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INTRODUCTION

Premera Blue Cross is an Independent Licensee of the Blue Cross Blue Shield Association. The benefits,
limitations, exclusions and other coverage provisions in this booklet are subject to the terms of our contract with
the Group. This booklet is a part of that contract, which is on file in the Group's office and at Premera Blue Cross.
This booklet replaces any other benefit booklet you may have received. The Group has delegated authority to
Premera Blue Cross to use its expertise and judgment as part of the routine operation of the plan to reasonably
apply the terms of the contract for making decisions as they apply to specific eligibility, benefits and claims
situations. This does not prevent you from exercising rights you may have under applicable state or federal law to
appeal, have independent review of our judgment and decisions, or bring a civil lawsuit challenging to any
eligibility or claims determinations under the contract, including our exercise of our judgment and expertise.

This plan will comply with the 2010 federal health care reform law, called the Affordable Care Act (see
Definitions). If Congress, federal or state regulators, or the courts make further changes or clarifications
regarding the Affordable Care Act and its implementing regulations, including changes which become
effective on the beginning of the calendar year, this plan will comply with them even if they are not stated
in this booklet or if they conflict with statements made in this booklet.

Group Name: WA Farm Bureau Healthcare Trust
Effective Date: October 1, 2022
Group Number: 100000105
Plan: Your Choice (Non-Grandfathered)
Certificate Form Number: WFB80250022HP

WFB80250022HP




Discrimination is Against the Law

Premera Blue Cross (Premera) complies with applicable Federal and Washington state civil rights laws and does not dscriminate on the
basis of race, color, national origin, age, disability, sex, gender identity, or sexual orientation. Premera does not exclude people or treat
them differently because of race, color, national origin, age, disability, sex, gender identity, or sexual orientation. Premera provides free
aids and services to people with disabilities to communicate effectively with us, such as qualified sign language interpreters and written
information in ather formats (large print, audio, accessible electronic formats, other formats). Premera provides 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, contact the Civil Rights Coordinator. If you believe that Premera has failed to provide these services or discriminated in anather
way on the basis of race, color, national origin, age, disability, sex, gender identity, or sexual orientation, you can file a grievance with:
Civil Rights Coordinator — Gomplaints and Appeals, PO Box 91102, Seattle, WA 98111, Toll free: 855-332-4535, Fax: 425-918-5592,
TTY: 711, Email AppealsDepartmentIncuiries@Premera.com. You can file a grievance in person or by mail, fax, or email. If you need help
filing a grievance, the Civil Rights Coordinator is available to help you. You can also file a civil rights complaint with the U.S. Department
of Health and Human Services, Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available at

https: Jocrportal.hhs.goviocr/portallobby jsf, or by mail or phone at: U.S. Department of Health and Human Services, 200 Independence
Ave SW, Room 509F, HHH Building, Washington, D.C. 20201, 1-800-368-1019, 800-537-7697 (TOD). Complaint forms are available at
http-/Awww. hhs. gov/ocr/officeffile/index. html. You can also file a civil rights complaint with the Washington State Office of the Insurance
Commissioner, electronically through the Office of the Insurance Commissioner Complaint Portal available at

https: /s insurance wa. govfile-complaint-or-check-your-complaint-status, or by phone at 800-562-6900, 360-586-0241 (TDD).
Complaint forms are available at hitps:/ffortress.wa.gov/oic/onlineservices/ce/publcomplaintinformation.aspx.

Language Assistance

ATENCION: si habla espaficl, tiene a su disposicion servicios gratuitos de asistencia linglistica. Llame al 800-722-1471 (TTY: 711).
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HOW TO USE THIS BOOKLET

This booklet will help you get the most out of your benefits. Every section contains important information, but the
ones below may be particularly useful:

e Summary Of Your Costs — A quick overview of what the plan covers and your costs

e How Providers Affect Your Costs — how using in-network providers will cut your costs

¢ Important Plan Information — Explains the allowed amount and gives you details on the deductible, copays,
coinsurance, and the out-of-pocket maximum.

e Covered Services — details about what's covered

e Prior Authorization — Describes the plan's prior authorization and emergency admission natification
requirements.

e Exclusions — services that are either limited or not covered under this plan

e Who Is Eligible For Coverage? — eligibility requirements for this plan

e How Do | File A Claim? — step-by-step instructions for claims submissions

e Complaints And Appeals — processes to follow if you want to file a complaint or an appeal

¢ Definitions — terms that have specific meanings under this plan. Example: “You” and “your” refer to members
under this plan. “We,” “us” and “our” refer to Premera Blue Cross in Washington and Premera Blue Cross Blue
Shield of Alaska in Alaska.

FOR MORE INFORMATION

You'll find our contact information on the back cover of this booklet. Please call or write Customer Service for help
with:

e Questions about benefits or claims
¢ Questions or complaints about care you receive
e Changes of address or other personal information

You can also get benefit, eligibility and claim information through our Interactive Voice Response system when
you call.

Online information about your plan is at your fingertips whenever you need it

You can use our website to:
Locate a health care provider near you

Get details about the types of expenses you're responsible for and this plan's benefit maximums
Check the status of your claims
Visit our health information resource to learn about diseases, medications, and more
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SUMMARY OF YOUR COSTS

This section shows a summary table of the care covered by your plan. It also explains the amounts you pay. This
section does not go into all the details of your coverage. Please see Covered Services to learn more.

First, here is a quick look at how this plan works. Your costs are subject to all of the following.

The networks. To help control the cost of your care, this plan uses Premera's Heritage Prime network in
Washington. You may be able to save money if you use an in-network provider. For more network details, see
How Providers Affect Your Costs.

The allowed amount. This is the most this plan allows for a covered service. See Important Plan Information
for details. For some covered services, you have to pay part of the allowed amount. This is called your cost-
share. This plan's cost-shares are explained below. You will find the amounts in the summary table.

The copays. These are set dollar amounts you pay at the time you get some services. If the amount billed is
less than the copay, you pay only the amount billed. Copays apply to the out-of-pocket maximum unless stated
otherwise in the summary. The deductible does not apply to most services that require a copay. Any exceptions
are shown in the table.

In-Network Providers

Professional visit copay $30

The deductible. The total allowed amount you pay in each year for in-network and out-of-network providers'
care combined before this plan starts to make payments for your covered healthcare costs. You pay down the
deductible with each claim.

In-Network Providers Out-of-Network Providers
Individual deductible $2,500 Shared with in-network
In-Network Providers Out-of-Network Providers

Family deductible (not shown in the $5,000 Shared with in-network
summary table)

Coinsurance. For some healthcare, you pay a percentage of the allowed amount, and the plan pays the rest.
This booklet calls your percentage “coinsurance.” You pay less coinsurance for many benefits when you use an
in-network provider. Your coinsurance is shown in the summary table.

In-Network Providers  Out-of-Network Providers
Coinsurance 20% 50%

The out-of-pocket maximum (not shown in the summary table). This is the most you pay each calendar year
for any deductibles, copays and coinsurance. Not all the amounts you have to pay count toward the out-of-
pocket maximum. See Important Plan Information for details.

In-Network Providers  Out-of-Network Providers
Individual out-of-pocket maximum $5,000 Shared with in-network

Family out-of-pocket maximum $10,000 Shared with in-network

Prior Authorization. Some services must be approved in advance before you get them, in order to be covered.
See Prior Authorization for details about the types of services and time limits. Some services have special
rules.

This plan complies with state and federal regulations about diabetes medical treatment coverage. Please see the
Preventive Care, Prescription Drug, Home Medical Equipment (HME), Orthotics, Prosthetics And Supplies,
and Foot Care benefits.

1 Your Choice (Non-Grandfathered)
October 1, 2022
100000105



SUMMARY TABLE

The summary table below shows plan limits and what you pay (your cost-shares) for covered services.
Facility in the table below means hospitals or other medical institutions. Professional means doctors, nurses,
and other people who give you your care. No charge means that you do not pay any deductible, copay or
coinsurance for covered services. No cost-shares means that although you do not pay any deductible, copay or
coinsurance for covered services, the provider can bill you for amounts over the allowed amount.

You will not be balanced billed for certain services provided by a non-contracted provider. See the Surprise
Billing Protection section of How Providers Affect Your Costs.

2 Your Choice (Non-Grandfathered)
October 1, 2022
100000105



YOUR SHARE OF THE ALLOWED AMOUNT

BENEFIT

IN-NETWORK PROVIDERS

OUT-OF-NETWORK PROVIDERS

Acupuncture

¢ Office and Clinic Visits
calendar year visit limit: 12 visits

¢ Visits outside an office setting

$30 copay per visit, deductible waived

$2,500 deductible, then 20%
coinsurance

$2,500 deductible, then 50%
coinsurance

$2,500 deductible, then 50%
coinsurance

Allergy Testing And Treatment

$2,500 deductible, then 20%
coinsurance

$2,500 deductible, then 50%
coinsurance

Ambulance

$2,500 deductible, then 20%
coinsurance

$2,500 deductible, then 20%
coinsurance

Blood Products and Services

$2,500 deductible, then 20%
coinsurance

$2,500 deductible, then 50%
coinsurance

Cellular Immunotherapy And
Gene Therapy

Covered as any other in-network
service

Covered as any other out-of-network
service

Chemotherapy and Radiation
Therapy

Professional and facility services

$2,500 deductible, then 20%
coinsurance

$2,500 deductible, then 50%
coinsurance

Clinical Trials
Covers routine patient care during
the trial

Covered as any other service

Covered as any other service

Dental Care

e Dental Anesthesia (up to age 19
when medically necessary)
¢ Inpatient facility care

¢ Outpatient surgery center
¢ Anesthesiologist
e Dental Injury
e Exams to determine treatment
needed

e Treatment

$2,500 deductible, then 20%
coinsurance

$2,500 deductible, then 20%
coinsurance

$30 copay per visit, deductible waived

$2,500 deductible, then 20%
coinsurance

$2,500 deductible, then 50%
coinsurance

$2,500 deductible, then 50%
coinsurance

$2,500 deductible, then 50%
coinsurance

$2,500 deductible, then 50%
coinsurance

Diagnostic X-Ray, Lab, And
Imaging for medical conditions or
symptoms

Tests, lab, imaging and scans
(First $500 shared between in and
out-of-network diagnostic and out-
of-network preventive services)

First $500 no charge, then $2,500
deductible, then 20% coinsurance

First $500 no charge, then $2,500
deductible, then 50% coinsurance

Dialysis

For permanent kidney failure. See
the Dialysis benefit for detalils.

e During Medicare's waiting period

o After Medicare's waiting period

$2,500 deductible, then 20%
coinsurance

No charge

$2,500 deductible, then 50%
coinsurance

No cost-shares
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YOUR SHARE OF THE ALLOWED AMOUNT

BENEFIT

IN-NETWORK PROVIDERS

OUT-OF-NETWORK PROVIDERS

Emergency Room

e Facility charges
You may have additional costs
for other services. Examples are

X-rays or lab tests. See those
covered services for details.

The copay is waived if you are
admitted as an inpatient through
the emergency room. The copay
is waived if you are transferred
and admitted to a different
hospital directly from the
emergency room.

e Professional services

$200 copay per visit, then $2,500
deductible, then 20% coinsurance

$2,500 deductible, then 20%
coinsurance

$200 copay per visit, then $2,500
deductible, then 20% coinsurance

$2,500 deductible, then 20%
coinsurance

Foot Care

such as trimming nails or corns,
when medically necessary due to a
medical condition

¢ |n an office or clinic

o All other settings

$30 copay per visit, deductible waived

$2,500 deductible, then 20%
coinsurance

$2,500 deductible, then 50%
coinsurance

$2,500 deductible, then 50%
coinsurance

Home Health Care
calendar year visit limit: 130 visits

e Home visits

e Prescription drugs billed by the
home health agency

$2,500 deductible, then 20%
coinsurance

$2,500 deductible, then 50%
coinsurance

Home Medical Equipment (HME),
Orthotics, Prosthetics And
Supplies

e Sales tax for covered items

¢ Foot orthotics and therapeutic
shoes

e Medical vision hardware

$2,500 deductible, then 20%
coinsurance

$2,500 deductible, then 50%
coinsurance

Hospice Care
Lifetime limit for terminal illness: 6
months

Lifetime limit for non-terminal
illness: none

Inpatient stay limit: 30 days
Home visits: Unlimited

Respite care: 240 hours lifetime
max

¢ Inpatient facility care

e Home and respite care

e Prescription drugs billed by the
hospice

$2,500 deductible, then 20%
coinsurance

$2,500 deductible, then 20%
coinsurance

$2,500 deductible, then 20%
coinsurance

$2,500 deductible, then 50%
coinsurance

$2,500 deductible, then 50%
coinsurance

$2,500 deductible, then 50%
coinsurance
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YOUR SHARE OF THE ALLOWED AMOUNT

BENEFIT

IN-NETWORK PROVIDERS

OUT-OF-NETWORK PROVIDERS

Hospital
¢ Inpatient Care

e Professional

o Facility
e Outpatient Care

e Professional*

o Facility

$2,500 deductible, then 20%
coinsurance

$2,500 deductible, then 20%
coinsurance

$2,500 deductible, then 20%
coinsurance

$2,500 deductible, then 20%
coinsurance

$2,500 deductible, then 50%
coinsurance

$2,500 deductible, then 50%
coinsurance

$2,500 deductible, then 50%
coinsurance

$2,500 deductible, then 50%
coinsurance

Infusion Therapy

$2,500 deductible, then 20%
coinsurance

$2,500 deductible, then 50%
coinsurance

Mastectomy and Breast
Reconstruction

o Office and clinic visits

e Surgery and other professional
services

¢ |npatient facility care

$30 copay per visit, deductible waived

$2,500 deductible, then 20%
coinsurance

$2,500 deductible, then 20%
coinsurance

$2,500 deductible, then 50%
coinsurance

$2,500 deductible, then 50%
coinsurance

$2,500 deductible, then 50%
coinsurance

Maternity Care

Care during pregnancy, childbirth
and after the baby is born. See the
Preventive Care benefit for routine
exams and tests during pregnancy.

Abortion is also covered.
e Professional care

¢ Inpatient hospital, birthing
centers and short-stay hospitals

$2,500 deductible, then 20%
coinsurance

$2,500 deductible, then 20%
coinsurance

$2,500 deductible, then 50%
coinsurance

$2,500 deductible, then 50%
coinsurance

Medical Foods
includes phenylketonuria (PKU)

$2,500 deductible, then 20%
coinsurance

$2,500 deductible, then 50%
coinsurance

Medical Transportation

Travel and lodging are covered up
to the IRS limitations. Prior approval
required.

For transplants: limit per
transplant: $7,500

For cellular immunotherapy and
gene therapy: $7,500 per episode
of care

Special criteria are required for
travel benefits to be provided.
Please see the benefit for coverage
details.

$2,500 deductible, then 0%
coinsurance

No charge

$2,500 deductible, then 0%
coinsurance

No charge
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YOUR SHARE OF THE ALLOWED AMOUNT

BENEFIT

IN-NETWORK PROVIDERS

OUT-OF-NETWORK PROVIDERS

Mental Health Care

e Office and clinic visits

e Other professional services

¢ Inpatient and residential facility
care

o Outpatient facility care

$30 copay per visit, deductible waived

$2,500 deductible, then 20%
coinsurance

$2,500 deductible, then 20%
coinsurance

$2,500 deductible, then 20%
coinsurance

$2,500 deductible, then 50%
coinsurance

$2,500 deductible, then 50%
coinsurance

$2,500 deductible, then 50%
coinsurance

$2,500 deductible, then 50%
coinsurance

Neurodevelopmental Therapy
(Habilitation)

See the Mental Health Care benefit
for therapies for mental conditions
such as autism.

e Outpatient care
calendar year visit limit: 25 visits

o Office and clinic visits

¢ Other outpatient services

¢ Inpatient care
calendar year day limit: 30 days

$30 copay per visit, deductible waived

$2,500 deductible, then 20%
coinsurance

$2,500 deductible, then 20%
coinsurance

$2,500 deductible, then 50%
coinsurance

$2,500 deductible, then 50%
coinsurance

$2,500 deductible, then 50%
coinsurance

Newborn Care

¢ Inpatient care
o Office and clinic visits

o Other outpatient services

$2,500 deductible, then 20%
coinsurance

$30 copay per visit, deductible waived

$2,500 deductible, then 20%
coinsurance

$2,500 deductible, then 50%
coinsurance

$2,500 deductible, then 50%
coinsurance

$2,500 deductible, then 50%
coinsurance

Prescription Drug
In no case will you pay more than
the cost of the drug or supply.

Covered Drugs

e Generic drugs
o Preferred brand name drugs

¢ Non-preferred brand name drugs

e Generic drugs
o Preferred brand name drugs

¢ Non-preferred brand name drugs

In-Network Retail Pharmacy
$10 copay
$40 copay
$70 copay

In-Network Mail-Order Pharmacy

$30 copay
$120 copay
$210 copay

Out-Of-Network Retail Pharmacy
$10 copay
plus amounts over the allowed amount

$40 copay
plus amounts over the allowed amount

$70 copay
plus amounts over the allowed amount

Out-Of-Network Mail-Order
Pharmacy

Not covered
Not covered

Not covered
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YOUR SHARE OF THE ALLOWED AMOUNT

BENEFIT

IN-NETWORK PROVIDERS

OUT-OF-NETWORK PROVIDERS

*Your cost-shares for covered
prescription insulin drugs will not
exceed $100 per 30-day supply of
the drug. The deductible does not
apply. Cost-shares for covered
prescri