Gold Plan Summary of Benefits

Kennedy Krieger Institute

Non-Integrated Deductible

In-Network You Pay'2 Out-of-Network You Pay'?

24-HOUR NURSE ADVICE LINE

Free advice from a registered nurse.
Visit www.carefirst.com/needcare to learn
more about your options for care.

WELLBEING PROGRAM & BLUE REWARDS

Visit www.carefirst.com/wellbeing for more
information.

ANNUAL DEDUCTIBLE (Benefit period)*

Individual

Visit www.carefirst.com/doctor to locate providers and facilities

$600

When your doctor is not available, call 800-535-9700 to speak with a registered
nurse about your health questions and treatment options.

You have access to a comprehensive wellbeing program as part of your medical
plan. You also have Blue Rewards, anincentive program where you can get
rewarded for completing certain activities.

| $1,400

Family

$1,200

ANNUAL OUT-OF-POCKET MAXIMUM (Benefit period)®

| $2,800

OFFICE VISITS, LABS AND TESTING

Office Visits for lliness

$20 PCP/$35 Specialist per visit

Medical® ' $3,000 Individual/$6,000 Family | $5,000 Individual/$10,000 Family
PREVENTIVE SERVICES

Well-Child Care (including exams & No charge* Deductible, then 30% of Allowed Benefit
immunizations)

Adult Physical Examination (including No charge* Deductible, then 30% of Allowed Benefit
routine GYN visit)

Breast Cancer Screening No charge* No charge*

Pap Test No charge* No charge*

Prostate Cancer Screening No charge* No charge*

Colorectal Cancer Screening No charge* No charge*

Deductible, then 30% of Allowed Benefit

Convenience Care (retail health clinics such
as CVS Minute Clinic and other participating
retail health clinics)

$5 per visit

$5 per visit

Imaging (MRA/MRS, MRI, PET & CAT scans)’

Deductible, then 10% of Allowed Benefit

Deductible, then 30% of Allowed Benefit

Lab®

Deductible, then 10% of Allowed Benefit

Deductible, then 30% of Allowed Benefit

X-ray® Deductible, then 10% of Allowed Benefit | Deductible, then 30% of Allowed Benefit
Allergy Testing Deductible, then 10% of Allowed Benefit | Deductible, then 30% of Allowed Benefit
Allergy Shots No charge* Deductible, then 30% of Allowed Benefit
Physical, Speech and Occupational Therapy® | $20 per visit Deductible, then 30% of Allowed Benefit
Chiropractic $35 per visit Deductible, then 30% of Allowed Benefit
Acupuncture $35 per visit Deductible, then 30% of Allowed Benefit
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m In-Network You Pay'? Out-of-Network You Pay'?

EMERGENCY SERVICES
Urgent Care Center
Emergency Room—Facility Services

Emergency Room—Physician Services

Ambulance (if medically necessary)

$20 per visit

$50 per visit plus deductible, then 10%
of Allowed Benefit, (waived if admitted)
Deductible, then 10% of Allowed Benefit
(waived if admitted)

$50 per service, then 10% of Allowed
Benefit

HOSPITALIZATION—(Members are responsible for applicable physician and facility fees)

Outpatient Facility Services
Outpatient Physician Services
Inpatient Facility Services

Inpatient Physician Services
HOSPITAL ALTERNATIVES

Home Health Care

Hospice

Skilled Nursing Facility

MATERNITY

Preventive Prenatal and Postnatal Office Visits

Delivery and Facility Services

Artificial and Intrauterine Insemination’®

(limited to up to $20,000 lifetime maximum
combined with IVF including non-iatrogenic

related cryopreservation)

In Vitro Fertilization Procedures'

(limited to up to $20,000 lifetime maximum

combined with Al including non-iatrogenic
related cryopreservation)

Deductible, then 10% of Allowed Benefit
Deductible, then 10% of Allowed Benefit

$200 copay per visit, Deductible, then
10% of Allowed Benefit

Deductible, then 10% of Allowed Benefit

Deductible, then 10% of Allowed Benefit

Deductible, then 10% of Allowed Benefit

$200 per visit plus deductible, then
10% of Allowed Benefit

No charge*

$200 copay per admission, Deductible,
then 10% of Allowed Benefit

Deductible, then 10% of Allowed Benefit
(see plan documents for limitations)

Deductible, then 10% of Allowed Benefit
(see plan documents for limitations)

Deductible, then 30% of Allowed Benefit

$50 per visit plus deductible, then 10%
of Allowed Benefit, (waived if admitted)

In-network deductible, then 30% of
Allowed Benefit (waived if admitted)

$50 per service, then 10% of Allowed
Benefit

Deductible, then 30% of Allowed Benefit
Deductible, then 30% of Allowed Benefit

$200 copay per visit, Deductible, then
30% of Allowed Benefit

Deductible, then 30% of Allowed Benefit

Deductible, then 30% of Allowed Benefit

Deductible, then 30% of Allowed Benefit

$200 per visit plus deductible, then
30% of Allowed Benefit

Deductible, then 30% of Allowed Benefit

$200 copay per admission, Deductible,
then 30% of Allowed Benefit

Deductible, then 30% of Allowed Benefit
(see plan documents for limitations)

Deductible, then 10% of Allowed Benefit
(see plan documents for limitations)

MENTAL HEALTH AND SUBSTANCE USE DISORDER—(Members are responsible for applicable physician and facility fees)

Inpatient Facility Services

Inpatient Physician Services
Outpatient Facility Services
Outpatient Physician Services
Office Visits

MEDICAL DEVICES AND SUPPLIES

Durable Medical Equipment
Hearing Aids

One (1) Per Ear up to $2,000 Per Ear every

36 months
VISION

Routine Exam (limited to $100 maximum
benefit every 2 years)"

Eyeglasses and Contact Lenses (limited to
$150 maximum benefit every 2 years)
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$200 per admission plus deductible, then
10% of Allowed Benefit

Deductible, then 10% of Allowed Benefit
Deductible, then 10% of Allowed Benefit
$20 copay per visit
$20 copay per visit

Deductible, then 10% of Allowed Benefit
No charge*

No Charge*(see plan documents for
limitations)
No Charge*(see plan documents for
limitations)

$200 per admission plus deductible, then
30% of Allowed Benefit

Deductible, then 30% of Allowed Benefit
Deductible, then 30% of Allowed Benefit
Deductible, then 30% of Allowed Benefit
Deductible, then 30% of Allowed Benefit

Deductible, then 30% of Allowed Benefit
No charge*

No Charge*(see plan documents for
limitations)
No Charge*(see plan documents for
limitations)
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*No copayment or coinsurance.

Note: Allowed Benefit is the fee that participating, in-network providers have agreed to accept for a particular covered service. The provider
cannot charge the member more than this amount for any covered service. Example: Dr. Carson charges $100 to see a sick patient. To be part
of CareFirst's network, he has agreed to accept $50 for the visit. The member will pay their copay/coinsurance and deductible (if applicable)
and CareFirst will pay the remaining amount up to $50.

This summary is for comparison purposes only and does not create rights not given through the benefit plan. Not all services and
procedures are covered by your benefits contract. Some services may have limitations or exclusions. For more information about
plan benefits, limitations, exclusions and conditions of coverage, or for a copy of the complete terms of coverage please contact
your employer or CareFirst.

1 When multiple services are rendered on the same day by more than one provider, Member payments are required for each provider.

2 This plan uses a provider network. In-network doctors and healthcare providers are those that are part of the plan’s network (also known as
participating providers). When an in-network provider is chosen, Members pay the lowest out-of-pocket costs. Members should confirm the
plan's network and check with providers before accessing services.

3 If your plan has Out-of-Network coverage: Out-of-network doctors and healthcare providers have not contracted with CareFirst. If you
choose to receive care from an out-of-network provider, you can expect to pay more and, in some cases, may be responsible for the entire
amount billed. Members should confirm the plan's network and check with providers before accessing services.

4 Generally, you must pay all the costs from provider up to the deductible amount before this plan begins to pay. If you have other family
member(s) on the plan, each family member may need to meet their own individual deductible, OR all family members may combine to meet
the overall family deductible before the plan begins to pay, depending upon plan coverage. Please refer to your contract for further details.

5 The out-of-pocket limit is the most you could pay in a plan year for covered services. If you have other family member(s) on the plan, each
family member may need to meet their own out-of-pocket limits, OR all family members may combine to meet the overall family out-of-
pocket limit, depending upon plan coverage. Please refer to your contract for further details.

6 If plan has integrated medical and prescription drug, both contribute to the plan's out-of-pocket maximum. If plan has separate out-of-
pocket maximums, medical and drug expenses accumulate independently.

7 CloseKnit is a registered Trademark owned by, and is the trade name of, Atlas Health, LLC. Atlas Health, LLC d/b/a and is providing in person
and telehealth services to CareFirst members. Atlas Health, LLC is a corporate affiliate within the CareFirst, Inc. corporate umbrella of
companies.

8 There are no visit limits for Physical, Speech or Occupational Therapy when included as part of Habilitative Services for Maryland members
under the age of 19 or Washington, D.C. members under the age of 21, or for the treatment of Autism Spectrum Disorder for Virginia
members.

9 Members accessing laboratory tests, x-rays, and specialty imaging services inside the CareFirst Service Area (Maryland, Washington, D.C.,
Northern Virginia) must use a designated Contracting Provider and/or Contracting Facility which may include a non-hospital/freestanding
facility for In-Network benefits.

10 Members who are unable to conceive have coverage for the evaluation of infertility services performed to confirm an infertility diagnosis,
and some treatment options for infertility. Preauthorization required.

For BlueChoice HMO, BlueChoice HMO Referral and BlueChoice Plus plans, members must live or work within the CareFirst service
area of Maryland, Washington, D.C. or Northern Virginia.

Note: For Members enrolling in CareFirst BlueChoice plan, a Primary Care Provider (PCP) must be selected upon enrollment.

Carehitst &9

CareFirst BlueCross BlueShield is the shared business name of CareFirst of Maryland, Inc. and Group Hospitalization and Medic al Services, Inc., which are independent licensees of
the Blue Cross and Blue Shield Association. BLUE CROSS®, BLUE SHIELD® and the Cross and Shield Symbols are registered service marks of the Blue Cross and Blue Shield
Association, an association of independent Blue Cross and Blue Shield Plans.
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Notice of Nondiscrimination and
Availability of Language Assistance Services

[UPDATED 4M5/2025)

CareFirst BlueCross BlueShield, CareFirst BlueChoice, Inc., CareFirst Diversified Benefits and all of their
corporate affiliates (CareFirst) comply with applicable federal civil rights laws and do not discriminate on the
basis of race, color, national origin, age, disability or sex. CareFirst does not exclude people or treat them
differently because of race, color, national origin, age, disability or sex.

CareFirst:

m Provides free aid 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)
B 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, please call 855-258-6518.

If you believe CareFirst 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 with our Carefirst Civil Rights
Coordinator by mail, fax or email. If you need help filing a grievance, our CareFirst Civil Rights Coordinator is
available to help you.

To file a grievance regarding a violatlon of federal civil rights, please contact the Clvil Rights Coordinator
as Indicated below. Please do not send payments, clalms Issues, or other documentation to this office,

Civil Rights Coordinator, Corporate Office of Civil Rights

Mailing Address P.0. Box 14858
Lexington, KY 40512

Email Address civilrightscoordinator@carefirst.com

Telephone Number 410-528-7820
Fax Number 410-505-201

You can also file a civil rights complaint with the U.5. Department of Health and Human Services,
Office for Civil Rights electronically through the Office for Civil Rights Complaint portal, available at
https:/focrportal.hhs.gow/ocr/portallobby.jsf or by mail or phone at:

L5 Departrnent of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

800-368-1019, 800-537-7897 (TDD)

Complaint forms are available at http:/fwww.hhs.gov/ocr/office/file/index.hitml.

Carafirs Bluelross Slathisid i the shared business name of Canefirss of Mangland, Inc. and Group Sospitalization and Medcal Serdoes, inc. Camefirst of Mardand, inc, Group
Hersplralization ard Mistical Senvicis, o, CaneFirs: Bluednoice, Inc., Tre Daeital Mebwor and First Cane, Inc ane indepandint boardees of the Blue Crods and Blue Shidd Assoction. Inthe
Diwrier of Columiia and Manydand, CarfFirst ad Plus i the business naeraof First Cars, Inc. In ingini, Came®irss MdPhs s S business namie of Fiest Care, Inc. of Marytand {used in i
byt First Caini, Ire ) Thi BLUE CRIOSS™ aind BLUE S=1ELD® aind v Criogs: anad Shiid Symbals ane miginiied Seivice manks of the Blue Cross and Bl Shisld Assoolation, an assddation of
indapandent Blos Cross and Blos Shisld Plans.



Attention (English): This notice coniains information aboui your inswwance coverage. It may contain key daies
and vou may need to take action by certain deadiines. Fou have the vight to get this information andassisiance in
vourlanguage ai no cost. Members should call the phone number on the back of their ideniification card. All
others may call 833-238-63 18 andwall through the dialogue untilprompiedio push 0. When an agent answers,
state the language you need and vouwill be connecied to an interpreter.

ACRCF (Amharic) TMANLE:- 2V TINAOLF NA R8T B4TF 0LE EHAS hh@A R #5-120F N4 AL RTTFo- PrLI 1IEF
FE AATLF A IHUT 04T #6034 A8 H EFane BT oo LE PO9orTd WG FATOH® REF NETEP L TH 0099774 o014 hi P
g hiFs hee A0Ef NCSP IRHECT AR DEAmPRo- fhah #TC F~E04 2 s A NHFE 299° 0L hah #7C 835-
2526512 Roa@-0F A1 RLANLYICR 240 P57 oonild AP A28 O o400 TR PrLLia T 258 pio-4t
hHFF® h+CATL 20 B155 0

Edé Yoribé (Yoruba) Itétiléko: Akivési vii ni iwifim nipa isé adéjitofore. O le ni awon dééti patd o sile nilati
ghé ighéseni awon ¢jo ghédéke kan Oni etolati gha iwifin vii ati iranlowo ni édé re lofee. Awon omo-eghe
gbodo penomba fodnitd wa leyinkaadi iddnimo won. Awonmiranle pe 855-258-6318ki o si dird nipase ijirdm
titia o fi so fim o latite 0. Nigbati asojukanba dalim sg édétio fea o si s0 ¢ pomo ogbufokan.

Tiéng Viét (Vietnamese) Chu v Théngbao nay chirathéng tin ve 2 phamvibao hiém ciia quy vi. Théngbao co thé
chira nhing ngay quantrong va quy vicanhanhdong triere mét s6 thonhan nhit dinh. Qv vico quy énnhin
durocthéngtin nay vahd T_rn:rbang ngdnngl cia quy vihoan tnann‘uenphl Cactharh vidnnén goi 56 didn thoai
& mat sau cia thé nhan dang. Tatca nhimgngrdikhacco thé goisd §35-258-6518va n:hl:rhet cuéc déithoai cho
ﬂenhlu duocnhic nhanphim0. Khi mét tong dai vien tra 1o, hiy néurd ngénngi quy vi cinva quy visé dwoc
kétndi véi mét théng dich vién.

Tagalog (Tagalog) Atensyon: Angabisongito ay naglalamanng imponmasyontungkol sa nasasaklawanng
tyong nsurance. Maaanitongmaglamanngmga pinalkamahalagang petsa at maaanngkailangan meng glmawa
ng aksyon ayon sa lang deadline. May karapatanka namaluha angimponmasyongito at tulong sa ivong sanling
wika nangwalang gastos. Dapat tawaganng mga Miyvembro ang mumero ng telepono na nasalikuran ng kamnilang
identification card. Anglahatngiba ay maaaring twmawagsa 355-252-651 8 at maghintay hanggang sa dulo ng
divalogo hanggang sa diktahanna pindutin ang 0. Kapagsumagot ang ahente, sabithin angwika na kailanganmeo
atikokonekta ka sa isanginterpreter.

Espaiiol (Spanish) Atencion: Este avizo contiene informadon sobre su cobertura de seguro. Es posible que
meclhuya fechas clave v que usted tenga que realizar alguna acaon antes de clertas fechas limite. Usted tiene
derecho a obtener esta infonmacion v asistenda en suidioma sin ningin costo. Los asegurados debenlamar al
minmero de teléfono que se encuentra alreverso de sutarjeta deidentificacion. Todoslos demas pueden lamar al
253-238-6318 v esperarla grabaddn hasta que seles indique que deben presionar0. Cuandoun agente de
seguros responda, indique elidioma que necesita v sele cormunicara con un intérprete.



corudl (Russiarn) Bremianme! HacTommee vEeZ0MISHNE COTLPHHT HEGOPMAITHID 0 BAIIEM CTPAXOEOM
obecneger. B HeM MOTVT VEASHMEATECA BAFHEIS TATEL, H 0T BAC MOEET NOTPe00EaTECA ERIIIOTHITE HEKOTOPER
JAeHCTENA J0 OOpeeTeHH0r0 cCpoEd. BeMMeeTe Mpaso OeCIIATHO HOTYIHTE HACTOANINE CEEJSHIA
COMYTCTEYEOIIYVED IOMOINE HA VI00H0M EaM ASEIES. ¥ 9aCTHHEIM CIegyeT 00palaTeci o HoMepy TeaedoHa,
YEA3AHHOMY Ha TELTEHOH CTOPOHe HEeHTHHEAITHOHEOH KEapTel. Boe mpodmne a0 0HSHTE MOTYT SEOHHTE IO
HoMepy 8535-258-651 8 M oammaTe, MOKA B TOTOCOBOM MEHED He OV IeT NpegToseno Haears mrdpy «0x. Tlpm
OTESTE ATEHTA VELFHTE HeTaeME] A3EIE 0 OIISHIA, H EAC CEARYT C NepeB0JUHEOM.

BT (Hindi) €I &: SH DA ATTH S1A7 Fata & G H Fown 21715 §1 8 F5art & 64 767
TafEat &1 Iear@ g 3T 31T o Tl Fag aa-TETS o107 S8 =T 640 &1 HTTH! Tg ATAHET
R Ha T Herar =1 A1 H e 99 & AR ¢ HeFdT ! H9+ 951 95 & Jies BT 717 Bl
FaY 9 el AT TIET | Hed TefT T §55-258-6518 T it d Hahel & HI TTa o 0 Tt o ToIT o Fgr
T, T8 O HaIG & T H1| 718 s Taic o0 & ol 38 71 T8 FaTd HH{ HTH SaEdmR ¥ Faac
T AT S|

Bisds-wiigi (Bassa) Té Diii Cdo! BS nii ke B4 nyo b& ké th gho kpi Bé ni flia-fii-titn nyzz j& dyi. BA nid ke
bédé wé j&& bé b th ké dz wa m3 th ké nyuzz nyu hwz 6 wé béa ké zi. D m3 ni kpé b rh ké b nii ke ké gho-
kpi-kpi t mee dyé dé ni Bidi-widi ma 62 th ké se widi do p22 Kpood nyo bé me da filim-n363 nia dé wai
LD. k335 dein ny=. Nyo t55 séin me di nd0a nid ke: 853-238-6518, ké rh me fo tee BE wa kéz vh gho cE BE rh ké
n363 md3 0 kee dyi padain hwe. D ji ké nyo qo dyi h g3 jilin, po wudu h m3 poe dyiz, ké ny2 4d mu b6 niin
BE o ké ni wudud ma za,

FRT[(Bengaly) TH] FFa: 1T (FIGET AFEE FH FolEs 70 oF 90E| 17 7H] 377 olay YFe TE
17 A E STEEE W AEATE T e Te TTE | EE] VEE FEE SEE 2 9N 919TE 99 NEEe] TeTE
EFTE AT A& | FHEE BT Fa6dTas FRE Y19 996 $9 $a00 39 | 9EE] 855-258-651899F
9 3 0 o508 =7 397 5747 AoH FAW@ A | T4 (] J0E S d (M@ 54 AF1E [@Ea SHE 7 a4
T AEANF (MEE 9 N e F4] 54 |
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MK (Traditional Chinese) 7 E 2. 1 R SRAN: ERI{REs A TTHRAEEN. FEAF D S EEHE]
B AT R PR AR BRI TED. (SRR BEiR s REs. LIEER ST HER IR AR
5. & BERETTEIER madh FEmN EaEaRS. Eifr S A L FAETTESE 855-258-6518, i FIREE]
¥R TR TR 0. EENEESR, R/ IFEFERANGES, SRR OEE L BER.

Izbo {Igbo) Nrubama: Olowa a nwere ozi gbasara mkpuchi nchekwa onwe gi. O nwere ike nwe ubochindi di
mkpa, inwere ike ime ihe tupuufoduubechinjedebe. I nwere ikike inweta oz na enyemakaan’assu gina
alkwughi ugwo o bula. Ndi otu kwesin tkpo akara elowenti din’azunke kaadinjirimara ha Ndi ozo nille nwere
ke tkpo 255-238-6518 wee chere ububo ahume mghe amarryeare ip1 0. Mgbe onye nnochite anya zara, kwuo
asusuichoro, a ga-gjiko g na onyve okowa okwu.

Deutzeh (German) Achtung: Diese Mittethmg enthilt Informationen tiber Thren Versichenmgsschutz. 3ie kann
wichtige Tenmine beinhalten, und Sie miissen gegebenenfalls mnerhalb bestinumter Fristen reagieren. Sie haben
das Fecht, dizze Infornmationenundweitere Unterstiitzung kosterlos in Threr Sprache zu erhalten. Als Mitglied
verwenden Sie bitte die auf der Riickseite Ihrer Karte angegebene Telefonmmamer. Alle anderen Personen rufen
bitte die Murnmmer 855-258-6318 anund wartenaufdie Aufforderung, die Taste 0 zu driicken. Geben Sie dem
Mitarbeiter die gewiinschte S3prache an darnmt er Sie mit einem Dolmetscher verbinden kann

Frangais (French) Attention : cet avis contient des informations sur votre couverture d'assurance. Des dates
mmportantes peuvent v figurer et il se peut que vous deviez entreprendre des démarches avarnt certaimes
echéances. Vous avezle droit d'obtenir gratuitement ces mfonmations et de l'aide dans votre langue. Les membres
doivent appelerle numeéro de télephone figurant a l'ameére deleur carte didentification. Tousles autres peuvent
appelerle 833-238 6312 et, aprés avolr écouté le message, appuyer surle 0lorsquils serontinvitésale faire.
Lorsquun(e) employe(e)répondra, mdiquezla langue que vous souhaitez et vous serez mis(e) enrelation avec un
mnterpréte.

FF o Korean) £2]: 0] EAAMME BE HAHIA ot BRI EEHN ISULE £ 5 SR Y
ZAE Hshokste EF ?lf’ml ETE 4+ JSULE At A= AT WE‘H%*%“ES’-} AEELE
HEPtsUn o)l A2 D FIE 2] HHo]| Q1= A EE HER) 442 Fo] ofd F2
855-238-6512 H 2 2 M5 08 F22t= A EE TIA J’]E-}Elﬂili HEE HFEAA
ZATHHNE DESHIE BF M| Ao] FZa) SEUTH





