Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

Dick's Sporting Goods, Inc.: Open Access Plus

Coverage Period: 01/01/2026 - 12/31/2026
Coverage for: Individual/Individual + Family | Plan Type: OAP

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, go online at www.cigna.com/sp. 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.healthcare.gov/sbc-glossary or call 1-800-Cigna24 to request a copy.

Important Questions [Answers | WhyThis Matters:

What is the overall
deductible?

Are there services covered
before you meet your
deductible?

Are there other deductibles

for specific services?

What is the out-of-pocket
limit for this plan?

What is not included in the
out-of-pocket limit?

For in-network providers: $950/individual or $1,900/family
For out-of-network providers: $1,900/individual or $3,800/family

Yes. In-network preventive care & immunizations, office visits,
emergency room visits, in-network urgent care facility visits,
MDLIVE office visits.

No.

For in-network providers: $3,500/individual or $7,000/family
For out-of-network providers: $7,000/individual or $14,000/family
Combined medical/behavioral and pharmacy out-of-pocket limit

Penalties for failure to obtain pre-authorization for services,
premiums, balance-billing charges, and health care this plan
doesn’t cover.

Generally, you must pay all of the costs from providers up to the
deductible amount before this plan begins to pay. If you have
other family members on the plan, each family member must
meet their own individual deductible until the total amount of
deductible expenses paid by all family members meets the
overall family deductible.

This plan covers some items and services even if you haven't yet
met the deductible amount. But a copayment or coinsurance may
apply. For example, this plan covers certain preventive 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/.

You don't have to meet deductibles for specific services.

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.

Even though you pay these expenses, they don't count toward
the out-of-pocket limit.
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Important Questions [Answers | WhyThis Matters:

This plan uses a provider network. You will pay less if you use a
provider in the plan’s network. You will pay the most if you use an
out-of-network provider, and you might receive a bill from a
provider for the difference between the provider’s charge and
what your plan pays (balance billing). Be aware your network
provider might use an out-of-network provider for some services
(such as lab work). Check with your provider before you get
services.

Will you pay less if you use a | Yes. See www.cigna.com or call 1-800-Cigna24 for a list of
network provider? network providers.

Do you need a referral to see
a specialist?

No. You can see the specialist you choose without a referral.

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

What You Will Pa ey .
Common Services You May Need In-Network Provider Out-of-Network Provider M TS, GG, & Oiher
Medical Event y . . Important Information
You will pay the least You will pay the most

$25 copay/office visit*™

Primary care visit to treat an | No charge/MDLIVE visit** o
injury or llness 40% coinsurance None
**Deductible does not apply

$50 copay/office visit**

If you visit a health care
provider's office or clinic

Specialist visit

No charge/MDLIVE visit**

**Deductible does not apply

40% coinsurance

None

Preventive care/ screening/
immunization

No charge
Deductible does not apply

Not covered

You may have to pay for services that
aren’t preventive. Ask your provider if
the services needed are preventive.
Then check what your plan will pay
for.

Diagnostic test (x-ray, blood

work) 20% coinsurance 40% coinsurance None
LVETLEOCLL: Imaging (CT/PET scans
MRI% ) g : 20% coinsurance 40% coinsurance None.
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Limitations, Exceptions, & Other
Important Information

Common [ WhatYouWilPay |
. Services You May Need In-Network Provider Out-of-Network Provider
Medical Event . .
You will pay the least You will pay the most

$10 copay/prescription (retail
30 days), $20
copay/prescription (retail &
home delivery 90 days)
Deductible does not apply
$40 copay/prescription (retail
30 days), $80

Generic drugs (Tier 1) Not covered

Preferred brand drugs (Tier

%) copay/prescription (retail & Not covered
home delivery 90 days)
Deductible does not apply
If you need drugs to treat $75 copay/prescription (retail
e roten Non-preferred brand drugs 30 days), $1.5 0. .
(Tier 3) copay/prescription (retail & Not covered Contact your employer for non-Cigna
More information about home delivery 90 days) coverage
prescription drug coverage Deductible does not apply '
is available at www. Generic: 10% coinsurance up
escripts.com to a maximum of
$100 copay/prescription;
Preferred Brand:
20% coinsurance up to a
Specialty drugs (Tier 4) maximum of Not covered

If you have outpatient
surgery

If you need immediate
medical attention

Facility fee (e.g.,
ambulatory surgery center)
Physician/surgeon fees

Emergency room care

$250 copay/prescription
Non-preferred brand drugs:

10% coinsurance/prescription
30% coinsurance/prescription if

not enrolled in SaveOn)
Deductible does not apply

20% coinsurance

20% coinsurance

$250 copay/visit, plus 20%
coinsurance

Deductible does not apply

40% coinsurance

40% coinsurance

$250 copay/visit, plus 20%
coinsurance

Deductible does not apply

None

None

Per visit copay is waived if admitted.
Out-of-network services are paid at
the in-network cost share.
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What You Will Pa

In-Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other
Important Information

Common .
Medical Event Services You May Need

If you have a hospital stay

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

If you are pregnant

Emergency medical
transportation

Urgent care

Facility fee (e.g., hospital
room)
Physician/surgeon fees

Outpatient services

Inpatient services

Office visits
Childbirth/delivery
professional services

Childbirth/delivery facility
services

You will pay the least

20% coinsurance

No charge/visit
Deductible does not apply

20% coinsurance

20% coinsurance

$25 copay/office visit*
20% coinsurance/all other
services

No charge/MDLIVE office
visit™

**Deductible does not apply

20% coinsurance
20% coinsurance

20% coinsurance

20% coinsurance

You will pay the most

20% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance/office visit
40% coinsurance/all other
services

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

Out-of-network air ambulance
services are paid at the in-network
cost share and deductible. Services
for MH/SA diagnoses will be payable
according to Emergency room care
benefits.

None

None

None

Includes medical services for MH/SA
diagnoses.

Includes medical services for MH/SA
diagnoses.

Primary Care or Specialist benefit
levels apply for initial visit to confirm
pregnancy.

Cost sharing does not apply for
preventive services.

Depending on the type of services, a
copayment, coinsurance or deductible
may apply. Maternity care may
include tests and services described
elsewhere in the SBC (i.e.,
ultrasound).
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Common .
Medical Event Services You May Need

What You Will Pa

In-Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other
Important Information

If you need help
recovering or have other
special health needs

If your child needs dental
or eye care

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

You will pay the least

20% coinsurance

$25 copay/PCP visit**

$50 copay/ Specialist visit**
**Deductible does not apply

$25 copay/PCP visit**

$50 copay/ Specialist visit**
**Deductible does not apply

20% coinsurance

20% coinsurance

20% coinsurance/inpatient
services

20% coinsurance/outpatient
services

Not covered

Not covered

Not covered

You will pay the most

40% coinsurance

40% coinsurance/PCP visit

40% coinsurance/ Specialist
visit

40% coinsurance/PCP visit

40% coinsurance/ Specialist
visit

40% coinsurance

Not covered

40% coinsurance/inpatient
services

40% coinsurance/outpatient
services

Not covered

Not covered

Not covered

Coverage is limited to 100 days
annual max.

16 hour maximum per day (The limit is
not applicable to mental health and
substance use disorder conditions.)
Coverage is limited to annual max of:
120 days per each Rehabilitation and
Cardiac rehab services; 50 days for
Chiropractic care services.

Limits are not applicable to mental
health conditions for Physical, Speech
and Occupational therapies.

Services are covered when Medically
Necessary to treat a mental health
condition (e.g. autism) or a congenital
abnormality.

Limits are not applicable to mental
health conditions for Physical, Speech
and Occupational therapies.
Coverage is limited to 120 days
annual max.

None

None

None
None
None
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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.)

e Cosmetic surgery e Long-term care e Routine eye care (Adult)
e Dental care (Adult) o Non-emergency care when traveling outside the e Routine foot care

e Dental care (Children) U.S. e Weight loss programs

e Eye care (Children) e Private-duty nursing

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

e Acupuncture e Chiropractic care (50 days) e Infertility treatment (provided byProgyny )
o Bariatric Surgery (Provided by Lantern Surgery) e Hearing aids ($3,250 maximum per 36 months)

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: Cigna at 1-800-Cigna24, Department
of Labor’'s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. 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 a 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 on how 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: Cigna Customer service at 1-800-
Cigna24. 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. Contact: Pennsylvania Consumer Assistance Program at (877) 881-6388.

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 the 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.
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Language Access Services:
Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-244-6224.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-244-6224.

Chinese (FX): MR EFEFXHH B |, BIKIT X515 1-800-244-6224.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-244-6224.

70 see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

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

A

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.

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)

Mia's Simple Fracture
(in-network emergency room visit and follow up

m The plan's overall deductible $950
m Specialist copayment $50
m Hospital (facility) coinsurance 20%
m Other coinsurance 20%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (uirasounds and blood work)
Specialist visit (@nesthesia)

Total Example Cost $12,700
In this example, Peg would pay:
Cost Sharing

Deductibles $950
Copayments $40
Coinsurance $2,300

What isn't covered
Limits or exclusions $20
The total Peg would pay is $3,310

m The plan's overall deductible $950
m Specialist copayment $50
m Hospital (facility) coinsurance 20%
m Other coinsurance 20%

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing

Deductibles $120
Copayments $800
Coinsurance $0

What isn't covered
Limits or exclusions $40
The total Joe would pay is $960

care)
m The plan's overall deductible $950
m Specialist copayment $50
m Hospital (facility) coinsurance 20%
m 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 $2,800
In this example, Mia would pay:
Cost Sharing

Deductibles $950
Copayments $500
Coinsurance $200

What isn't covered
Limits or exclusions $0
The total Mia would pay is $1,650

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

Plan Name: Traditional PPO Plan Ben Ver: 35 Plan ID: 37398622
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Discrimination is against the law.

Medical coverage

Cigna Healthcare complies with applicable Federal civil rights laws
and does not discriminate on the basis of race, color, national
origin, age, disability, or sex. Cigna Healthcare does not exclude
people or treat them differently because of race, color, national
origin, age, disability, or sex.

Cigna Healthcare:

e Provides free aids and services to people with disabilities to
communicate effectively with us, such as:

— Qualified sign language interpreters

— Written information in other formats (large print, audio,
accessible electronic formats, other formats)

* Provides free language services to people whose primary language
is not English, such as:

— Quadlified interpreters
— Information written in other languages

If you need these services, contact customer service at the toll-free
number shown on your ID card, and ask a Customer Service Associate
for assistance.
\ 0 ’
-\Ys,
>0

cigna

healthcare

If you believe that Cigna Healthcare 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 by sending an
email to ACAGrievance@Cigna.com or by writing to the following
address:

Cigna Healthcare

Nondiscrimination Complaint Coordinator
P.O.Box 188016

Chattanooga, TN 37422

If you need assistance filing a written grievance, please call the number
on the back of your ID card or send an email to
ACAGrievance@Cigna.com. 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 2020l
1.800.368.1019, 800.537.7697 (TDD)

Complaint forms are available at
https://www.hhs.gov/civil-rights/filing-a-complaint/complaint-
process/index.html

(igna Healthcare products and services are provided exclusively by or through operating subsidiaries of The Cigna Group, including Cigna Health and Life Insurance Company, Connecticut General Life Insurance Company, Evernorth Behavioral Health, Inc,,
Evernorth Care Solutions, Inc. and HMO or service company subsidiaries of Cigna Health Corporation, including Cigna HealthCare of Arizona, Inc., Cigna HealthCare of California, Inc., Cigna HealthCare of Colorado, Inc., Cigna HealthCare of Connecticut, Inc,,
(igna HealthCare of Florida, Inc., Cigna HealthCare of Georgia, Inc., Cigna HealthCare of Illinois, Inc., Cigna HealthCare of Indiana, Inc., Cigna HealthCare of St. Louis, Inc., Cigna HealthCare of North Carolina, Inc, Cigna HealthCare of New Jersey, Inc,,
(igna HealthCare of South Caroling, Inc., Cigna HealthCare of Tennessee, Inc., and Cigna HealthCare of Texas, Inc. ATTENTION: If you speak languages other than English, language assistance services, free of charge are available to you. For current
(igna customers, call the number on the back of your ID card. Otherwise, call 1.800.244.6224 (TTY: Dial 711). ATENCION: Si usted habla un idioma que no sea inglés, tiene a su disposicién servicios gratuitos de asistencia lingifstica. Si es un cliente actual de
(igna, llame al nimero que figura en el reverso de su tarjeta de identificacién. Sino lo es, llame al 1.800.244.6224 (los usuarios de TTY deben llamar al 711).

896375f 3/24 © 2024 Cigna Healthcare


https://www.hhs.gov/civil-rights/filing-a-complaint/complaint-process/index.html
https://www.hhs.gov/civil-rights/filing-a-complaint/complaint-process/index.html

Proficiency of Language Assistance Services

English - ATTENTION: Language assistance services, free of charge, are available to you. For current Cigna Healthcare customers, call the
number on the back of your ID card. Otherwise, call 1.800.244.6224 (TTY: Dial 711).

Spanish - ATENCION: Hay servicios de asistencia de idiomas, sin cargo, a su disposicidn. Si es un cliente actual de Cigna Healthcare,
llame al nimero que figura en el reverso de su tarjeta de identificacion. Si no lo es, llame al 1.800.244.6224 (los usuarios de TTY deben
[lamar al 711).

Chinese - i1 & : RMAIRERERIUES BB - 1Y Cigna Healthcare FRAHEF - FHEEELN 1D REEAVHHE - HFFHNE
1.800.244.6224 (BEREEER  GEHE 7N) -

Vietnamese — XIN LUU Y: Quy vi dwoc cép dich vu tro gidp vé ngén ngl mién phi. Danh cho khach hang hién tai cia Cigna Healthcare, vui long goi sb
& mat sau thé Hdi vién. Cac trwvong hop khac xin goi s6 1.800.244.6224 (TTY: Quay s6 711).

Korean - F2|: St 0{E A&StA| = 82, 20 X| 2 MH|AE 222 0|85t == USL|CE ¥1X Cigna Healthcare ZIRIAIEEMNAM = ID 7t=
O U= Motz 2 HESHFHA|R, 7|EF CHE FR0|=1.800.244.6224 (TTY: CHO[Y 712 2 HIsiF A2,

Tagalog - PAUNAWA: Makakakuha ka ng mga serbisyo sa tulong sa wika nang libre. Para sa mga kasalukuyang customer ng

Cigna Healthcare, tawagan ang numero sa likuran ng iyong ID card. O kaya, tumawag sa 1.800.244.6224 (TTY: I-dial ang 711).

Russian - BHUMAHWE: Bam MoryT npegoctaBuTb 6ecnnatHble ycnyrn nepesoaa. Ecnu Bbl yxxe yyactsyeTe B nnaHe Cigna Healthcare,
NO3BOHWUTE N0 HOMEPY, YKasaHHOMY Ha 0bpaTHOMN CTOpOHe Ballel AeHTUMUKALMOHHON KapTOYKWN y4acTHIUKa nnaHa. Ecnu Bbl He
ABNSETECh Y4aCTHUKOM OAHOMO U3 HALLIMX NNaHOB, NO3BOHWUTE NO HOMepy 1.800.244.6224 (TTY: 711).

Anadlll oClay jeb e gl 4800 Juai¥ ela y Gudall Cigna Healthcare stead a3 dalic dulaal) daa jill lead 3L3Y1 cla 5 - Arabic
(71« Jail :TTY) 1.800.244.6224 < Jaail

French Creole - ATANSYON: Gen sévis ed nan lang ki disponib gratis pou ou. Pou kliyan Cigna Healthcare yo, rele nimewo ki déyé kat
ID ou. Sinon, rele nimewo 1.800.244.6224 (TTY: Rele 711).

French - ATTENTION: Des services d’aide linguistique vous sont proposés gratuitement. Si vous étes un client actuel de Cigna Healthcare,
veuillez appeler le numéro indiqué au verso de votre carte d’identité. Sinon, veuillez appeler le numéro 1.800.244.6224 (ATS : composez le
numeéro 711).

Portuguese - ATENCAO: Tem ao seu dispor servicos de assisténcia linguistica, totalmente gratuitos. Para clientes Cigna Healthcare
atuais, ligue para o numero gque se encontra no verso do seu cartdo de identificacdo. Caso contrario, ligue para 1.800.244.6224
(Dispositivos TTY: marque 711).

Polish - UWAGA: w celu skorzystania z dostepnej, bezptatnej pomocy jezykowej, obecni klienci firmy Cigna Healthcare moga
dzwoni¢ pod numer podany na odwrocie karty identyfikacyjnej. Wszystkie inne osoby prosimy o skorzystanie z numeru

1800 244 6224 (TTY: wybierz 711).

Japanese - ;TEFIA | AXFEEZINDHEG. BHOSHEEJEY —CAZTHAVRTET, TREDCigna HealthcareDHEHkIE. IDH— KR
HDEFEES T C. BBREBICTTERLIEETL, TOMDTAIE. 1.800.244.6224 (TTY: 71) £ T. BB/EEICTTERLEELY,

Italian - ATTENZIONE: Sono disponibili servizi di assistenza linguistica gratuiti. Per i clienti Cigna Healthcare attuali, chiamare il numero
sul retro della tessera di identificazione. In caso contrario, chiamare il numero 1.800.244.6224 (utenti TTY: chiamare il numero 711).

German - ACHTUNG: Die Leistungen der Sprachunterstitzung stehen lhnen kostenlos zur Verfllgung. Wenn Sie gegenwartiger
Cigna Healthcare-Kunde sind, rufen Sie bitte die Nummer auf der Rlckseite |hrer Krankenversicherungskarte an. Andernfalls rufen Sie
1.800.244.6224 an (TTY: Wahlen Sie 711).

ot Gl il OIS cady ja4aS gle jladi b [E95] «Cigna Healthcare = ol siia gl p 25 oo 4l )l Lad 4 O O pea 40 ) SaS Sl 4 i — Persian (Farsi)
(258 o8e Hlai |y 711 o lad ol 5280 0 305 il o jlad) 2,80 (i3 1.800.244.6224 o jlad b &) a2 50 3580
896375f 3/24



Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 01/01/2026 - 12/31/2026
Dick's Sporting Goods, Inc.: Open Access Plus Coverage for: Individual/Individual + Family | Plan Type: OAP

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, go online at www.cigna.com/sp. 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.healthcare.gov/sbc-glossary or call 1-800-Cigna24 to request a copy.

Important Questions [Answers | WhyThis Matters:

Generally, you must pay all of the costs from providers up to the
deductible amount before this plan begins to pay. If you have
other family members on the plan, each family member must
meet their own individual deductible until the total amount of
deductible expenses paid by all family members meets the
overall family deductible.

For in-network providers: $2,500/individual or $5,000/family
For out-of-network providers: $5,000/individual or $10,000/family
Combined medical/behavioral and pharmacy deductible

What is the overall
deductible?

Are there_a _otherw No. You don't have to meet deductibles for specific services.
for specific services?

This plan covers some items and services even if you haven't yet
met the deductible amount. But a copayment or coinsurance may

apply. For example, this plan covers certain preventive services

Are there services covered Yes. In-network preventive care & immunizations, office visits,

gggz‘rgtiﬁ:?meet your eMrB?—rl%eg g%i?eo\r/?s\i?ss.'ts’ TNt LR T s vyithout cost-sharing and before you meet your deductible. See a
e list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits/.
For in-network providers: $5,000/individual or $10,000/family The out-of-pocket limit is the most you could pay in a year for
What is the out-of-pocket For out-of-network providers: $10,000/individual or covered services. If you have other family members in this plan,
limit for this plan? $20,000/family they have to meet their own out-of-pocket limits until the overall

Combined medical/behavioral and pharmacy out-of-pocket limit | family out-of-pocket limit has been met.
Penalties for failure to obtain pre-authorization for services,
premiums, balance-billing charges, and health care this plan
doesn’t cover.

What is not included in the
out-of-pocket limit?

Even though you pay these expenses, they don't count toward
the out-of-pocket limit.
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Important Questions [Answers | WhyThis Matters:

This plan uses a provider network. You will pay less if you use a
provider in the plan’s network. You will pay the most if you use an
out-of-network provider, and you might receive a bill from a
provider for the difference between the provider’s charge and
what your plan pays (balance billing). Be aware your network
provider might use an out-of-network provider for some services
(such as lab work). Check with your provider before you get
services.

Will you pay less if you use a | Yes. See www.cigna.com or call 1-800-Cigna24 for a list of
network provider? network providers.

Do you need a referral to see
a specialist?

No. You can see the specialist you choose without a referral.

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

What You Will Pa ey .
Common Services You May Need In-Network Provider Out-of-Network Provider M TS, GG, & Oiher
Medical Event y . . Important Information
You will pay the least You will pay the most

$25 copay/office visit*™

Primary care visit to treat an | No charge/MDLIVE visit** o
injury or llness 40% coinsurance None
**Deductible does not apply

$50 copay/office visit**

If you visit a health care
provider's office or clinic

Specialist visit

No charge/MDLIVE visit**

**Deductible does not apply

40% coinsurance

None

Preventive care/ screening/
immunization

No charge
Deductible does not apply

Not covered

You may have to pay for services that
aren’t preventive. Ask your provider if
the services needed are preventive.
Then check what your plan will pay
for.

Diagnostic test (x-ray, blood

work) 20% coinsurance 40% coinsurance None
LVETLEOCLL: Imaging (CT/PET scans
MRI% ) g : 20% coinsurance 40% coinsurance None
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In-Network Provider

What You Will Pa

Out-of-Network Provider

Limitations, Exceptions, & Other

Important Information

Common .
Medical Event Services You May Need

If you need drugs to treat
your illness or condition

More information about
prescription drug coverage
is available at
www.escripts.com

Generic drugs (Tier 1)

You will pay the least

$10 copay/prescription (retail

30 days), $20
copay/prescription (retail &
home delivery 90 days)

You will pay the most

Not covered

Preferred brand drugs (Tier
2)

$40 copay/prescription (retail
30 days), $80
copay/prescription (retail &
home delivery 90 days)

Not covered

Non-preferred brand drugs
(Tier 3)

$75 copay/prescription (retail
30 days), $150
copay/prescription (retail &
home delivery 90 days)

Not covered

Specialty drugs (Tier 4)

Generic: 10% coinsurance up
to a maximum of

$100 copay/prescription;
Preferred Brand:

20% coinsurance up to a
maximum of

$250 copay/prescription
Non-preferred brand drugs:
10% coinsurance/prescription
30% coinsurance/prescription if
not enrolled in SaveOn)

Not covered

Contact your employer for non-
Cigna coverage.

If you have outpatient
surgery

Facility fee (e.g.,
ambulatory surgery center)

20% coinsurance

40% coinsurance

None

Physician/surgeon fees

20% coinsurance

40% coinsurance

None

If you need immediate
medical attention

Emergency room care

$250 copay/visit, plus 20%
coinsurance
Deductible does not apply

$250 copay/visit, plus 20%
coinsurance
Deductible does not apply

Per visit copay is waived if admitted.
Out-of-network services are paid at

the in-network cost share.
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What You Will Pa

In-Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other
Important Information

Common .
Medical Event Services You May Need

If you have a hospital stay

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

If you are pregnant

Emergency medical
transportation

Urgent care

Facility fee (e.g., hospital
room)
Physician/surgeon fees

Outpatient services

Inpatient services

Office visits
Childbirth/delivery
professional services

Childbirth/delivery facility
services

You will pay the least

20% coinsurance

$50 copay/visit
Deductible does not apply

20% coinsurance

20% coinsurance

$25 copay/office visit*
20% coinsurance/all other
services

No charge/MDLIVE office
visit™

**Deductible does not apply

20% coinsurance
20% coinsurance

20% coinsurance

20% coinsurance

You will pay the most

20% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance/office visit
40% coinsurance/all other
services

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

Out-of-network air ambulance
services are paid at the in-network
cost share and deductible. Services
for MH/SA diagnoses will be payable
according to Emergency room care
benefits.

None

None

None

Includes medical services for MH/SA
diagnoses.

Includes medical services for MH/SA
diagnoses.

Primary Care or Specialist benefit
levels apply for initial visit to confirm
pregnancy.

Cost sharing does not apply for
preventive services.

Depending on the type of services, a
copayment, coinsurance or deductible
may apply. Maternity care may
include tests and services described
elsewhere in the SBC (i.e.,
ultrasound).
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Common .
Medical Event Services You May Need

What You Will Pa

In-Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other
Important Information

If you need help
recovering or have other
special health needs

If your child needs dental
or eye care

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

You will pay the least

20% coinsurance

$25 copay/PCP visit**

$50 copay/ Specialist visit**
**Deductible does not apply

$25 copay/PCP visit**

$50 copay/ Specialist visit**
**Deductible does not apply

20% coinsurance

20% coinsurance

20% coinsurance/inpatient
services

20% coinsurance/outpatient
services

Not covered

Not covered

Not covered

You will pay the most

40% coinsurance

40% coinsurance/PCP visit

40% coinsurance/ Specialist
visit

40% coinsurance/PCP visit

40% coinsurance/ Specialist
visit

40% coinsurance

Not covered

40% coinsurance/inpatient
services

40% coinsurance/outpatient
services

Not covered

Not covered

Not covered

Coverage is limited to 100 days
annual max.

16 hour maximum per day (The limit is
not applicable to mental health and
substance use disorder conditions.)
Coverage is limited to annual max of:
120 days per each Rehabilitation and
Cardiac rehab services; 50 days for
Chiropractic care services.

Limits are not applicable to mental
health conditions for Physical, Speech
and Occupational therapies.

Services are covered when Medically
Necessary to treat a mental health
condition (e.g. autism) or a congenital
abnormality.

Limits are not applicable to mental
health conditions for Physical, Speech
and Occupational therapies.
Coverage is limited to 100 days
annual max.

None

None

None
None
None
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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.)

e Cosmetic surgery e Long-term care e Routine eye care (Adult)
e Dental care (Adult) o Non-emergency care when traveling outside the e Routine foot care

e Dental care (Children) U.S. e Weight loss programs

e Eye care (Children) e Private-duty nursing

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

e Acupuncture e Chiropractic care (50 days) e Infertility treatment (provided by Progyny)
o Bariatric Surgery (Provided by Lantern Surgery) e Hearing aids ($3,250 maximum per 36 months)

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: Cigna at 1-800-Cigna24, Department
of Labor’'s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. 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 a 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 on how 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: Cigna Customer service at 1-800-
Cigna24. 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. Contact: Pennsylvania Consumer Assistance Program at (877) 881-6388.

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 the 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.
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Language Access Services:
Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-244-6224.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-244-6224.

Chinese (FX): MR EFEFXHH B |, BIKIT X515 1-800-244-6224.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-244-6224.

70 see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

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

A

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.

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)

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

m The plan's overall deductible $2,500
m Specialist copayment $50
m Hospital (facility) coinsurance 20%
m Other coinsurance 20%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (uirasounds and blood work)
Specialist visit (@nesthesia)

Total Example Cost $12,700
In this example, Peg would pay:
Cost Sharing

Deductibles $2,500
Copayments $40
Coinsurance $2,000

What isn't covered
Limits or exclusions $20
The total Peg would pay is $4,560

m The plan's overall deductible $2,500
m Specialist copayment $50
m Hospital (facility) coinsurance 20%
m Other coinsurance 20%

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing

Deductibles $120
Copayments $800
Coinsurance $0

What isn't covered
Limits or exclusions $40
The total Joe would pay is $960

m The plan's overall deductible $2,500
m Specialist copayment $50
m Hospital (facility) coinsurance 20%
m 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 $2,800
In this example, Mia would pay:
Cost Sharing

Deductibles $1,090
Copayments $500
Coinsurance $100

What isn't covered
Limits or exclusions $0
The total Mia would pay is $1,690

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

Plan Name: Core HRA Plan-NOT A TRUE HRA PLAN Ben Ver: 35 Plan ID: 37398625
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Discrimination is against the law.

Medical coverage

Cigna Healthcare complies with applicable Federal civil rights laws
and does not discriminate on the basis of race, color, national
origin, age, disability, or sex. Cigna Healthcare does not exclude
people or treat them differently because of race, color, national
origin, age, disability, or sex.

Cigna Healthcare:

e Provides free aids and services to people with disabilities to
communicate effectively with us, such as:

— Qualified sign language interpreters

— Written information in other formats (large print, audio,
accessible electronic formats, other formats)

* Provides free language services to people whose primary language
is not English, such as:

— Quadlified interpreters
— Information written in other languages

If you need these services, contact customer service at the toll-free
number shown on your ID card, and ask a Customer Service Associate
for assistance.
\ 0 ’
-\Ys,
>0

cigna

healthcare

If you believe that Cigna Healthcare 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 by sending an
email to ACAGrievance@Cigna.com or by writing to the following
address:

Cigna Healthcare

Nondiscrimination Complaint Coordinator
P.O.Box 188016

Chattanooga, TN 37422

If you need assistance filing a written grievance, please call the number
on the back of your ID card or send an email to
ACAGrievance@Cigna.com. 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 2020l
1.800.368.1019, 800.537.7697 (TDD)

Complaint forms are available at
https://www.hhs.gov/civil-rights/filing-a-complaint/complaint-
process/index.html

(igna Healthcare products and services are provided exclusively by or through operating subsidiaries of The Cigna Group, including Cigna Health and Life Insurance Company, Connecticut General Life Insurance Company, Evernorth Behavioral Health, Inc,,
Evernorth Care Solutions, Inc. and HMO or service company subsidiaries of Cigna Health Corporation, including Cigna HealthCare of Arizona, Inc., Cigna HealthCare of California, Inc., Cigna HealthCare of Colorado, Inc., Cigna HealthCare of Connecticut, Inc,,
(igna HealthCare of Florida, Inc., Cigna HealthCare of Georgia, Inc., Cigna HealthCare of Illinois, Inc., Cigna HealthCare of Indiana, Inc., Cigna HealthCare of St. Louis, Inc., Cigna HealthCare of North Carolina, Inc, Cigna HealthCare of New Jersey, Inc,,
(igna HealthCare of South Caroling, Inc., Cigna HealthCare of Tennessee, Inc., and Cigna HealthCare of Texas, Inc. ATTENTION: If you speak languages other than English, language assistance services, free of charge are available to you. For current
(igna customers, call the number on the back of your ID card. Otherwise, call 1.800.244.6224 (TTY: Dial 711). ATENCION: Si usted habla un idioma que no sea inglés, tiene a su disposicién servicios gratuitos de asistencia lingifstica. Si es un cliente actual de
(igna, llame al nimero que figura en el reverso de su tarjeta de identificacién. Sino lo es, llame al 1.800.244.6224 (los usuarios de TTY deben llamar al 711).
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Proficiency of Language Assistance Services

English - ATTENTION: Language assistance services, free of charge, are available to you. For current Cigna Healthcare customers, call the
number on the back of your ID card. Otherwise, call 1.800.244.6224 (TTY: Dial 711).

Spanish - ATENCION: Hay servicios de asistencia de idiomas, sin cargo, a su disposicidn. Si es un cliente actual de Cigna Healthcare,
llame al nimero que figura en el reverso de su tarjeta de identificacion. Si no lo es, llame al 1.800.244.6224 (los usuarios de TTY deben
[lamar al 711).

Chinese - i1 & : RMAIRERERIUES BB - 1Y Cigna Healthcare FRAHEF - FHEEELN 1D REEAVHHE - HFFHNE
1.800.244.6224 (BEREEER  GEHE 7N) -

Vietnamese — XIN LUU Y: Quy vi dwoc cép dich vu tro gidp vé ngén ngl mién phi. Danh cho khach hang hién tai cia Cigna Healthcare, vui long goi sb
& mat sau thé Hdi vién. Cac trwvong hop khac xin goi s6 1.800.244.6224 (TTY: Quay s6 711).

Korean - F2|: St 0{E A&StA| = 82, 20 X| 2 MH|AE 222 0|85t == USL|CE ¥1X Cigna Healthcare ZIRIAIEEMNAM = ID 7t=
O U= Motz 2 HESHFHA|R, 7|EF CHE FR0|=1.800.244.6224 (TTY: CHO[Y 712 2 HIsiF A2,

Tagalog - PAUNAWA: Makakakuha ka ng mga serbisyo sa tulong sa wika nang libre. Para sa mga kasalukuyang customer ng

Cigna Healthcare, tawagan ang numero sa likuran ng iyong ID card. O kaya, tumawag sa 1.800.244.6224 (TTY: I-dial ang 711).

Russian - BHUMAHWE: Bam MoryT npegoctaBuTb 6ecnnatHble ycnyrn nepesoaa. Ecnu Bbl yxxe yyactsyeTe B nnaHe Cigna Healthcare,
NO3BOHWUTE N0 HOMEPY, YKasaHHOMY Ha 0bpaTHOMN CTOpOHe Ballel AeHTUMUKALMOHHON KapTOYKWN y4acTHIUKa nnaHa. Ecnu Bbl He
ABNSETECh Y4aCTHUKOM OAHOMO U3 HALLIMX NNaHOB, NO3BOHWUTE NO HOMepy 1.800.244.6224 (TTY: 711).

Anadlll oClay jeb e gl 4800 Juai¥ ela y Gudall Cigna Healthcare stead a3 dalic dulaal) daa jill lead 3L3Y1 cla 5 - Arabic
(71« Jail :TTY) 1.800.244.6224 < Jaail

French Creole - ATANSYON: Gen sévis ed nan lang ki disponib gratis pou ou. Pou kliyan Cigna Healthcare yo, rele nimewo ki déyé kat
ID ou. Sinon, rele nimewo 1.800.244.6224 (TTY: Rele 711).

French - ATTENTION: Des services d’aide linguistique vous sont proposés gratuitement. Si vous étes un client actuel de Cigna Healthcare,
veuillez appeler le numéro indiqué au verso de votre carte d’identité. Sinon, veuillez appeler le numéro 1.800.244.6224 (ATS : composez le
numeéro 711).
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1.800.244.6224 an (TTY: Wahlen Sie 711).
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

Dick's Sporting Goods, Inc.: Choice Fund Open Access Plus HSA

Coverage Period: 01/01/2026 - 12/31/2026
Coverage for: Individual/Individual + Family | Plan Type: OAP

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, go online at www.cigna.com/sp. 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.healthcare.gov/sbc-glossary or call 1-800-Cigna24 to request a copy.

Important Questions [Answers | WhyThis Matters:

What is the overall
deductible?

Are there services covered
before you meet your
deductible?

Are there other deductibles

for specific services?

What is the out-of-pocket
limit for this plan?

What is not included in the
out-of-pocket limit?

For in-network providers: $3,500/individual - employee only or
$7,000/family maximum (no more than $3,500 per individual -
within a family)

For out-of-network providers: $7,000/individual - employee only
or $14,000/family maximum (no more than $7,000 per individual -
within a family)

Combined medical/behavioral and pharmacy deductible

Amount your employer contributes to your account: Up to
$250/individual or $500/family

Yes. In-network preventive care & immunizations, MDLIVE office
visits.

No.

For in-network providers: $7,000/individual - employee only or
$14,000/family maximum (no more than $7,000 per individual -
within a family)

For out-of-network providers: $14,000/individual - employee only
or $28,000/family maximum (no more than $14,000 per individual
- within a family)

Combined medical/behavioral and pharmacy out-of-pocket limit
Penalties for failure to obtain pre-authorization for services,
premiums, balance-billing charges, and health care this plan
doesn'’t cover.

Generally, you must pay all of the costs from providers up to the
deductible amount before this plan begins to pay. If you have
other family members on the plan, each family member must
meet their own individual deductible until the total amount of
deductible expenses paid by all family members meets the
overall family deductible.

This plan covers some items and services even if you haven't yet
met the deductible amount. But a copayment or coinsurance may
apply. For example, this plan covers certain preventive 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/.

You don't have to meet deductibles for specific services.

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.

Even though you pay these expenses, they don't count toward
the out-of-pocket limit.
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Important Questions [Answers | WhyThis Matters:

This plan uses a provider network. You will pay less if you use a
provider in the plan’s network. You will pay the most if you use an
out-of-network provider, and you might receive a bill from a
provider for the difference between the provider’s charge and
what your plan pays (balance billing). Be aware your network
provider might use an out-of-network provider for some services
(such as lab work). Check with your provider before you get
services.

Will you pay less if you use a | Yes. See www.cigna.com or call 1-800-Cigna24 for a list of
network provider? network providers.

Do you need a referral to see
a specialist?

No. You can see the specialist you choose without a referral.

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

What You Will Pa ey .
Common Services You May Need In-Network Provider Out-of-Network Provider M TS, GG, & Oiher
Medical Event y . . Important Information
You will pay the least You will pay the most

If you visit a health care
provider's office or clinic

. i $25 copay/office visit
.P rimary care UB L TEELEN No charge/MDLIVE visit** 40% coinsurance None
injury or iliness . .
Deductible does not apply
$50 copay/office visit
Specialist visit No charge/MDLIVE visit** 40% coinsurance None

**Deductible does not apply

Preventive care/ screening/
immunization

No charge
Deductible does not apply

Not covered

You may have to pay for services that
aren't preventive. Ask your provider if
the services needed are preventive.
Then check what your plan will pay
for.

Diagnostic test (x-ray, blood

work) 20% coinsurance 40% coinsurance None
If you have a test , -
:\ng)ng (CTIPET sans, 1 50% coinsurance 40% coinsurance None
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In-Network Provider

What You Will Pa

Out-of-Network Provider

Limitations, Exceptions, & Other
Important Information

Common .
Medical Event Services You May Need

If you need drugs to treat
your illness or condition

More information about
prescription drug coverage
is available at
www.escripts.com

Generic drugs (Tier 1)

You will pay the least

$10 copay/prescription (retail

30

days), $20 copay/prescription
(retail & home

delivery 90 days)

You will pay the most

Not covered

Preferred brand drugs (Tier
2)

$40 copay/prescription (retail
30

days), $80 copay/prescription
(retail & home

delivery 90 days)

Not covered

Non-preferred brand drugs
(Tier 3)

$75 copay/prescription (retail
30

days), $150 copay/prescription
(retail & home

delivery 90 days)

Not covered

Contact your employer for non-Cigna
coverage.

Specialty drugs (Tier 4)

Generic: 10% coinsurance up
to a maximum of

$100 copay/prescription;
Preferred Brand:

20% coinsurance up to a
maximum of

$250 copay/prescription
Non-preferred brand drugs:
10% coinsurance/prescription
30% coinsurance/prescription if
not enrolled in SaveOn)

Not covered

If you have outpatient
surgery

Facility fee (e.g.,
ambulatory surgery center)

20% coinsurance

40% coinsurance

None

Physician/surgeon fees

20% coinsurance

40% coinsurance

None

If you need immediate
medical attention

Emergency room care

20% coinsurance

20% coinsurance

Out-of-network services are paid at
the in-network cost share and

deductible.
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Common | WhatYouWillPay | Limitations, Exceptions, & Other
Medical Event Services You May Need In-Net.work Provider Out-of-Network Provider Important Information
You will pay the least You will pay the most

Out-of-network air ambulance

E;qufggzorgedlcal 20% coinsurance 20% coinsurance services are paid at the in-network
fansporaion cost share and deductible.

Urgent care 20% coinsurance 40% coinsurance None
Facility fee (e.g., hospital

o o
If you have a hospital stay  room) 201 Col B e Wb goliarEes e
Physician/surgeon fees 20% coinsurance 40% coinsurance None
$25 copay/office visit
20% coinsurance/all other 40% coinsurance/office visit : .
If you need mental health, = Outpatient services services 40% coinsurance/all other :jr}:lu:ssse?edlcal services for MH/SA
behavioral health, or No charge/MDLIVE visit** services g '
substance abuse services **Deductible does not apply
Inpatient services 20% coinsurance 40% coinsurance chludes medical services for MH/SA
iagnoses.
Office visits 20% coinsurance 40% coinsurance Primary Care or Specialist benefit
Childbirth/delivery o o levels apply for initial visit to confirm
professional services 20% coinsurance 40% coinsurance pregnancy.

Cost sharing does not apply for
preventive services.

If you are pregnant Depending on the type of services, a
Childbirth/delivery facility copayment, coinsurance or deductible
services may apply. Maternity care may

include tests and services described
elsewhere in the SBC (i.e.,
ultrasound).

Coverage is limited to 100 days

If you need help annual max.

recovering or have other | Home health care 20% coinsurance 40% coinsurance 16 hour maximum per day (The limit is

special health needs not applicable to mental health and

substance use disorder conditions.)

20% coinsurance 40% coinsurance
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Common .
Medical Event Services You May Need

What You Will Pa

In-Network Provider

Out-of-Network Provider

Rehabilitation services

You will pay the least

$50 copay/ Specialist visit

You will pay the most

40% coinsurance/PCP visit

40% coinsurance/ Specialist
visit

Limitations, Exceptions, & Other
Important Information

Coverage is limited to annual max of:
120 days for each Rehabilitation and
Cardiac rehab services; 50 days for
Chiropractic care services.

Limits are not applicable to mental
health conditions for Physical, Speech
and Occupational therapies.

Habilitation services

$50 copay/ Specialist visit

40% coinsurance/PCP visit

40% coinsurance/ Specialist
visit

Services are covered when Medically
Necessary to treat a mental health
condition (e.g. autism) or a congenital
abnormality.

Limits are not applicable to mental
health conditions for Physical, Speech
and Occupational therapies.

Skilled nursing care

20% coinsurance

40% coinsurance

Coverage is limited to 100 days
annual max.

Durable medical equipment | 20% coinsurance Not covered None
20% coinsurance/inpatient 40% coinsurance/inpatient
Hospice services Services , Services , None
20% coinsurance/outpatient 40% coinsurance/outpatient
services services
if your childineeds dental Ch?ldren's eye exam Not covered Not covered None
or eye care Children's glasses Not covered Not covered None
Children's dental check-up | Not covered Not covered None
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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.)

e Cosmetic surgery e Long-term care e Routine eye care (Adult)
e Dental care (Adult) o Non-emergency care when traveling outside the e Routine foot care

e Dental care (Children) U.S. e Weight loss programs

e Eye care (Children) e Private-duty nursing

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

e Acupuncture e Chiropractic care (50 days) e Infertility treatment (provided byProgyny )
o Bariatric Surgery (Provided by Lantern Surgery) e Hearing aids ($3,250 maximum per 36 months)

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: Cigna at 1-800-Cigna24, Department
of Labor’'s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. 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 a 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 on how 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: Cigna Customer service at 1-800-
Cigna24. 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. Contact: Pennsylvania Consumer Assistance Program at (877) 881-6388.

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 the 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.

Page 6 of 8


https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#excluded-services
https://www.healthcare.gov/sbc-glossary/#plan
https://www.dol.gov/agencies/ebsa/laws-and-regulations/laws/affordable-care-act/
https://www.healthcare.gov/sbc-glossary/#health-insurance
https://www.healthcare.gov/sbc-glossary/#marketplace
https://www.healthcare.gov/sbc-glossary/#marketplace
http://www.healthcare.gov/
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#claim
https://www.healthcare.gov/sbc-glossary/#grievance
https://www.healthcare.gov/sbc-glossary/#appeal
https://www.healthcare.gov/sbc-glossary/#claim
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#claim
https://www.healthcare.gov/sbc-glossary/#appeal
https://www.healthcare.gov/sbc-glossary/#grievance
https://www.healthcare.gov/sbc-glossary/#plan
https://www.dol.gov/agencies/ebsa/laws-and-regulations/laws/affordable-care-act/
https://www.healthcare.gov/sbc-glossary/#appeal
https://www.healthcare.gov/sbc-glossary/#minimum-essential-coverage
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#health-insurance
https://www.healthcare.gov/sbc-glossary/#marketplace
https://www.healthcare.gov/sbc-glossary/#minimum-essential-coverage
https://www.healthcare.gov/sbc-glossary/#premium-tax-credits
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#minimum-value-standard
https://www.healthcare.gov/sbc-glossary/#premium-tax-credits
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#marketplace

Language Access Services:
Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-244-6224.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-244-6224.

Chinese (FX): MR EFEFXHH B |, BIKIT X515 1-800-244-6224.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-244-6224.

70 see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

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

A

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.

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)

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

m The plan's overall deductible $3,500
m Specialist copayment $50
m Hospital (facility) coinsurance 20%
m Other coinsurance 20%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (uirasounds and blood work)
Specialist visit (@nesthesia)

Total Example Cost $12,700
In this example, Peg would pay:
Cost Sharing

Deductibles $3,500
Copayments $10
Coinsurance $1,800

What isn't covered
Limits or exclusions $20
The total Peg would pay is $5,330

m The plan's overall deductible $3,500
m Specialist copayment $50
m Hospital (facility) coinsurance 20%
m Other coinsurance 20%

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing

Deductibles $1,140
Copayments $500
Coinsurance $0

What isn't covered
Limits or exclusions $40
The total Joe would pay is $1,680

m The plan's overall deductible $3,500
m Specialist copayment $50
m Hospital (facility) coinsurance 20%
m 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 $2,800
In this example, Mia would pay:
Cost Sharing

Deductibles $2,790
Copayments $10
Coinsurance $0

What isn't covered
Limits or exclusions $0
The total Mia would pay is $2,800

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

Plan Name: Base HSA HDHPQ Plan Ben Ver: 35 Plan ID: 37398627

Page 8 of 8


https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#cost-sharing
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#excluded-services
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#diagnostic-test
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#primary-care-physician
https://www.healthcare.gov/sbc-glossary/#diagnostic-test
https://www.healthcare.gov/sbc-glossary/#prescription-drugs
https://www.healthcare.gov/sbc-glossary/#durable-medical-equipment
https://www.healthcare.gov/sbc-glossary/#emergency-room-care-emergency-services
https://www.healthcare.gov/sbc-glossary/#diagnostic-test
https://www.healthcare.gov/sbc-glossary/#durable-medical-equipment
https://www.healthcare.gov/sbc-glossary/#rehabilitation-services
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#plan




Discrimination is against the law.

Medical coverage

Cigna Healthcare complies with applicable Federal civil rights laws
and does not discriminate on the basis of race, color, national
origin, age, disability, or sex. Cigna Healthcare does not exclude
people or treat them differently because of race, color, national
origin, age, disability, or sex.

Cigna Healthcare:

e Provides free aids and services to people with disabilities to
communicate effectively with us, such as:

— Qualified sign language interpreters

— Written information in other formats (large print, audio,
accessible electronic formats, other formats)

* Provides free language services to people whose primary language
is not English, such as:

— Quadlified interpreters
— Information written in other languages

If you need these services, contact customer service at the toll-free
number shown on your ID card, and ask a Customer Service Associate
for assistance.
\ 0 ’
-\Ys,
>0

cigna

healthcare

If you believe that Cigna Healthcare 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 by sending an
email to ACAGrievance@Cigna.com or by writing to the following
address:

Cigna Healthcare

Nondiscrimination Complaint Coordinator
P.O.Box 188016

Chattanooga, TN 37422

If you need assistance filing a written grievance, please call the number
on the back of your ID card or send an email to
ACAGrievance@Cigna.com. 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 2020l
1.800.368.1019, 800.537.7697 (TDD)

Complaint forms are available at
https://www.hhs.gov/civil-rights/filing-a-complaint/complaint-
process/index.html

(igna Healthcare products and services are provided exclusively by or through operating subsidiaries of The Cigna Group, including Cigna Health and Life Insurance Company, Connecticut General Life Insurance Company, Evernorth Behavioral Health, Inc,,
Evernorth Care Solutions, Inc. and HMO or service company subsidiaries of Cigna Health Corporation, including Cigna HealthCare of Arizona, Inc., Cigna HealthCare of California, Inc., Cigna HealthCare of Colorado, Inc., Cigna HealthCare of Connecticut, Inc,,
(igna HealthCare of Florida, Inc., Cigna HealthCare of Georgia, Inc., Cigna HealthCare of Illinois, Inc., Cigna HealthCare of Indiana, Inc., Cigna HealthCare of St. Louis, Inc., Cigna HealthCare of North Carolina, Inc, Cigna HealthCare of New Jersey, Inc,,
(igna HealthCare of South Caroling, Inc., Cigna HealthCare of Tennessee, Inc., and Cigna HealthCare of Texas, Inc. ATTENTION: If you speak languages other than English, language assistance services, free of charge are available to you. For current
(igna customers, call the number on the back of your ID card. Otherwise, call 1.800.244.6224 (TTY: Dial 711). ATENCION: Si usted habla un idioma que no sea inglés, tiene a su disposicién servicios gratuitos de asistencia lingifstica. Si es un cliente actual de
(igna, llame al nimero que figura en el reverso de su tarjeta de identificacién. Sino lo es, llame al 1.800.244.6224 (los usuarios de TTY deben llamar al 711).
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Proficiency of Language Assistance Services

English - ATTENTION: Language assistance services, free of charge, are available to you. For current Cigna Healthcare customers, call the
number on the back of your ID card. Otherwise, call 1.800.244.6224 (TTY: Dial 711).

Spanish - ATENCION: Hay servicios de asistencia de idiomas, sin cargo, a su disposicidn. Si es un cliente actual de Cigna Healthcare,
llame al nimero que figura en el reverso de su tarjeta de identificacion. Si no lo es, llame al 1.800.244.6224 (los usuarios de TTY deben
[lamar al 711).

Chinese - i1 & : RMAIRERERIUES BB - 1Y Cigna Healthcare FRAHEF - FHEEELN 1D REEAVHHE - HFFHNE
1.800.244.6224 (BEREEER  GEHE 7N) -

Vietnamese — XIN LUU Y: Quy vi dwoc cép dich vu tro gidp vé ngén ngl mién phi. Danh cho khach hang hién tai cia Cigna Healthcare, vui long goi sb
& mat sau thé Hdi vién. Cac trwvong hop khac xin goi s6 1.800.244.6224 (TTY: Quay s6 711).

Korean - F2|: St 0{E A&StA| = 82, 20 X| 2 MH|AE 222 0|85t == USL|CE ¥1X Cigna Healthcare ZIRIAIEEMNAM = ID 7t=
O U= Motz 2 HESHFHA|R, 7|EF CHE FR0|=1.800.244.6224 (TTY: CHO[Y 712 2 HIsiF A2,

Tagalog - PAUNAWA: Makakakuha ka ng mga serbisyo sa tulong sa wika nang libre. Para sa mga kasalukuyang customer ng

Cigna Healthcare, tawagan ang numero sa likuran ng iyong ID card. O kaya, tumawag sa 1.800.244.6224 (TTY: I-dial ang 711).

Russian - BHUMAHWE: Bam MoryT npegoctaBuTb 6ecnnatHble ycnyrn nepesoaa. Ecnu Bbl yxxe yyactsyeTe B nnaHe Cigna Healthcare,
NO3BOHWUTE N0 HOMEPY, YKasaHHOMY Ha 0bpaTHOMN CTOpOHe Ballel AeHTUMUKALMOHHON KapTOYKWN y4acTHIUKa nnaHa. Ecnu Bbl He
ABNSETECh Y4aCTHUKOM OAHOMO U3 HALLIMX NNaHOB, NO3BOHWUTE NO HOMepy 1.800.244.6224 (TTY: 711).

Anadlll oClay jeb e gl 4800 Juai¥ ela y Gudall Cigna Healthcare stead a3 dalic dulaal) daa jill lead 3L3Y1 cla 5 - Arabic
(71« Jail :TTY) 1.800.244.6224 < Jaail

French Creole - ATANSYON: Gen sévis ed nan lang ki disponib gratis pou ou. Pou kliyan Cigna Healthcare yo, rele nimewo ki déyé kat
ID ou. Sinon, rele nimewo 1.800.244.6224 (TTY: Rele 711).

French - ATTENTION: Des services d’aide linguistique vous sont proposés gratuitement. Si vous étes un client actuel de Cigna Healthcare,
veuillez appeler le numéro indiqué au verso de votre carte d’identité. Sinon, veuillez appeler le numéro 1.800.244.6224 (ATS : composez le
numeéro 711).

Portuguese - ATENCAO: Tem ao seu dispor servicos de assisténcia linguistica, totalmente gratuitos. Para clientes Cigna Healthcare
atuais, ligue para o numero gque se encontra no verso do seu cartdo de identificacdo. Caso contrario, ligue para 1.800.244.6224
(Dispositivos TTY: marque 711).

Polish - UWAGA: w celu skorzystania z dostepnej, bezptatnej pomocy jezykowej, obecni klienci firmy Cigna Healthcare moga
dzwoni¢ pod numer podany na odwrocie karty identyfikacyjnej. Wszystkie inne osoby prosimy o skorzystanie z numeru

1800 244 6224 (TTY: wybierz 711).

Japanese - ;TEFIA | AXFEEZINDHEG. BHOSHEEJEY —CAZTHAVRTET, TREDCigna HealthcareDHEHkIE. IDH— KR
HDEFEES T C. BBREBICTTERLIEETL, TOMDTAIE. 1.800.244.6224 (TTY: 71) £ T. BB/EEICTTERLEELY,

Italian - ATTENZIONE: Sono disponibili servizi di assistenza linguistica gratuiti. Per i clienti Cigna Healthcare attuali, chiamare il numero
sul retro della tessera di identificazione. In caso contrario, chiamare il numero 1.800.244.6224 (utenti TTY: chiamare il numero 711).

German - ACHTUNG: Die Leistungen der Sprachunterstitzung stehen lhnen kostenlos zur Verfllgung. Wenn Sie gegenwartiger
Cigna Healthcare-Kunde sind, rufen Sie bitte die Nummer auf der Rlckseite |hrer Krankenversicherungskarte an. Andernfalls rufen Sie
1.800.244.6224 an (TTY: Wahlen Sie 711).

ot Gl il OIS cady ja4aS gle jladi b [E95] «Cigna Healthcare = ol siia gl p 25 oo 4l )l Lad 4 O O pea 40 ) SaS Sl 4 i — Persian (Farsi)
(258 o8e Hlai |y 711 o lad ol 5280 0 305 il o jlad) 2,80 (i3 1.800.244.6224 o jlad b &) a2 50 3580
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

Dick's Sporting Goods, Inc.: Choice Fund Open Access Plus HSA

Coverage Period: 01/01/2026 - 12/31/2026
Coverage for: Individual/Individual + Family | Plan Type: OAP

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, go online at www.cigna.com/sp. 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.healthcare.gov/sbc-glossary or call 1-800-Cigna24 to request a copy.

Important Questions (Answers | WhyThis Matters:

What is the overall
deductible?

Are there services covered
before you meet your
deductible?

Are there other deductibles

for specific services?

What is the out-of-pocket
limit for this plan?

What is not included in the
out-of-pocket limit?

For in-network providers: $1,700/individual - employee only or
$3,400/family maximum

For out-of-network providers: $3,400/individual - employee only
or $6,800/family maximum

Combined medical/behavioral and pharmacy deductible
Deductible per individual applies when the employee is the only
individual covered under the plan.

Amount your employer contributes to your account: Up to
$500/individual or $1,000/family

Yes. In-network preventive care & immunizations, MDLIVE office
visits.

No.

For in-network providers: $4,000/individual - employee only or
$8,000/family maximum

For out-of-network providers: $8,000/individual - employee only
or $16,000/family maximum

Combined medical/behavioral and pharmacy out-of-pocket limit
Penalties for failure to obtain pre-authorization for services,
premiums, balance-billing charges, and health care this plan
doesn’t cover.

Generally, you must pay all of the costs from providers up to the
deductible amount before this plan begins to pay. If you have
other family members on the policy, the overall family deductible
must be met before the plan begins to pay.

This plan covers some items and services even if you haven't yet
met the deductible amount. But a copayment or coinsurance may
apply. For example, this plan covers certain preventive 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/.

You don't have to meet deductibles for specific services.

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,
the overall family out-of-pocket limit must be met.

Even though you pay these expenses, they don't count toward
the out-of-pocket limit.
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Important Questions [Answers | WhyThis Matters:

This plan uses a provider network. You will pay less if you use a
provider in the plan’s network. You will pay the most if you use an
out-of-network provider, and you might receive a bill from a
provider for the difference between the provider’s charge and
what your plan pays (balance billing). Be aware your network
provider might use an out-of-network provider for some services
(such as lab work). Check with your provider before you get
services.

Will you pay less if you use a | Yes. See www.cigna.com or call 1-800-Cigna24 for a list of
network provider? network providers.

Do you need a referral to see
a specialist?

No. You can see the specialist you choose without a referral.

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

What You Will Pa ey .
Common Services You May Need In-Network Provider Out-of-Network Provider M TS, GG, & Oiher
Medical Event y . . Important Information
You will pay the least You will pay the most

If you visit a health care
provider's office or clinic

. i $25 copay/office visit
.P rimary care UB L TEELEN No charge/MDLIVE visit** 40% coinsurance None
injury or iliness . .
Deductible does not apply
$50 copay/office visit
Specialist visit No charge/MDLIVE visit** 40% coinsurance None

**Deductible does not apply

Preventive care/ screening/
immunization

No charge
Deductible does not apply

Not covered

You may have to pay for services that
aren't preventive. Ask your provider if
the services needed are preventive.
Then check what your plan will pay
for.

Diagnostic test (x-ray, blood

work) 20% coinsurance 40% coinsurance None
If you have a test , -
:\ng)ng (CTIPET sans, 1 50% coinsurance 40% coinsurance None
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Common | WhatVouWillPay Limitations, Exceptions, & Other
Medical Event Services You May Need In-Net.work Provider Out-of-Network Provider Important Information
You will pay the least You will pay the most

If you need drugs to treat
your illness or condition

More information about
prescription drug coverage
is available at
www.escripts.com

Generic drugs (Tier 1)

$10 copay/prescription (retail
30 days), $20
copay/prescription (retail &
home delivery 90 days)

Not covered

Preferred brand drugs (Tier
2)

$40 copay/prescription (retail
30

days), $80 copay/prescription
(retail & home

delivery 90 days)

Not covered

Non-preferred brand drugs
(Tier 3)

$75 copay/prescription (retail
30

days), $150 copay/prescription
(retail & home

delivery 90 days)

Not covered

Specialty drugs (Tier 4)

Generic: 10% coinsurance up
to a maximum of

$100 copay/prescription;
Preferred Brand:

20% coinsurance up to a
maximum of

$250 copay/prescription
Non-preferred brand drugs:
10% coinsurance/prescription
30% coinsurance/prescription if
not enrolled in SaveOn)

Not covered

Contact your employer for non-Cigna
coverage.

If you have outpatient
surgery

Facility fee (e.g.,
ambulatory surgery center)

20% coinsurance

40% coinsurance

None

Physician/surgeon fees

20% coinsurance

40% coinsurance

None

If you need immediate
medical attention

Emergency room care

20% coinsurance

20% coinsurance

Out-of-network services are paid at
the in-network cost share and
deductible.
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Common | WhatYouWillPay | Limitations, Exceptions, & Other
Medical Event Services You May Need In-Net.work Provider Out-of-Network Provider Important Information
You will pay the least You will pay the most

Out-of-network air ambulance

E;qufggzorgedlcal 20% coinsurance 20% coinsurance services are paid at the in-network
fansporaion cost share and deductible.

Urgent care 20% coinsurance 40% coinsurance None
Facility fee (e.g., hospital

o o
If you have a hospital stay  room) 201 Col B e Wb goliarEes e
Physician/surgeon fees 20% coinsurance 40% coinsurance None
$25 copay/office visit
20% coinsurance/all other 40% coinsurance/office visit : .
If you need mental health, = Outpatient services services 40% coinsurance/all other :jr}:lu:ssse?edlcal services for MH/SA
behavioral health, or No charge/MDLIVE visit** services g '
substance abuse services **Deductible does not apply
Inpatient services 20% coinsurance 40% coinsurance chludes medical services for MH/SA
iagnoses.
Office visits 20% coinsurance 40% coinsurance Primary Care or Specialist benefit
Childbirth/delivery o o levels apply for initial visit to confirm
professional services 20% coinsurance 40% coinsurance pregnancy.

Cost sharing does not apply for
preventive services.

If you are pregnant Depending on the type of services, a
Childbirth/delivery facility copayment, coinsurance or deductible
services may apply. Maternity care may

include tests and services described
elsewhere in the SBC (i.e.,
ultrasound).

Coverage is limited to 100 days

If you need help annual max.

recovering or have other | Home health care 20% coinsurance 40% coinsurance 16 hour maximum per day (The limit is

special health needs not applicable to mental health and

substance use disorder conditions.)

20% coinsurance 40% coinsurance
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Common .
Medical Event Services You May Need

What You Will Pa

In-Network Provider

Out-of-Network Provider

You will pay the least

You will pay the most

40% coinsurance/PCP visit

Limitations, Exceptions, & Other
Important Information

Coverage is limited to annual max of:
120 days for each Rehabilitation and
Cardiac rehab services; 50 days for
Chiropractic care services.

Rehabilitation services $50 copay visit T el Sl
visit Limits are not applicable to mental
health conditions for Physical, Speech
and Occupational therapies.
Services are covered when Medically
Necessary to treat a mental health
40% coinsurance/PCP visit condition (e.g. autism) or a congenital
Habilitation services $50 copay visit abnormality.

40% coinsurance/ Specialist
visit

Limits are not applicable to mental
health conditions for Physical, Speech
and Occupational therapies.

Skilled nursing care 20% coinsurance 40% coinsurance None
Durable medical equipment | 20% coinsurance Not covered None
20% coinsurance/inpatient 40% coinsurance/inpatient
Hospice services SeIvIces : SEIVICeS , None
20% coinsurance/outpatient 40% coinsurance/outpatient
services services
If your child needs dental Ch?ldren’s eye exam Not covered Not covered None
or eye care Children's glasses Not covered Not covered None
Children's dental check-up | Not covered Not covered None
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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.)

e Cosmetic surgery e Long-term care e Routine eye care (Adult)
e Dental care (Adult) o Non-emergency care when traveling outside the e Routine foot care

e Dental care (Children) U.S. e Weight loss programs

e Eye care (Children) e Private-duty nursing

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

e Acupuncture e Chiropractic care (50 days) e Infertility treatment (provided by Progyny)
o Bariatric Surgery (Provided by Lantern Surgery) e Hearing aids ($3,250 maximum per 36 months)

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: Cigna at 1-800-Cigna24, Department
of Labor’'s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. 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 a 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 on how 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: Cigna Customer service at 1-800-
Cigna24. 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. Contact: Pennsylvania Consumer Assistance Program at (877) 881-6388.

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 the 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.
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Language Access Services:
Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-244-6224.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-244-6224.

Chinese (FX): MR EFEFXHH B |, BIKIT X515 1-800-244-6224.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-244-6224.

70 see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

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

A

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.

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)

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

m The plan's overall deductible $1,700
m Specialist copayment $50
m Hospital (facility) coinsurance 20%
m Other coinsurance 20%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (uirasounds and blood work)
Specialist visit (@nesthesia)

Total Example Cost $12,700
In this example, Peg would pay:
Cost Sharing

Deductibles $1,700
Copayments $40
Coinsurance $2,200

What isn't covered
Limits or exclusions $20
The total Peg would pay is $3,960

m The plan's overall deductible $1,700
m Specialist copayment $50
m Hospital (facility) coinsurance 20%
m Other coinsurance 20%

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing

Deductibles $1,140
Copayments $500
Coinsurance $0

What isn't covered
Limits or exclusions $40
The total Joe would pay is $1,680

m The plan's overall deductible $1,700
m Specialist copayment $50
m Hospital (facility) coinsurance 20%
m 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 $2,800
In this example, Mia would pay:
Cost Sharing

Deductibles $1,700
Copayments $300
Coinsurance $70

What isn't covered
Limits or exclusions $0
The total Mia would pay is $2,070

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

Plan Name: Buy Up HSA HDHPQ Plan Ben Ver: 35 Plan ID: 37398629
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Discrimination is against the law.

Medical coverage

Cigna Healthcare complies with applicable Federal civil rights laws
and does not discriminate on the basis of race, color, national
origin, age, disability, or sex. Cigna Healthcare does not exclude
people or treat them differently because of race, color, national
origin, age, disability, or sex.

Cigna Healthcare:

e Provides free aids and services to people with disabilities to
communicate effectively with us, such as:

— Qualified sign language interpreters

— Written information in other formats (large print, audio,
accessible electronic formats, other formats)

* Provides free language services to people whose primary language
is not English, such as:

— Quadlified interpreters
— Information written in other languages

If you need these services, contact customer service at the toll-free
number shown on your ID card, and ask a Customer Service Associate
for assistance.
\ 0 ’
-\Ys,
>0

cigna

healthcare

If you believe that Cigna Healthcare 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 by sending an
email to ACAGrievance@Cigna.com or by writing to the following
address:

Cigna Healthcare

Nondiscrimination Complaint Coordinator
P.O.Box 188016

Chattanooga, TN 37422

If you need assistance filing a written grievance, please call the number
on the back of your ID card or send an email to
ACAGrievance@Cigna.com. 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 2020l
1.800.368.1019, 800.537.7697 (TDD)

Complaint forms are available at
https://www.hhs.gov/civil-rights/filing-a-complaint/complaint-
process/index.html

(igna Healthcare products and services are provided exclusively by or through operating subsidiaries of The Cigna Group, including Cigna Health and Life Insurance Company, Connecticut General Life Insurance Company, Evernorth Behavioral Health, Inc,,
Evernorth Care Solutions, Inc. and HMO or service company subsidiaries of Cigna Health Corporation, including Cigna HealthCare of Arizona, Inc., Cigna HealthCare of California, Inc., Cigna HealthCare of Colorado, Inc., Cigna HealthCare of Connecticut, Inc,,
(igna HealthCare of Florida, Inc., Cigna HealthCare of Georgia, Inc., Cigna HealthCare of Illinois, Inc., Cigna HealthCare of Indiana, Inc., Cigna HealthCare of St. Louis, Inc., Cigna HealthCare of North Carolina, Inc, Cigna HealthCare of New Jersey, Inc,,
(igna HealthCare of South Caroling, Inc., Cigna HealthCare of Tennessee, Inc., and Cigna HealthCare of Texas, Inc. ATTENTION: If you speak languages other than English, language assistance services, free of charge are available to you. For current
(igna customers, call the number on the back of your ID card. Otherwise, call 1.800.244.6224 (TTY: Dial 711). ATENCION: Si usted habla un idioma que no sea inglés, tiene a su disposicién servicios gratuitos de asistencia lingifstica. Si es un cliente actual de
(igna, llame al nimero que figura en el reverso de su tarjeta de identificacién. Sino lo es, llame al 1.800.244.6224 (los usuarios de TTY deben llamar al 711).
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Proficiency of Language Assistance Services

English - ATTENTION: Language assistance services, free of charge, are available to you. For current Cigna Healthcare customers, call the
number on the back of your ID card. Otherwise, call 1.800.244.6224 (TTY: Dial 711).

Spanish - ATENCION: Hay servicios de asistencia de idiomas, sin cargo, a su disposicidn. Si es un cliente actual de Cigna Healthcare,
llame al nimero que figura en el reverso de su tarjeta de identificacion. Si no lo es, llame al 1.800.244.6224 (los usuarios de TTY deben
[lamar al 711).

Chinese - i1 & : RMAIRERERIUES BB - 1Y Cigna Healthcare FRAHEF - FHEEELN 1D REEAVHHE - HFFHNE
1.800.244.6224 (BEREEER  GEHE 7N) -

Vietnamese — XIN LUU Y: Quy vi dwoc cép dich vu tro gidp vé ngén ngl mién phi. Danh cho khach hang hién tai cia Cigna Healthcare, vui long goi sb
& mat sau thé Hdi vién. Cac trwvong hop khac xin goi s6 1.800.244.6224 (TTY: Quay s6 711).

Korean - F2|: St 0{E A&StA| = 82, 20 X| 2 MH|AE 222 0|85t == USL|CE ¥1X Cigna Healthcare ZIRIAIEEMNAM = ID 7t=
O U= Motz 2 HESHFHA|R, 7|EF CHE FR0|=1.800.244.6224 (TTY: CHO[Y 712 2 HIsiF A2,

Tagalog - PAUNAWA: Makakakuha ka ng mga serbisyo sa tulong sa wika nang libre. Para sa mga kasalukuyang customer ng

Cigna Healthcare, tawagan ang numero sa likuran ng iyong ID card. O kaya, tumawag sa 1.800.244.6224 (TTY: I-dial ang 711).

Russian - BHUMAHWE: Bam MoryT npegoctaBuTb 6ecnnatHble ycnyrn nepesoaa. Ecnu Bbl yxxe yyactsyeTe B nnaHe Cigna Healthcare,
NO3BOHWUTE N0 HOMEPY, YKasaHHOMY Ha 0bpaTHOMN CTOpOHe Ballel AeHTUMUKALMOHHON KapTOYKWN y4acTHIUKa nnaHa. Ecnu Bbl He
ABNSETECh Y4aCTHUKOM OAHOMO U3 HALLIMX NNaHOB, NO3BOHWUTE NO HOMepy 1.800.244.6224 (TTY: 711).

Anadlll oClay jeb e gl 4800 Juai¥ ela y Gudall Cigna Healthcare stead a3 dalic dulaal) daa jill lead 3L3Y1 cla 5 - Arabic
(71« Jail :TTY) 1.800.244.6224 < Jaail

French Creole - ATANSYON: Gen sévis ed nan lang ki disponib gratis pou ou. Pou kliyan Cigna Healthcare yo, rele nimewo ki déyé kat
ID ou. Sinon, rele nimewo 1.800.244.6224 (TTY: Rele 711).

French - ATTENTION: Des services d’aide linguistique vous sont proposés gratuitement. Si vous étes un client actuel de Cigna Healthcare,
veuillez appeler le numéro indiqué au verso de votre carte d’identité. Sinon, veuillez appeler le numéro 1.800.244.6224 (ATS : composez le
numeéro 711).

Portuguese - ATENCAO: Tem ao seu dispor servicos de assisténcia linguistica, totalmente gratuitos. Para clientes Cigna Healthcare
atuais, ligue para o numero gque se encontra no verso do seu cartdo de identificacdo. Caso contrario, ligue para 1.800.244.6224
(Dispositivos TTY: marque 711).

Polish - UWAGA: w celu skorzystania z dostepnej, bezptatnej pomocy jezykowej, obecni klienci firmy Cigna Healthcare moga
dzwoni¢ pod numer podany na odwrocie karty identyfikacyjnej. Wszystkie inne osoby prosimy o skorzystanie z numeru

1800 244 6224 (TTY: wybierz 711).

Japanese - ;TEFIA | AXFEEZINDHEG. BHOSHEEJEY —CAZTHAVRTET, TREDCigna HealthcareDHEHkIE. IDH— KR
HDEFEES T C. BBREBICTTERLIEETL, TOMDTAIE. 1.800.244.6224 (TTY: 71) £ T. BB/EEICTTERLEELY,

Italian - ATTENZIONE: Sono disponibili servizi di assistenza linguistica gratuiti. Per i clienti Cigna Healthcare attuali, chiamare il numero
sul retro della tessera di identificazione. In caso contrario, chiamare il numero 1.800.244.6224 (utenti TTY: chiamare il numero 711).

German - ACHTUNG: Die Leistungen der Sprachunterstitzung stehen lhnen kostenlos zur Verfllgung. Wenn Sie gegenwartiger
Cigna Healthcare-Kunde sind, rufen Sie bitte die Nummer auf der Rlckseite |hrer Krankenversicherungskarte an. Andernfalls rufen Sie
1.800.244.6224 an (TTY: Wahlen Sie 711).

ot Gl il OIS cady ja4aS gle jladi b [E95] «Cigna Healthcare = ol siia gl p 25 oo 4l )l Lad 4 O O pea 40 ) SaS Sl 4 i — Persian (Farsi)
(258 o8e Hlai |y 711 o lad ol 5280 0 305 il o jlad) 2,80 (i3 1.800.244.6224 o jlad b &) a2 50 3580
896375f 3/24



Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 01/01/2026 - 12/31/2026
Cigna Health and Life Insurance Co.: Short Term Counseling Coverage for: Individual/Individual + Family | Plan Type: STC

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, go online at www.cigna.com/sp. 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.healthcare.gov/sbc-glossary or _call 1- 877-999-4374 to request a copy.

Important Questions Answers Why This Matters:

What is the overall $0 See the Common Medical Events chart below for your costs for
deductible? services this plan covers.

G LI £ G . See the Common Medical Events chart below for your costs for
before you meet your Not Applicable services this plan Covers

deductible? £an covers.

Are there other deductibles \ : - .

for specific services? No. You don't have to meet deductibles for specific services.

What is the out-of-pocket . This plan does not have an out-of-pocket limit on your

. . Not Applicable

limit for this plan? eXpenses.

What is not included in the This plan does not have an out-of-pocket limit on your

out-of-pocket limit? Not Applicable

Will you pay less if you use a | Yes. See www.cigna.com or call 1- 877-999-4374 for a list of

expenses.

This plan uses a provider network.

network provider? network providers.
Do you need a referral to see ., .
a specialist? No. You can see the specialist you choose without a referral.

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

Services You May Need In-Network Provider Out-of-Network Provider
(You will pay the least) (You will pay the most)

Common

Limitations, Exceptions, & Other

Medical Event Important Information

Primary care visit to treat an
If you visit a health care injury or illness
provider's office or clinic

Not covered Not covered None

See mental/behavioral health and

Specialist visit Not covered Not covered substance abuse disorder section
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Common
Medical Event

Services You May Need

What You Will Pay

In-Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other
Important Information

(You will pay the least)

Ereveptlvg care/ screening/ Not covered Not covered None
immunization
\I/Jvlc?rk;] osfic test (x-ray, blood Not covered Not covered None
IEINEIDRILE: Imaging (CT/PET scans,
MRIs) Not covered Not covered None
If you need drugs to treat | Generic drugs (Tier 1) Not covered Not covered
your iliness or condition ;’)referred brand drugs (Tier Not covered Not covered
More information about None
prescription drug coverage | Non-preferred brand drugs Not d Not d
is available at (Tier 3) ot covere ot covere
WWw.cigna.com
. Facility fee (e.g.,
Lf l}(rm; have outpatient ambulatory surgery center) Not covered Not covered None
gery Physician/surgeon fees Not covered Not covered None
Emergency room care Not covered Not covered
If you need immediate Emergency medical
medical attention transportation Not covered Not covered
Urgent care Not covered Not covered None
. Facility fee (e.g., hospital Not covered Not covered None
If you have a hospital stay | room)
Physician/surgeon fees Not covered Not covered None
No charge/STC - Short Term N .
gyﬁu peef I:nertthal health, Outpatient services Counseling Not covered Coveragg is limited to 5 visits annual
eba:nora l:a ol Not covered/other services Max per Issue
stbstance abuse services Inpatient services Not covered Not covered None
Office visits Not covered Not covered
Childbirth/delivery
If you are pregnant professional services Not covered Not covered
Childbirth/delivery facility
services Not covered Not covered
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Common

Medical Event

If you need help
recovering or have other
special health needs

Services You May Need

What You Will Pay

In-Network Provider
(You will pay the least)

Out-of-Network Provider
(You will pay the most)

Important Information

If your child needs dental
or eye care

Home health care Not covered Not covered None
Rehabilitation services Not covered Not covered None
Habilitation services Not covered Not covered None
Skilled nursing care Not covered Not covered None
Durable medical equipment | Not covered Not covered None
Hospice services Not covered Not covered None
Children's eye exam Not covered Not covered None
Children's glasses Not covered Not covered None
Children's dental check-up | Not covered Not covered None

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.)

e Acupuncture

Bariatric surgery
Cosmetic surgery
Dental care (Adult)
Dental care (Children)

Eye Care (Children)
Facility Fees
Habilitation Services
Hearing Aids

Emergency medical transportation
Emergency room services

e Home Health Care
Hospice services
Infertility treatment
Laboratory services
Long-term care

outpatient services

u.s.

Other practitioner office visit
Physician/surgeon fees
Prescription drugs

pregnancy

Mental/Behavioral health inpatient and

Non-emergency care when traveling outside the

Prenatal/postnatal/delivery inpatient services for

Primary care services
Private-duty nursing
Radiological services
Rehabilitation services
Routine eye care (Adult)
Routine foot care
Skilled nursing
Specialist services
Substance use disorder inpatient and
outpatient services
Urgent care

Weight loss programs

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

e Short Term Counseling (5 visits; per issue)

Page 3 of 5
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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: Cigna at 1-800-Cigna24, California
Department of Insurance at 1-800-927-4357 and Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.gov/ebsa/healthreform. 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 a 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 on how 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: Cigna Customer service at 1-800-

Cigna24. 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 or
California Department of Insurance at 1-800-927-4357. Additionally, a consumer assistance program can help you file your appeal. Contact: California Department of

Managed Health Care Help Center at (888) 466-2219.

Does this plan provide Minimum Essential Coverage? No.
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 the Minimum Value Standards? No.
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 1-800-244-6224.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-244-6224.

Chinese (H30): WA TR E A T IFER), 15IRITIXAN 514 1-800-244-6224.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-244-6224.

To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

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
i E 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.

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)

Mia's Simple Fracture

(in-network emergency room visit and follow up

care)

m The plan's overall deductible N/A
m Specialist coinsurance N/A
m Hospital (facility) coinsurance N/A
m Other coinsurance N/A

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 $12,700

In this example, Peg would pay:

Cost Sharing
Deductibles N/A
Copayments N/A
Coinsurance N/A
What isn't covered
Limits or exclusions $12,700
The total Peg would pay is $12,700

m The plan's overall deductible N/A
m Specialist coinsurance N/A
m Hospital (facility) coinsurance N/A
m Other coinsurance N/A

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 $5,600

In this example, Joe would pay:

Cost Sharing
Deductibles N/A
Copayments N/A
Coinsurance N/A
What isn't covered
Limits or exclusions $5,600
The total Joe would pay is $5,600

m The plan's overall deductible
m Specialist coinsurance

m Hospital (facility) coinsurance
m Other coinsurance

N/A
N/A
N/A
N/A

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
In this example, Mia would pay:

Cost Sharing
Deductibles
Copayments
Coinsurance
What isn't covered
Limits or exclusions
The total Mia would pay is

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

Plan Name: Dick's Sporting Goods, Inc - Short Term Counseling (STC) - CA Ben Ver: 35 Plan ID: 37776622 HP-POL/HP-APP 9/23/12

$2,800

N/A
N/A
N/A

$2,800
$2,800
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No Cost Language Services for customers who live in California and customers who live outside of California who are covered under a
policy issued in California. You can get an interpreter. You can get documents read to you and some sent to you in your language. For help,
call us at the number listed on your ID card or 1-800-244-6224 for Cigna medical/dental or 1-866-421-8629 for mental health/substance
use. For more help, call either the HMO Help Center at 1-888-466-2219 or for Non-HMO plans (e.g. PPO) call the CA Dept. of Insurance
at 1-800-927-4357. English

Servicios de idioma sin costo para asegurados que viven en California y para asegurados que viven fuera de California y que estan cubiertos
por una poéliza emitida en California. Puede obtener un intérprete. Puede hacer que le lean los documentos en espafiol y que le envien
algunos de ellos en ese idioma. Para obtener ayuda, lldmenos al niimero que aparece en su tarjeta de identificaciéon o al
1-800-244-6224 para servicios médicos/dentales de Cigna o al 1-866-421-8629 para la salud mental/consumo de sustancias. Para obtener
ayuda adicional, llame al Centro de ayuda HMO al 1-888-466-2219 o para los planes que no sean HMO (p. ¢j. PPO) llame al Departamento
de Seguros de CA al 1-800-927-4357. Spanish

JRAEENDHERE AR AR R AE NS ME Z BRI S (R R (RATH R A TS e B eE S R - ErTHUS 3R B AR
W o BAMTET DA SO S -sBAE T - SO S A TP SCRRAT SRR 46 15 - ARHUS 8D - S5 T B LA RAV B a5k
15 > BEE 1-800- 244 6224 ¥ Cigna B§J% / S RHBRAE - SUHETT 1-866-421-8629 B 1T MRS NS (i RE / W E fE P -
ARES oAt fmp 8l ZE 1-888-466-2219 £l HMO {00 4% » 2 HMO 5135 (5140 - PPO) 5 E(E

1-800-927-4357 @bﬂj\l‘l{%ﬁﬁ%ﬁﬂ%ﬁéﬁ > Chinese

AtV S Ly sl A 5 5 50l el s gl Ml L) S A 5 7 A Cnaiall e Daml) s L) LS Y 5 (8 Cppaniall o Danll ARISH ¢y 98y Ay g cladd
Al e ol iy me A8y e e ) (e Uy il asluadl e J piaal) il e} Lo Gaany Js i) ) G Be) 5 alla iy o iy
e lunall e 23l o panll 35080l 3 sall e/ il daall 1-866-421-8629 @l o i i) daa / 4udall Cigna wilesdd 1-800-244-6244
AN e L AdS Al il 310 il ((PPO Jiie) HMO st s A1 el ol ol 1-888-466-2219 a1 (e s2el—sdl HMO S s Lef Jmasl

Arabic .1-800-927-4357

7"Elirtl—lof AZFE DM QUM Z OO M LAl HHoR BEE W M2 ZL|0F 0|2 X[Y HF NAHEE 92t 2 A0
M| & Bt 8 MH[AE oM £ %ﬁl—l Ct. 3&-—-_1*01% MFRE 5T MH[AE Lod = QoM 3tx0| 2
H“"E' MFRE HOotEA == %'é."—lﬁt E%OI Lastil 22 2219 D 7tEH0] 7|IH5| Qs =2 CignaQE/flﬂf
OH—H‘:HE(I 800 244-62249) B2 HA HZ/FE AFR O]l T3l 1% ot HH12(1—866—421—8629H._1)§ ASYFHA|IR O B2
20| EQoM E2 HMO ¥ °"u M E{(HMO Help Center), QL H = 1-888-466-2219H 2 2 FO|SFA| 7L} H|-HMO S (0]
PPO)Oﬂ St = 22 ?=-_"E|il’:|—|0f-r H=(CA Dept. of Insurance) 2HL S 1-800-927- 4357“12§ EQﬁH—’F—Q*IS’_. Korean

‘Walang Gastos na Mga Serbisyo sa Wika para sa mga customer na nakatira sa California at mga customer na nakatira sa labas ng
California na sakop ng isang polisiyang inisyu sa California. Makakakuha ka ng interpreter. Maaari mong ipabasa para sa iyo ang mga
dokumento at maaaring ipadala sa iyo ang ilan sa iyong wika. Para sa tulong, tawagan kami sa numerong nakalista sa iyong ID card o sa
1-800-244-6224 para sa medikal/dental ng Cigna o sa 1-866-421-8629 para sa mga kalusugang pangkaisipan/paggamit ng droga. Para sa
karagdagang tulong, tumawag sa HMO Help Center sa 1-888-466-2219 o para sa mga planong Hindi HMO (hal. PPO) tawagan ang CA
Dept. of Insurance sa 1-800-927-4357. Tagalog

Dich vu tr¢ giiip ngdn ngir mién phi cho khich hang sinh sdng trong tiéu bang California va khach hang song ngoai California duoc dai
tho qua mot hop ddng bao hiém y té ky két tai California. Quy vi ¢ thé duogc cép thong dich vién. Quy vi co thé duoc co ngudi doc van
ban cho quy vi hodc dugc nhén tai liéu, vin ban bang ngon ngi cua quy Vi. bPé duoc giup dd, vui long goi cho chung tdi tai so dién thoai
ghi trén thé hoi vién (ID) ctia quy vi hodc goi chuong bao hiém y té/nha khoa Cigna theo sb 1-800-244-6224, hodc goi s6 1-866-421-8629
dé biét thong tin v& chuong trinh cham soc sirc khée tam thin/sir dung chat gay nghién. Dé duoc gitp do thém, vui 1ong goi Trung tim
Tro gitip HMO tai 1-888-466-2219 hodc goi Bd Bao hiém California tai s6 1-800-927-4357 cho cc van dé thudc cac chuong trinh bao
hiém khong thudc loai HMO (nhu cac chuong trinh PPO). Vietnamese

wwhumpmAanwRakag cporRsRsiuisigugm oSy Sibdssizuanshyigmaduisd
iRumenUm ISMBGRUASH NSIGOEFIEMOUISE 4 gRmssgulgwigRURTIMS T
HAMGEIRMSARANIISHA SEaRag: I18jun MManigi uEUNSW AEgIRIguRthy muensnmshiionn
ID TUFGH YIS 1-800-244-6224 ﬁjijtﬂijmhﬁmﬁm/mm Cigna U 1-866-421-8629 FUIUSWMSTUNUGRISMNHIYAN/
mmnﬂﬁﬁmmﬁimjs Cigna*l ﬁjlmﬁﬁsmiﬁmglﬁ simnimﬁgjﬁnnmﬁsm HMO RIBIUS 1-888-466-2219
YATUATESTEEM HMO (555 PPO) GIRSISHRAMMSINURIGM U8 EN MUIUS 1-800-927-43579Khmer

HE3 I AT @I IrIa BE I& 1 ABeISh 29 IR I6 w3 €I arga B8 1 agidgdasmr 3 S99 IS a5 W
FFIIISr fEg 7t A3t I UfsH @ il I=93 I61 3T TIEM TS Aaer J1 IT¢ 3IS I 8 eAs=H UF 9 gEe
7 HS IS W3 I¥ TG 37 7 Al Ia Heegérwamrswérér EPE!B@?FT—',?GTQ 5599 3 7 Cigna NS08/ 3<8 e
1-800-244-6224 3 7 WA 03/ g @ QUi B 1-866-421-8629 3 35 I31 I3 HEE B, 7 3 HMO Hee de9 §
1-888-466-2219 3 <& IJ 7 99 HMO Wra'e (§=7gg S8 PPO) BEF CA © ST f&97T (CA Dept.of Insurance) & 1-800-927-4357
3 2% JJ1 Punjabi



a2 jilia L RIS 534S (ghaal Ay (el gy 50,8 (Baj L ANS & e 5048 i il 5 i€ e (Kt ) LIS 50 a8 il i (o) 0l 4e Baga e O e
il el 4 gl 3 g s 5 350015 ) L 3 4 <S030 48 3850 il i 5 13058 e AES o e S llest 1l e s 5y i
Tk 10 1-800-244-6224 2 Jad Ly 5 31 580 (aladl Canl 008 38 Lol (i 3 S (555 4S (il o Jladi (3350 3l Lo Ly ecSaS il )3 (51 3 58 Jla )

HMO S 38 5o by ¢ iy (S il 33 (6l 5 2 580 Gl 33e 3 5 i e/ 5 Calilags 4elin 6132 1-866-421-8629 » ks Ly L Clgna (5o hilaia/ S 3y
Persian .35 0slai 1-800-927-4357 o jbedi 43 Wi &S dan o lal 43 (PPO Jbis 51 2) HMO L sz sb sl 1 b 5 1-866-466-2219 o ledi 4

FEEIOEEY—ER, BY 7AV=TMIBEZTVORBER. BLE, BV 73 A=THIMIBEENT, BV 7+ 1=T
INZBNTEAIT SN RBROBERN XS, WRNIHATE, BEAAARECRHALET, o, BEHICI>TIER
BRAEBBIICE2b0bH0 £, Y—ERZ2IHLEOFIT, IDI— NZRBOEFEE S, £721XCignal=HK - R —
B R ¢ 1-800-244-6224, FToIFA L H IV A - EFERO D OHEY 1 1-866-421-8629F T IHEE S &V, T Do
BEIWE DL, HMO Help Center : 1-888-466-2219, F721¥Non-HMO~ 7 > (fiil : PPO [ERERIGTHME] ) 2o\ T
. WU T A =T MRBRIT, 1-800-927-4357 % T ZJi##E < 72 &, Japanese

BecniaTHble yeJyrn nepeBofa [l KIHEHTOB, IPOXKUBAIOIIMX Ha TeppuTopun mtaTta Kanudopuus, a Taroke A TeX KIHEHTOB,
KOTOpBbI€ TIPOKHBAIOT 3a €ro MpeseNaMH M UMEIOT CTPaxXoBoii IoNKC, BblAaHHbIH B mrtate Kanudopuus. Bel umeere npaso
BOCIIOIIE30BATHCS YCIyTaMH YCTHOTO MepeBOAYMKA. BaM MOTryT mpouecTh BalllM JOKYMEHTBI, a Takoke BBICIATh MIEPeBO HEKOTOPHIX U3
HHX Ha BalleM si3bike. UToObI MOy HTh IOMOIIb, TO3BOHUTE HAM MO0 HOMEPY, YKa3aHHOMY B Balllel HASHTH(HUKALIMOHHOH KapTe; Mo
BOIPOCAM TOJTyUEHHS MEMLIMHCKUX/CTOMATOIOTMYECKUX yCIyT, okasbiBaeMbix Cigna, mo3Bonure 1o Homepy 1-800-244-6224, no
BOIIPOCAM TICHXUHUECKOTO 310POBbsI/YyNIOTpeOIeH!s HAapKOTHKOB — 1-866-421-8629. J{nst nomyueHus JOMOTHUTETBHONW MOMOLIN
obpatnaiitecs 1160 B Llentp nomnepxku HMO no tenedony 1-888-466-2219 nubo obpainaiitec B MUHICTEPCTBO CTpaxOBaHUsl LITaTa
Kanugopuus (CA Dept. of Insurance) no tenepony 1-800-927-4357 nns nonyuenus napopmaruu B otHotneHnn He HMO nanos
(nanpumep PPO). Russian

Uj&wp Liqujub Swrwympiniiiikp winudubph hwdwp, ndpkp pwldnud o Yuhnpthuwnud b wipudubph hwdwnp,
nypbp puwljynud Eu Ywhbnpuhuyhg nnipu puyg wyuwhnqugpdus i Gwihdnpuhuynid nipgus wuyuhnywuqpniejudp:
Tnip Jupnn bp pupquuihs dkinp phipk: dnip upnn bp hwunwpnpbpp dbp (Eqyny pupbtpgt] ) dtiq hudwp b ipuug dh
Uwup winwibg dkp (kqUny: Oglintpjut hulwp, quilquihwipbp Ukq Akp huplntpyut (ID) wnduh Jpu Gogwé hudwpng ud
1-800-244-6244, Cigna-h pdpjuljuitvwinuwliwpnidwljub Spugph hunfwp jud' 1-866-421-8629 Juippughtt wnnnguyuhwwl
Swnuym pymbtkph hudwp hngblwb wennen ppul/pupwiyniphph oquugnpstwi Rhupni: Lpwugnighs ogn pyui hudwp
quiiquhwipbp Jw t HMO-h Oguntpjuh Jknpnt 1-888-466-2219 hwiwipny fud Ns-HMO spuigpbph hundfwp (ophtnul’ PPO)
quuquhwpbp Gwihdnpuhwgh Uyuhnjugpnipjut fFudwindniip 1-800-927-4357 hunlwipny: Armenian

Cov Kev Pab Txhais Lus Uas Tsis Tau Them Ngqi rau cov ghua uas nyob hauv xeev California thiab cov ghua uas nyob tawm Xeev
California uas tau muaj kev pov fwm los ntawm California. Koj yeej muaj tau tus neeg txhais lus. Koj hais tau kom muab cov ntawv
nyeem rau koj mloog thiab kom muab qgee cov ntaub ntawv txhais ua koj hom lus xa rau. Yog xav tau kev pab, hu rau peb ntawm tus xov
tooj nyob hauv koj daim yuaj ID los sis 1-800-244-6224 rau Cigna chaw pab them nqi kho mob/kho hniav los sis 1-866-421-8629 rau
thov kev pab cuam kev noj gab haus huv fab kev coj cwj pwm los ntawm rau kev coj cwj pwm/kev siv yeeb tshuaj. Yog xav tau kev pab
ntxiv, hu rau HMO Qhov Chaw Muab Kev Pab ntawm tus xov tooj 1-888-466-2219 los sis rau cov chaw pab them nqi kho mob uas Tsis
Koom HMO (piv txwv li yog PPO) hu rau CA Lub Tuam Tsev Tswj Xyuas Txog Kev Tuav Pov Hwm ntawm

1-800-927-4357. Hmong

SfarmIferan iR HiermIaar & arex W& arer Sformiferar 3 ST oifordT & ded Fa fond 77T FIreent & fore e ATwT Fard | 39
Teh GHTTOIAT OTE o el & | 37T 3T S&ciTdsit ol fehell & Ugar Hehdt ¥ 3R o a&ciTdsil el 3T 79T 3 UTE e Fehe! &1 Cigna
FATELY/E & foIT 3T 1D TS W GG AR 1-800-244-6224 TR AT ATATAF TARELA/AY & 30T G Ferar & fow
1-866-421-8629 TR el Y | 31T TeTIaT & forw, HMO TerIdT g IR 1-888-466-2219 WR ahiel &Y AT IR-HMO A3 (3T PPO)
& fOIT 1-800-927-4357 W CA AT fAHTIT (CA Dept. of Insurance) Pl el B Hindi

<o o

uinsmunTeabitdualafane dvsugneiandualudsuedwasit uasianduatuanisuaaviasidedleasy
nMsAuAsaIN L lsnsusssNnaanlusguednasids aasuisaradmudanile aasgusazalvidguanasiv

Aoy waznaliduanasuvdiudvnanilunizzaqa vndasnisauiauia Tusa Insdwvidoisau
wineaassyliuuinsdssidiuasna vdauunaay 1-800-244-6224 & 1m5uL3n1suas Cigna 6NUNI35NEN

WENLNR/Puanssuuag Cignawia 1-866-421-8629 &wmiuuimsuad ﬁ’mﬂmmwﬁm/n’ﬁlﬁmsﬁﬁNadaﬁmqszmm‘lumwﬁﬁ
mnaanIsANNaudatindy Tlsa Tnsdnwvifivauahauladmsunnunisinewenuanuy HMO Nvianaia 1-888-466-2219
vad wisuuaunsinewannalilad HMO aiu PPO) TalsaTnsdwyide Dept. of Insurance uaviguadwadifaivanaa
1-800-927-4357 Thai

824713_d 05/21



DISCRIMINATION IS AGAINST THE LAW

Medical coverage

Cigna complies with applicable Federal civil rights laws and does not discriminate on the basis of race,
color, national origin, age, disability, or sex. Cigna does not exclude people or treat them differently
because of race, color, national origin, age, disability, or sex.

Cigna:
¢ Provides free aids and services to people with disabilities to communicate effectively with us,
such as:
- Qualified sign language interpreters
- Written information in other formats (large print, audio, accessible electronic formats,
other formats)

* Provides free language services to people whose primary language is not English, such as:
- Qualified interpreters
- Information written in other languages

If you need these services, contact customer service at the toll-free number shown on your ID card, and
ask a Customer Service Associate for assistance.

If you believe that Cigna 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 by sending an email
to ACAGrievance@Cigna.com or by writing to the following address:

Cigna

Nondiscrimination Complaint Coordinator
PO Box 188016

Chattanooga, TN 37422

If you need assistance filing a written grievance, please call the number on the back of your ID card
or send an email to ACAGrievance@Cigna.com. 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 -\..‘.“o

- r'd L]
http://www.hhs.gov/ocr/office/file/index.html. ’.‘0'.’
3¢ Cigna.

All Cigna products and services are provided exclusively by or through operating subsidiaries of Cigna
Corporation, including Cigna Health and Life Insurance Company, Connecticut General Life Insurance Company,
Evernorth Care Solutions, Inc., Evernorth Behavioral Health, Inc., Cigna Health Management, Inc., and HMO or
service company subsidiaries of Cigna Health Corporation and Cigna Dental Health, Inc. The Cigna name, logos,
and other Cigna marks are owned by Cigna Intellectual Property, Inc. ATTENTION: If you speak languages other
than English, language assistance services, free of charge are available to you. For current Cigna customers,
call the number on the back of your ID card. Otherwise, call 1.800.244.6224 (TTY: Dial 711). ATENCION: Si usted
habla un idioma que no sea inglés, tiene a su disposicidn servicios gratuitos de asistencia lingUistica. Si es un
cliente actual de Cigna, llame al nimero que figura en el reverso de su tarjeta de identificacion. Si no lo es, llame
al 1.800.244.6224 (los usuarios de TTY deben llamar al 711).
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Proficiency of Language Assistance Services

English - ATTENTION: Language assistance services, free of charge, are available to you. For current Cigna
customers, call the number on the back of your ID card. Otherwise, call 1.800.244.6224 (TTY: Dial 711).

Spanish - ATENCION: Hay servicios de asistencia de idiomas, sin cargo, a su disposicion. Si es un cliente
actual de Cigna, llame al numero que figura en el reverso de su tarjeta de identificacion. Si no lo es, llame
al 1.800.244.6224 (los usuarios de TTY deben llamar al 711).

Chinese - T : Jfo BT E R RS WIS - 5t Cigna WERAZF > sHEEITHY ID REHIAVSE - &
& = 35EFE 1.800.244.6224 (PR « 7)) -

Vietnamese — XIN LUU Y: Quy vi dwoc cap dich vu tro gitip v& ngdn ngir mién phi. Danh cho khach hang hién tai cia
Cigna, vui long goi sb & mat sau thé Hai vién. Cac trudng hop khac xin goi s 1.800.244.6224 (TTY: Quay sb 711).
Korean — 9| ot= 01 & AFESIA|= B2, 20 X[ MH|AE 222 0|83 = JAFLICL HAY Cigna
JHARFLEMAIS ID 7LE SIBI0) Qs M HS 2 ASFAAQ. 7|EF CHE S0 1.800.244.6224

(TTY: CIO| 711)HO 2 HMIS|FMA|L.

Tagalog - PAUNAWA: Makakakuha ka ng mga serbisyo sa tulong sa wika nang libre. Para sa mga
kasalukuyang customer ng Cigna, tawagan ang numero sa likuran ng iyong ID card. O kaya, tumawag sa
1.800.244.6224 (TTY: I-dial ang 711).

Russian — BHUMAHWE: Bam MoryT npefoctaButb 6ecnnartHele ycnyru nepesoga. Ecnn Bbl yxe
yyacTByeTe B nnaHe Cigna, NO3BOHWTE NO HOMEPY, Yka3aHHOMY Ha 0OpaTHOW CTOPOHE BaLleWn
UAEHTNUKALMOHHON KAPTOUKM yYacTHUKa nnaHa. Ecnu Bbl He siBNSeTeCh YYaCTHUKOM OA4HOMO M3 HALLUX
nraHoB, No3BOHUTE No Homepy 1.800.244.6224 (TTY: 711).

Apad i) Sy els e sl 8 )l Juai¥) ela sy Gallall Cigna e Dl o8] dalic 4laall dea il clead oLl els 2 - Arabic
(7N < Juail :TTY) 1.800.244.6224 < Juail )

French Creole - ATANSYON: Gen sevis ed nan lang ki disponib gratis pou ou. Pou kliyan Cigna yo, rele
nimewo ki déye kat ID ou. Sinon, rele nimewo 1.800.244.6224 (TTY: Rele 711).

French - ATTENTION: Des services d’aide linguistique vous sont proposés gratuitement. Si vous étes un
client actuel de Cigna, veuillez appeler le numéro indiqué au verso de votre carte d’identité. Sinon, veuillez
appeler le numéro 1.800.244.6224 (ATS : composez le numéro 711).

Portuguese - ATENCAO: Tem ao seu dispor servicos de assisténcia linguistica, totalmente gratuitos. Para
clientes Cigna atuais, ligue para o nimero gue se encontra no verso do seu cartdo de identificacdo. Caso
contrario, ligue para 1.800.244.6224 (Dispositivos TTY: marque 711).

Polish - UWAGA: w celu skorzystania z dostepnej, bezptatnej pomocy jezykowej, obecni klienci firmy
Cigna moga dzwonic¢ pod numer podany na odwrocie karty identyfikacyjnej. Wszystkie inne osoby
prosimy o skorzystanie z numeru 1800 244 6224 (TTY: wybierz 711).

Japanese - FEEIR AXEEZFEINSHE BROEESZE T —EXZCHIAWRITE T RAEDCgnad
PEXIL. IDH—FEAEDEEZEBZE ST T P EFICTTEIBTET LV, ZDMDA1E.1.800.244.6224 (TTY: 711)
FCHEBHFICTTERTEL,

Italian - ATTENZIONE: Sono disponibili servizi di assistenza linguistica gratuiti. Per i clienti Cigna attuali,
chiamare il numero sul retro della tessera di identificazione. In caso contrario, chiamare il numero
1.800.244.6224 (utenti TTY: chiamare il numero 711).

German - ACHTUNG: Die Leistungen der Sprachunterstltzung stehen lhnen kostenlos zur Verfigung.
Wenn Sie gegenwartiger Cigna-Kunde sind, rufen Sie bitte die Nummer auf der RUckseite Ihrer
Krankenversicherungskarte an. Andernfalls rufen Sie 1.800.244.6224 an (TTY: Wahlen Sie 711).

948 gyl Ly Gl «Cigna cslad ol sisdie oy 0 stise 43151 La 4 98015 &y 3am 4 (il ) S Clad 14a 55 — Persian (Farsi)
15 7T o _ladi 1l 522l o535 (il o jladi) 2 80 il 1.800.244.6224 5 jledi b G gaai) gt 3 2580 ool ol i IS iy
(35S S el
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