Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 01/01/2026 — 12/31/2026
Upbound Group, Inc: CHOICE Plan Coverage for: Individual + Family | Plan Type: HSA

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, call 1-800-521-2227 or at
www.bcbstx.com. 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 www.healthcare.gov/sbc-glossary/ or call 1-855-756-4448 to request a copy.

mportantQuestions | Answers | Why This Matters

What is the overall In-Network: $2,700 Individual / $5,400 Family Generally, you mgst pay all thhe costs from providers up to.the deductible

deductible? Out-of-Network: $5,200 Individual / $10,400 Family | 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

Are there services covered Yes. Certai § . d bef deductible amount. But a copayment or coinsurance may apply. For example,

before you meet your ©s. Lenain preventive care IS covered belore you | ;g plan covers certain preventive services without cost sharing and before you

deductible? UG EEe G meet your deductible. See a list of covered preventive services at
www.healthcare.gov/coverage/preventive-care-benefits/.

Are thert.a pther—qeduct|bbs No. You don’t have to meet deductibles for specific services.
for specific services?
What is the out-of-nocket In-Network: $6,600 Individual / $13,200 Family The out-of-pocket limit is the most you could pay in a year for covered services.
limi > QUEORPOCKER | 6t of-Network: $19,800 Individual / $39,600 Family | If you have other family members in this plan, they have to meet their own
limit for this plan? o : . .
out-of-pocket limits until the overall family out-of-pocket limit has been met.
Whatis notincluded in the | Premiums, balance-billing charges, preauthorization | Even though you pay these expenses, they don’t count toward the
out-of-pocket limit? penalties, and health care this plan doesn’t cover. out-of-pocket limit.
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
Will you pay less if you Yes. See www.bcbstx.com or call 1-800-810-2583 | you might receive a bill from a provider for the difference between the provider's
use a network provider? | for a list of network providers. 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.

Do you need a referral to

. No. You can see the specialist you choose without a referral.
see a specialist? Specialisty reterral
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44 Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common tihatigut ks Limitations, Exceptions, & Other
Medical Event Services You May Need In-Network Provider Out-of-Network Provider Important Information

If you visit a health

care provider’s
office or clinic

If you have a test

If you need drugs to
treat your iliness or
condition

More information

about prescription

drug coverage is
available at

caremark.com

If you have
outpatient surgery

Primary care visit to treat an injury or
illness

Specialist visit

Preventive
care/screening/immunization

Diagnostic test (x-ray, blood work)
Imaging (CT/PET scans, MRIs)

Generic drugs

Preferred brand drugs

Non-preferred brand drugs

Specialty drugs

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

Physician/surgeon fees

You will pay the least

30% coinsurance after
deductible

30% coinsurance after
deductible

No Charge;

deductible does not apply

30% coinsurance after
deductible

30% coinsurance after

deductible

30% coinsurance after
deductible

30% coinsurance after
deductible

30% coinsurance after
deductible

30% coinsurance, $300
min/prescription, $500
max/prescription after
deductible

30% coinsurance after

deductible

30% coinsurance after

deductible

You will pay the most

50% coinsurance after
deductible

50% coinsurance after
deductible

50% coinsurance after
deductible

50% coinsurance after
deductible

50% coinsurance after
deductible

Not Covered

Not Covered

Not Covered

Not Covered

50% coinsurance after
deductible

50% coinsurance after
deductible

* For more information about limitations and exceptions, see the plan or policy document at www.bcbstx.com.

Virtual visits are available, please refer to
your plan policy for more details.

None

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.

No Charge for child immunizations
Out-of-Network through the 6th birthday.

None

None

Retail covers a 30-day supply
Maintenance Medications are only
available through CVS Retail Pharmacies

or CVS Mail Order.

Payment of the difference between the cost
of a brand name drug and a generic may
be required if a generic drug is available.

Specialty Drugs are only available through
CVS Specialty Pharmacy

None

None

Page 2 of 6


http://www.bcbstx.com/

Common .
Medical Event Services You May Need

What You Will Pa

Out-of-Network Provider
You will pay the most

In-Network Provider
You will pay the least

Limitations, Exceptions, & Other
Important Information

If you need
immediate medical
attention

If you have a
hospital stay

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

If you are pregnant

Emergency room care

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

Facility Charges;
30% coinsurance after
deductible

ER Physician Charges:

30% coinsurance after
deductible

30% coinsurance after
deductible

30% coinsurance after
deductible

30% coinsurance after
deductible
30% coinsurance after
deductible

30% coinsurance after
deductible

30% coinsurance after
deductible

30% coinsurance after
deductible

30% coinsurance after
deductible

30% coinsurance after
deductible

Facility Charges;
30% coinsurance after
deductible

ER Physician Charges:

30% coinsurance after
deductible

30% coinsurance after
deductible

50% coinsurance after
deductible

50% coinsurance after
deductible
50% coinsurance after
deductible

50% coinsurance after
deductible

50% coinsurance after
deductible

50% coinsurance after
deductible

50% coinsurance after
deductible

50% coinsurance after
deductible

* For more information about limitations and exceptions, see the plan or policy document at www.bcbstx.com.

None

Ground and air transportation covered.

You may have to pay for services that are
not covered by the visit fee. Foran
example, see “If you have a test’ on page
2.

Preauthorization is required; $250 penalty if
not preauthorized Out-of-Network.

None

Certain services must be preauthorized;
refer to your benefit booklet® for details.
Virtual visits are available, please refer to
your plan policy for more details.
Preauthorization is required; $250 penalty if
not preauthorized Out-of-Network.

Cost sharing does not apply for preventive
services. Depending on the type of

services, a coinsurance or deductible may
apply. Maternity care may include tests and
services described elsewhere in the SBC
(i.e. ultrasound).

Preauthorization is required; $250 penalty if
not preauthorized Out-of-Network.
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Common .
Medical Event Services You May Need

What You Will Pa

Out-of-Network Provider
You will pay the most

In-Network Provider
You will pay the least

Limitations, Exceptions, & Other
Important Information

Home health care

Rehabilitation services

If you need help
recovering or have
other special health
needs

Habilitation services

Skilled nursing care

Durable medical equipment

Hospice services

Children’s eye exam
If your child needs

dental or eye care Children’s glasses

Children’s dental check-up

Excluded Services & Other Covered Services:

30% coinsurance after
deductible
30% coinsurance after
deductible
30% coinsurance after
deductible
30% coinsurance after
deductible

30% coinsurance after
deductible

30% coinsurance after
deductible

30% coinsurance after
deductible

Not Covered

Not Covered

50% coinsurance after
deductible
50% coinsurance after
deductible
50% coinsurance after
deductible
50% coinsurance after
deductible

50% coinsurance after
deductible

50% coinsurance after
deductible

50% coinsurance after
deductible

Not Covered

Not Covered

Limited to 90 visits per calendar year.
Preauthorization is required.

Limited to 60 visits combined for all
therapies per calendar year. Includes
occupational, physical, and speech
therapy.

Limited to 90 days per calendar year.
Preauthorization is required.

None

Preauthorization is required.

None

None

None

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
e Cosmetic surgery
e Dental care (Adult)

e Long-term care

o Infertility treatment (diagnosis of infertility covered)

¢ Non-emergency care when traveling outside the U.S.

¢ Routine eye care (Adult)

¢ Routine foot care (with the exception of person with

diagnosis of diabetes)

o Weightloss programs

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

e Bariatric surgery .
e Chiropractic care (35 visits per year)

Hearing aids (limited to 1 per ear per 36-month period and
$1,500 max ever 36 months)

e Private-duty nursing

* For more information about limitations and exceptions, see the plan or policy document at www.bcbstx.com.
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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: For group health coverage contact the plan, Blue Cross and Blue Shield of Texas at 1-800-521-2227 or visit www.bcbstx.com. For group health coverage
subjectto ERISA, contact the U.S. Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform.
For non-federal governmental group health plans, contact Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at
1-877-267-2323 x61565 or www.cciio.cms.gov. Church plans are not covered by the Federal COBRA continuation coverage rules. If the coverage is insured,
individuals should contact their State insurance regulator regarding their possible rights to continuation coverage under State law. 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 complaintis 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 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: For group health coverage subject to ERISA: Blue Cross and Blue Shield of Texas at 1-800-521-2227 or visit www.bcbstx.com, the U.S. Department of
Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform, and the Texas Department of Insurance, Consumer
Protection at 1-800-252-3439 or www.tdi.texas.gov. For non-federal governmental group health plans and church plans that are group health plans, Blue Cross and
Blue Shield of Texas at 1-800-521-2227 or www.bcbstx.com or contact the Texas Department of Insurance, Consumer Protection at 1-800-252-3439 or
www.tdi.texas.gov. Additionally, a consumer assistance program can help you file your appeal. Contact the Texas Department of Insurance’s Consumer Health
Assistance Program at 1-800-252-3439 or visit www.cms.gov/CCIIO/Resources/Consumer-Assistance-Grants/tx.html.

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.

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-521-2227.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-521-2227.
Chinese (1 3C): a0 SR 75 E i L9 H3 By, 1B IRFT X+ 18 1-800-521-2227.

Navajo (Dine): Dinek'ehgo shika atohwol ninisingo, kwiijigo holne' 1-800-521-2227.

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:

".' 2 o
u\
L J

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 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

B The plan’s overall deductible $2,700
M Specialist coinsurance 30%
M Hospital (facility) coinsurance 30%
B Other coinsurance 30%

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 $2,700

Copayments $10

Coinsurance $3,000

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $5,770

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

M The plan’s overall deductible $2,700
M Specialist coinsurance 30%
M Hospital (facility) coinsurance 30%
B Other coinsurance 30%

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 $2,700

Copayments $300

Coinsurance $200

What isn’t covered
Limits or exclusions $20
The total Joe would pay is $3,220

up care)
B The plan’s overall deductible $2,700
M Specialist coinsurance 30%
M Hospital (facility) coinsurance 30%
B Other coinsurance 30%

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 $2,700
Copayments $0
Coinsurance $30
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $2,730
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BlueCross BlueShield of Texas

Non-Discrimination Notice

Health Care Coverage Is Important For Everyone

We do not discriminate on the basis of race, color, national origin (including limited English knowledge and first language), age,
disability, or sex (as understood in the applicable regulation). We provide people with disabilities with reasonable
modifications and free communication aids to allow for effective communication with us. We also provide free language
assistance services to people whose first language is not English.

To receive reasonable modifications, communication aids or language assistance free of charge, please call us at 855-710-6984.

If you believe we have failed to provide a service, or think we have discriminated in another way, you can file a grievance with:

Office of Civil Rights Coordinator Phone: 855-664-7270 (voicemail)

Attn: Office of Civil Rights Coordinator ~ TTY/TDD: 855-661-6965

300 E. Randolph St., 35th Floor Fax: 855-661-6960

Chicago, IL 60601 Email: civilrightscoordinator@bcbsil.com

You can file a grievance by mail, fax or email. If you need help filing a grievance, please call the toll-free phone number listed on
the back of your ID card (TTY: 711).

You may file a civil rights complaint with the US Department of Health and Human Services, Office for Civil Rights, at:

US Dept of Health & Human Services Phone: 800-368-1019

200 Independence Avenue SW TTY/TDD: 800-537-7697

Room 509F, HHH Building Complaint Portal:

Washington, DC 20201 ocrportal.hhs.gov/ocr/smartscreen/main.jsf Complaint Forms:

hhs.gov/civil-rights/filing-a-complaint/index.html

This notice is available on our website at bcbstx.com/legal-and-privacy/non-discrimination-notice

ATTENTION: If you speak another language, free language assistance services are available to you.
Appropriate auxiliary aids and services to provide information in accessible formats are also available

free of charge. Call 855-710-6984 (TTY: 711) or speak to your provider.
ATENCION: Si habla espafiol, tiene a su disposicidn servicios gratuitos de asistencia

Espafiol linglistica. También estan disponibles de forma gratuita ayuda y servicios auxiliares
apropiados para proporcionar informacidon en formatos accesibles. Llame al 855-710-

6984 (TTY: 711) o hable con su proveedor.

PR el Asuilie Calead g Bac e (ol g 38 gl e Al o) g gRlll saclinal) Chlaai B 38 gllind cdigs el ARAM Chioaactl g 10 s
) = AELN e Jeadl Ulaa Leal) Osa ol ey <uliypniiy <ula ginal)

Arabic Aaaal asbe LY Chans o6 (TTY: 711) 855-710-6984

Spanish

bcbstx.com TX1557_ENG_20250410

Blue Cross and Blue Shield of Texas, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company,
an Independent Licensee of the Blue Cross and Blue Shield Association



' BlueCross BlueShield of Texas

- S S RS e e ol Sl 5 | I T T e e U e B T 8 JUN ) G O | I S L =i FAUR v el ey B e 1 S LY B I R B
e e Hi & L ol ek g A0 DU MmN #00, SES.T A0SR L i Ui T ol DS R L
" - IH .
_ ATTFEFMTICNN & 50 wesirm pror lier Frargmieg, tdems wer wic e 1 @i b mrac e linvpuaisbicquaes par w Indi Iz mearel W osecalr e
i [ LT clicposition. Les gides st carycen guxiliaires approErids our fournir des intormations dans cess torrmats
Freraicks accossllzles 2ot Sgalcmcnt disponllzlbes gratoltcmont Sopecelos e B A0 YL [(TTY - S1T71 @ jrarlcz
el Toaw niianesarn,
ACHTLUWRS: WWhenn Sie Doutach sprochon, stohon hncn BEostonlose Sprachassistonsdicnsto 2ur
eurrsch Worer Midmaarrm. Frolmparsss brerereda: HilBarraitLecl aorned Thiverasmbes soar Foracibamlacllivar e weern Inalesevnnaliveriesr irn
SR ree Eroar poasr e mary 1avrrmnal e slhebiern sbopnCalls ke bsriless e S Tigoaeg: ol qoe SIS 571 0-595 [0 0w
S an ader sproechen She milt Threns Frose cher.
] LR T R T I N e T I R e e Ry B | R b R R R T T R P T TR R T R FR T T R A N T R W
.5',_| T Li il el L e sl adeedileed e wl s el S AL s 8L s s il Sl g [Sien e
==l SEALEnerl T3, Blats AT GRS 0TTrY: A1 1007 S1S ST 30200l w LT T0 WEL I 0 vdlel 27,
T AT 2. i|'-__-_., AT T ==t O 1T 3Tl ™ &= Sy T =T ST == =0T 0 o £ bal o[ I
E1 et T AT W e o TS I T Tme AP T o f S e i 855-7 1 O-Gaa
) STTW: A1 10 enlrl s d Al U] 2] A el e
taliaro AT TEMAIE s e pre h Imlianes, serre sdisgzeer okl sorrrwenes ol mmsistmenea hiecponesa biesa e mbonb, Seeeriez areslie e
I. i clisporiEill gratuitamentes ausill & serviz ausiliari adeguatl per farnire imbormazioni in format accessibili
Lali=n CThilaimia PMah ST0 GEEd by ST 11 o parla con I toes foria e .
A Tl o] M A EEmPAl = T S TAO] Al Bl A 0] o] bl o w1 ] ] R SRS
b _-:-;h ) HAo e A ey MLk g IS T E AMH M e H L e L EF L, S0
araan SORATTY: 711 Rl = =2 Flabarp A L A B2 H| D5 0] &2 2=k Al =
Sl el b CrireeE bazme wanitli'goges, mmad bese gnrg’'gwo” bee dleg’agniida 'awo'ilL'aa ik =h
e n:Aa bl Bec all hane'go ece nedadaneshl FAS SkodnntSalglil A hec
. Aleoam 2o wwo T Skeo es Ban ane T mee hacdadilyad D] ameat Tl & 2758 ke
e oSl Pol ]l SS5-F13-59%4 (T T 711 headiilinily doodagas milka amalvee | Bich]?
Fvzarvi b,
' L L 5005 | apimmak coglo algm Lacds (oo oo %l 0 3% LR R P L A S Y s I Pt ek =
ol = L Ly BTl I B SR T R T SN P TN PRSPPIl 40 PRSP CC NI Ty I ) I T LI EEERPIER T LS X Y ] PRI I
s e T PRTE, SELN N [ IR TR i T |
Tk Prens o sen s [amrsbep ronddwnqeres pres perelu ko rmrapee wbosr e ot o braaepalmlrisay prrerrrerre peephkasiaieg Descdm i Brove s
: Lisst [Eroc e | USELT ZaEew 3o intarmacis v dostepnych tormatach 53 rvwni ez dosteon e bezplatnee.
Pl Tadzvweat pod numer SEE TI10 S924 iTTyY: L) lub porSzmiavdiea] 2o aweaiim doastasvds e .
. EHKFIMRAHFIE: ECAM BE FOESRMTE H3 PYTCEM A, BEam QTETYAHE SeCAAITHEIS wWOAYMA AZEISOED A MU o e[ Kid .
M Can E L C AT IR TR T2 NI LD € O d PTG md DDAl DD E S L EAL AL Tl BT WL W T D ILE DRI LI L 2R 2 TR e s s annm 1 La0a 11
o ssisry EELENR PR Ll T r|:-:1r1n.1.'\-l||.'\-l|x AR A PTG Ee  HHEIHET T H Fiesrzinaid aHres DIrssmea s 14 110 5401 Hrh—:n—y il A=A A
CLIY: T v ol EaTHTECSE B DBy MO TR L Ry 5oy T,
AL LA e rrapsAasAabita ba g Doapsalows ) rrvapapsEero b eenes s eevpes hibesrgs werbosoyreegs Boloings =@ ook oA
Traup sl EAaoacanmit diln mans hers ans MASS A3a3Acker A3 auhary M3 fulono 9t cernisys unang maskiosy o
lagzlog M P Pasyon Sa IMEa naa- access na bormat. Tumawag sa S5 AT 98 TTY. £117) o maklpag usap
= erris, pareswicler .
e T T T L T R e e B L T B e
. - T o I T I B I T e o B Lt R L L. ) P
Lt L B R L e
LLFLY ¥ MEG ban nal tdng wWiet, chung 1ol cung cap mign phl cac dich wu b troe ngén ng o
et Lt} 3 hE__ll-:,:r djezh weg bl e A8 crarig :.:t'v:r:r thiarigy Linn thieses ez Jinkb dang olf Ligspy = e=Cirgg Fupare
W LT e sung cap micn phl. Yui lang gei theo so 4oL S10 coudg (Rguei Ehuyot t3t: 211) hodc trao daoi
witrl mguierl cung cap chich wu cla bar.

bcbstx.com TX1557 ENG_20250410

Blue Cross and Blue Shield of Texas, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company,

an Independent Licensee ofthe Blue Cross and Blue Shield Association




