Benefits

BY PALO ALTO NETWORKS

All services are in-network only except in the case of a true emergency.

Kiaser 2024

Summary of Benefits and Coverage Documents (SBC)

Coverage basics

$1,600 single coverage

S BNEE Rl rac e $3,200 if you cover any dependents

$3,200 single coverage
$6,400 if you cover
any dependents

$1,500 per person

Annual out-of-pocket maximum : :
P $3,000 family maximum

Preventive Care Services

Preventive Exams & Screenings 100% covered 100% covered

Well Baby & Immunizations 100% covered 100% coverad

Physician Services

You pay 10% after

ffice Visi 20 per visit :
Office Visit & Urgent Care $20 per visi the dedlictible
Online Visit 20 per visit =0 per visit
You pay 10%
: : . ST - after the deductible
Chiropractic Services $15 per visit limited to 30 visits per year SHATAL A LI Ny

(liruted to 30
visits per year)

Hospital Medical Services

You pay 10% after

Inpatient $200 per admission elasiSa
Qutpatient $20 per procedure w}:;;’i;’;ﬁiiz‘:tjf
S el " ihe Aeduibie

Prescriptions (30-Day Retail / 100-Day Mail Order)

$15 retail / Medical deductible then:

Tier 1 - Generic $30 mail order 510 retail /
' 20 mail order

$30 retail / Medical deductible then:

Tier 2 - Formulary Brand Name &t sl oriler $30 rgtﬂu !
360 mail order

Medical deductible then:
£30 retail
Mail order: exception

$30 retail / i i
O retai basis required

Tier 3 - Non-Formuiary Brand S60 mail order

Applicable formulary brand
costs shares apply

Retail only

: . i $30 retail onl :
Tier 4 - Specialty SQretail.only 30% after the medical deductible {(max cost: $150)



All services are in-network only except in the case of a true emergency.

Summary of Benefits and Coverage Documents (SBC)

Coverage basics

Calendar year deductible jo

$2,500 single coverage

Ahudhout otk elima me $7,588 if you cover any dependents

Preventive Care Services

Preventive Exams & Screenings 100% covered

Well Baby & Immunizations 100% covered

Physician Services

i e S20 per visit
Office Visit (primary care: ne charge for children 0-17)
S20 per visit
Urgent Care (outside the service area: 20%)
Online Visit 30 per visit

S20 per visit imited to 12 visits per year

SATeRraciic SEVIGES (cemwined with acupuncture)

Hospital Medical Services

inpatient Yeu pay 10%
Outpatient Yeu pay 10%
Lab & X-Ray S10 per day
Emergency S100 per visit — waived if admitted

Prescriptions (30-Day Retail / 100-Day Mait Order)

Tier 1 - Generic $10 retail / S2@ mail order
Tier 2 - Formulaiy Brand Name S35 retail / S70 mail order
Tier 3 - Non-Formulaiy Brand Applicable mrand and generic cost apply

Tier 4 - Specialty S200 retail



All services are in-network only except in the case of a true emergency.

Summary of Benefits and Coverage Documents (SBC)

Coverage basics

$1,600 single coverage
Calendar year deductible %0 53,200 if you cover
any dependents

$3,200 single coverage
$6,400 if you cover
any dependents

31,500 per person

NN oUt-ORPRCKST HaXimum $3,000 family maximum

Preventive Care Services

Preventive Exams & Screenings 100% covered 100% covered

Well Baby & Immunizations 100% covered 100% covered

Physician Services

You pay 10% after

Office Visit & Urgent Care $20 per visit the deductible

Online Visit 30 per visit 30 per visit

You pay 10%
Chiropractic Services 315 per visit limited to 30 visits per year after the deductible
(limited to 30 visits per year)

Hospital Medical Services

You pay 10% after

Inpatient 3200 per admission e dadistibils
: 2 . You pay 10% after
Qutpatient $20 per procedure the deductible
You pay 10% after
Lab & X-Ray Mo charge tha daduntibile
E e S100 per visit = waived You pay 10% after
aancy if admitted the deductible

Prescriptions (30-Day Retail / 90-Day Mail Order)

$15 retail / Medical deductible then:

Tier 1 - Generic ! 510 retail /
ar=11) I
G mallorder S20 mail order

$30 retail / Medical deductible then:

Tier 2 - Formulary Brand Name $60 mail order $30 rglaul /
$60 mail order

Medical deductible then:
Tier 3 - Non-Formulary Brand Applicable brand and generic cost shares apply $50 retail /
S100 mail order

Retail only Retail only
Tier 4 - Specialty Applicable preferred brand 30% after the medical
cost shares apply deductible {(max cost: $150)



All services are in-network only except in the case of a true emergency.

Calendar year deductible

Annual out-of-pocket maximum

Preventive Exams & Screenings

Well Baby & Immunizations

Office Visit & Urgent Care

Online Visit

Chiropractic Services

Inpatient

Outpatient

Lab & X-Ray

Emergency

Community pharmacy

Tier 1 - Generic

Tier 2 - Formulary Brand Name

Tier 3 - Non-Formulary Brand

Tier 4 - Specialty

'HDHP with HSA

Summary of Benefits and Coverage Documents (SBC)

Coverage basics

50

51,500 per person
33,000 family maximum

Preventive Care Services

100% covered

100% covered

Physician Services

$20 per visit

S0 per visit

315 per visit limited to 30 visits per year

Hospital Medical Services

5200 per admission

$20 per procedure

Mo charge

$100 per visit — waived
if admitted

$1,600 single coverage
$3,200 if you cover
any dependents

$3,200 single coverage
$6,400 if you cover
any dependents

100% covered

100% covered

You pay 10% after
the deductible

S0 per visit

You pay 10%
after the deductible
(limited to 30 visits per year)

You pay 10% after
the deductible

You pay 10% after
the deductible

You pay 10% after
the deductible

You pay 10% after
the deductible

Prescriptions (30-Day Retail / 90-Day Mail Order)

Tier 1: $25
Tier 2: $40

515 retail /
£30 mail order

$30 retail /
S60 mail order

Applicable preferred brand cost shares apply

Retail only
Applicable generic
or preferred brand
cost shares apply

Tier 1: $20
Tier 2: 540
Tier 3: $60

Medical deductible then:
510 retail /
S20 mail order

Medical deductible then:
$30 retail /
560 mail order

Medical deductible then:
850 retail /
S100 mail order

Retail only

30% after the medical deductible {(max cost: $150)



All services are in-network only except in the case of a true emergency.

HDHP with HSA

Summary of Benefits and Coverage Documents (SBC)

Coverage basics

51,600 single coverage
(Calendar year deductible $0 33,200 if you cover
any dependents

$3,200 single coverage
36,400 if you cover
any dependents

31,500 per person

FARERIR: QUL O P RCHE TR T 33,000 family maximum

Preventive Care Services

Preventive Exams & Screenings 100% covered 100% covered

Well Baby & Immunizations 100% covered 100% covered

Physician Services

You pay 10% after

Office Visit & Urgent Care $20 per visit the deductible

Online Visit 30 per visit S0 per visit

You pay 10%
Chiropractic Services 520 per visit limited to 30 visits per year after the deductible
(limited to 30 visits per year)

Hospital Medical Services

You pay 10% after

Inpatient 2200 per admission s st
: .2 . You pay 10% after
Outpatient $20 per procedure Hha daductible
; I You pay 10% after
Lab & A-Ray NO charge ha deductible
Emergency 5100 per visit = waived if admitted You pay 10% after the deductible

Prescriptions (30-Day Retail / 90-Day Mail Order)

Tier 1: $25 Tier 1: 320
Community pharmacy Tier E.' $40 Tier 2: $40
' Tier 3: $60

: Medical deductible then:
: : 515 retail / .
Tier 1 - Generic £30:mall ordar $10 retail /
$20 mail order

$30 retail / Medical deductible then:
Tier 2 - Formulary Brand Name : _ k50 e
S60 mail orde .
S60 mail order

Medical deductible then:
Tier 3 - Non-Formulary Brand Applicable brand and generic cost shares apply 550 retail /
$100 mail order

Retail only
Tier 4 - Specialty Applicable preferred
brand cost shares apply

Retail only
30% after the medical deductible {(max cost: $150)



All services are in-network only except in the case of a true emergency.

HDHP with HSA

Summary of Benefits and Coverage Documents (SBC)

Coverage basics

51,600 single coverage
(Calendar year deductible $0 33,200 if you cover
any dependents

$3,200 single coverage
36,400 if you cover
any dependents

31,500 per person

FARERIR: QUL O P RCHE TR T 33,000 family maximum

Preventive Care Services

Preventive Exams & Screenings 100% covered 100% covered

Well Baby & Immunizations 100% covered 100% covered

Physician Services

You pay 10% after

Office Visit & Urgent Care $20 per visit the deductible

Online Visit 30 per visit S0 per visit

You pay 10%
Chiropractic Services 520 per visit limited to 30 visits per year after the deductible
(limited to 30 visits per year)

Hospital Medical Services

You pay 10% after

Inpatient $200 per admission Sl
Outpatient $20 per procedure Y?;:;JSE;S::IEEEF
Emergency 5100 per vis'i.t — waived You pall‘.rr 1ﬂﬁ-a.after

if admitted the deductible

Prescriptions (30-Day Retail / 90-Day Mail Order)

. Medical deductible then:
$15 retail /

Tier 1 - Generic ; %10 retail /
ARG Ordar $20 mail order

$30 retail / Medical deductible then:

Tier 2 - Formulary Brand Name $60 mail order 530 rgtan !
$60 mail order

Medical deductible then:
Tier 3 - Non-Formulary Brand Applicable brand and generic cost shares apply 550 retail /
$100 mail order

Applicable preferred Retail only

Tier 4 - Specialt . .
P y brand cost shares apply 30% after the medical deductible {(max cost: $150)



All services are in-network only except in the case of a true emergency.

HDHP with HSA

Summary of Benefits and Coverage Documents (SBC)

Coverage basics

51,600 single coverage
(Calendar year deductible $0 33,200 if you cover
any dependents

$3,200 single coverage
36,400 if you cover
any dependents

31,500 per person

FARERIR: QUL O P RCHE TR T 33,000 family maximum

Preventive Care Services

Preventive Exams & Screenings 100% covered 100% covered

Well Baby & Immunizations 100% covered 100% covered

Physician Services

You pay 10% after

Office Visit & Urgent Care $20 per visit the deductible

Online Visit 30 per visit S0 per visit

You pay 10%
Chiropractic Services 520 per visit limited to 30 visits per year after the deductible
(limited to 30 visits per year)

Hospital Medical Services

You pay 10% after

Inpatient S200 per admission Sl
Outpatient $20 per procedure Y?;:;JSE;S::IEEEF
Emergency 5100 per vis'i.t — waived You pall‘.rr 1ﬂﬁ-a.after

if admitted the deductible

Prescriptions (30-Day Retail / 90-Day Mail Order)

. Medical deductible then:
$15 retail /

Tier 1 - Generic ; %10 retail /
ARG Ordar $20 mail order

$30 retail / Medical deductible then:

Tier 2 - Formulary Brand Name $60 mail order 530 rgtan !
$60 mail order

Medical deductible then:
Tier 3 - Non-Formulary Brand Applicable brand and generic cost shares apply 550 retail /
$100 mail order

Retail only
Tier 4 - Specialty Applicable preferred
brand cost shares apply

Retail only
30% after the medical deductible {(max cost: $150)





