us. That is why we have
taken numerous steps to see that your Protected Health Information
(PHI) is kept confidential. PHI is individually identifiable health
information about you. This information may be in oral, written,

or electronic form. Independence Blue Cross may obtain or create
your PHI while conducting our business of providing you with health
care benefits.

Independence Blue Cross has implemented policies and procedures
regarding the collection, use, and release or disclosure of PHI by
and within our organization. We continually review our policies and
monitor our business processes to make sure that your information is
protected while assuring that the information is available as needed
for the provision of health care services. For detailed information on
our privacy policy, visit ibx4you.com/importantinfo.

Questions? Contact your broker for assistance.



Procedures that support safe prescribing

Independence Blue Cross utilizes an independent pharmacy benefits
management (PBM) company, FutureScripts®, a Catamaran
company, to manage the administration of its commercial
prescription drug programs.

As our PBM, FutureScripts is responsible for providing a
network of participating pharmacies, administering pharmacy
benefits, and providing customer service to our members and
providers. We support a number of procedures to support safe
prescribing, including:

Prior authorization — This means that you may need additional
approval from your health plan for a certain medication. Certain
covered drugs require prior authorization to ensure that the drug
prescribed is medically necessary and appropriate and is being
prescribed according to the U.S. Food and Drug Administration’s
(FDA) guidelines.

Age and gender limits — The FDA has established specific procedures
that govern prescription prescribing practices. These rules are
designed to prevent potential harm to patients and ensure that the
medication is being prescribed according to FDA guidelines. For
example, some drugs are approved by the FDA only for individuals
age 14 and older, or are prescribed only for females.

Quantity level limits — These are designed to allow a sufficient supply
of medication based upon FDA-approved maximum daily doses and
length of therapy of a particular drug. There are several different
types of quantity level limits, such as rolling 30-day period, refill too
soon, and therapeutic drug class.

96-hour temporary supply program — Under this program, if a
member’s doctor writes a prescription for a drug that requires prior
authorization, has an age limit, or exceeds the quantity level limit
for a medication, and prior authorization has not been obtained

by the doctor, a 96-hour supply of the drug will be made available
while the request is being reviewed. Obtaining a 96-hour temporary
supply does not guarantee that the prior authorization request will
be approved.

To learn more about safe prescribing procedures, see a list of drugs
requiring prior authorization, or find out how to file a request or
appeal, visit ibx4you.com/importantinfo.

Prescription drug program provider payment information

A pharmacy benefits management (PBM) company administers

our prescription drug benefits and is responsible for providing a
network of participating pharmacies and processing pharmacy
claims. The PBM also negotiates price discounts with pharmaceutical
manufacturers and provides drug utilization and quality reviews.
Price discounts may include rebates from a drug manufacturer based
on the volume purchased. Independence Blue Cross anticipates that
it will pass on a high percentage of the expected rebates it receives
from its PBM through reductions in the overall cost of pharmacy
benefits. Under most benefits plans, prescription drugs are subject to
amember copayment.

Questions? Contact your broker for assistance.

Benefits exclusions

The benefits summaries in this brochure represent only a partial
listing of benefits and exclusions of the plans. Benefits and
exclusions may be further defined by medical policy.

This managed care plan may not cover all your health care expenses.
Read your contract carefully to determine which health care

services are covered. If you need more information, please call
1-866-346-2081 (TTY: 711).

What’s not covered?

® Services not medically necessary

® Services or supplies that are experimental or investigative,
except routine costs associated with qualifying clinical trials

® Hearing aids, hearing examinations/tests for the
prescription/fitting of hearing aids, and cochlear
electromagnetic hearing devices

® Assisted fertilization techniques, such as in vitro fertilization,
GIFT, and ZIFT

® Reversal of voluntary sterilization
® Alternative therapies, such as acupuncture

® Adult dental care, including dental implants or dentures,
and nonsurgical treatment of temporomandibular joint
syndrome (TMJ)

® Treatment of obesity

® Routine foot care, except for medically necessary treatment
of peripheral vascular disease and/or peripheral neuropathic
disease including, but not limited to, diabetes

® Foot orthotics, except for orthotics and podiatric
appliances required for the prevention of complications
associated with diabetes

® Routine physical exams for nonpreventive purposes, such
as insurance or employment applications, college, or
premarital examinations

® Immunizations for travel or employment

® Services or supplies payable under workers’ compensation,
motor vehicle insurance, or other legislation of similar purpose

¢ Cosmetic services/supplies

® Qutpatient services that are not performed by your primary care
physician’s designated provider for HMO plans

® Private duty nursing

® Self-injectable drugs are excluded under medical programs
(however, they are covered under the prescription drug benefit)

® Adult routine eye care (exception: PPO Platinum Complete
and PPO Silver)

® Adult dental care (exception: PPO Platinum Complete)
® Pleoptic/orthoptic

NOTE: Eligible dependent children are generally covered up to age 26.
See contract for additional details. To obtain complete copies of these
policies by mail, please call 1-866-346-2081 (TTY: 711).
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Footnotes

Medical

1 Certain plan benefits may be enhanced to comply with health care reform
law/regulations. Eligible dependent children are covered to age 26.

2 Family deductible and out-of-pocket maximum apply when more than one
person is covered under a plan. A covered family member only needs to
satisfy his or her individual deductible before receiving plan benefits. Once
the family deductible is met, then all covered family members will receive
plan benefits. A covered family member only needs to satisfy his or her
out-of-pocket maximum before that individual’s benefits are covered in
full. Once the family out-of-pocket is met, then all covered family members’
benefits will be covered in full.

3 There are no out-of-network services available except for emergency services.

4 Non-participating preferred providers may bill you for differences between
the plan allowance, which is the amount paid by Independence Blue Cross,
and the actual charge of the provider. This amount may be significant.
Claims payments for non-preferred professional providers (physicians)
are based on the lesser of the Medicare professional allowable payment
or the actual charge of the provider. For covered services that are not
recognized or reimbursed by Medicare, payment is based on the lesser of the
Independence Blue Cross applicable proprietary fee schedule or the actual
charge of the provider. For covered services not recognized or reimbursed
by Medicare or the Independence Blue Cross fee schedule, the payment is
based on 50% of the actual charge of the provider. It is important to note
that all percentages for out-of-network services are percentage of the Plan
allowance, not the actual charge of the provider.

5 Age and frequency schedules may apply. In order to get a preventive
colonoscopy without having to pay any out-of-pocket costs, you must choose
Preventive Plus providers and GI professionals (gastroenterologists or
a colon and rectal surgeons) that are not hospital-based to perform the
preventive colonoscopy. To find a Preventive Plus provider, visit ibx4you.
com/providerfinder.

6 For PPO plans, visit limits are combined in- and out-of-network.

7 Amount shown reflects the copay per day. There is a maximum of 5 copays
per admission.

8 For PPO Silver, inpatient maternity hospital services are subject to 30%
coinsurance after deductible.

9 For PPO Bronze, inpatient maternity hospital services are subject to 50%
coinsurance after deductible.

10 Personal Choice® Bronze Basic is only available for purchase through the
Federal Health Insurance Marketplace at healthcare.gov.

Keystone HMO Proactive

11 For Keystone HMO Silver Proactive and Silver Proactive Value plans,
deductible is combined for Tiers 2 and 3.

12 For all Keystone HMO Proactive plans, the out-of-pocket maximum for
Tiers 1, 2 and 3 are combined.

13 For Keystone HMO Proactive plans, if you are admitted to an in-network
hospital from the emergency room, the out-of-pocket costs for inpatient
hospital will apply based on the tier of the in-network hospital. If admitted
to an out-of-network hospital following an emergency room admission, the
Tier 3 in-network level of benefits will apply. Non-Participating Providers
for Emergency Services will be covered at the Tier 3 level of benefits.

14 For Keystone HMO Proactive plans, all in-network retail clinics are
assigned to Tier 1, with the exception of Walgreens Healthcare Clinic, which
is assigned Tier 3.

)

Prescription Drugs

15 Prescription drug benefits are administered by FutureScripts, a
Catamaran company, an independent company providing pharmacy benefit
management services.

16 No cost-sharing is required at participating retail and mail order
pharmacies for certain preventive drugs (prescription and over-the-counter
drugs with a doctor’s prescription).

17 Out-of-network benefits apply to prescriptions filled at non-participating
pharmacies and the member must pay the full retail price for their
prescription then file a paper claim for reimbursement. The member should
refer to their benefit booklet to determine the out-of-network coverage for
their plan.

18 All covered self-administered specialty medications except insulin will
be provided through the convenient FutureScripts Specialty Pharmacy
Program for the specialty cost-sharing. Benefits are available for
up to a 30-day supply. If the doctor wants the member to start the
drug immediately, then an initial 30-day supply may be obtained at a
participating retail pharmacy. However, all subsequent fills must be
purchased through the Specialty Pharmacy Program.

19 This plan utilizes the FutureScripts Preferred Pharmacy Network —
a subset of the national retail pharmacy network. It includes over 50,000
pharmacies, including most major chains and local pharmacies except
Walgreens and Rite Aid.

20 When a prescription drug is not available in a generic form, benefits will
be provided for the brand drug and the member will be responsible for the
cost-sharing for a brand drug. When a prescription drug is available in a
generic form, benefits will be provided for that drug at the generic drug level
only. If the member chooses to purchase a brand drug, the member will be
responsible for paying the dispensing pharmacy the difference between the
negotiated discount price for the generic drug and the brand drug plus the
appropriate cost-sharing for a brand drug.

21 Certain designated generic drugs available at participating retail and mail
order pharmacies for a reduced member cost sharing ($4 retail / $8 mail
order), after any applicable deductible.

Additional Benefits

22 Vision Care is administered by Davis Vision, an independent company.

23 Pediatric vision benefits expire at the end of the month in which the child
turns 19.

24 One eye exam per calendar year period.

25 Pediatric spectacle lenses covered at no extra cost include: single vision,
lined bifocal, lined trifocal, or lenticular lenses. For frames to be covered
in full, choose from Davis Vision’s Pediatric Frame Selection (available
at most independent participating providers) or the Pediatric Frame
Collection at Visionworks retail locations. Davis Vision Contact Lenses
Collection is covered in full at participating independent providers. Up to a
$100 allowance can be used at retailers or participating providers for Non-
Collection Davis Vision Contact Lenses.

26 Thereisa $100 allowance for frames or contact lenses at all other
Davis Vision providers.

27 Independence Blue Cross dental plans are administered by United
Concordia, an independent company.

28 Pediatric dental benefits are covered until the end of the calendar year in
which the child turns 19.

29 One exam and one cleaning every six months per calendar year.

30 Only medically necessary orthodontia is covered. There is a 12-month
waiting period for all orthodontia.

Questions? Contact your broker for assistance.



Questions? Contact your broker for assistance.
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Independence

Independence Blue Cross offers products through its subsidiaries Independence Hospital Indemnity Plan, Keystone Health Plan
East, and QCC Insurance Company, and with Highmark Blue Shield — independent licensees of the Blue Cross and Blue Shield
Association. An affiliate of Independence Blue Cross has a financial interest in Visionworks. 18391 2015-2842-04 (10/15) Broker



Monthly premiums

The chart below shows monthly premium rates. Rates are based on geographic area, age, tobacco

use, and family size.

You may qualify to get a lower bill than what you see listed below through a government subsidy.
Want to see if you may qualify? Call your independent broker or contact us directly at
1-866-346-2081 (TTY: 711) or visit ibx4you.com/subsidy.

Non-tobacco

Age 0-20 21 22 23 24 25 26 27
Platinum

Personal Choice PPO Complete $305.74 $481.48 $481.48 $481.48 $481.48 $483.41 $493.04 $504.60
Personal Choice PPO $281.76 $443.71 $443.71 $443.71 $443.71 $445.49 $454.36 $465.01
Keystone HVIO $258.80 $407.56 $407.56 $407.56 $407.56 $409.19 $417.34 $427.12
Gold

Personal Choice PPO $229.04 $360.70 $360.70 $360.70 $360.70 $362.14 $369.36 $378.01
Keystone HMO $202.29 $318.57 $318.57 $318.57 $318.57 $319.84 $326.21 $333.86
Keystone HMO Proactive $182.44 $287.30 $287.30 $287.30 $287.30 $288.45 $294.20 $301.10
Silver

Personal Choice PPO $193.37 $304.53 $304.53 $304.53 $304.53 $305.74 $311.83 $319.14
Keystone HMO $174.95 $275.51 $275.51 $275.51 $275.51 $276.61 $282.12 $288.74
Keystone HMO Proactive $147.99 $233.05 $233.05 $233.05 $233.05 $233.98 $238.65 $244.24
Keystone HMO Proactive Value $137.14 $215.97 $215.97 $215.97 $215.97 $216.84 $221.16 $226.34
Bronze

Personal Choice PPO $140.53 $221.31 $221.31 $221.31 $221.31 $222.19 $226.62 $231.93
Personal Choice PPO Reserve $129.92 $204.60 $204.60 $204.60 $204.60 $205.42 $209.51 $214.42
Personal Choice Basic** $118.76 $187.03 $187.03 $187.03 $187.03 $187.77 $191.51 $196.00
Keystone HMO $112.75 $177.56 $177.56 $177.56 $177.56 $178.27 $181.82 $186.08
Catastrophic™

Personal Choice Catastrophic $116.06 $182.78 $182.78 $182.78 $182.78 $183.51 $187.16 $191.55
Tobacco

Age 0-20 21 22 23 24 25 26 27
Platinum

Personal Choice PPO Complete $305.74 $541.67 $541.67 $541.67 $541.67 $543.84 $554.67 $567.67
Personal Choice PPO $281.76 $499.18 $499.18 $499.18 $499.18 $501.17 $511.16 $523.14
Keystone HMO $258.80 $458.50 $458.50 $458.50 $458.50 $460.33 $469.50 $480.51
Gold

Personal Choice PPO $229.04 $405.79 $405.79 $405.79 $405.79 $407.41 $415.52 $425.26
Keystone HMIO $202.29 $358.39 $358.39 $358.39 $358.39 $359.82 $366.99 $375.59
Keystone HVIO Proactive $182.44 $323.22 $323.22 $323.22 $323.22 $324.51 $330.97 $338.73
Silver

Personal Choice PPO $193.37 $342.59 $342.59 $342.59 $342.59 $343.96 $350.81 $359.04
Keystone HMO $174.95 $309.95 $309.95 $309.95 $309.95 $311.19 $317.39 $324.83
Keystone HMO Proactive $147.99 $262.18 $262.18 $262.18 $262.18 $263.23 $268.48 $274.77
Keystone HMO Proactive Value $137.14 $242.97 $242.97 $242.97 $242.97 $243.94 $248.80 $254.63
Bronze

Personal Choice PPO $140.53 $248.97 $248.97 $248.97 $248.97 $249.97 $254.95 $260.92
Personal Choice PPO Reserve $129.92 $230.18 $230.18 $230.18 $230.18 $231.10 $235.70 $241.22
Personal Choice Basic** $118.76 $210.40 $210.40 $210.40 $210.40 $211.25 $215.45 $220.50
Keystone HMO $112.75 $199.75 $199.75 $199.75 $199.75 $200.55 $204.55 $209.34
Catastrophic’

Personal Choice Catastrophic $116.06 $205.62 $205.62 $205.62 $205.62 $206.44 $210.56 $215.49

Independence

Individual monthly rate:

1

. If you do not use tobacco, refer to the
set of plans under Non-tobacco. If you
use tobacco, refer to set of plans under
Tobacco. Please note Tobacco rates are
applicable to applicants 21 and older.

. Look at the first column to narrow down
your plan type — platinum, gold, silver,
bronze, or catastrophic.

. Find the name of the plan you’re
interested in and scan the row to the
right until you find the rate that matches
the column with your age. If you want to
see other plan rates you may be eligible
for, look up or down within your age
column to compare prices.

Family monthly rate:

1

2

. Follow steps 1-3 above for each person
in your family.

. Add the rates together. If you are
purchasing a policy including more than
three children under 21, only the rates
for the first three children are included in
your total.

Age Rate*
You 56 $465

+ Spouse 54 $425

+ Dependent 1 23 $200

+ Dependent 2 20 $125

+ Dependent 3 14 $125

+ Dependent 4 12 $125

+ Dependent 5 10 wgﬁ'ee

= Total Family Rate 1,465

* The above example is for illustrative purposes only.

Don't forget to see if you may
be eligible for a subsidy.

Visit ibx4dyou.com/subsidy’

T If you are losing your group coverage and want to apply for
conversion coverage, you are not eligible for a subsidy to
lower your monthly premiums.

** This product is only available through the Health
Insurance Marketplace.

11 Catastrophic plan is only available to qualified individuals.



Monthly premiums continued

Non-tobacco

Age 28 29 30 31 32 33 34 35 36 37 38 39 40
Platinum

Personal Choice PPO Complete $523.37 $538.78 $546.48 $558.04 $569.60 $576.82 $584.52 $588.37 $592.23 $596.08 $599.93 $607.63 $615.34
Personal Choice PPO $482.31 $496.51 $503.61 $514.26 $524.91 $531.57 $538.67 $542.22 $545.76 $549.31 $552.86 $559.96 $567.06
Keystone HMO $443.01 $456.05 $462.58 $472.36 $482.14 $488.25 $494.77 $498.03 $501.29 $504.55 $507.81 $514.33 $520.86
Gold

Personal Choice PPO $392.08 $403.62 $409.39 $418.05 $426.71 $432.12 $437.89 $440.77 $443.66 $446.54 $449.43 $455.20 $460.97
Keystone HMO $346.28 $356.48 $361.58 $369.22 $376.87 $381.65 $386.74 $389.29 $391.84 $394.39 $396.94 $402.03 $407.13
Keystone HMO Proactive $312.30 $321.49 $326.09 $332.99 $339.88 $344.19 $348.79 $351.09 $353.38 $355.68 $357.98 $362.58 $367.18
Silver

Personal Choice PPO $331.02 $340.76 $345.64 $352.95 $360.25 $364.82 $369.69 $372.13 $374.57 $377.00 $379.44 $384.31 $389.18
Keystone HMO $299.48 $308.30 $312.71 $319.32 $325.93 $330.06 $334.47 $336.68 $338.88 $341.08 $343.29 $347.70 $352.10
Keystone HMO Proactive $253.33 $260.79 $264.51 $270.11 $275.70 $279.20 $282.93 $284.79 $286.65 $288.52 $290.38 $294.11 $297.84
KKeystone HMO Proactive Value $234.76 $241.67 $245.13 $250.31 $255.49 $258.73 $262.19 $263.92 $265.65 $267.37 $269.10 $272.56 $276.01
Bronze

Personal Choice PPO $240.56 $247.64 $251.18 $256.49 $261.81 $265.13 $268.67 $270.44 $272.21 $273.98 $275.75 $279.29 $282.83
Personal Choice PPO Reserve  $222.40 $228.95 $232.22 $237.13 $242.04 $245.11 $248.38 $250.02 $251.66 $253.30 $254.93 $258.21 $261.48
Personal Choice Basic** $203.30 $209.28 $212.27 $216.76 $221.25 $224.06 $227.05 $228.54 $230.04 $231.54 $233.03 $236.03 $239.02
Keystone HMO $193.01 $198.69 $201.53 $205.79 $210.05 $212.71 $215.55 $216.98 $218.40 $219.82 $221.24 $224.08 $226.92
Catastrophic”

Personal Choice Catastrophic $198.68 $204.53 $207.45 $211.84 $216.22 $218.97 $221.89 $223.35 $224.81 $226.28 $227.74 $230.66 $233.59
Tobacco

Age 28 29 30 31 32 33 34 35 36 37 38 39 40
Platinum

Personal Choice PPO Complete $588.79 $606.13 $642.12 $655.70 $669.28 $677.76 $686.81 $691.34 $695.86 $700.39 $704.92 $713.97 $753.79
Personal Choice PPO $542.60 $558.58 $591.74 $604.26 $616.77 $624.59 $632.93 $637.10 $641.27 $645.44 $649.62 $657.96 $694.65
Keystone HMO $498.39 $513.06 $543.53 $555.02 $566.51 $573.70 $581.36 $585.19 $589.02 $592.85 $596.68 $604.34 $638.05
Gold

Personal Choice PPO $441.09 $454.07 $481.04 $491.21 $501.38 $507.74 $514.52 $517.91 $521.30 $524.69 $528.08 $534.86 $564.69
Keystone HMO $389.57 $401.04 $424.85 $433.84 $442.82 $448.43 $454.42 $457.42 $460.41 $463.41 $466.40 $472.39 $498.74
Keystone HMO Proactive $351.34 $361.68 $383.16 $391.26 $399.36 $404.42 $409.83 $412.53 $415.23 $417.93 $420.63 $426.03 $449.79
Silver

Personal Choice PPO $372.40 $383.36 $406.12 $414.71 $423.30 $428.67 $434.39 $437.25 $440.12 $442.98 $445.84 $451.57 $476.75
Keystone HMO $336.92 $346.83 $367.43 $375.20 $382.97 $387.82 $393.00 $395.59 $398.18 $400.77 $403.36 $408.54 $431.33
Keystone HMO Proactive $284.99 $293.38 $310.80 $317.38 $323.95 $328.06 $332.44 $334.63 $336.82 $339.01 $341.20 $345.58 $364.85
KKeystone HMO Proactive Value $264.11 $271.88 $288.03 $294.12 $300.21 $304.01 $308.07 $310.10 $312.13 $314.16 $316.19 $320.25 $338.11
Bronze

Personal Choice PPO $270.63 $278.60 $295.14 $301.38 $307.62 $311.52 $315.68 $317.76 $319.84 $321.92 $324.00 $328.17 $346.47
Personal Choice PPO Reserve  $250.20 $257.57 $272.86 $278.63 $284.40 $288.01 $291.85 $293.78 $295.70 $297.62 $299.55 $303.39 $320.31
Personal Choice Basic** $228.71 $235.44 $249.42 $254.70 $259.97 $263.27 $266.78 $268.54 $270.30 $272.06 $273.81 $277.33 $292.80
Keystone HMO $217.13 $223.52 $236.80 $241.80 $246.81 $249.94 $253.28 $254.95 $256.62 $258.28 $259.95 $263.29 $277.98
Catastrophic”

Personal Choice Catastrophic $223.51 $230.09 $243.75 $248.91 $254.06 $257.28 $260.72 $262.44 $264.16 $265.87 $267.59 $271.03 $286.14

Independence



Non-tobacco

Age 41 42 43 44 45 46 47 48 49 50 51 52
Platinum

Personal Choice PPO Complete $626.89 $637.97 $653.37 $672.63 $695.26 $722.23 $752.56 $787.23 $821.41 $859.93 $897.97 $939.86
Personal Choice PPO $577.71  $587.92 $602.12 $619.86 $640.72 $665.57 $693.52 $725.47 $756.97 $792.47 $827.52 $866.12
Keystone HMO $530.64 $540.01 $553.05 $569.35 $588.51 $611.33 $637.01 $666.35 $695.29 $727.89 $760.09 $795.55
Gold

Personal Choice PPO $469.63 $477.93 $489.47 $503.90 $520.85 $541.05 $563.77 $589.74 $615.35 $644.21 $672.70 $704.08
Keystone HMO $414.78 $422.10 $432.30 $445.04 $460.01 $477.85 $497.92 $520.86 $543.48 $568.96 $594.13 $621.85
Keystone HMO Proactive $374.07 $380.68 $389.87 $401.36 $414.87 $430.96 $449.06 $469.74 $490.14 $513.13 $535.82 $560.82
Silver

Personal Choice PPO $396.49 $403.50 $413.24 $425.42 $439.74 $456.79 $475.97 $497.90 $519.52 $543.88 $567.94 $594.43
Keystone HMO $358.72 $365.05 $373.87 $384.89 $397.84 $413.27 $430.62 $450.46 $470.02 $492.06 $513.83 $537.80

Keystone HMIO Proactive $303.43 $308.79 $316.25 $325.57 $336.53 $349.58 $364.26 $381.04 $397.59 $416.23 $434.64 $454.92
Keystone HMO Proactive Value $281.20 $286.16 $293.07 $301.71 $311.86 $323.96 $337.56 $353.11 $368.45 $385.73 $402.79 $421.58

Bronze

Personal Choice PPO $288.14 $293.23 $300.31 $309.17 $319.57 $331.96 $345.90 $361.84 $377.55 $395.25 $412.74 $431.99
Personal Choice PPO Reserve  $266.39 $271.10 $277.64 $285.83 $295.44 $306.90 $319.79 $334.52 $349.05 $365.42 $381.58 $399.38
Personal Choice Basic** $243.51 $247.81 $253.79 $261.27 $270.06 $280.54 $292.32 $305.79 $319.07 $334.03 $348.80 $365.07
Keystone HMO $231.18 $235.26 $240.95 $248.05 $256.39 $266.34 $277.52 $290.31 $302.91 $317.12 $331.14 $346.59

Catastrophic”

Personal Choice Catastrophic $237.97 $242.18 $248.03 $255.34 $263.93 $274.16 $285.68 $298.84 $311.81 $326.44 $340.88 $356.78

Tobacco

Age 41 42 43 44 45 46 47 48 49 50 51 52

Platinum

Personal Choice PPO Complete $767.94 $781.51 $800.38 $823.98 $851.70 $884.73 $921.89 $964.35 $1,006.23$1,182.40$1,234.71 $1,292.30
Personal Choice PPO $707.70 $720.20 $737.59 $759.33 $784.88 $815.32 $849.56 $888.70 $927.29 $1,089.64%$1,137.84 $1,190.92
Keystone HMO $650.03 $661.51 $677.49 $697.46 $720.92 $748.88 $780.34 $816.28 $851.73 $1,000.85$1,045.12 $1,093.88
Gold

Personal Choice PPO $575.30 $585.46 $599.60 $617.27 $638.04 $662.78 $690.62 $722.43 $753.81 $885.78 $924.97 $968.11

Keystone HMO $508.10 $517.08 $529.56 $545.17 $563.52 $585.37 $609.96 $638.05 $665.76 $782.33 $816.93 $855.04
Keystone HMO Proactive $458.24 $466.33 $477.59 $491.67 $508.21 $527.92 $550.09 $575.44 $600.42 $705.55 $736.76 $771.13

Silver

Personal Choice PPO $485.70 $494.28 $506.22 $521.14 $538.68 $559.57 $583.07 $609.93 $636.41 $747.84 $780.92 $817.35

Keystone HMO $439.43 $447.19 $457.99 $471.49 $487.35 $506.25 $527.51 $551.82 $575.78 $676.59 $706.51 $739.47

Keystone HMIO Proactive $371.71 $378.27 $387.41 $398.83 $412.25 $428.23 $446.22 $466.77 $487.04 $572.32 $597.63 $625.51
Keystone HMO Proactive Value $344.46 $350.55 $359.02 $369.60 $382.03 $396.85 $413.52 $432.56 $451.35 $530.37 $553.83 $579.67

Bronze

Personal Choice PPO $352.97 $359.21 $367.88 $378.73 $391.47 $406.65 $423.73 $443.25 $462.50 $543.47 $567.51 $593.99
Personal Choice PPO Reserve $326.33 $332.09 $340.11 $350.14 $361.92 $375.95 $391.74 $409.79 $427.58 $502.45 $524.67 $549.15
Personal Choice Basic** $298.30 $303.57 $310.90 $320.06 $330.83 $343.66 $358.09 $374.59 $390.85 $459.29 $479.60 $501.98
Keystone HMO $283.20 $288.20 $295.16 $303.86 $314.08 $326.26 $339.97 $355.63 $371.07 $436.04 $455.32 $476.56

Catastrophic"

Personal Choice Catastrophic $291.52 $296.67 $303.83 $312.79 $323.31 $335.85 $349.96 $366.08 $381.97 $448.85 $468.70 $490.57



Monthly premiums continued

Non-tobacco

Age
Platinum

53

54

55

56

57

58

59

60

61 62

63 64 +

Personal Choice PPO Complete $982.23

$1,027.97 $1,073.71

$1,123.30 $1,173.38 $1,226.82 $1,253.30 $1,306.75 $1,352.97 $1,383.30 $1,421.34 $1,444.44

Personal Choice PPO $905.17 $947.32 $989.48 $1,035.18 $1,081.32 $1,130.58 $1,154.98 $1,204.23 $1,246.83 $1,274.78 $1,309.84 $1,331.13
Keystone HMO $831.41 $870.13 $908.85 $950.83 $993.21 $1,038.45 $1,060.87 $1,106.10 $1,145.23 $1,170.91 $1,203.10 $1,222.67
Gold

Personal Choice PPO $735.82 $770.09 $804.36 $841.51 $879.02 $919.06 $938.90 $978.94 $1,013.56 $1,036.29 $1,064.78 $1,082.10
Keystone HMO $649.88 $680.14 $710.41 $743.22 $776.35 $811.71 $829.23 $864.60 $895.18 $915.25 $940.42 $955.71
Keystone HMO Proactive $586.10 $613.40 $640.69 $670.28 $700.16 $732.05 $747.85 $779.74 $807.33 $825.43 $848.12 $861.90
Silver

Personal Choice PPO $621.23 $650.16 $679.09 $710.46 $742.13 $775.93 $792.68 $826.48 $855.72 $874.90 $898.96 $913.58
Keystone HMO $562.04 $588.22 $614.39 $642.77 $671.42 $702.00 $717.16 $747.74 $774.19 $791.54 $813.31 $826.53
Keystone HMO Proactive $475.43  $497.57 $519.71 $543.71 $567.95 $593.82 $606.64 $632.50 $654.88 $669.56 $687.97 $699.15
Keystone HMO Proactive Value $440.58 $461.10 $481.62 $503.86 $526.32 $550.30 $562.17 $586.15 $606.88 $620.49 $637.55 $647.91
Bronze

Personal Choice PPO $451.47 $472.49 $493.51 $516.31 $539.33 $563.89 $576.06 $600.63 $621.87 $635.82 $653.30 $663.92
Personal Choice PPO Reserve $417.38  $436.82 $456.26 $477.33  $498.61 $521.32 $532.57 $555.29 $574.93 $587.82 $603.98 $613.80
Personal Choice Basic** $381.53 $399.30 $417.07 $436.33 $455.78 $476.54 $486.83 $507.59 $525.54 $537.32 $552.10 $561.08
Keystone HMO $362.22 $379.09 $395.95 $414.24 $432.71 $452.42 $462.18 $481.89 $498.94 $510.12 $524.15 $532.67
Catastrophic”

Personal Choice Catastrophic $372.86 $390.23 $407.59 $426.42 $445.42 $465.71 $475.76 $496.05 $513.60 $525.11 $539.55 $548.33
Tobacco

Age 53 54 55 56 57 58 59 60 61 62 63 64 +
Platinum

Personal Choice PPO Complete
Personal Choice PPO

$1,350.56 $1,413.46 $1,476.35 $1,544.54 $1,613.39 $1,686.88$1,723.29 $1,796.78 $1,860.33 $1,902.04 $1,954.34 $1,986.12
$1,244.61 $1,302.57 $1,360.53 $1,423.37 $1,486.82 $1,554.54 $1,588.10 $1,655.82 $1,714.39 $1,752.83 $1,801.02 $1,830.30
$1,143.19 $1,196.43 $1,249.67 $1,307.39 $1,365.67 $1,427.87 $1,458.69 $1,520.89 $1,574.69 $1,610.00 $1,654.27 $1,681.17

$1,011.76 $1,058.88$1,105.99 $1,157.08 $1,208.66$1,263.71 $1,290.98 $1,346.04 $1,393.65 $1,424.89 $1,464.07 $1,487.88

Keystone HMO

Gold

Personal Choice PPO

Keystone HMO $893.59
Keystone HMO Proactive $805.89

$935.20 $976.81
$843.42 $880.95

$1,021.93 $1,067.48 $1,116.11 $1,140.20 $1,188.82 $1,230.87 $1,258.47 $1,293.07 $1,314.09
$921.64 $962.72 $1,006.57 $1,028.30$1,072.15 $1,110.07 $1,134.96 $1,166.17 $1,185.12

Silver

Personal Choice PPO $854.20 $893.97 $933.75 $976.88 $1,020.43 $1,066.91 $1,089.94 $1,136.41 $1,176.61 $1,202.99 $1,236.07 $1,256.16
Keystone HMO $772.81 $808.80 $844.79 $883.81 $923.20 $965.25 $986.09 $1,028.14 $1,064.51 $1,088.37 $1,118.30 $1,136.48
Keystone HMO Proactive ~ $653.71 $684.15 $714.60 $747.60 $780.93 $816.50 $834.12 $869.69 $900.46 $920.64 $945.96 $961.34
Keystone HMO Proactive Value $605.80 $634.01 $662.22 $692.81 $723.69 $756.66 $772.99 $805.95 $834.46 $853.17 $876.63 $890.88
Bronze

Personal Choice PPO $620.77 $649.67 $678.58 $709.93 $741.57 $775.35 $792.09 $825.86 $855.08 $874.25 $898.29 $912.89
Personal Choice PPO Reserve $573.90 $600.63 $627.36  $656.33 $685.59 $716.82 $732.29 $763.52 $790.52 $808.25 $830.47 $843.98
Personal Choice Basic** $524.61 $549.04 $573.47 $599.95 $626.70 $655.24 $669.39 $697.93 $722.62 $738.82 $759.14 $771.48
Keystone HMO $498.05 $521.24 $544.44 $569.58 $594.97 $622.07 $635.50 $662.60 $686.04 $701.42 $720.71 $732.42
Catastrophic”

Personal Choice Catastrophic $512.69 $536.56 $560.44 $586.32 $612.46 $640.35 $654.18 $682.07 $706.20 $722.03 $741.89 $753.95

Independence

Independence Blue Cross offers products through its subsidiaries Independence Hospital Indemnity
Plan, Keystone Health Plan East, and QCC Insurance Company, and with Highmark Blue Shield —
independent licensees of the Blue Cross and Blue Shield Association.

18393 2015-2842-07 (10/15)





