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SUMMARY OF BENEFITS
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Town of Hudson

The Plan Sponsor believes that this is a “grandfathered health plan” under the Patient
Protection and Affordable Care Act (the Act). As permitted by the Act, a grandfathered plan
can preserve certain basic health coverage that was already in effect when that law was
enacted. Being grandfathered means the plan may not include certain consumer protections of
the Act that apply to other plans, such as providing preventive health services without any cost
sharing. However, a grandfathered plan must comply with certain other consumer protections
of the Act, such as the elimination of annual and lifetime limits on most benefits.

Questions about which protections do or do not apply, and what causes a plan to change from
grandfathered health plan status, can be directed to the Plan Administrator at
1-978-568-3272. You may also contact the Employee Benefits Security Administration, U.S.
Department of Labor at 1-866-444-3272 or www.dol.gov/ebsa/healthreform. This website
has a summary of the protections which do and do not apply to grandfathered health plans.

Download the MyBlue Member App—Get instant and secure access to
your personal health care information any time you need it. A simple tap

connects you to your claims history, your ID card, financial accounts, even
your doctor. Download the app from the App Store® or Google Play™.

This health plan meets Minimum Creditable Coverage Standards for Massachusetts residents that
went into effect January 1, 2014, as part of the Massachusetts Health Care Reform Law.

An Association of Independent Blue Cross and Blue Shield Plans



Your Choice

When You Choose Preferred Providers

You receive the highest level of benefits under your health care
plan when you obtain covered services from preferred providers.
These are called your “in-network” benefits. See the charts for
your cost share.

Note: If a preferred provider refers you to another provider
for covered services (such as a lab or specialist), make sure the
provider is a preferred provider in order to receive benefits at
the in-network level. If the provider you use is not a preferred
provider, you’re still covered, but your benefits, in most
situations, will be covered at the out-of-network level, even

if the preferred provider refers you.

How to Find a Preferred Provider
"To find a preferred provider:

® LLook up a provider in the Provider Directory. If you need a
copy of your directory or help choosing a provider, call the
Member Service number on your ID card.

e Visit the Blue Cross Blue Shield of Massachusetts website at
bluecrossma.com/findadoctor

When You Choose Non-Preferred Providers
You can also obtain covered services from non-preferred
providers, but your out-of-pocket costs are higher. These are
called your “out-of-network” benefits. See the charts for your
cost share.

You must pay a calendar-year deductible before you can receive
coverage for most out-of-network benefits under this plan.

"The calendar-year deductible begins on January 1 and ends on
December 31 of each year. Your deductible is $250 per member
(or $500 per family).

Payments for out-of-network benefits are based on the

Blue Cross Blue Shield allowed charge as defined in your benefit
description. You may be responsible for any difference between
the allowed charge and the provider’s actual billed charge (this is
in addition to your deductible and/or your coinsurance).

Your out-of-pocket maximum is the most that you could pay
during a calendar year for coinsurance for covered out-of-network
services. Your out-of-pocket maximum is $1,000 per member

(or $2,000 per family).

Emergency Room Services

In an emergency, such as a suspected heart attack, stroke, or
poisoning, you should go directly to the nearest medical facility
or call 911 (or the local emergency phone number). You pay

a copayment per visit for in-network or out-of-network
emergency room services. The copayment is waived if you are
admitted to the hospital or for an observation stay. See the chart
for your cost share.

Utilization Review Requirements

Certain services require pre-approval/prior authorization
through Blue Cross Blue Shield of Massachusetts for you to

have benefit coverage; this includes non-emergency and
non-maternity hospitalization and may include certain outpatient
services, therapies, procedures, and drugs. You should work with
your health care provider to determine if pre-approval is required
for any service your provider is suggesting. If your provider, or
you, don’t get pre-approval when it’s required, your benefits

will be denied, and you may be fully responsible for payment to
the provider of the service. Refer to your benefit description for
requirements and the process you should follow for Utilization
Review, including Pre-Admission Review, Pre-Service Approval,
Concurrent Review and Discharge Planning, and Individual
Case Management.

Dependent Benefits

"This plan covers dependents until the end of the calendar
month in which they turn age 26, regardless of their financial
dependency, student status, or employment status. See

your benefit description (and riders, if any) for exact
coverage details.



Your Medical Benefits

Covered Services

Preventive Care

Well-child care exams, including related tests, according to age-based
schedule as follows:

* 10 visits during the first year of life

« Three visits during the second year of life (age 1 to age 2)

* One visit per calendar year for age 2 through age 11

* One visit every two calendar years for for age 12 through age 18

Your Cost In-Network

$15 per visit (no cost for
related routine lab tests
and x-rays)

Your Cost Out-of-Network

20% coinsurance after deductible

Routine adult physical exams, including related tests, according to
age-based schedule as follows:

* One exam every five calendar years from age 19 through age 29

* One exam every three calendar years from age 30 through age 39
* One exam every two calendar years from age 40 through age 54

+ One exam per calendar year for a member age 55 or older

$15 per visit (no cost for
related routine lab tests
and x-rays)

20% coinsurance after deductible

Routine GYN exams, including related lab tests (one per calendar year)

$15 per visit (no cost for
related routine lab tests)

20% coinsurance after deductible

Routine hearing exams, including routine tests

$15 per visit (no cost for
routine tests)

20% coinsurance after deductible

Hearing aids (up to $2,000 per ear every 36 months for a member age
21 or younger)

All charges beyond the
maximum

20% coinsurance after deductible
and all charges beyond the
maximum

Routine vision exams (one every 24 months) $15 per visit 20% coinsurance after deductible
Family planning services—office visits Nothing 20% coinsurance after deductible
Outpatient Care

Emergency room visits $50 per visit $50 per visit, no deductible

(waived if admitted or for
observation stay)

(waived if admitted or for
observation stay)

Office or health center visits $15 per visit 20% coinsurance after deductible
Chiropractors’ office visits $15 per visit 20% coinsurance after deductible
Mental health or substance abuse treatment $15 per visit 20% coinsurance after deductible
Short-term rehabilitation therapy—physical and occupational $15 per visit 20% coinsurance after deductible
(up to 100 visits per calendar year®)

Speech, hearing, and language disorder treatment—speech therapy $15 per visit 20% coinsurance after deductible
Diagnostic X-rays and lab tests, including CT scans, MRlIs, PET scans, Nothing 20% coinsurance after deductible
and nuclear cardiac imaging tests

Home health care and hospice services Nothing 20% coinsurance after deductible
Oxygen and equipment for its administration Nothing 20% coinsurance after deductible
Durable medical equipment—such as wheelchairs, crutches, Nothing 20% coinsurance after deductible
hospital beds

Prosthetic devices Nothing 20% coinsurance after deductible

Surgery and related anesthesia:
+ Office or health center services

$15 per visit™

20% coinsurance after deductible

* Ambulatory surgical facility, hospital outpatient department, or Nothing 20% coinsurance after deductible
surgical day care unit

Inpatient Care (including maternity care)

General or chronic disease hospital care Nothing 20% coinsurance after deductible
(as many days as medically necessary)

Mental hospital or substance abuse facility care Nothing 20% coinsurance after deductible
(as many days as medically necessary)

Rehabilitation hospital care (up to 60 days per calendar year) Nothing 20% coinsurance after deductible
Skilled nursing facility care (up to 100 days per calendar year) Nothing 20% coinsurance after deductible

* No visit limit applies when short-term rehabilitation therapy is furnished as part of covered home health care or for the treatment of autism spectrum disorders.
** Copayment waived for restorative dental services and orthodontic treatment or prosthetic management therapy for members under age 18 to treat conditions of cleft lip

and cleft palate.



Prescription Drug Benefits* Your Cost In-Network** Your Cost Out-of-Network

At designated retail pharmacies $10 for Tier 1 Not covered
(up to a 30-day formulary supply for each prescription or refill) $25 for Tier 2

$45 for Tier 3
Through the designated mail service pharmacy $10 for Tier 1 Not covered
(up to a 90-day formulary supply for each prescription or refill) $25 for Tier 2

$45 for Tier 3

Generally, Tier 1 refers to generic drugs; Tier 2 refers to preferred brand-name drugs; Tier 3 refers to non-preferred drugs.
* Cost share may be waived for certain covered drugs and supplies.
*** Certain generic medications are available through the mail service pharmacy at $9. For more information, go to bluecrossma.com/mail-service-pharmacy.

Get the Most from Your Plan

Visit us at bluecrossma.com or call 1-800-932-8323 to learn about discounts, savings, resources, and special programs available to
you, like those listed below.

Wellness Participation Program
Fitness Reimbursement: a benefit that rewards participation in qualified fitness programs $150 per calendar year per policy
This fitness benefit applies for fees paid to: a health club with cardiovascular and strength-training equipment;

or a fitness studio offering instructor-led group classes for certain cardiovascular and strength-training programs.
(See your benefit description for details.)

Weight Loss Reimbursement: a benefit that rewards participation in a qualified weight loss program | $150 per calendar year per policy
This weight loss program benefit applies for fees paid to: hospital-based or non-hospital-based weight loss
programs that focus on eating and physical activity habits and behavioral/lifestyle counseling with certified health
professionals. (See your benefit description for details.)

24/7 Nurse Care Line—A 24-hour nurse line to answer your health care questions—call 1-888-247-BLUE (2583) No additional charge

Questions?
For questions about Blue Cross Blue Shield of Massachusetts, call 1-800-932-8323, or visit us online at bluecrossma.com.
Interested in receiving information from us via e-mail? Go to bluecrossma.com/email to sign up.

Limitations and Exclusions. These pages summarize the benefits of your health care plan. Your benefit description and riders define the full terms and
conditions in greater detail. Should any questions arise concerning benefits, the benefit description and riders will govern. Some of the services not covered are:
cosmetic surgery; custodial care; most dental care; and any services covered by workers” compensation. For a complete list of limitations and exclusions, refer
to your benefit description and riders. Note: Blue Cross and Blue Shield of Massachusetts, Inc. administers claims payment only and does not assume financial
risk for claims.

® Registered Marks of the Blue Cross and Blue Shield Association. ®", TM Registered Marks and Trademarks are properties of their respective

owners. © 2019 Blue Cross and Blue Shield of Massachusetts, Inc., and Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc. =D .
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197594CE (5/19) 50 CAD ” BlueShield’



Nondiscrimination Notice

Blue Cross Blue Shield of Massachusetts complies with applicable federal civil
rights laws and does not discriminate on the basis of race, color, national origin,
age, disability, sex, sexual orientation, or gender identity. It does not exclude
people or treat them differently because of race, color, national origin, age,
disability, sex, sexual orientation, or gender identity.

Blue Cross Blue Shield of Massachusetts provides:

* Free aids and services to people with disabilities to communicate effectively
with us, such as qualified sign language interpreters and written information in
other formats (large print or other formats).

e Free language services to people whose primary language is not English, such
as qualified interpreters and information written in other languages.

If you need these services, call Member Service at the number on your ID card.

If you believe that Blue Cross Blue Shield of Massachusetts has failed to provide
these services or discriminated in another way on the basis of race, color, national
origin, age, disability, sex, sexual orientation, or gender identity, you can file a
grievance with the Civil Rights Coordinator by mail at Civil Rights Coordinator,
Blue Cross Blue Shield of Massachusetts, One Enterprise Drive, Quincy, MA
02171-2126; phone at 1-800-472-2689 (TTY: 711); fax at 1-617-246-3616; or
email at civilrightscoordinator@bcbsma.com.

If you need help filing a grievance, the Civil Rights Coordinator is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and
Human Services, Office for Civil Rights, online at ocrportal.hhs.gov; by mail at
U.S. Department of Health and Human Services, 200 Independence Avenue, SW
Room 509F, HHH Building, Washington, DC 20201; by phone at 1-800-368-1019
or 1-800-537-7697 (TDD).

Complaint forms are available at hhs.gov.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross
and Blue Shield Association. © 2016 Blue Cross and Blue Shield of Massachusetts, Inc., and Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
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https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html

Translation Resources

Proficiency of Language Assistance Services

Spanish/Espafiol: ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos
de asistencia con el idioma. Llame al nimero de Servicio al Cliente que figura en su tarjeta de
identificacion (TTY: 711).

Portuguese/Portugués: ATENCAQ: Se fala portugués, sdo-Ihe disponibilizados gratuitamente
servicos de assisténcia de idiomas. Telefone para os Servicos aos Membros, através do nimero no
seu cartdo ID (TTY: 711).

Chinese/fE {3 /T8 MREH AL, HAIAIEEBRERRHEFTHIMS. HHITE D LK
SWUHRASRREH (TTY S48 711) o
Haitian Creole/Kreyol Ayisyen: ATANSYON: Si ou pale kreyol ayisyen, sevis asistans nan lang

disponib pou ou gratis. Rele nimewo Sevis Manm nan ki sou kat Idantititkasyon w lan (Sévis pou
Malantandan TTY: 711).

Vietnamese/Tiéng Viét: LUU Y: Néu quy vi ndi Tiéng Viét, cac dich vu hd trg ngdn ngl dugc cung cap cho
quy vi mién phi. Goi cho Dich vu Hoéi vién theo s6 trén thé ID cda quy vi (TTY: 711).
Russian/Pycckuin: BHIMAHWE: ecnin Bbl roBopuTe No-pyccku, Bol MoXkeTe BOCMONb30BaTbCA BecnnaTHbIMM

ycnyramv nepesofguvka. [No3soHuTe B oTAeN 00CyXMBaHWA KIVEHTOB MO HOMEPY, YKazaHHOMY B Baluel
naeHTMONKaUMoHHOM KapTe (Tenetamn: 711).

Arabic/ s:
sl Slaz) sk Blly e ds2sbl (631 e elactl Sloasy Jadl ) deully Blowe &gl Baslul Gloas (3518 oy ymll dalll Gty S 13] ol
(711 5TTY (Sl all gt

Mon-Khmer, Cambodian/igi: Mifj8&nnis {paisiiyafunwman igi
UNGgwManRaaniy ANGIAMSiNUEAT yugid A igarun i amuinse

ISTIRG U AN AU S 28IV ESHA (TTY: 711)7

French/Francais: ATTENTION : si vous parlez frangais, des services d'assistance linguistique sont
disponibles gratuitement. Appelez le Service adhérents au numéro indiqué sur votre carte d’'assuré

(TTY : 711).

ltalian/Italiano: ATTENZIONE: se parlate italiano, sono disponibili per voi servizi gratuiti di assistenza
linguistica. Chiamate il Servizio per i membri al numero riportato sulla vostra scheda identificativa

(TTY: 711).

Korean/g8t=01: 2| t==0{E AlSstA|l= 4%, 0| A& MH|AE FEZ 0[Z5tA =+
UELICH #3tel DZL=0 U HSHHSTTY: 711) AL8S01 5|3l AH| A0 Hst5tAAIR.

Greek/Nnvika: MPOZOXH: Eqv pihate EAMnvikd, diatiBevtal yia oag unnpeoieg YAwooIKAG BoriBelag,
dwpeav. Kahéote Tnv Yrnpeoia EEumnpétnong Mehwv otov aplBud tng kaptag péroug oag (ID Card)
(TTY:711).

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association



Polish/Polski: UWAGA: Osoby postugujace sie jezykiem polskim moga bezptatnie skorzysta¢ z pomocy
jezykowej. Nalezy zadzwoni¢ do Dziatu obstugi ubezpieczonych pod numer podany na identyfikatorze
(TTY:711).

Hindi/fgeY: eare & afe 3 Redr Siad §, o $19T Jgraar JaiY, 39 & fov F:ees
3y | TEET QAT FT NTF WA, FE W BT 3T A6 W Frel Y EL.8.as.: 711),

Guijarati/aeeRidl: 2l 2L o1l dH AsrRUdl olddl Gl dl dHed AN HSAAL A9l [l et Guao, 9,
dAm1zL UL 515 U2 BUTAL 012 U2 Member Service A 51 53 (TTY: 711).

Tagalog/Tagalog: PAUNAWA: Kung nagsasalita ka ng wikang Tagalog, mayroon kang magagamit na
mga libreng serbisyo para sa tulong sa wika. Tawagan ang Mga Serbisyo sa Miyembro sa numerong
nasa iyong ID Card (TTY: 711).

Japanese/B&E: BHSE HABE LR LICEAHITERDER VARV AY—EX%ET
FIBWRITE Y, DA—RICEREHDOBREESZERLTA YN\ —EXALTHEEZTWY
(TTY: 711),

German/Deutsch: ACHTUNG: Wenn Sie Deutsche sprechen, steht Ihnen kostenlos fremdsprachliche
UnterstUtzung zur Verfugung. Rufen Sie den Mitgliederdienst unter der Nummer auf Inrer ID-Karte an

(TTY: 711).
Persian/ .\

ATTY: 711) 20,80 okl cliac) Sledsr (2sg | 355
Lao/w999290: 2001 {F19: 1)9c39cHIWIF290L0, TNIOINIwgosciiadvwaza lvrInios
LCIVO. 2mm‘)cd°)E)U;m‘)Ds:,mQnmm)‘)@cnn?mz):zueﬂvooaagmﬁv (TTY: 711).
Navajo/Diné Bizaad: BAA AKOHWIINDZIN DOOIGI: Diné k’ehji yanilt’i’go saad bee yat’i> éi
t’44jiik’e bee nikd’a’doowotgo éi nd’ahoot’1’. Dii bee anitahigi ninaaltsoos bine’dé¢’ ndomba bika’igiiji’
béésh bee hodiilnih (TTY: 711).

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross
and Blue Shield Association. © 2016 Blue Cross and Blue Shield of Massachusetts, Inc., and Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
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