Oregon Teamster Employers Trust: Plan D6 Coverage Period: 01/01/2015-12/31/2015
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Family | Plan Type: PPO

' ‘ i This is only a Summary. If you want more detail about your coverage and costs, you can get the complete tetms in the policy ot plan
S document at www.mysegence.com ot by calling (866) 240-9550 (Note: the Uniform Glossaty can be accessed at: www.cciin.cms.gov)

important Questions | Answers Why this Matters:

You must pay all the costs up to the deductible amount before this plan begins

What is the ovetall to pay for coveted setvices you use. Check your policy or plan docmpcnt to see

deductibied $0 per member per calendar year when the deductible starts over (usually, but not always, January 1sf). See the
chatt starting on page 2 for how much you pay for covered services aftet you
meet the deductible.

3;3&3;:;?3 specific | No, You‘don‘t have to meet deductibles for specific services, but see the chatt

sctvices? starting on page 2 for other costs for services this plan covers.

Is th =
pso ckittelia::i?z::;‘y No Theze’s no limit on how much you could pay duting a coverage petiod for you

expenses? share of the cost of coveted services.
What is not included in
the out-of-pocket This plan has no out-of-pocket limit. Not applicable because there’s no out—of-pocket limit on your expenses.
limit?
Y M airnvaail This plan will pay for covered setvices only up to this limit duting each coverage
re—v petiod, even if your own need is greatet. Youw’re responsible for all expenses
f;::uf;il m;t‘:;n otigs Yes ¥1.000 above this limit. The chatt starting on page 2 desctibes geafic coverage limits,
pan pay such as limits on the numbet of office visits.

If you use an in-network dental provider, this plan will pay some or all of the costs

. Yes. See www.Regence.com ot call | (800) 452- of covered services. Be aware, yout in-network dental provider may use an out-of-
Does this plan use a Sl : , . . .
: 8812 for lists of in-netwotk ot out-of-network network provider for some setvices. Plans use the tetm in-network, preferred, or
netwotk of providets? . N . : s .
providers participating for providers in their network. See the chart statting on page 2 for

how this plan pays different kinds of providers

Do I need a referral to

.t No. You don’t need a referral to see a specalist. You can see the specialist you choose without permission from this plan.
see a specialist?
Are there services this Yes Some of the setvices this plan doesn’t cover are listed on page 4. See your policy
plan doesn’t cover? ’ or plan decument for additional information about excluded services.

Questions: Call (866) 240-9580 ot visit us at www.niviegence.com
If you aren’t cleat about any of the bolded tetms used in this form, see the Glossaty.
You can view the Glossary at www.cciio.cms.gov or call (866) 240-9380 to request a copy.




Co-insurance 1s your shate of the costs of a covered setvice, calculated as a percent of the allowed amount for the service, For example, if the
plan’s allowed amount for a crown is $500, your co—insutance payment of 50% would be $250. This may change if you haven’t met your
deductible,

© The amount the plan pays fot covered services is based on the allowed amount. If an out—of-network provider charges mote than the allowed
amounnt, you may have to pay the difference. For example, 1f an out-of-network dentist charges $200 for an examination and the allowed amount

1s $150, you may have to pay the $50 difference. (This is called balance billing)
® This plan may encourage you to use in—network and out—of-netwotk providets by chatging you lower deductibles, co~payments and co—

insurance amounts.

Common

Sarvices You May

Dental Event Need

Cleanings and

Your cost if you use an

In-Network
Provider
25% co-insurance year 1
15% co-insutance year 2
then
5% co-insurance after

Dut—-of-Network
Provider

25% co-insurance year 1
15% co-insurance year 2
then
5% co-insutance after

Limitations & EXceptions

Co-insurance tesets to year 1 level if Basic Dental
Services ate not used in a calendar year.

25% co-insurance yeat 1
15% co-insurance yeat 2
then

5% co-insurance after

25% co-insurance yeat 1
15% co-insurance year 2
then
5% co-insutance after

Co-insutrance resets to year 1 level if Basic Dental
Setvices are not used in a calendar yeat.

25% co-insurance year 1
15% co-insurance year 2
then
5% co-insurance after

25% co-insurance year 1
15% co-insurance year 2
then

5% co-insurance after

Co-insurance resets to yeat 1 level if Basic Dental
Services ate not used in a calendar yeat.

' . examinations
i |
X—rays
If you have
preventive dental
setvices
Other preventive dental
| setvices
1f you need basic . _
dciw[ setvices - Periodontal services

25% co-insurance year 5

15% co-mnsurance year 2
then

5% co-insurance after

25% co-insurance year 1
15% co-insutance year 2
then

5% co-insurance after

Co-insurance tesets to year 1 level 1f Bastc Dental
Setvices ate not used in a calendat year.

Questions: Call (866) 240-9580 or visit us at www.mytegence.com
If you aten’t clear about any of the bolded terms used in this form, see the Glossary.
You can view the Glossaty at www.cciin.cms.gov or call (866) 240-9580 to request a copy.




Common

Dental Event

Services You May
Need

|
: Endodontic services

Your costif you use an

in-Netwaork
Provider
25% co-insurance year 1
15% co-insurance yeat 2
then

5% co-insurance after

Out-of-Network
Provider
25% co-insvrance yeat 1
15% co-insurance yeat 2
then
5% co-insurance after

Limitations & Exceptions

Co-insurance tesets to yeat 1 level if Basic Dental
Services are not used in a calendar year.

Emetgency and other
‘ basic dental services
|

25% co-insutance yeat 1
15% co-insurance year 2
then

5% co-nsurance after

25% co-insurance yeat 1
15% co-insurance year 2
then
5% co-tnsutance after

Co-insurance resets to year 1 level if Basic Dental
Services ate not used 11 a calendat yeat.

e
|
]

No benefits provided for replacements made fewer

- Bridges 30% co-insurance 30% co-insutance
- than 5 yeats after placement.
_' Crowns, inlays and T a—— 30% co-insurance No benefits provided for replacements made fewer
; _onlays than 5 years aftet placement.
If you need major Eaiz:l)ues (ollaug 30% co-insutance 30% co-insurance E:nb?;iz E;;?;ﬁg::efg fecemments uate fowee
dental services
’ Implants (endosteal) Not Covered Not Covered none— ——
; o o i R Coverage 1s limited to otthodontic treatment for a
| Hyon neefi ; Orthodontia services 70% co-insurance 70% co-insurance SR il IR RS,
I orthodontic services
f e No age limit for treatments.
Temporomandibular
:if;ze‘;ced My joint (TM]J) disorder Not Covered Not Covered none

services

E—— T

Questions: Call (566) 240-9580 ot visit us at www.myregence.com
If you aten’t clear about any of the bolded terms used in this form, see the Glossary.
You can view the Glossaty at www.cciio.ems.gov or call (866) 240-9380 to request a copy.




Excluded Services:

Services Your Plan Does NOT Cover (This isn’t 2 complete list. Check your policy or plan document for other excluded setvices.)

e Cosmetic/reconstructive services and e Implants (non—endosteal) o  Veneets
supplies, except congenital anomalies ®  Occlusal treatment ¢ ‘Tooth transplantation
° Duplicate x—tays ¢ Otthognathic surgery o  Facility charges
¢ Gold-foil restorations

Questions: Call (566) 240-9580 or visit us at www.mytegence.com
If you aren’t clear about any of the bolded terms used in this form, see the Glossary.
You can view the Glossary at www.cciio.cms.gov or call (866} 24(3-9580 to tequest a copy.




