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Benefit Plan Features:
Annual Deductible '

Individual/Family

Annual Out-of-Pocket Maximum
(includes copay, coinsurance and deductibles)
Individual/Family

TDCB Trust

Benefit Summary

Your Cost In-Network

$8,500/$17,000

$8,500 / $17,000

Tennessee Dental Association dba

Effective Date: Jan. 1, 2026

Network: S
Option : 1

Your Cost Out-of-Network '

$17,000 / $34,000

$25,500 / $51,000

4th Quarter Carry-over

Preventive Care Services (see page 3 for a list)

Covered at 100%

Excl

uded

40% after deductible

Practitioner Office Services
Primary Care Office Visits

Specialist Office Visits
3,4,6

Office Surgery

Routine Diagnostic Lab, X-Ray & Injections

Advanced Radiological Imaging > *’

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

40% after deductible
40% after deductible
40% after deductible
40% after deductible
40% after deductible

Teladoc™ Health Virtual Care'’

Covered at 100%

Not Covered

Services Received at a Facility

(includes professional and facility charges)
Inpatient Services > *
Outpatient Surgery > * 8
Routine Diagnostic Services - Outpatient
Advanced Radiological Imaging - Outpatient 247
Other Outpatient Services 8
Urgent Care Center Services
Emergency Care Services ®
Emergency Care Advanced Radiological Imaging !

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

40% after deductible
40% after deductible
40% after deductible
40% after deductible
40% after deductible
40% after deductible
0% after deductible
0% after deductible

Medical Equipment Services 54
Durable Medical Equipment
Prosthetic or Orthotics

Hearing Aids (under age 18)

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

40% after deductible
40% after deductible
40% after deductible

Behavioral Health Services
Inpatient: Unlimited days per annual benefit period 24
Qutpatient: Unlimited visits per annual benefit period 5

0% after deductible
0% after deductible

40% after deductible
40% after deductible

Therapeutic Services ' (limits apply; see footnote)

0% after deductible

40% after deductible

Skilled Nursing & Rehabilitation Facility Services > *
Limited to 120 days combined per annual benefit period

0% after deductible

40% after deductible

- 3,4,10
Home Health Care Services ™

0% after deductible

40% after deductible

Hospice Services

Inpatient > *

Outpatient

0% after deductible
0% after deductible

40% after deductible
40% after deductible

- 3,4
Ambulance Services ~

0% after deductible

0% after deductible




Prescription Drugs ?

Prescription Contraceptives 16

Covered at 100%

40% after deductible

Retail RX03 Network up to 30 day supply13
Preferred Generic
Non-Preferred Generic
Preferred Brand "

Non-Preferred Brand '°

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

40% after deductible
40% after deductible
40% after deductible
40% after deductible

Plus90 or Home Delivery Network up to 90 day supply14

Preferred Generic
Non-Preferred Generic
Preferred Brand "

Non-Preferred Brand '°

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

40% after deductible
40% after deductible
40% after deductible
40% after deductible

Self-Administered Specialty Drugs > """ 2

Preferred Specialty Drugs
Non-Preferred Specialty Drugs

0% after deductible
0% after deductible

Not Covered
Not Covered

Not Covered

Provider-Administered Specialty Drugs* 2 0% after deductible

1. Out-of-network benefits may be based on BlueCross BlueShield of Tennessee maximum allowable charge. You may be responsible

for any unpaid billed charges for certain services received from out-of-network providers. For emergency care services received at

an out-of-network facility, covered items and services received from an out-of-network provider at an in-network facility (unless you give

certain providers written consent), or emergent and authorized air ambulance services, in-network benefits including deductible will

apply up to the qualified payment amount, and the provider may not bill you for more than your in-network cost share.

2. Prior authorization is required.

3. Certain procedures, services, medication and equipment may require prior authorization.

4. If prior authorization is required but not obtained and services are medically necessary, when using network providers outside

Tennessee for physician and outpatient services and all services from out-of-network providers, your liability will be increased

to 50% based on out-of-network coinsurance. If services are not medically necessary, no benefits will be provided.

5. Outpatient behavioral health benefits are determined by place of service. Benefits displayed are for services received in an

office setting; separate benefits may apply for outpatient services received in an alternate setting.

6. Surgeries include incisions, excisions, biopsies, injection treatments, fracture treatments, applications of casts and splints,

sutures and invasive diagnostic services (e.g., colonoscopy, sigmoidoscopy and endoscopy for non-preventive purposes).

7. Includes CT scans, PET scans, MRIs, nuclear medicine and other similar technologies.

8. Includes services such as chemotherapy, infusions, injections, radiation therapy and renal dialysis.

9. Copay, if applicable, waived if admitted to hospital.

10. Physical, speech, acupuncture, spinal manipulative and occupational therapies are limited to 60 visits per therapy type per annual
benefit period. Cardiac and pulmonary rehabilitative therapies are limited to 36 visits per therapy type per annual benefit period.

11. Visit www.bcbst.com/rx for the Preferred Formulary which includes specialty drugs.

12. You must use one of the Specialty Pharmacy Network providers listed on www.bcbst.com/rx to receive benefits for self-
administered specialty drugs, and these drugs are limited to a 30-day supply.

13. Copay, if applicable, applied per prescription, up to a 30 day supply.

14. Your plan requires you to receive long-term medications in a 90-day supply from home delivery or at a retail pharmacy in the
Plus90 Network. If you choose to use a retail pharmacy that is not part of the Plus90 Network, you are limited to a 30-day
supply. Visit www.bcbst.com/rx to find a list of pharmacies in the Plus90 Network.

15. A financial penalty may be applied if you choose a brand name drug when a generic equivalent is available.
Please refer to your Evidence of Coverage (EOC) for specific information.

16. Certain prescription drugs are covered at 100% at network pharmacies, in accordance with the Preventive Services provision
of the Affordable Care Act, and are identified with an "ACA" indicator on the Preferred Formulary located at www.bcbst.com/rx.

17. Use Teladoc Health's virtual care platform to access doctors or professionals for 24/7 urgent care, mental health care, dermatology
services, and more. Visit www.bcbst.com/teladoc or call 1-800-TELADOC (1-800-835-2362) to register.

19. Family plans have a per member deductible amount equal to the individual tier with a combined family limit. Members who

satisfy the per member amount may access post-deductible benefits while other family members satisfy the family amount.

22. To receive benefits for provider-administered specialty drugs as identified on the provider-administered specialty drug list, you must
use a Specialty Pharmacy Network provider. Visit www.bcbst.com/rx for the drug list and a list of providers in this network. Cost
share listed is for the medication only; providers may bill additional charges for the administering of the drug under your medical benefit.

Limitations and Exclusions. These pages summarize your health care plan benefits. Your Evidence of Coverage (EOC) defines the full

terms and conditions, limitations, and exclusions in greater detail. Should any questions arise concerning benefits, the EOC will govern.




Summary of Preventive Care Services
Covered at 100% In-Network

In-network preventive care services that are covered with no member cost share include, but are not limited to:

* Primary care services with an A or B recommendation by the United States Preventive Services Task Force (USPSTF)

* Immunizations recommended by the Advisory Committee on Immunization Practices that have been adopted by the

Centers for Disease Control and Prevention (CDC)

* Bright Futures recommendations for infants, children and adolescents that are supported by the Health Resources and Services Administration (HRSA)

* Preventive care and screening for women as provided in the guidelines supported by HRSA

The following preventive care services are covered (not an all-inclusive list). Coverage of some services may
depend on age and/or risk exposure.
All Members:

» One preventive health exam per annual benefit period. More frequent preventive exams are covered for children up to age 3.
« All standard immunizations adopted by the CDC

« Screening for colorectal cancer (age 45 — 75), high cholesterol and lipids (45 and older for women; 35 and older

for men), high blood pressure, obesity, diabetes, and depression (12 and older)

« Screening for lung cancer for adults (50 to 80) who have a 20 pack-year smoking history and either currently smoke

or have quit within the past 15 years, per annual benefit period

« Screening for HIV and certain sexually transmitted diseases, and counseling for the prevention of sexually transmitted diseases
* Screening and counseling in a primary care setting for alcohol misuse and tobacco use; alcohol misuse and

tobacco use limited to 8 visits per annual benefit period

« Dietary counseling for adults with hyperlipidemia, hypertension, type 2 diabetes, obesity, coronary artery disease

and congestive heart failure; limited to 12 visits per annual benefit period

* One retinopathy screening for diabetics per annual benefit period

» Hemoglobin A1C testing

» Well-woman visit, including annual sexually transmitted infection (STI) counseling and annual domestic violence

screening & counseling per annual benefit period

« Cervical cancer screening as deemed clinically appropriate by USPSTF and HRSA guidelines

« Screening of pregnant women for iron deficiency, bacteriuria, hepatitis B virus, Rh factor incompatibility, gestational diabetes

« Breastfeeding support/counseling & supplies, including lactation support services and counseling by a trained provider
and one breast pump per pregnancy

+ Counseling for women at high risk of breast cancer for chemoprevention, including risks and benefits

» Mammography screening at age 40 and over, and genetic counseling and, if indicated after counseling, BRCA testing for BRCA breast
cancer gene

* Osteoporosis screening (age 60 or older)

» HPV testing as deemed clinically appropriate by USPSTF and HRSA guidelines

» FDA-approved contraceptive methods and counseling

Medical plan: Injectable or implantable contraceptives and barrier methods, sterilization for women

Rx plan: Generic oral & injectable contraceptives, vaginal contraceptive, patch, prescription emergency contraception

* Prostate cancer screening at age 50 and older
* One-time abdominal aortic aneurysm screening at age 65 — 75 (for men who have ever smoked)
Children:

» Newborn screening for hearing, phenylketonuria (PKU), thyroid disease, sickle cell anemia, and cystic fibrosis
» Development delays and autism screening
« Iron deficiency screening

* Vision screening
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G
o . Y of Tennessee

Benefit Plan Features:
Annual Deductible '

Individual/Family

Annual Out-of-Pocket Maximum
(includes copay, coinsurance and deductibles)
Individual/Family

Tennessee Dental Association dba TDCB
Trust

Benefit Summary
Your Cost In-Network

$5,500 / $11,000

$6,550 / $13,100

Effective Date: 01/01/2026

Network: S
Option: 2

Your Cost Out-of-Network '

$11,000 / $22,000

$16,000 / $22,000

4th Quarter Carry-over

Preventive Care Services (see page 3 for a list)

Exclude:

Covered at 100%

d

50% after deductible

Practitioner Office Services
Primary Care Office Visits

Specialist Office Visits
3,4,6

Office Surgery

Routine Diagnostic Lab, X-Ray & Injections

Advanced Radiological Imaging > *’

30% after deductible
30% after deductible
30% after deductible
30% after deductible
30% after deductible

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

Teladoc Health® Virtual Care'’

Covered at 100%

Not Covered

Services Received at a Facility

(includes professional and facility charges)
Inpatient Services > *
Outpatient Surgery > * 8
Routine Diagnostic Services - Outpatient
Advanced Radiological Imaging - Outpatient 247
Other Outpatient Services 8
Urgent Care Center Services
Emergency Care Services ®
Emergency Care Advanced Radiological Imaging !

30% after deductible
30% after deductible
30% after deductible
30% after deductible
30% after deductible
30% after deductible
30% after deductible
30% after deductible

50% after deductible
50% after deductible
50% after deductible
50% after deductible
50% after deductible
50% after deductible
30% after deductible
30% after deductible

Medical Equipment Services 54
Durable Medical Equipment
Prosthetic or Orthotics

Hearing Aids (under age 18)

30% after deductible
30% after deductible
30% after deductible

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

Behavioral Health Services
Inpatient: Unlimited days per annual benefit period 24
Qutpatient: Unlimited visits per annual benefit period 5

30% after deductible
30% after deductible

50% after deductible
50% after deductible

Therapeutic Services '° (limits apply; see footnote)

30% after deductible

50% after deductible

Skilled Nursing & Rehabilitation Facility Services > *
Limited to 120 days combined per annual benefit period

30% after deductible

50% after deductible

- 3,4,10
Home Health Care Services ™™

30% after deductible

50% after deductible

Hospice Services

Inpatient > *

Outpatient

30% after deductible
30% after deductible

50% after deductible
50% after deductible

- 3,4
Ambulance Services ~

30% after deductible

30% after deductible




Prescription Drugs ?

Prescription Contraceptives 16

Covered at 100%

50% after deductible

Retail RX03 Network up to 30 day supply13
Preferred Generic
Non-Preferred Generic
Preferred Brand "

Non-Preferred Brand '°

30% after deductible
30% after deductible
30% after deductible
30% after deductible

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

Plus90 or Home Delivery Network up to 90 day supply14

Preferred Generic
Non-Preferred Generic
Preferred Brand "

Non-Preferred Brand '°

30% after deductible
30% after deductible
30% after deductible
30% after deductible

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

Self-Administered Specialty Drugs > " 2

Preferred Specialty Drugs 30% after deductible Not Covered
Non-Preferred Specialty Drugs 30% after deductible Not Covered
Provider-Administered Specialty Drugs > % 30% after deductible Not Covered

1. Out-of-network benefits may be based on BlueCross BlueShield of Tennessee maximum allowable charge. You may be responsible

for any unpaid billed charges for certain services received from out-of-network providers. For emergency care services received at

an out-of-network facility, covered items and services received from an out-of-network provider at an in-network facility (unless you give

certain providers written consent), or emergent and authorized air ambulance services, in-network benefits including deductible will

apply up to the qualified payment amount, and the provider may not bill you for more than your in-network cost share.

2. Prior authorization is required.

3. Certain procedures, services, medication and equipment may require prior authorization.

4. If prior authorization is required but not obtained and services are medically necessary, when using network providers outside

Tennessee for physician and outpatient services and all services from out-of-network providers, your liability will be increased

to 60% based on out-of-network coinsurance. If services are not medically necessary, no benefits will be provided.

5. Outpatient behavioral health benefits are determined by place of service. Benefits displayed are for services received in an

office setting; separate benefits may apply for outpatient services received in an alternate setting.

6. Surgeries include incisions, excisions, biopsies, injection treatments, fracture treatments, applications of casts and splints,

sutures and invasive diagnostic services (e.g., colonoscopy, sigmoidoscopy and endoscopy for non-preventive purposes).

7. Includes CT scans, PET scans, MRIs, nuclear medicine and other similar technologies.

8. Includes services such as chemotherapy, infusions, injections, radiation therapy and renal dialysis.

9. Copay, if applicable, waived if admitted to hospital.

10. Physical, speech, acupuncture, spinal manipulative and occupational therapies are limited to 60 visits per therapy type per annual
benefit period. Cardiac and pulmonary rehabilitative therapies are limited to 36 visits per therapy type per annual benefit period.

11. Visit www.bcbst.com/rx for the Preferred Formulary which includes specialty drugs.

12. You must use one of the Specialty Pharmacy Network providers listed on www.bcbst.com/rx to receive benefits for self-
administered specialty drugs, and these drugs are limited to a 30-day supply.

13. Copay, if applicable, applied per prescription, up to a 30 day supply.

14. Your plan requires you to receive long-term medications in a 90-day supply from home delivery or at a retail pharmacy in the
Plus90 Network. If you choose to use a retail pharmacy that is not part of the Plus90 Network, you are limited to a 30-day
supply. Visit www.bcbst.com/rx to find a list of pharmacies in the Plus90 Network.

15. A financial penalty may be applied if you choose a brand name drug when a generic equivalent is available.
Please refer to your Evidence of Coverage (EOC) for specific information.

16. Certain prescription drugs are covered at 100% at network pharmacies, in accordance with the Preventive Services provision
of the Affordable Care Act, and are identified with an "ACA" indicator on the Preferred Formulary located at www.bcbst.com/rx.

17. Use Teladoc Health's virtual care platform to access doctors or professionals for 24/7 urgent care, mental health care, dermatology
services, and more. Visit www.bcbst.com/teladoc or call 1-800-TELADOC (1-800-835-2362) to register.

19. Family plans have a per member deductible amount equal to the individual tier with a combined family limit. Members who

satisfy the per member amount may access post-deductible benefits while other family members satisfy the family amount.

22. To receive benefits for provider-administered specialty drugs as identified on the provider-administered specialty drug list, you must
use a Specialty Pharmacy Network provider. Visit www.bcbst.com/rx for the drug list and a list of providers in this network. Cost
share listed is for the medication only; providers may bill additional charges for the administering of the drug under your medical benefit.

Limitations and Exclusions. These pages summarize your health care plan benefits. Your Evidence of Coverage (EOC) defines the full
terms and conditions, limitations, and exclusions in greater detail. Should any questions arise concerning benefits, the EOC will govern.




Summary of Preventive Care Services
Covered at 100% In-Network

In-network preventive care services that are covered with no member cost share include, but are not limited to:

* Primary care services with an A or B recommendation by the United States Preventive Services Task Force (USPSTF)

* Immunizations recommended by the Advisory Committee on Immunization Practices that have been adopted by the

Centers for Disease Control and Prevention (CDC)

* Bright Futures recommendations for infants, children and adolescents that are supported by the Health Resources and Services Administration (HRSA)

* Preventive care and screening for women as provided in the guidelines supported by HRSA

The following preventive care services are covered (not an all-inclusive list). Coverage of some services may
depend on age and/or risk exposure.
All Members:

» One preventive health exam per annual benefit period. More frequent preventive exams are covered for children up to age 3.
+ All standard immunizations adopted by the CDC

« Screening for colorectal cancer (age 45 — 75), high cholesterol and lipids (45 and older for women; 35 and older

for men), high blood pressure, obesity, diabetes, and depression (12 and older)

« Screening for lung cancer for adults (50 to 80) who have a 20 pack-year smoking history and either currently smoke

or have quit within the past 15 years, per annual benefit period

« Screening for HIV and certain sexually transmitted diseases, and counseling for the prevention of sexually transmitted diseases
* Screening and counseling in a primary care setting for alcohol misuse and tobacco use; alcohol misuse and

tobacco use limited to 8 visits per annual benefit period

« Dietary counseling for adults with hyperlipidemia, hypertension, type 2 diabetes, obesity, coronary artery disease

and congestive heart failure; limited to 12 visits per annual benefit period

* One retinopathy screening for diabetics per annual benefit period

» Hemoglobin A1C testing

» Well-woman visit, including annual sexually transmitted infection (STI) counseling and annual domestic violence

screening & counseling per annual benefit period

« Cervical cancer screening as deemed clinically appropriate by USPSTF and HRSA guidelines

« Screening of pregnant women for iron deficiency, bacteriuria, hepatitis B virus, Rh factor incompatibility, gestational diabetes

* Breastfeeding support/counseling & supplies, including lactation support services and counseling by a trained provider
and one breast pump per pregnancy

+ Counseling for women at high risk of breast cancer for chemoprevention, including risks and benefits

» Mammography screening at age 40 and over, and genetic counseling and, if indicated after counseling, BRCA testing for BRCA breast
cancer gene

+ Osteoporosis screening (age 60 or older)

* HPV testing as deemed clinically appropriate by USPSTF and HRSA guidelines

» FDA-approved contraceptive methods and counseling

Medical plan: Injectable or implantable contraceptives and barrier methods, sterilization for women

Rx plan: Generic oral & injectable contraceptives, vaginal contraceptive, patch, prescription emergency contraception

* Prostate cancer screening
* One-time abdominal aortic aneurysm screening at age 65 — 75 (for men who have ever smoked)
Children:

» Newborn screening for hearing, phenylketonuria (PKU), thyroid disease, sickle cell anemia, and cystic fibrosis
» Development delays and autism screening
« Iron deficiency screening

« Vision screening



BlueCross BlueShield of Tennessee

1 Cameron Hill Circle | Chattanooga, TN 37402 | bcbst.com

BlueCross BlueShield of Tennessee (BlueCross)
complies with applicable Federal civil rights laws
and does not discriminate on the basis of race,
color, national origin, age, disability or sex’.
BlueCross does not exclude people or treat them
less favorably because of race, color, national
origin, age, disability or sex.

BlueCross:

* Provides people with disabilities reasonable
modifications and free appropriate auxiliary
aids and services to communicate effectively
with us, such as: (1) qualified sign language
interpreters and (2) written information in
other formats, such as large print, audio and
accessible electronic formats.

« Provides free language assistance services
to people whose primary language is not
English, such as: (1) qualified interpreters and
(2) information written in other languages.

If you need these reasonable modifications,
appropriate auxiliary aids and services, or
language assistance services, contact a
consumer advisor at the number on the back
of your Member ID card or call 1-800-565-9140
(TTY: 1-800-848-0298 or 711).

If you believe that BlueCross has failed to
provide these services or discriminated in
another way on the basis of race, color,
national origin, age, disability or sex, you

can file a grievance (“Nondiscrimination
Grievance”). For help with preparing and
submitting your Nondiscrimination Grievance,
contact a consumer advisor at the number

on the back of your Member ID card or call
1-800-565-9140 (TTY: 1-800-848-0298 or 711).
They can provide you with the appropriate
form to use in submitting a Nondiscrimination
Grievance. You can file a Nondiscrimination
Grievance in person or by mail, fax or email.
Address your Nondiscrimination Grievance to:
Nondiscrimination Grievance; c/o Manager,
Operations, Member Benefits Administration;
1 Cameron Hill Circle, Suite 0019, Chattanooga,
TN 37402-0019; (423) 591-9208 (fax);
Nondiscrimination_OfficeGM@bcbst.com
(email).

You can also file a civil rights complaint with
the U.S. Department of Health and Human
Services, Office for Civil Rights, electronically
through the Office for Civil Rights Complaint
Portal, available at https://ocrportal.hhs.gov/
ocr/portal/lobby.jsf, or by mail or phone at: U.S.
Department of Health and Human Services,
200 Independence Avenue SW., Room

509F, HHH Building, Washington, DC 20201,
1-800-368-1019, 800-537-7697 (TDD).
Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

You can contact BlueCross’s Nondiscrimination
Coordinator at 423-535-1010 (TTY: 1-800-
848-0298 or 711); Nondiscrimination_
CoordinatorGM@bcbst.com (email); or
Corporate Compliance, 1 Cameron Hill Circle,
1.4, Chattanooga, TN 37402.

This notice is available at BlueCross’s website:
bcbst.com.

BlueCross BlueShield of Tennessee, Inc.,
an Independent Licensee of the BlueCross
BlueShield Association.

BlueCross BlueShield of Tennessee is a
Qualified Health Plan Issuer in the Health
Insurance Marketplace.

1 Consistent with the scope of sex discrimination
described at 45 CFR 92.101(a)(2))

ATTENTION: If you speak English, free
language assistance services and appropriate
auxiliary aids and services are available to you.
Please call the Member Service number on the
back of your Member ID card or
1-800-565-9140 (TTY: 1-800-848-0298).

ATENCION: Si habla espanfiol, tiene a su
disposicion servicios gratuitos de asistencia
con el idioma, asi como ayudas y servicios
auxiliares adecuados. Llame al nimero de
Servicio de atencion a miembros que figura
en el reverso de su tarjeta de identificacion de
miembro o al 1-800-565-9140

(TTY: 1-800-848-0298).

Sloas A 9gimd cdy,ell Sazi e 15) toluwsl
sacbusall 0192919 Sloaslly abroll dipall 810lusall
§| 4033 a9, JLasVl >, auwliall

Lol b soll sinell aod aSla, Leb e
(1-800- 848 0298 il wilgll) 1-800-565-9140

AR MRERPN, BAOREEENTSH
R, LUaS BB NERS. AT Ea
ID FEERE SIRFEFSRISR 1-800-565-9140
(BEPEERAR (TTY): 1-800-848-0298)
LUU Y: Né&u quy vi néi tiéng Viét, quy vi sé dugc
cung cép céc dich vu ho trg ngoén ngt mién phi
va cac clich vu Y va cc‘:ng cu ho tro phu hop. Vui
long goi dén s6 clia bo phan Dich vu Hai vién &
mat sau Thé ID Thanh vién clia quy vi hozc s&
1-800-565-9140 (TTY: 1-800-848-0298).
Fol [B201)2 A BSAlE 2R, 22 010] x|
MH|A 9] MESHEZE 7|9t A‘|H|A7H1|‘-5'|—|EL
7HIX} ID FHE SIHO| 74IX} MH|A FHHS =
1-800-565-9140(TTY: 1-800-848-0298)Ho 2
TotstAl7| HhgfLlch

ATTENTION : Si vous parlez francais, des
services gratuits d'assistance linguistique et
des aides et services auxiliaires appropriés sont
a votre disposition. Veuillez appeler le numéro
du Service adhérents indiqué au dos de votre
carte d’assuré adhérent ou le 1-800-565-9140
(TTY/ATS : 1-800-848-0298).

BB fruhudwnam wimad, Smudmy.
208[U‘| AUUNEN U I'HUZDE_I[U'IS (1) muuamum
uwgulviviu. nsauilnmiBze)ched8nmua:nzn
Gigdwun o ID szn3nasjuiv G
1-800-565-9140 (TTY: 1-800-848-0298).

IONTHNE:- ROTCE 992674 NP 1R $R)2 KCAT
AACAT KRG T AT DCEPT AT ANA T
ARCAP £OT A NANATT (DFDELP ECN AL
N9 PANAT ANAAT 2MC DL N
1-800-565-9140 (TTY: 1-800-848-0298) £ LM

ACHTUNG: Wenn Sie Deutsch sprechen,
stehen lhnen kostenlose Sprachassistenzdienste
und geeignete Hilfsmittel und Dienstleistungen
zur Verfiigung. Bitte rufen Sie die Nummer

des Mitgliederdienstes auf der Riickseite

Ihrer Mitglieds-ID-Karte oder 1-800-565-9140
(TTY: 1-800-848-0298) an.

41l 0L 7L AR Aordl
(L9125 GUNLAGPL AL
w1 AL GUAOA 9. 5

WAL 2t AL Aok
(TTY: 1-800-848-0298) :
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PANSININ: Kung kayo ay nagsasalita ng
Tagalog, magagamit para sa inyo ang libreng
mga serbisyong tulong sa wika at kaukulang
mga karagdagang tulong at mga serbisyo.
Mangyaring tawagan ang numero ng Serbisyo
sa Miyembro na nasa likod ng inyong Kard ng
ID ng Miyembro o sa 1-800-565-9140

(TTY: 1-800-848-0298).
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22141 1-800-565-9140
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Hae HaT 997 AT 1-800-565-9140
(TTY: 1-800-848-0298) 77 i 7%

BHWMAHWE! Ecrnu Bbl roBopuTte no-pyccky,
Bawm GyayT npefocTaBneHbl YCyru si3bIkoBoi
NoAASPKKN 1 COOTBETCTBYIOLLIE
BCroMoraTtenbHble CPeCTBa 1 CepBYChI Ha
6ecnnatHoit ocHoBe. MoaBoHuTe B oTAen
0BCNY)XMBaHIS Y4ACTHVKOB M0 HOMePpY,
yKazaHHOMY Ha obpaTHol cTopoHe Balueit
MAEHTUUKALMOHHOM KapTbl y4acTHWKa, Ui o
Homepy 1-800-565-9140 (TTY: 1-800-848-0298).

SaS Sloas S Lo o ()8 ol @ LS tazgs
23wl _SaS Cloas 9 B caclws 9 WL il
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(TTY: 1-800—848—0298) 1—800—565-9140
S ules
ATANSYON: Si w pale Kreyol Ayisyen, genyen
sévis asistans gratis pou lang ansanm ak éd
pou sévis oksilyé apwopriye k ap disponib pou
ou. Tanpri rele nimewo Sévis Manm ki sou
do kat ID Manm ou an oswa 1-800-565-9140
(TTY: 1-800-848-0298).

UWAGA: Osoby postugujace sig jezykiem
polskim moga bezptatnie skorzystaé z pomocy
jezykowej oraz rozwigzan i ustug pomocniczych.
Prosimy zadzwoni¢ pod numer dziatu

obstugi ubezpieczonych podany na odwrocie
karty identyfikacyjnej cztonka lub numer
1-800-565-9140 (TTY: 1-800-848-0298).
ATENGAO: Se vocé fala Portugués, servigos
gratuitos de assisténcia linguistica e recursos
e servigos auxiliares apropriados estao
disponiveis para vocé. Ligue para o nimero
de telefone do servigo de Atendimento ao
Membro informado no verso de seu cartdo
de identificagdo de membro ou para
1-800-565-9140 (TTY: 1-800-848-0298).

ATTENZIONE: se parla italiano, sono
disponibili per Lei servizi gratuiti di assistenza
linguistica nonché aiuti e servizi ausiliari
adeguati. Chiami il numero del Servizio per

i membri riportato sul retro della Sua scheda
identificativa del membro oppure il numero
1-800-565-9140 (TTY: 1-800-848-0298).

BAA’AKOHWIINIDZIN: Diné bizaad

bee yanitti‘go, t'aa jiik’eh saad bee
aka'ana’awo’ bee aka‘’anida’awo’i d66
t'dadoole’é binahjj’ bee adahodoonitigii
diné bich’’ anidahazt'i'i bee
bika‘aanida’awo’i na dahdélg. T'aa shoddi
Bit Ha'dit’éhi Bika'ana’awo’ Bit Ha'dit’éhf
ID naaltsoos nitt'izi bine’déé’ bindmboo
bee hodiilnih doodago 1-800-565-9140
(TTY: 1-800-848-0298).

WICHDICH: Wann du Deitsch schwetzscht

un brauchscht Hilf fer communicat-e kenne
mer dich helfe unni as es dich ennich eppes
koschde zellt. Mir kenne differnti Sadde
Schprooch-Hilf beigriege aa fer nix. Ruf

der Member Service Number uff die hinnerscht
Seit vun dei Member ID Card uff odder
1-800-565-9140 (TTY: 1-800-848-0298).

FAASILASILAGA: Afai e te tautala i le
faa-Samoa, o loo avanoa mo oe auaunaga
fesoasoani mo gagana e aunoa ma se

totogi faapea ma fesoasoani fa‘aopo‘opo ma
auaunaga talafeagai. Faamolemole vala‘au

le numera o le Member Service (Auaunaga
mo Tagata Auai) o lo‘o i tua o lau pepa ID o le
Member (Tagata Auai) po o le 1-800-565-9140
(TTY: 1-800-848-0298).

GAKIULA: Gare iga go kapetal Faluwasch,
ye toore paliuwal yamem bwe tepangug

rel gamatefal lane kapetal Faluwasch. Fale
peshem kol yegili nampal Member Service ila
yelog liugul tagurul Member ID kard la yam
gare 1-800-565-9140 (TTY: 1-800-848-0298).

ATENSION: Guaha setbisio siha para hagu
yanggen fifino’ CHamoru hao, dibatde na
setbision inayudon fumino’ CHamoru yan
propriu na inasisten trastes yan setbisio siha.
Put fabot agang i numiron Setbision Membro
gi santatten i kattd-mu Member ID pat
1-800-565-9140 (TTY: 1-800-848-0298).
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Benefit Plan Features:

Annual Deductible
Individual/Family
Annual Out-of-Pocket Maximum
(includes copay, coinsurance and deductibles)
Individual/Family

TDCB Trust

Benefit Summary
Your Cost In-Network

$7,350/ $14,700

$7,900 / $15,800

Tennessee Dental Association dba

Effective Date: 01/01/2026

Network: S
Option: 3

Your Cost Out-of-Network

$14,700 / $29,400

$23,700 / $47,400

4th Quarter Carry-over

Covered Services

Preventive Care Services (see page 3 for a list)

Covered at 100%

Excluded

40% after deductible

Practitioner Office Services
Primary Care Office Visits

Specialist Office Visits

Office Surgery®*©

Routine Diagnostic Lab, X-Ray & Injections

Advanced Radiological Imaging > *’

20% after deductible
20% after deductible
20% after deductible
20% after deductible
20% after deductible

40% after deductible
40% after deductible
40% after deductible
40% after deductible
40% after deductible

Teladoc Health® Virtual Care'’

$0 copay

Not Covered

Services Received at a Facility

(includes professional and facility charges)
Inpatient Services 24
Outpatient Surgery > *©
Routine Diagnostic Services - Outpatient
Advanced Radiological Imaging - Outpatient > * 7
Other Outpatient Services 8
Urgent Care Center Services
Emergency Care Services ®
Emergency Care Advanced Radiological Imaging §

20% after deductible
20% after deductible
20% after deductible
20% after deductible
20% after deductible
20% after deductible
20% after deductible
20% after deductible

40% after deductible
40% after deductible
40% after deductible
40% after deductible
40% after deductible
40% after deductible
20% after deductible
20% after deductible

Medical Equipment Services **
Durable Medical Equipment
Prosthetic or Orthotics

Hearing Aids (under age 18)

20% after deductible
20% after deductible
20% after deductible

40% after deductible
40% after deductible
40% after deductible

Behavioral Health Services
Inpatient: Unlimited days per annual benefit period 24
Qutpatient: Unlimited visits per annual benefit period 5

20% after deductible
20% after deductible

40% after deductible
40% after deductible

Therapeutic Services 10 (limits apply; see footnote)

20% after deductible

40% after deductible

Skilled Nursing & Rehabilitation Facility Services % *
Limited to 120 days combined per annual benefit period

20% after deductible

40% after deductible

. 4,1
Home Health Care Services > * '°

20% after deductible

40% after deductible

Hospice Services
Inpatient® *
Outpatient

20% after deductible
20% after deductible

40% after deductible
40% after deductible

- 4
Ambulance Services >

20% after deductible

20% after deductible




Prescription Drugs ?

Prescription Contraceptives 16

Covered at 100%

40% after deductible

Retail RX03 Network up to 30 day supply13

Preferred Generic $10 copay 40% after deductible

Non-Preferred Generic $20 copay 40% after deductible

Preferred Brand " $55 copay 40% after deductible

Non-Preferred Brand '° $95 copay 40% after deductible
Plus90 or Home Delivery Network up to 90 day supply14

Preferred Generic $25 copay 40% after deductible

Non-Preferred Generic $50 copay 40% after deductible

Preferred Brand "

$137.5 copay

40% after deductible

Non-Preferred Brand '® $237.5 copay 40% after deductible
Self-Administered Specialty Drugs > """ 2

Preferred Specialty Drugs 20% after deductible Not Covered

Non-Preferred Specialty Drugs 20% after deductible Not Covered
Provider-Administered Specialty Drugs3' z 20% after deductible Not Covered

1. Out-of-network benefits may be based on BlueCross BlueShield of Tennessee maximum allowable charge. You may be responsible

for any unpaid billed charges for certain services received from out-of-network providers. For emergency care services received at

an out-of-network facility, covered items and services received from an out-of-network provider at an in-network facility (unless you give

certain providers written consent), or emergent and authorized air ambulance services, in-network benefits including deductible will

apply up to the qualified payment amount, and the provider may not bill you for more than your in-network cost share.

2. Prior authorization is required.

3. Certain procedures, services, medication and equipment may require prior authorization.

4. If prior authorization is required but not obtained and services are medically necessary, when using network providers outside

Tennessee for physician and outpatient services and all services from out-of-network providers, your liability will be increased

to 50% based on out-of-network coinsurance. If services are not medically necessary, no benefits will be provided.

5. Outpatient behavioral health benefits are determined by place of service. Benefits displayed are for services received in an

office setting; separate benefits may apply for outpatient services received in an alternate setting.

6. Surgeries include incisions, excisions, biopsies, injection treatments, fracture treatments, applications of casts and splints,

sutures and invasive diagnostic services (e.g., colonoscopy, sigmoidoscopy and endoscopy for non-preventive purposes).

7. Includes CT scans, PET scans, MRIs, nuclear medicine and other similar technologies.

8. Includes services such as chemotherapy, infusions, injections, radiation therapy and renal dialysis.

9. Copay, if applicable, waived if admitted to hospital.

10. Physical, speech, acupuncture, spinal manipulative and occupational therapies are limited to 60 visits per therapy type per annual
benefit period. Cardiac and pulmonary rehabilitative therapies are limited to 36 visits per therapy type per annual benefit period.

11. Visit www.bcbst.com/rx for the Preferred Formulary which includes specialty drugs.

12. You must use one of the Specialty Pharmacy Network providers listed on www.bcbst.com/rx to receive benefits for self-
administered specialty drugs, and these drugs are limited to a 30-day supply.

13. Copay, if applicable, applied per prescription, up to a 30 day supply.

14. Your plan requires you to receive long-term medications in a 90-day supply from home delivery or at a retail pharmacy in the
Plus90 Network. If you choose to use a retail pharmacy that is not part of the Plus90 Network, you are limited to a 30-day
supply. Visit www.bcbst.com/rx to find a list of pharmacies in the Plus90 Network.

15. A financial penalty may be applied if you choose a brand name drug when a generic equivalent is available.
Please refer to your Evidence of Coverage (EOC) for specific information.

16. Certain prescription drugs are covered at 100% at network pharmacies, in accordance with the Preventive Services provision
of the Affordable Care Act, and are identified with an "ACA" indicator on the Preferred Formulary located at www.bcbst.com/rx.

17. Use Teladoc Health's virtual care platform to access doctors or professionals for 24/7 urgent care, mental health care, dermatology
services, and more. Visit www.bcbst.com/teladoc or call 1-800-TELADOC (1-800-835-2362) to register.

21. To receive benefits for provider-administered specialty drugs as identified on the provider-administered specialty drug list, you must
use a Specialty Pharmacy Network provider. Visit www.bcbst.com/rx for the drug list and a list of providers in this network. Cost
share listed is for the medication only; providers may bill additional charges for the administering of the drug under your medical benefit.

Limitations and Exclusions. These pages summarize your health care plan benefits. Your Evidence of Coverage (EOC) defines the full
terms and conditions, limitations, and exclusions in greater detail. Should any questions arise concerning benefits, the EOC will govern.




Summary of Preventive Care Services
Covered at 100% In-Network

In-network preventive care services that are covered with no member cost share include, but are not limited to:

* Primary care services with an A or B recommendation by the United States Preventive Services Task Force (USPSTF)

* Immunizations recommended by the Advisory Committee on Immunization Practices that have been adopted by the

Centers for Disease Control and Prevention (CDC)

* Bright Futures recommendations for infants, children and adolescents that are supported by the Health Resources and Services Administration (HRSA)

* Preventive care and screening for women as provided in the guidelines supported by HRSA

The following preventive care services are covered (not an all-inclusive list). Coverage of some services may
depend on age and/or risk exposure.
All Members:

* One preventive health exam per annual benefit period. More frequent preventive exams are covered for children up to age 3.
* All standard immunizations adopted by the CDC

» Screening for colorectal cancer (age 45 — 75), high cholesterol and lipids (45 and older for women; 35 and older

for men), high blood pressure, obesity, diabetes, and depression (12 and older)

* Screening for lung cancer for adults (50 to 80) who have a 20 pack-year smoking history and either currently smoke

or have quit within the past 15 years, per annual benefit period

« Screening for HIV and certain sexually transmitted diseases, and counseling for the prevention of sexually transmitted diseases
« Screening and counseling in a primary care setting for alcohol misuse and tobacco use; alcohol misuse and

tobacco use limited to 8 visits per annual benefit period

« Dietary counseling for adults with hyperlipidemia, hypertension, type 2 diabetes, obesity, coronary artery disease

and congestive heart failure; limited to 12 visits per annual benefit period

* One retinopathy screening for diabetics per annual benefit period

» Hemoglobin A1C testing

» Well-woman visit, including annual sexually transmitted infection (STI) counseling and annual domestic violence

screening & counseling per annual benefit period

« Cervical cancer screening as deemed clinically appropriate by USPSTF and HRSA guidelines

* Screening of pregnant women for iron deficiency, bacteriuria, hepatitis B virus, Rh factor incompatibility, gestational diabetes

« Breastfeeding support/counseling & supplies, including lactation support services and counseling by a trained provider
and one breast pump per pregnancy

+ Counseling for women at high risk of breast cancer for chemoprevention, including risks and benefits

» Mammography screening at age 40 and over, and genetic counseling and, if indicated after counseling, BRCA testing for BRCA breast
cancer gene

+ Osteoporosis screening (age 60 or older)

* HPV testing as deemed clinically appropriate by USPSTF and HRSA guidelines

» FDA-approved contraceptive methods and counseling

Medical plan: Injectable or implantable contraceptives and barrier methods, sterilization for women

Rx plan: Generic oral & injectable contraceptives, vaginal contraceptive, patch, prescription emergency contraception

* Prostate cancer screening
* One-time abdominal aortic aneurysm screening at age 65 — 75 (for men who have ever smoked)
Children:

» Newborn screening for hearing, phenylketonuria (PKU), thyroid disease, sickle cell anemia, and cystic fibrosis
» Development delays and autism screening
« Iron deficiency screening

« Vision screening



BlueCross BlueShield of Tennessee

1 Cameron Hill Circle | Chattanocga, TN 37402 | bcbst.com

BlueCross BluaShield of Tennessee (BluaCross)
complies with applicable Federal civil rights laws
and does not discriminate on the basis of race,
color, national origin, age, disability or sex’,
BlueCross does not exclude people or treat them
less favorably because of race, color, national
origin, age, disability or sex.

BlueCross:

* Provides people with disabilities reasonable
modifications and free appropriate auxiliary
aids and services to communicate effectively
with us, such as: (1) qualified sign language
interpreters and (2) written information in
other formats, such as large print, audio and
accessible electronic formats.

* Provides free language assistance services
to people whose primary language is not
English, such as: (1) qualified interpreters and
(2) information written in other languages.

If you need these reasonable modifications,
appropriate auxiliary aids and services, or
language assistance services, contact a
consumer advisor at the number on the back
of your Member ID card or call 1-800-565-9140
(TTY: 1-800-848-0298 or 711).

If you balieve that BlueCross has failed to
provide these services or discriminated in
another way on the basis of race, color,
national origin, age, dlsahllny or sex, you
can file a
Grievance”). For help with preparing and
submitting your Nondiscrimination Grievance,
contact a consumer advisor at the number

on the back of your Member ID card or call
1-800-565-9140 (TTY: 1-800-848-0298 or 711).
They can provide you with the appropriate

form to use in submitting a Nondiscrimination
Grievance. You can file a Nondiscrimination
Grievance in person or by mail, fax or email.
Addrass your Nondiscrimination Grievance to:
Mendiscrimination Grievance; cfo Manager,
Operations, Member Benefits Administration;

1 Cameron Hill Circle, Suite 0019, Chattanooga,
TN 37402-0019; (423) 591-8208 (fax);
Meondiscrimination_OfficeGM@bcbst.com

(email).

You can also file a civil rights complaint with
the U.5. Department of Health and Human
Services, Office for Civil Rights, electronically
through the Office for Civil Rights Complaint
Portal, available at https:/focrportal.hhs.gov/
aeriportallobby jsf, or by mail or phone at: U.S.
Department of Health and Human Services,
200 Independence Avenue SW., Room
508F, HHH Building, Washington, DC 20201,
1-800-368-1019, 800-537-7697 (TDD).
Complaint forms are available at
hitp:/fwww.hhs.goviocr/office/filefindex. htmi.

You can contact BlueCross's Nondiscrimination
Coordinator at 423-535-1010 (TTY: 1-800-
B848-0298 or 711); Nondiscrimination_
CoordinatorGM@bcbst.com (email); or
Corporate Compliance, 1 Cameron Hill Circle,
1.4, Chattanooga, TN 37402.

This notice is available at BlueCross's website:
bebst.com.

BlueCross BlueShield of Tennesses, Inc.,
an Independent Licensee of the BlueCross
BlueShield Association.

BlueCross BlueShield of Tennessee is a
Qualified Health Plan Issuer in the Health
Insurance Marketplace.

' Consistant with the scope of sax discrimination
described at 45 CFR 92.101(a)(2))

ATTENTION: If you speak English, free
language assistance services and appropriate
auxiliary aids and services are available to you.
Please call the Member Service number on the
back of your Member ID card or
1-800-565-9140 (TTY: 1-800-848-0298).

ATEMNCION: Si habla espafiol, tiene a su
disposicién sarvicios gratuitos de asistencia
con el idioma, asi como ayudas y servicios
auxiliares adecuados. Llame al nimero de
Servicio de atencién a miembros que figura
en al reverso de su tarjeta de identificacion de
miembro o al 1-800-565-9140

(TTY: 1-800-848- 0295}
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LUU ¥: Néu quy vi néi tiéing Viét, quy vi sé duge
cung cip cac dich vu hd trg ngdn ngr midn phi
va cae dich vu va eding cu hé tra phii hap. Vi
long goi dén & cia bd phan Dich vy Héi vién &
méat sau Thé ID Thanh vién cla quy vi hodc s&
1-800-565-9140 (TTY: 1-800-848-0298).
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ATTENTION : Si vous parlez frangais, des
services gratuits d'assistance linguistique et
des aides et services auxiliaires appropriés sont
a voltre disposition. Veuillez appeler le numéro
du Service adhérents indiqué au dos de volre
carte d'assuré adhérent ou le 1-800-565-9140
(TTYIATS : 1-800-8-48-0298,1.

&lala: GruiwiSwunm umans, dmuddmy )
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800-565-9140 (TTY: 1-800-848-0298).
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ANCAP 2% A NRNATY (0FDEIP ECN AL
NI PANAT AIA AT £MC DL N
1-800-565-9140 (TTY: 1-800-848-0298) L8 0A:

ACHTUNG: Wenn Sue Deutsch sprechen.
stehen lhnen k Spract i
und geeignete Hilfsmittel und Dienstleistungen
zur Verfigung. Bitte rufen Sie die Nummer
des Mitgliederdienstes auf der Riickseite

Ihrer Mitglieds-ID-Karte ader 1-800-565-9140
(TTY: 1-800-848-0298) an.

gl DAL T AM Aol oL
[4;3125 1L el AL A AL
sl AL TR B, g sElA ami s 1D sl
Mgl A4 Al A G4z A 1-800-565-9140
(TTY: 1-800-848-0298) Wz 514 52
HHoY  BFREBEESELICESBEIE. 8-
ﬁﬂ’.‘l B-H=—Eaf

= F O I8
oY Rﬁﬁﬁ%b\lzl BOU 565- 9140
Q-;I:-IIL%BO 848-0298)F T. HWIBICTITWE

PANSININ: Kung kayo ay nagsasalita ng

Tagalog, magagamil para sa inyo ang libreng

mga serbisyong tulong sa wika at kaukulang

mga karagdagang tulong at mga serbisyo.
ngarlng tawagan ang numaro ng Serbisyo

iyembro na nasa liked ng inyong Kard ng
ID ng Miyembro o sa 1-800-565-9140
(TTY: 1-800-848-0298).

wr 7 afy gy B A 2, A e P Ry
AT FETTAT AA AT T TELTF AT A7 At
T F| P AT HE D 1 7 72 Farr
ey 7AT 797 47 1-800-565-9140

(TTY: 1-800-848-0298) T@ Fi7 %71

BHWUMAHIME! Ecnu B rosopute no-pycosm,
Bam GyayT npefocTasneH YCyTH A3sKOBORA
NOLASPHEA W COC YHOLLME
BCNOMOTaTeNEHEEe CPaACTEa W CEPBUCH Ha
gcnmna'rnoﬁ ocHope. NossoHuTe B 0TGN
YHMBAHWA YHACTHUKOB MO HOMEPY,
YKaZaHHOMY Ha oﬁpa‘moﬁ cropoHe Baweit
HaeHTUGMKE YUACTHUKE, MW Mo
HOMEPY 1-800-5659140 :'I'I'\'r 1-800-848-0298).

Saf Gloas il o o )l Ul a
23 wawks Sa8 Sloas 5 @ Caslus 5 GISGL il
o lois L mw&mﬁ — Loy s>
2 Lasl Slaas
(T 1‘.’ 1 800-845-0298) 1- 800 565-9140
Sy ulas
ATANSYON: Siw pale Kreyol Ayisyen, genyan
sévis asistans gralis pou lang ansanm ak éd
pou sévis oksilyé apwopriye k ap disponib pou
ou. Tanpri rele nimewo Sévis Manm ki sou
do kat ID Manm ou an oswa 1-800-565-9140
(TTY: 1-800-848-0298).

UWAGA: Osoby poslugujace sig ]gzyklam

polskim moga bezplaln:en? ta¢ z pomocy
Jezykowej oraz rozwigzan i ustug pomocniczych.

Prosimy zadzwonic pod numer dzialu

obshugi ubezpieczonych podany na odwrocie

karty identyfikacyjnej czlonka lub numer

1-800-565-9140 (TTY: 1-800-848-0298).

ATEMGAO: Se vocé fala Portugués, servigos
gratuilos de assisténcia linguistica e recursos
e servigos auxiliares apropriados estac
disponiveis para vocé. Ligue para o nimero
de telefone do servigo de Atendimento ao
Membro informado no verso de seu cartao
de identificagdo de membro ou para
1-800-565-9140 (TTY: 1-800-848-0298).

ATTENZIONE: se parla italiano, sono
disponibili per Lei servizi gratuiti di assistenza
linguistica nonché aiuti @ servizi ausiliari
adeguati. Chiami il numero del Servizio per

i membri riportato sul retro della Sua schada
identificativa del membro oppure il numero

1-800-565-9140 (TTY: 1-800-848-0298).

BAA'aKOHWIINIDZIN: Diné bizaad

bee yanilti'go, t'aa jilk'eh saad bee
aka'ana’awo’ bee dka'anida‘awo'i déo
t'aadeole’é binahj|’ bee adahodoonitigii
diné bich'|' anidahazt'i'l bee
bika'aanida'awo'i na dahdélg. T'aa shosdi
Bil Ha'dit'éhi Bika'ana'awo’ Bit Ha'dit'éhi
ID naaltsoos nitl'izi bine'déé’ bindmboo
bee hodiilnih doodago 1-800-565-9140
(TTY: 1-800-848-0298)

WICHDICH: Wann du Deitsch schwetzscht

un brauchscht Hilf fer communicat-e kenne
mer dich helfe unni as es dich ennich eppes
koschde zellt. Mir kenne differnti Sadde
Schprooch-Hilf beigriege aa fer nix. Ruf

der Member Service Number uff die hinnerscht
Seit vun dei Member 1D Card uff oddar
1-800-565-9140 (TTY: 1-800-848-0298).

FAASILASILAGA: Afai e te tautala i le
faa-Samoa, o loo avanoa mo oe auaunaga
fesoasoani mo gagana e aunoa ma se

totogi faapea ma fesoasoani fa‘aopo‘opo ma
auaunaga talafeagai. Faamolemole vala‘au

le numera o le Member Service (Auaunaga
mo Tagata Auai) o lo'o i tua o lau pepa ID o le
Member (Tagata Auai) po o le 1-800-565-9140
(TTY: 1-800-848-0298).

GAKIULA: Gare iga go kapetal Faluwasch,

ye toore paliuwal yamem bwe tepa nﬁug

rel gamatefal lane kapetal Faluwasch. Fale
peshem kol yegili nampal Member Service ila
yelog liugul tagurul Member ID kard la yam
gare 1-800-565-9140 (TTY: 1-800-848-0298).

ATENSION: Guaha selbisio siha para hagu
yanggen fifino’ CHamoru hao, dibatde na
setbision inayudon fumino’ CHamoru yan
propriu na inasisten trastes yan setbisio siha.
Put fabot agang i numiran Setbision Membro
gi santatten i katta-mu Member ID pat
1-800-565-9140 (TTY: 1-800-848-0298).

| Jazgs
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Benefit Plan Features:

Annual Deductible
Individual/Family
Annual Out-of-Pocket Maximum
(includes copay, coinsurance and deductibles)
Individual/Family

TDCB Trust

Benefit Summary

Your Cost In-Network

$5,000/$10,000

$7,350/ $14,700

Tennessee Dental Association dba

Effective Date: 01/01/2026

Network: S
Option: 4

Your Cost Out-of-Network

$10,000 / $20,000

$20,000 / $40,000

4th Quarter Carry-over

Covered Services

Preventive Care Services (see page 3 for a list)

Covered at 100%

Excluded

50% after deductible

Practitioner Office Services

Primary Care Office Visits °

Specialist Office Visits

Office Surgery 3.4,6,20

Routine Diagnostic Lab, X-Ray & Injections

Advanced Radiological Imaging > *’

$55 copay
$100 copay
$55 or $100 copay
30% after deductible
30% after deductible

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

Teladoc Health® Virtual Care'’

$0 copay

Not Covered

Services Received at a Facility

(includes professional and facility charges)
Inpatient Services 24
Outpatient Surgery > *©
Routine Diagnostic Services - Outpatient
Advanced Radiological Imaging - Outpatient > * 7
Other Outpatient Services 8
Urgent Care Center Services
Emergency Care Services ®
Emergency Care Advanced Radiological Imaging §

30% after deductible
30% after deductible
30% after deductible
30% after deductible
30% after deductible
$100 copay
30% after deductible
30% after deductible

50% after deductible
50% after deductible
50% after deductible
50% after deductible
50% after deductible
50% after deductible
30% after deductible
30% after deductible

Medical Equipment Services **
Durable Medical Equipment
Prosthetic or Orthotics

Hearing Aids (under age 18)

30% after deductible
30% after deductible
30% after deductible

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

Behavioral Health Services
Inpatient: Unlimited days per annual benefit period 24
QOutpatient: Unlimited visits per annual benefit period 5

30% after deductible
$55 copay

50% after deductible
50% after deductible

Therapeutic Services 10 (limits apply; see footnote)

$100 copay

50% after deductible

Skilled Nursing & Rehabilitation Facility Services % *
Limited to 120 days combined per annual benefit period

30% after deductible

50% after deductible

. 4,1
Home Health Care Services > * '°

30% after deductible

50% after deductible

Hospice Services
Inpatient > *
Outpatient

30% after deductible
30% after deductible

50% after deductible
50% after deductible

. 4
Ambulance Services >

30% after deductible

30% after deductible




Prescription Drugs ?

Prescription Contraceptives 16

Covered at 100%

50% after deductible

Retail RX03 Network up to 30 day supply13

Preferred Generic $10 copay 50% after deductible
Non-Preferred Generic $20 copay 50% after deductible
Preferred Brand " $55 copay 50% after deductible
Non-Preferred Brand '° $95 copay 50% after deductible
Plus90 or Home Delivery Network up to 90 day supply14
Preferred Generic $25 copay 50% after deductible
Non-Preferred Generic $50 copay 50% after deductible
Preferred Brand ° $137.5 copay 50% after deductible
Non-Preferred Brand ® $237.5 copay 50% after deductible

Self-Administered Specialty Drugs > """ 2

Preferred Specialty Drugs
Non-Preferred Specialty Drugs

30% after deductible
30% after deductible

Not Covered
Not Covered

30% after deductible

Not Covered

Provider-Administered Specialty Drugs 8,23

1.

7.
8.
9.
10. Physical, speech, acupuncture, spinal manipulative and occupational therapies are limited to 60 visits per therapy type per annual

17.

23.

Out-of-network benefits may be based on BlueCross BlueShield of Tennessee maximum allowable charge. You may be responsible
for any unpaid billed charges for certain services received from out-of-network providers. For emergency care services received at

an out-of-network facility, covered items and services received from an out-of-network provider at an in-network facility (unless you give

certain providers written consent), or emergent and authorized air ambulance services, in-network benefits including deductible will
apply up to the qualified payment amount, and the provider may not bill you for more than your in-network cost share.

2. Prior authorization is required.
3. Certain procedures, services, medication and equipment may require prior authorization.
4. If prior authorization is required but not obtained and services are medically necessary, when using network providers outside

Tennessee for physician and outpatient services and all services from out-of-network providers, your liability will be increased
to 60% based on out-of-network coinsurance. If services are not medically necessary, no benefits will be provided.

. Outpatient behavioral health benefits are determined by place of service. Benefits displayed are for services received in an

office setting; separate benefits may apply for outpatient services received in an alternate setting.

Surgeries include incisions, excisions, biopsies, injection treatments, fracture treatments, applications of casts and splints,
sutures and invasive diagnostic services (e.g., colonoscopy, sigmoidoscopy and endoscopy for non-preventive purposes).
Includes CT scans, PET scans, MRIs, nuclear medicine and other similar technologies.

Includes services such as chemotherapy, infusions, injections, radiation therapy and renal dialysis.

Copay, if applicable, waived if admitted to hospital.

benefit period. Cardiac and pulmonary rehabilitative therapies are limited to 36 visits per therapy type per annual benefit period.

11. Visit www.bcbst.com/rx for the Preferred Formulary which includes specialty drugs.
12. You must use one of the Specialty Pharmacy Network providers listed on www.bcbst.com/rx to receive benefits for self-

administered specialty drugs, and these drugs are limited to a 30-day supply.

13. Copay, if applicable, applied per prescription, up to a 30 day supply.
14. Your plan requires you to receive long-term medications in a 90-day supply from home delivery or at a retail pharmacy in the

Plus90 Network. If you choose to use a retail pharmacy that is not part of the Plus90 Network, you are limited to a 30-day
supply. Visit www.bcbst.com/rx to find a list of pharmacies in the Plus90 Network.

15. A financial penalty may be applied if you choose a brand name drug when a generic equivalent is available.

Please refer to your Evidence of Coverage (EOC) for specific information.

16. Certain prescription drugs are covered at 100% at network pharmacies, in accordance with the Preventive Services provision

of the Affordable Care Act, and are identified with an "ACA" indicator on the Preferred Formulary located at www.bcbst.com/rx.
Use Teladoc Health's virtual care platform to access doctors or professionals for 24/7 urgent care, mental health care, dermatology
services, primary care, and more. Visit www.bcbst.com/teladoc or call 1-800-TELADOC (1-800-835-2362) to register.

20. The lower copay applies to Family Practice, General Practice, Internal Medicine, OB/GYN, Pediatrics, Behavioral Health and

Health Department services. The copay for Physician Assistants or Nurse Practitioners may be based on the provider type

of the billing provider.

To receive benefits for provider-administered specialty drugs as identified on the provider-administered specialty drug list, you must
use a Specialty Pharmacy Network provider. Visit www.bcbst.com/rx for the drug list and a list of providers in this network. Cost

share listed is for the medication only; providers may bill additional charges for the administering of the drug under your medical benefit.

Limitations and Exclusions. These pages summarize your health care plan benefits. Your Evidence of Coverage (EOC) defines the full
terms and conditions, limitations, and exclusions in greater detail. Should any questions arise concerning benefits, the EOC will govern.




Summary of Preventive Care Services
Covered at 100% In-Network

In-network preventive care services that are covered with no member cost share include, but are not limited to:

* Primary care services with an A or B recommendation by the United States Preventive Services Task Force (USPSTF)

» Immunizations recommended by the Advisory Committee on Immunization Practices that have been adopted by the

Centers for Disease Control and Prevention (CDC)

« Bright Futures recommendations for infants, children and adolescents that are supported by the Health Resources and Services Administration (HRSA)

* Preventive care and screening for women as provided in the guidelines supported by HRSA

The following preventive care services are covered (not an all-inclusive list). Coverage of some services may
depend on age and/or risk exposure.
All Members:

» One preventive health exam per annual benefit period. More frequent preventive exams are covered for children up to age 3.
* All standard immunizations adopted by the CDC

« Screening for colorectal cancer (age 45 — 75), high cholesterol and lipids (45 and older for women; 35 and older

for men), high blood pressure, obesity, diabetes, and depression (12 and older)

» Screening for lung cancer for adults (50 to 80) who have a 20 pack-year smoking history and either currently smoke

or have quit within the past 15 years, per annual benefit period

« Screening for HIV and certain sexually transmitted diseases, and counseling for the prevention of sexually transmitted diseases
* Screening and counseling in a primary care setting for alcohol misuse and tobacco use; alcohol misuse and

tobacco use limited to 8 visits per annual benefit period

« Dietary counseling for adults with hyperlipidemia, hypertension, type 2 diabetes, obesity, coronary artery disease

and congestive heart failure; limited to 12 visits per annual benefit period

* One retinopathy screening for diabetics per annual benefit period

» Hemoglobin A1C testing

* Well-woman visit, including annual sexually transmitted infection (STI) counseling and annual domestic violence

screening & counseling per annual benefit period

« Cervical cancer screening as deemed clinically appropriate by USPSTF and HRSA guidelines

« Screening of pregnant women for iron deficiency, bacteriuria, hepatitis B virus, Rh factor incompatibility, gestational diabetes

« Breastfeeding support/counseling & supplies, including lactation support services and counseling by a trained provider
and one breast pump per pregnancy

+» Counseling for women at high risk of breast cancer for chemoprevention, including risks and benefits

» Mammography screening at age 40 and over, and genetic counseling and, if indicated after counseling, BRCA testing for BRCA breast
cancer gene

+ Osteoporosis screening (age 60 or older)

* HPV testing as deemed clinically appropriate by USPSTF and HRSA guidelines

» FDA-approved contraceptive methods and counseling

Medical plan: Injectable or implantable contraceptives and barrier methods, sterilization for women

Rx plan: Generic oral & injectable contraceptives, vaginal contraceptive, patch, prescription emergency contraception

* Prostate cancer screening
* One-time abdominal aortic aneurysm screening at age 65 — 75 (for men who have ever smoked)
Children:

» Newborn screening for hearing, phenylketonuria (PKU), thyroid disease, sickle cell anemia, and cystic fibrosis
» Development delays and autism screening
« Iron deficiency screening

* Vision screening



BlueCross BlueShield of Tennessee

1 Cameron Hill Circle | Chattanooga, TN 37402 | becbst.com

BlueCross BlueShield of Tennesses (BlueCross)
complies with applicable Federal civil rights laws
and does nct discriminate on the basis of race,
color, national origin, age. disability or sex’.
BlueCross does not exclude people or treat them
less favorably because of race, color, national
origin, age, disability or sex.

BlueCross:

* Provides people with disabilities reasonable
maodifications and free appropriate auxiliary
aids and services to communicate effectively
with us, such as: (1) qualified sign language
interpreters and (2) written information in
other formats, such as large print, audio and
accessible electronic formats.

* Provides free language assistance sarvices
to paople whose primary language is not
English, such as: (1) qualified interpreters and
(2) information written in ather languages.

If you need these reasonable modifications,
appropriate auxiliary aids and services, or
language assistance services, contact a
consumer advisor at the number on the back
of your Member ID card or call 1-800-565-9140
(TTY: 1-800-848-0298 or 711).

If you balieve that BlueCross has failed to
provide these services or discriminated in
another way on the basis of race, color,
national origin, age, disability or sex, you
canfileag ca (“Nondi: 1
Grievance”). For help with preparing and
submitting your Nondiscrimination Grievance,
contact a consumer advisor at the number

on the back of your Member ID card or call
1-800-565-9140 (TTY: 1-800-848-0298 or 711).
They can provide you with the appropriate
form to use in submitting a Nondiscrimination
Grievance. You can file a Nondiscrimination
Grigvance in parson or by mail, fax or amail_
Address your Nondiscrimination Grievance to:
Nendiscrimination Grievance; clo Manager,
Operations, Mamber Benefits Administration;
1 Cameron Hill Circle, Suite 0019, Chattanooga,
TN 37402-0019; (423) 591-8208 (fax);
Nondiscrimination_OfficeGM@bcbst.com
(email).

You can also file a civil rights complaint with
the U.S. Department of Health and Human
Services, Office for Civil Rights, electronically
through the Office for Civil Rights Complaint
Portal, available at hitps:/focrportal.hhs.gov/
ocrfportal/lobby.jsf, or by mail or phone at: U.S.
Department of Health and Human Services,
200 Independence Avenue SW., Room
509F, HHH Building, Washington, DC 20201,
1-800-368-1019, 800-537-7697 (TDD).
Complaint forms are available at
hittp:/iwww.hhs.goviocr/office/file/index.html.

You can contact BlueCross's Nondiscrimination
Coordinator at 423-535-1010 (TTY: 1-800-
848-0298 or 711); Nondiscrimination_
CoordinatorGM@bcbst.com (email); or
Corporate Compliance, 1 Camaron Hill Circle,
1.4, Chattancoga, TN 37402,

This notice is available at BlueCross's website:
bebst.com.

BluaCross BlueShield of Tennessee, Inc.,
an Independent Licensee of the BlueCross
BluaShield Association.

BlueCross BlueShield of Tennessee is a
Qualified Health Plan Issuer in the Health
Insurance Marketplace.

' Consistent with the scope of sex discrimination
described at 45 CFR 82.101(a)(2))

ATTENTION: If you speak English, free
language assistance services and appropriate
auxiliary aids and services are available to you.
Please call the Member Service number on the
back of your Member ID card or
1-800-565-9140 (TTY: 1-800-848-0298).

ATENCION: Si habla espaniol, tiene a su
disposicion servicios gratuitos de asistencia
con el idioma, asi como ayudas y servicios
auxiliares adecuados. Llame al nimero de
Servicio de atencién a miembros que figura
en el reverso de su tarjeta de identificacion de
miembro o al 1-800-565-3140

(TTY: 1-800-848- 0298}

Cloas ol J9gmus au el Cama cis 15] zelwl
a).CLun.“ u{ﬂ ulnndls auilsall apalll oaeluall
lasas a9, Jla¥l > duwbiall
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A MBS, RN MR B8

BEES, LiRlme BN, M Tan

1D £ A& ARSI EE Y 1-800-565-9140
(REFR W43 (TTY): 1-800-848-0298) .

LUU ¥: Néu quy vi ndi tisng Viét, quy vi sé dugc
cung cap cac dich vu h trg ngdn ngll midn phi
va cac dich vy va c&ng cu hé tro phi hap. Vui
lng goi dén s6 clia bd phan Dich vu Hi vién &
mat sau Thé ID Thanh vién cla quy vi hodc s&
1-800-565-8140 (TTY: 1-800-848-0298).

°I [BI04) 8 Mot = A2, F8 Ho X3
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1-800-565-914 '+ 1-800-848-0298)H 2
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ATTENTION : Si vous parlez francais, des
services gratuits d'assistance linguistique et
des aides et services auxiliaires appropriés sont
a volre disposition. Veuillez appeler le numéro
du Service adhérents indiqué au dos de votre
carte d'assuré adhérent ou le 1-800-565-9140
(TTY/ATS : 1-800-848-0298).

@itala: v waana, TmudEmu )
gom@schuwnan ua: mugseidis ua: nMuldmud
un.n Aulvivi, n: ;{uﬂmmnueajuwuﬁmummén
.EI’ o 1D sxnBnzejuin &
1-800-565-9140 (TTY: 1-800-848-0298).

TIATIHILE - ROFCY POLETIC NPT 4R PRYd WCAT
KT MG A L8 ODCEPT AE RIATIeTE
ANCAP 15k NANAYY DFDEIP ECN AL
NIEIE PANAT A4 AT *HC DL N
1-800-565-9140 (TTY: 1-800-848-0298) £20D-4::

ACHTUNG: Wenn Sie Deutsch sprechen,
stehen lhnen kostenlose Sprachassistenzdienste
und geeignete Hilfsmittel und Dienstleistungen
zur VerfUgung. Bitte rufen Sie die Nummer

des Mitgliederdienstes auf der Riickseite

Ihrer Mitglieds-ID-Karte oder 1-800-565-9140
(TTY: 1-800-848-0298) an.

Bt S 7 Al Al sl B Al Awe qE
(3023 UL A AL D T s AL

e Aol B B, sl s 2 1D g1l
el e Wl s Gus waa 1-800-565-9140
(TTY: 1-800-848-0298) = i L.
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WOSRY —E 2H S5 511131-800-565-9140
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PANSININ: Kung kayo ay nagsasalita ng

Tagaleg, magagamit para sa inyo ang libreng

mga serbisyong tulong sa wika at kaukulang

mga karagdagang tulong at mga serbisyo,
nganng tawagan ang numero ng Serbisyo

iyambro na nasa likod ng inyong Kard ng
ID ng Miyembro o sa 1-800-565-9140
(TTY: 1-800-848-0298).

A % afE g F am E Tmﬁﬂﬁ‘ﬂﬂ
Wnﬂwﬁmﬁsﬁ AT #i7 Fat
TR A1 P A A Drri‘?'ﬁ%ﬁnw
A7 HAT 797 47 1-800-565-9140

(TTY: 1-800-848-0298) 7% %= %41

BHUMAHWE! Ecnm Bui roBopuTte no-pyccem,
Bam ByayT npafocTasneH Yenyri RIbKosoi
NOAAEPHEN H COOTBETCTBYIOUNE
BCNOMOTaTeNEHEIe CPEACTEA M COPEUCH Ha
BecnnaTHoi ocxose. MNo3BoHKTe B oTaen
OBCNY#MBAHMA YYSCTHUAKOS N0 HOMEPY
yKa3aHHOMY Ha oﬁpa'moﬁ CTOpoHe Bameﬁ
MaeHTUDMKE YUHACTHUES, MK NO
HOMapY 1-800-565—9140 ['IT\'r 1-800-848-0298),

Sl Sloas i o Cusuo s Gl a
23 wanlio a8 Cloas 9 1 Caclus 5 o
ajlods L Mwﬂs.ﬁujd)) Aiiad® Louis
L 395 cugiae ool5 culy o Lacl cleas
(TTY: 1 800-845-0298} 1- 800 565-9140
Sy uilas
ATANSYON: Si w pale Kreyol Ayisyen, genyen
sévis asistans gratis pou lang ansanm ak éd
pou sévis oksilyé apwopriye k ap disponib pou
ou. Tanpr rele nimewo Sévis Manm ki sou
do kat ID Manm ou an oswa 1-800-565-9140
(TTY: 1-800-848-0298).

UWAGA: Osoby poslugujace sig jezykiem
polskim moga hezplalnie)gﬁanuyslaé Z pomocy
19zykowej oraz rozwigzan i uslug pomocniczych.
Prosimy zadzwonic pod numer dzialu

obstugi ubezpieczonych podany na odwrocie
karty identyfikacyjnej czlonka lub numer
1-800-565-9140 (TTY: 1-800-848-0298).

ATENCAO: Se vocé fala Portugués, servigos
gratuitos de assisténcia linguistica e recursos
e servigos auxiliares apropriados estio
disponiveis para vocé. Ligue para o nimero
de telefone do servigo de Atendimento ao
Membro informado no verso de seu cartao
de identificagdo de membro ou para
1-800-565-9140 (TTY: 1-800-848-0298).

ATTENZIONE: se parla italiano, sono
disponibili per Lei servizi gratuiti di assistenza
linguistica nonché aiuti e servizi ausiliari
adeguati. Chiami il numero del Servizio per

i membri riportato sul retro della Sua scheda
identificativa dal membro oppure il numaro
1-800-565-9140 (TTY: 1-800-848-0298).

BAASKOHWIINIDZIN: Diné bizaad

bee yanitti‘go, t'aa jiilk'eh saad bee
aka'and’awo’ bee dka'anida’awo'i déo
t'dadoole’é binahj|' bee adahodoonitigii
diné bich'{" anidahazt'i'l bee
bika'aanida‘awo'i na daholg. T'a4 shéadi
Bil Ha'dit"éhi Bika'and'awo’ Bil Ha'dit'éhi
1D naaltsoos nitl'izi bine'déé’ bindmboo
bee hodiilnih doodago 1-800-565-9140
(TTY: 1-800-848-0298).

WICHDICH: Wann du Deitsch schwetzscht

un brauchscht Hilf far communicat-e kenne
mer dich helfe unni as es dich ennich eppes
koschde zellt. Mir kenne differnti Sadde
Schprooch-Hilf beigriege aa fer nix. Ruf

der Member Sarvice Number uff die hinnarscht
Seit vun dei Member ID Card uff odder
1-800-565-9140 (TTY: 1-800-848-0298).

FAASILASILAGA: Afai e te tautala i le
faa-Samoa, o loo avanoa mo oe avaunaga
fesoasoani mo gagana e aunoa ma se

totogi faapea ma fesoasoani fa'aopo‘'opo ma
auaunaga talafeagai. Faamolemole vala'au

le numera o le Member Service (Auaunaga
mo Tagata Auai) o lo'o i tua o lau pepa ID o le
Member (Tagata Auai) po o le 1-800-565-9140
(TTY: 1-800-848-0298).

GAKIULA: Gare iga go kapetal Faluwasch,
ya toore palluural yarnam bws panﬁu?-
I ale

!n:-_p
)\J*

4o

g I lane kapst
pa&hem kol yegili nampal Mamhsr Service ila
yelog liugul tagurul Member ID kard la yam
gare 1-800-565-9140 (TTY: 1-800-848-0298).

ATENSION: Guaha setbisio siha para hagu
yanggen fifino’ CHamoru hao, dibalde na
setbision inayudon fumino’ CHamoru yan
propriu na inasisten trastes yan setbisio siha.
Put fabot agang i numiron Setbision Mambro
gi santatten i katta-mu Member 1D pat
1-800-565-9140 (TTY: 1-800-848-0298).
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Tennessee Dental Association dba TDCB Trust

Vision

Vision Option: 1

Summary of Benefits Effective Date: January 1, 2026

Benefit Category In-Network Out-of-Network

Exams (Limited to one exam and one contact lens fitting/follow-up within a
12-month period)

Comprehensive Eye Exam $10 Copay Up to $35

Retinal Imaging Up to $39 Not Covered
Contact Lens Fitting and Follow-up - Standard $40 Copay Not Covered
Contact Lens Fitting and Follow-up - Premium 10% off retail Not Covered

Vision Materials

Standard Plastic Lenses (Limited to one set of standard plastic
lenses within a 12-month period)

Single $20 Copay Up to $30
Bifocal $20 Copay Up to $45
Trifocal $20 Copay Up to $60
Frames (Limited to one pair of frames within a 24-month period) $0 Copay up to $135 allowance* Up to $67.50
Contacts (Limited to one set of lenses within a 12-month period
in lieu of eyeglasses)
Conventional $0 Copay up to $135 allowance** Up to $108
Disposable $0 Copay up to $135 allowance Up to $108
Medically Necessary Covered at 100% Up to $200
Lens Options (Limited to one set of lenses within a 12-month
period)
Standard Polycarbonate $40 Not Covered
Standared Polycarbonate (For covered dependent children
under age 19) No Copay Up to $5
UV Treatment $15 Copay Not Covered
Tint $15 Copay Not Covered
Standard Plastic Scratch Coating $15 Copay Not Covered
Standard Progressive Lenses (add on to Bifocal) $65 Copay $0 Additional***

$65 Copay, 20% Discount Off of

Premium Progressive Lenses (add on to Bifocal) Retail Price, Less $120 Allowance $0 Additional***
Standard Anti-reflective Coating $45 Copay Not Covered
Other Lens Options 20% off Retail Price *** Not Covered
Diabetic Care Services****
Office Service Visit (Medical Follow-up Exam) Covered 100% $77
Retinal Imaging Covered 100% $50
Extended Ophthalmoscopy Covered 100% $15
Gonioscopy Covered 100% $15
Scanning Laser Covered 100% $33
Notes

1. This document serves as a summary of the benefits that are detailed in the Evidence of Coverage. These benefits are subject to the Covered Services and Limitations on
Covered Services. Exclusions from Covered Services, and Schedule of Benefits Sections of the Evidence of Coverage.

2. When applicable, benefits are paid after the copay listed above and to the allowance listed. Members are responsible for amounts exceeding the allowance.

3. Members may see any vision care provider. However, contracted providers in our network have agreed to limit certain charges and provide additional discounts once the
allowance has been reached. Because we have no contract with non-network providers, members are responsicble for all charges that exceed the out-of-network reimbursement.
*20% off balance over allowance **#*$45 maximum reimbursement **4%Up to 2 additional per year

** 15% off balance over allowance

BlueCross BlueShield of Tennessee, Inc., an Independent Licensee of the BlueCross BlueShield Association
® Registered marks of the BlueCross BlueShield Association, an Association of Independent BlueCross BlueShield Plans.



BlueCross BlueShield of Tennasses

1 Camaeron Hill Circle | Chattanooga, TM 37402 | bebst.com

BlueCross BlueShield of Tennessee (BlueCross)
complies with applicable Federal civil nghts laws and
does not discriminate on the basis of race, color, nafional
origin, age, disability or sex. BlueCross does not exclude
people or treat them differently because of race, color,
national origin, age, disability or sex.

BlueCross:

+ Provides free aids and services to people with
disabilities to communicate effectively with us, such
as: (1) qualified interpreters and (2) written information
in other formats, such as large print, audio and
accessible electronic formats.

+ Provides free language services to people whose
primary language is not English, such as: (1) qualified
interpreters and (2) written information in other
languages.

If you need these services, contact a consumer advisor
at the number on the back of your Member ID card or
call 1-800-565-9140 (TTY: 1-800-848-0298 or 711).

If you believe that BlueCross has failed to provide
these services or discriminated in another way on
the basis of race, color, national origin, age, disability
or sex, you can file a grievance (“Mondiscrimination
Grievance”). For help with preparing and submitting
your Mendiscrimination Grievance, contact a consumer
advisor at the number on the back of your Member 1D card
or call 1-800-565-9140 (TTY: 1-800-848-0298 or 711).
They can provide you with the appropriate form to use
in submitting a Nondiscrimination Gnevance. You can
file a Mondiscrimination Grigvanca in person or by mail,
fax or email. Address your Mondiscrimination Grievance
to: Nondiscrimination Compliance Coordinator; cio
Manager, Operations, Member Benefits Administration;
1 Cameron Hill Circle, Suite 0019, Chattanooga, TN
37402-0019; (423) 591-9208 (fax); Nondiscrimination_
OfficeGM@bcbst.com (email).

You can also file a civil rights complaint with the U.S.
Department of Health and Human Services, Office for
Civil Rights, elecfronically through the Office for Civil
Rights Complaint Portal, available at hitps://ocrportal.
hhs_goviocriportal/lobby_jsf, or by mail or phone at:
U.5. Department of Health and Human Services,
200 Independence Avenue 5W._, Room 509F, HHH
Building, Washington, DC 20201, 1-800-368-1019,
800-537-7697 (TDD). Complaint forms are available at
hitpzifwww hhs_gowiocr/officefileindex_html.

BlueCross BlueShield of Tennessee, Inc., an
Independent Licensee of the BlueCross BlueShield
Association.

BlueCross BlueShield of Tennessee is a Cualified
Health Plan Issuer in the Health Insurance Marketplace.

ATENCION: si habla espafiol, iene a su disposicidn servicios gratuitos de asistencia
lingtiistica. Llame al 1-800-565-9140 (TTY: 1-800-848-0298).

aby) BO0-565-0140-1 wiy Jal loeally all Ayt Lygald Buslaall Eiloss G al1 53 Suindt 5 15] 1iBpnda
(800-848-0298-1 ;x84 pall itla

EENMRSEAERSX . AU REESESEDES. BEE
1-800-565-0140 (TTY:1-800-848-0298) =

CHU ¥: Néu ban néi Tiéng Viét, cé cac dich vy hd trg ngdn ngik mi&n phi danh cho
ban. Goi 50 1-800-565-9140 (TTY:1-800-348-0298).

Zo| T IE ASstAE BR, Yol X|E MUIAE FE2 olEstal ¢ lauch
1-800-565-9140 (TTY: 1-800-848-0298) HE 2 Fala FAA L.

ATTENTION : 5ivous parlez francais, des services d'aide linguistique vous sont
proposés gratuitement. Appelez le 1-800-565-9140 (ATS : 1-800-848-0298).

o e

fdnq':u: 11"-::}: 7 Ln_l TWED MWD D99, NTUL _',9 "_n'm? ' DRI _ "0
Tuwrsm, oew o B8 9L LY W sulm v 9w lns 1-800-565-9140
(TTY: 1-800-848-0298).

AT PG SR ATICT DY RO ACA A BCERTE TR APTHPT OB mF ST hdam-
70 BLOA 1-800-565-9140 (ool A+a5Fa 1-800-848-0298),

ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche
Hilfsdignstleistungen zur Verfiigung. Rufnummer: 1-800-565-9140

(TTY: 1-800-848-0298).

el ol 43 sl slindl dl, di ACugs P sem Hapil euaE Guani B id 5
1-800-565-9740 (TTY:1-800-848-0298)

AREBE AFXBERIAIBS. BHOSREETICHAVLETEY,
1-800-565-9140 (TTY:1-800-848-0298) £ T, L WELC TCEE<EEL,

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo
ng tulong sa wika nang walang bayad. Tumawag sa 1-800-565-9140
(TTY:1-800-848-0298).

TA 2 A7 A7 E8 3T § a1 s B g & Sy et #9399y 2
1-800-565-8140 (TTY:1-800-848-0298) 77 FI7 F1

BHWMAHWE: ECcnu Brl TOBOPHTE Ha PYCCKOM A3bIKE, TO BaM OOCTYNHE GecnnaTHee
YCNyrM nepesoga. 3eokute 1-800-565-2140 (Tenetadn: 1-800-848-0298).

L iy cn and g5 L gl go 80 2 pms o iligat o€ o B s i gl g ) a8
Capfy e 1-800-565-9140 (TTY-1-800-848-0298)

ATANSYON: Siw pale Kreydl Ayisyen, gen sévis éd pou lang ki disponib gratis pou
ou. Rele 1-800-565-9140 (TTY: 1-800-848-0298).

UWAGA: Jezeli mdwisz po polsku, moZesz skorzystac z bezpiatnej pomocy
jezykowej. Zadzwon pod numer 1-800-565-9140 {TTY: 1-800-848-0298).

ATENGAO: Se fala portugués, encontram-se disponiveis servicos linguisticos, gratis.
Ligue para 1-800-565-9140 (TTY: 1-800-848-0298).

ATTENZIONE: In caso la lingua parlata sia I'taliano, sono disponibili servizi di
assistenza linguistica gratuiti. Chiamare il numero 1-800-565-9140

(TTY: 1-800-848-0298).

Dii baa akd ninizin: Dii saad bee yanilti'ge Diné Bizaad, saad bee
dka'anida’awo’dée’, t'aa jiik'eh, éi na halg, koji’ hadiilnih 1-800-565-9140
(TTY: 1-800-848-0298).

BlueCross BlueShield of Tennessee, Inc., an Independent Licensee of the BlueCross BlueShield Association
® Registered marks of the BlueCross BlueShield Association, an Association of Independent BlueCross BlueShield Plans.
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