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Individual Deductible: A dollar amount that you pay for healthcare services before the health

plan begins to pay. Every policy has an individual and family deductible. If you are the only person

on your policy, then you will pay for healthcare costs covered by your plan until you meet your $5,000 $15,000
individual deductible. Family deductibles work differently.

Family Deductible: If you or anyone in your family meets the individual deductible, then your
health plan will begin to pay a portion of medical expenses for that person for that calendar year
(also called coinsurance). However, when the family deductible is met by any combination of family
members, coinsurance will pay on all family members. Continues on back page.

$10,000 $30,000

Coinsurance: A percentage of all remaining eligible medical expenses
that is your responsibility to pay after your deductible has been satisfied.

Copayment: The amount you're required to pay to a preferred provider Annual Limit on Cost Shari"g

for covered medical expenses.

Annual Limit on Cost Sharing: The claims amount that you must pay In-Network $7,000 $14,000
in a calendar year before you're no longer expected to pay deductible or
coinsurance for the remainder of the year. The annual limitation on cost Out-of-Network $30,000 $60,000

sharing is outlined in the Schedule of Benefits.

Service Type** In-nethvgll'Jkrc%gliturance Out-of-nXt(\)AlllJrEg:?nsurance
Professional Services
Primary care physician visit 20% 40%
Specialty physician visit 20% 40%
Adult wellness (deductible does not apply in network) 0% 20%
Children’s preventive health services (deductible does not apply in o o
network) immunizations covered 100% 0% 20%
Professional fees for inpatient surgical and medical services 20% 40%
Professional fees for outpatient surgical and medical services 20% 40%
Hospital and Other Medical Facility Services
Hospital visit (inpatient) 20% 40%
Hospital (outpatient) includes surgery, diagnostics and therapeutic care 20% 40%
Emergency room visit 20% 20%
Maternity and obstetrics 20% 40%
Other Services
Durable medical equipment 20% 40%
Diabetic supplies 20% 40%
Mental health** 20% 40%
Therapeutic services — Physical and occupational** 20% 40%
— Chiropractic 20% 40%
Speech** 20% 40%
Ambulance services — Ground 20% 20%
— Air 20% 20%
Retail pharmacy - Standard with Step w/Prev Rx 20% non-covered
- subject to deductible
**Visit limitations may apply to some service types. Please check your Benefit Certificate. BC-5000-80_HDHP_E_21 ($7000/$14,000) Tro

Important Disclaimer from Arkansas Blue Cross and Blue Shield

This document is intended only to highlight your benefits and should not be relied on to fully determine coverage. Some of the above services are
subject to visit, day and/or dollar limits. Please refer to your Benefit Certificate for a full explanation of your benefits, the limitations of these benefits
and the services that are not covered. If this document conflicts in any way with the policy issued to your employer, the policy shall prevail.
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Benefit Summary continued

Family Deductible Details

Example: Bob and Sue Thompson have one child, Margo. Their family deductible is $3,000 and the individual deductible is $1,500.
Sue paid $1,200 in covered healthcare expenses. Bob paid $1,100 in covered healthcare expenses. Margo paid $700 in covered
healthcare expenses. None of the Thompson's met the individual deductible. However, their family’s total expense $3,000 (meeting
the family deductible) and the health plan will begin paying coinsurance for all family members.

Other Member Services

Blueprint Portal — your personal online self-service center — allows you access to a wealth of information from the home page of
our website at arkansasbluecross.com. Access or register for Blueprint Portal through the sign in box on the home page.

The Personal Health Statement (PHS) lets you know that we have received your claim(s) and shows you how they were paid,
including the amount the doctor or hospital charged, the discount for being a member, the amount we paid and any leftover charges
you may owe. Your policy features a deductible carry over feature. Check Benefit Certificate for details and restrictions. You can
receive your PHS by mail or electronically.

Your Personal Health Record (PHR) is a confidential, online medical record that combines health information provided by both you
and medical claims submitted to us by the doctors, hospitals and other health care providers you have visited, so you can keep track
of your personal health information.

fI&

We hope you'll call us with any questions or concerns.
Our office hours are Monday through Friday from 8 a.m. to 4:30 p.m. (CST).

Customer Service Number: 501-378-2010 or 1-800-238-8379
More information can be found at our website at: arkansasbluecross.com

Local Sales and Service Center: Arkansas Blue Cross and Blue Shield
416 S University Ave
Suite 110
Little Rock, AR 72205

(@ PLAN # BC-5000-80_HDHP_E_21 MPI 3234 11/15

Important Disclaimer from Arkansas Blue Cross and Blue Shield

This document is intended only to highlight your benefits and should not be relied on to fully determine coverage. Some of the above services are
subject to visit, day and/or dollar limits. Please refer to your Benefit Certificate for a full explanation of your benefits, the limitations of these benefits
and the services that are not covered. If this document conflicts in any way with the policy issued to your employer, the policy shall prevail.




Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2026 — 12/31/2026
Arkansas Blue Cross and Blue Shield: BC-5000-80_HDHP_E_21 ($7000/$14,000) Troop - (1) Coverage for: Individual/Family | Plan Type: HSA

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share the cost

for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is only a summary. For
more information about your coverage, or to get a copy of the complete terms of coverage, call 1-800-238-8379 or visit us at www.arkansasbluecross.com/employers/administrative/
benefit-certificates. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined
terms see the Glossary. You can view the Glossary at https:/www.arkansasbluecross.com/shc-glossary or call 1-800-238-8379 to request a copy.

Important Questions m Why This Matters:

For in-network providers $5,000 Generally, you must pay all of the costs from providers up to the deductible amount before this

What is the overall individual / $10,000 family ; for plan begins to pay. If you have other family members on the plan, each family member must meet
deductible? out-of-network providers $15,000  their own individual deductible until the total amount of deductible expenses paid by all family
individual / $30,000 family. members meets the overall family deductible.

This plan covers some items and services even if you haven't yet met the deductible amount.
Yes. Preventive care is covered beforeBut a copayment or coinsurance may apply. For example, this plan covers certain preventive
you meet your deductible. services without cost sharing and before you meet your deductible. See a list of covered

preventive services at https:/www.healthcare.gov/coverage/preventive-care-benefits/.

Are there services covered
before you meet your
deductible?

Are there other
deductibles for specific No. You don't have to meet deductibles for specific services.
services?
For in-network provider - $7,000
What is the out-of-pocket individual / $14,000 family. For
limit for this plan? out-of-network providers - $30,000
individual/ $60,000 family.

Out-of-network

The out-of-pocket limit is the most you could pay in a year for covered services. If you have
other family members in this plan, they have to meet their own out-of-pocket limits until the
overall family out-of-pocket limit has been met.

What is not included in Deductible premiums, balance- , -

the out-of-pocket limit? billing charges, and health care this Even though you pay these expenses, they don't count toward the out-of-pocket limit.
plan doesn't cover.
Yes. See https://secure. This plan uses a provider network. You will pay less if you use a provider in the plan’s
arkansasbluecross.com/ network. You will pay the most if you use an out-of-network provider, and you might receive a

Will you pay less if you use

a network provider? providerdirectory/trueblueppo.aspx  bill from a provider for the difference between the provider’s charge and what your plan pays

or call 1-800-238-8379 for a listof ~ (balance billing). Be aware, your network provider might use an out-of-network provider for

In-network providers. some services (such as lab work). Check with your provider before you get services.
Do you need a referral to No. You can see the specialist you choose without a referral.

see a specialist?

SBC #: 555314
11/26/2025 10f5



A All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

Out-of-Network Limitations, Exceptions, &

Common Medical Event Services You May Need In-Network Provider

fouAlp e Provider Other Important Information

(You will pay the most)

Primary care visit to treat an
injury or illness
Specialist visit 20% coinsurance 40% coinsurance ---none---

You may have to pay for services that aren’t
preventive. Ask your provider if the services

20% coinsurance 40% coinsurance ---none---

If you visit a healthcare

provider’s office or clinic _ _
Preventive care/screening/

o
immunization M Greizs 20% coinsurance you need are preventive. Then check what
your plan will pay for.
If vou have a test Diagnostic test (x-ray, blood work) ' 20% coinsurance 40% coinsurance ---none---
y Imaging (CT/PET scans, MRIs) | 20% coinsurance 40% coinsurance ---none---
: . . After deductible covers up to a 30-day suppl
If you need drugs to treat  Generic drugs Retail 20% coinsurance Not Covered (retail subscription); Mail (?r der s cove)r/e q PRy
your illness or condition
AT |r!for_mat|on about Preferred brand drugs Retail 20% coinsurance Not Covered Aftefw co.vers. P12 a sUazysgly
prescription drug coverage (retail subscription); Mail order is covered
is available at https:/ .
www.arkansasbluecross. Non-preferred brand drugs Retail 20% coinsurance Not Covered @2; ril%(;?ﬂ;l“gé%ﬂ:g;\j/?rleSdUpply
com/members/pharmacy- ’
[eSOUrces > Y . A0/ Prior authorization, step therapy or quantity
- Specialty drugs Retail 20% coinsurance Not Covered imitations may apply
Ifyou have outpatient :Sghsyyfigrffeg ambulalory ' 09, coinsurance 40% coinsurance ~ ---none---
surgery Physician/surgeon fees 20% coinsurance 40% coinsurance ---none---
Emergency room care 20% coinsurance 20% coinsurance ---none---
If you need immediate Emergency medical - o
. . , 20% coinsurance 20% coinsurance ---none---
medical attention transportation
Urgent care 20% coinsurance 40% coinsurance ---none---
If vou have a hosnital sta Facility fee (e.g., hospital room) | 20% coinsurance 40% coinsurance ---none---
y b y Physician/surgeon fees 20% coinsurance 40% coinsurance ---none---

*For more information about limitations and exceptions, see the plan or policy document at www.arkansasbluecross.com/employers/administrative/benefit-certificates. 2 of 5



Common Medical Event

Services You May Need

In-Network Provider
(You will pay the least)

What You Will Pay

Provider

Out-of-Network

Limitations, Exceptions, &
Other Important Information

If you need mental health,
behavioral health, or
substance abuse services

If you are pregnant

If you need help
recovering or have other
special health needs

If your child needs dental
or eye care

*For more information about limitations and exceptions, see the plan or policy document at www.arkansasbluecross.com/employers/administrative/benefit-certificates.

Outpatient services

Inpatient services

Office visits

Childbirth/delivery professional
services

Childbirth/delivery facility
services

Home health care
Rehabilitation services

Habilitation services

Skilled nursing care
Durable medical equipment

Hospice services
Children’s eye exam

Children’s glasses
Children’s dental check-up

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance
20% coinsurance

20% coinsurance

Not Covered

20% coinsurance
20% coinsurance
20% coinsurance

Not Covered
Not Covered
Not Covered

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance
40% coinsurance
40% coinsurance

Not Covered
40% coinsurance
40% coinsurance
40% coinsurance
Not Covered
Not Covered
Not Covered

(You will pay the most)

---none---

—--none---

Coverage for routine ultrasounds limited
to 1; Maternity care may include tests and
services described elsewhere in the SBC

---none---

---none---

Coverage is limited to 40 visits/calendar year

Outpatient services limited to 30 visits/
person/calendar year

None

Limited to 30 days/calendar year
---none---

---none---

None

None

None
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2026 — 12/31/2026
Arkansas Blue Cross and Blue Shield: BC-5000-80_HDHP_E_21 ($7000/$14,000) Troop - (1) Coverage for: Individual/Family | Plan Type: HSA

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

*Acupuncture * Habilitation services * Routine foot care

+ Cosmetic Surgery * Hearing aids + Weight loss programs
* Dental Care + Long term care

+ Eyeexam + Private-duty nursing

+ Glasses * Routine Eye Care

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

* Bariatric Surgery (Subject to Prior + Chiropractic care (Outpatient rehabilitation * Infertility treatment
Authorization) services limited to 30 ViSitS/person/Calendar . Non-emergency care when trave”ng outside of
year) U.S. (Subject to discretion of the company)

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is:
Arkansas Insurance Department at 1-800-852-5494, the U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/
ebsa/healthreform or contact the plan at 1-800-238-8379. Other coverage options may be available to you too, including buying individual insurance coverage through the
Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide
complete information to submit a claim, appeal or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact the
plan at 1-800-238-8379. You may also contact the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/
healthreform. Additionally, a consumer assistance program can help you file your appeal. The contact information is:
Arkansas Insurance Department
1 Commerce Way, Suite 102, Little Rock, AR 72202
Telephone 1-800-852-5494, Email address: insurance.consumers@arkansas.gov

Does this plan provide Minimum Essential Coverage? Yes.
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid,
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet Minimum Value Standards? Yes.
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-844-662-2276.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-844-662-2276.
Chinese (P X): INRFEF AR, B IT XN 515 1-844-662-2276.

Navajo (Dine): Dinek’ehgo shika at'ohwol ninisingo, kwiijigo holne’ 1-844-662-2276.

To see examples of how this plan might cover costs for a sample medical situation, see the next section. 4 of 5



About These Coverage Examples:

Peg is Having a Baby

(9 months of in-network pre-natal care
and a hospital delivery)

Managing Joe’s type 2 Diabetes
(a year of routine in-network care
of a well-controlled condition)

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts
(deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you
might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Mia’s Simple Fracture
(in-network emergency room visit
and follow up care)

B The plan’s overall deductible
B Specialist coinsurance

B Hospital (facility) coinsurance
B Other coinsurance

$5,000
20%
20%
20%

This EXAMPLE event includes services like:

Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost $12,800
In this example, Peg would pay:
Cost Sharing

Deductibles $5,000

Copayments $0

Coinsurance $1,500

What isn’t covered
Limits or exclusions $70
The total Peg would pay is $6,570

The plan would be responsible for the other costs of these EXAMPLE covered services.

B The plan’s overall deductible $5,000
M Specialist coinsurance 20%
M Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $7,400
In this example, Joe would pay:
Cost Sharing

Deductibles $2,900

Copayments $0

Coinsurance $900

What isn’t covered
Limits or exclusions $60
The total Joe would pay is $3,860

B The plan’s overall deductible $5,000
M Specialist coinsurance 20%
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $1,900
In this example, Mia would pay:
Cost Sharing

Deductibles $1,900

Copayments $0

Coinsurance $0

What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,900
50f5



NOTICE OF LANGUAGE ASSISTANCE, AUXILIARY AIDS/SERVICES AND NON-DISCRIMINATION NOTICE

We provide free language assistance, appropriate auxiliary aids and services, and reasonable modifications to people with disabilities to communicate effectively with
us, such as qualified sign language interpreters, written information in various formats (large print, audio, accessible electronic formats, other formats), and 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 or
contact Customer Service at 1-800-238-8379 (TTY:771) or Civil Rights Coordinator.

ATTENTION: Free language assistance services are available to you. Appropriate auxiliary aids and services to provide information in assessable formats are available
free of charge. Call 1-800-238-8379 (TTY: 711) or speak to your provider.
Spanish: ATENCION: Disponemos de servicios gratuitos de asistencia lingiiistica. También hay disponibles de forma gratuita ayudas y servicios auxiliares
adecuados para proporcionar informacién en formatos accesibles. Llame al
1-800-238-8379 (TTY: 711) o hable con su proveedor.

Chg;—::gi%iﬁmpliﬁed: AR RHERIESRS - I RBRREREEEREATFERANBEINSZRHRS - 152E 1-800-238-8379 (TTY: 711)s XA EH
EEJ’] z ~E e

Chinese Traditional: )% : MR MHRENESHIRYE - UREENESHE TEMEMART - FOEENESEERSIINEN - 5581 1-800-238-8379 (TTY:
711 AR RIS R HE -

Tagalog: PAUNAWA: Available para sa iyo ang mga libreng serbisyo sa tulong sa wika. Available rin nang walang bayad ang mga naaangkop na auxiliary na
tulong at serbisyo para magbigay ng impormasyon sa mga naa-access na format. Tumawag sa 1-800-238-8379 (TTY: 711) o makipag-usap sa iyong provider.

French: ATTENTION : Des services d’assistance linguistique sont gratuitement mis a votre disposition. Des aides et services auxiliaires appropriés visant a
vous informer dans des formats accessibles sont également mis a votre disposition gratuitement. Appelez le 1 800 238 8379 (TTY : 711) ou discutez avec
votre prestataire.

Vietnamese: CHU Y: Cac dich vu hd tro ngén ngir sé& dwoc cung cap mién phi cho quy vi. Cac dich vu va hd tro' giao tiép phu hop nham cung cap thong tin &
cac dinh dang dé tiép can ciing dwoc cung cp hoan toan mién phi. Hay goi 1-800-238-8379 (TTY: 711) hodc trao déi véi nha cung cép ctia quy vi.

German: HINWEIS: |hnen stehen kostenlose Sprachmittlungsdienste zur Verfugung. Entsprechende Hilfsmittel und Dienste zum barrierefreien Zugang zu
Informationen stehen ebenfalls kostenfrei zur Verfiigung. Rufen Sie 1-800-238- 8379 (TTY: 711) an oder sprechen Sie mit Ihrem Leistungserbringer.
Korean: 2|: 22 ©10] X|&l MH|AE 0|83 & USLICL B2 7h58 HA 02 WS XBe7| 93 HEUS BX £Ret MulAE 222 HBFLh
1-800-238-8379 (TTY: 711)H 22 Ho}st ALt B MH|A KIS XHO| A 22[5tM AL,
Russian: BHUMAHUWE! Bam gocTynHbl 6ecnnaTtHble ycnyru a3blkoBon nogaepXku. MNMpruemnemblie BcnoMoraTernbHble cpeAcTBa U yCrnyri no NpegocTaBieHnto
MHdopMaLMM B AOCTYMHbIX hopMaTax Takke npegoctaenstoTcs 6ecnnartHo. MNo3soHuTe no tenedgony 1-800-238-8379 (TTY: 711) unun obpatntechb k CBOEMY
MOCTaBLLMKY YCHYT.

Lo Flhone e L) el il oy oy Claghad) il i £Lal acbandll cllani 5 sy f LS (Flibae ol Al &yl 20buadll i A Mecrabic

Mol pie J &) (719 :TTY) 1-800-238-8379 ) b Joctll 5 5

Hindi: &M &: 3T fog :X[eeh HTST TRTadT JaTd U § | SR Wide H Yo SUas dR & fore Ifad Tgrads wreH iR Iarg ot
f3:3[ew IUTS &1 1-800-238-8379 (TTY: 711) TR I B IT 3T FeTdl ¥ a1 B |




Italian: ATTENZIONE: Ha a disposizione servizi di assistenza linguistica gratuiti. Potra usufruire gratuitamente anche di sussidi e servizi ausiliari appropriati per
ottenere le informazioni in formati accessibili. Chiami il numero 1-800-238-8379 (TTY: 711) o chieda al suo operatore sanitario.

Portuguese: ATENCAO: Servigos gratuitos de assisténcia linguistica estao disponiveis para vocé. Ajudas e servigos auxiliares apropriados para fornecer
informagbes em formatos acessiveis também estado disponiveis gratuitamente. Ligue para 1-800-238-8379 (TTY: 711) ou fale com seu provedor.

French Creole: ATANSYON: Genyen sévis asistans lang gratis disponib pou ou. Epitou, genyen 16t ed ak sevis apwopriye disponib gratis pou ede moun jwenn
enfomasyon nan yon foma ki aksesib. Rele 1-800-238-8379 (TTY: 711) oswa pale ak founise w la.

Polish: UWAGA: moze Pan/Pani skorzysta¢ z bezptatnych ustug pomocy jezykowej. Odpowiednie dodatkowe pomoce i ustugi w zakresie zapewniania dostepu do
informacji w przystepnym formacie rowniez sg dostepne bezptatnie. Prosimy dzwoni¢ pod numer 1-800-238-8379 (TTY: 711) lub porozmawiac¢ z lekarzem.

Japanese: /1% : RO FHE Y A— b —EC A& ZTHHOLLETES. 722y 7 VA7 +r—~y b CHERERMT 2 2o OB 2 EC— 2 ¢ R T A
w7720 & 3. 1-800-238-8379 (TTY: 711) W B EEF L 1272 < 2oy EFHRALE C T & L

NON-DISCRIMINATION NOTICE

Our Company complies with applicable federal and state civil rights laws and does not discriminate, exclude, or treat people differently on the basis of race, color,
national origin, age, disability, or sex.

If you believe that we have failed to provide these language assistance or auxiliary aids and services or discriminated in another way on the basis of race, color, national
origin, age, disability, or sex.

Civil Rights Coordinator

601 Gaines Street, Little Rock, AR 72201

Phone: 1-844-662-2276 (TTY: 711)

You can file a grievance in person, by mail, or by email. If you need help filing a grievance our Civil Rights Coordinator is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights electronically through the Office for Civil Rights
Complaint Portal, available at https://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
Phone: 1-800-368-1019; TDD: 1-800-537-7697

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

01354.01.01-0824
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