Summary of Benefits and Covétdge:this Plan Covers & WoatPay For Covered Services Coverage Period: 1/1/2025 - 12/31/2C
BlueCross and Bluefshigf NebraskaUniversity of Nebraska Coverage for: Individual/Famrign Type: PPO

The Summary of Benefiid Coverage (SBC) documehelpijou choose a health plan. Thet®B& you how you and thengald

share the cost for covered hemkhservices. NOTE: Informeattmut the cost of this plafettdie premium) will beridedl separately.
This is only a summary. FoF mfbrmation about yourregee or to get a copy®ttimplete tesraf coverageyww.NebraskaBlue.c&or
general definitions of commos,teach as allowed amount, balance bitisurac@e, copayment, deductible, prowther_onderlined terms see
the Glossary. You can view the Glossany.atiio.cms.quncall 1-844-201-0763 to request a copy.

Important Questions Answers Why this Matters:

Individual/Family . : R
What is the overall Select In-Network: $300/$600 G(_anerally, you must pay all of the cogtsdvatars up to them:tetdple amount beforz
deductible? In-Network: $450/$900 thls_mn b_eg_ln_s to pay. If you haV(_'—J oiherrfe_amnbers on the policy, they have to mee
— e their own individual deductible until #iéfawadty deductible amount has been met.

Out-of-Network: $650/$1,300

your_deductible. See a list of covered preventive services
at https://www.healthcare.govageareventive-care-benefits/




University of
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_ University dlebraska Coverage Period: 1/1/2025 - 12/31/2C

Sl Services You May N

Medical Event

* For more information about bimtatd exceptions, see the plalcgrgmrument at [www.insert.com].
M23716002-V1 Blue Cross and Blue Shield of Nebraska is an independent licensee of the Blue Cross Blue Shield Association. 30f7
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_ University dlebraska Coverage Period: 1/1/2025 - 12/31/2C

What You Will Pay

Select In-Netwd Out-of-Netwoilk

In-Network Provider (You ill Limitations, Excepﬂp& Other Importa
Information

pay the most

Selufeln Services You May N¢ Provider (You :
Medical Event pay the least Provider

Childbirth/delivery facili

X 15% coinsurance 30% coinsurance 45% coinsurance
services — EE— EE—

* For more information about bimtatd exceptions, see the plalcgrgmrument at [www.insert.com].
M23716002-V1 Blue Cross and Blue Shield of Nebraska is an independent licensee of the Blue Cross Blue Shield Association. 40f7



University dfebraska Coverage Period: 1/1/2025 - 12/31/2C

What You Will Pay

Select In-Netwd Out-of-Netwoik

ng?ég{ng,gm Services You May N¢ Provider (You Ir;:\(l)?/tiv(\j/grrk Provider (You Will iUl I?;(;:;;r)ﬁggcogther eI
pay the least pay the most

Lenses: Lenses: Lenses:
Not covered Not covered Not covered

Children's glasses SIETIEEE SIETIEEE SIETIEEE No coverage for glasses
Not covered Not covered Not covered '
Contacts: Contacts: Contacts:
Not covered Not covered Not covered

Preventive, Simplé@reventive, Simplé&reventive, Simple
and Complex and Complex and Complex

Restorative Restorative Restorative
Children's dental checl:—slée,r\glwces' Not services: Not services: Not No coverage for dental check-up.
covered covered covered
Orthodontic Orthodontic Orthodontic
Services: Services: Services:
Not covered Not covered Not covered

Excluded Services &edtCovered Services:

* For more information about limitations and exaeptioeglan or policy document at [www.insert.com].
M23716002-V1 Blue Cross and Blue Shield of Nebraska is an independent licensee of the Blue Cross Blue Shield Association. 50of 7
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_ University dlebraska Coverage Period: 1/1/2025 - 12/31/2C

Your Rights to Continue Coverhgee are agencies that can help if yda aa@rttnue your coverage after ifléredsontact information for those agsncie

For group health coverage subject to ERISA, the DeparionasrEoilayee Benefits Se@ditynistration at 1-866-48IAEB272) or
www.dol.gov/ebsa/healthreformon-federal governmental group_healtihg@lBepartment of Health and HumeSe&enter for Consumer Inforraaton
Insurance Oversightl-&77-267-2323 x61565va.cciio.cms.gov your employer’s human resources dep&theantoverage options may be available to

you too, including buying individual insurance coveratiethiealthinsurance Marketgiae more information about th

* For more information about bimtatd exceptions, see the plalcgrgmrument at [www.insert.com].
M23716002-V1 Blue Cross and Blue Shield of Nebraska is an independent licensee of the Blue Cross Blue Shield Association. 60of 7



About these Coverage Examples:

The plan’s overall deductible $300
Specialistoinsurance 15%

Hospital (facility) coinsurance 15%



