Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services
Group Name: LMHF POS 8200/LMHF Bronze

Coverage Beginning on or After: 1/1/2025

Pharmacy Benefit

An Indenendent Health®@ cammany

A 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. This document covers your prescription coverage though Pharmacy Benefit Dimensions. Your medical coverage is through
Univera Healthcare and information regarding your benefits can be found in the attached SBC. Complete Prescription plan information can be obtained
at www.pbdrx.com or by calling 1-888-878-9172.

If you need drugs to
treat your illness or
condition

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

Services you may
need

What you will pay

Network Provider

Out-of-Network
Provider

Limitations, Exceptions & Other Important
Information

Generic drugs
(Tier 1)

$15 co-pay/prescription
(retail and mail order)
$0 co-pay/prescription contraceptives

Not Applicable

A 30-day supply at retail is 1 co-pay; a 90-day supply
(maintenance drugs) at retail is 2% co-pays; a 90-day
supply (maintenance drugs) at mail order is 1 co-pay.
Some generic drugs may be subject to non-preferred
brand co-pay.

Preferred brand
drugs
(Tier 2)

$50 co-pay/prescription

(retail and mail order)

$0 co-pay/prescription contraceptives if
no generic is available

Not Applicable

A 30-day supply at retail is 1 co-pay; a 90-day supply
(maintenance drugs) at retail is 2% co-pays; a 90-day
supply (maintenance drugs) at mail order is 1 co-pay.
If a generic equivalent is available, members will pay
the cost differential between the brand and generic
drug plus the brand co-pay.

Non-preferred

$50% co-insurance/prescription (retail
and mail order); $0 copay/prescription

Not Applicable

A 30-day supply at retail is 1 co-pay; a 90-day supply
(maintenance drugs) at retail is 2% co-pays; a 90-day

Important question

brand drugs (Tier 3) L n L . . . :
contraceptives if no generic is available supply (maintenance drugs) at mail order is 1 co-pay.
$15 co-pavigeneric Specialty drugs could be generic, preferred brand or
: pay’g , non-preferred brand, and must be obtained from
Specialty drugs $50 co-pay/preferred brand Not Applicable . : A .
o Reliance Rx or an associated participating specialty
50% co-insurance /non-preferred brand
pharmacy.
Answer

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

In-network: $4,000 individual / $8,000 family; (combined medical and Rx)
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

Group Name: LMHF POS 8200/LMHF Bronze

Notice of Nondiscrimination

Discrimination is Against the Law

Pharmacy Benefit Dimensions is a subsidiary of Independent Health and complies with
applicable Federal civil rights laws and does not discriminate on the basis of race, color,
national origin, age, disability, or sex. Pharmacy Benefit Dimensions does not exclude
people or treat them differently because of race, color, national origin, age, disability, or
sex.
Pharmacy Benefit Dimensions:
* Provides free aids and services to people with disabilities to communicate
effectively with us, such as:
o Qualified sign language interpreters
o 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:
o Qualified interpreters
o Information written in other languages

If you need these services, contact Pharmacy Benefit Dimensions’ Member Services
Department.

If you believe that Pharmacy Benefit Dimensions 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: Pharmacy Benefit Dimensions’ Member Services
Department, 511 Farber Lakes Drive, Buffalo, NY 14221, 1-800-501-3439, TTY users call
1-800-432-1110, fax (716) 635-3504, memberservice@servicing.independenthealth.com.
You can file a grievance in person or by mail, fax, or email. If you need help filing a
grievance, Pharmacy Benefit Dimensions’ Member Services Department is available to help
you.

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, D.C. 20201
1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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Coverage Beginning on or After: 1/1/2025

Pharmacy Benefit

An Independent Health®. company

English ATTENTION: If you speak English, language assistance services, free of charge, are
available to you. Call 1-800-665-1502 (TTY: 1-800-432-1110).
Spanish ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia
lingliistica. Llame al 1-800-665-1502 (TTY: 1-800-432-1110).
Chinese FE RGO SRR B S EE S TR - 5558 1-800-665-
1502 (TTY : 1-800-432-1110) -
Russian BHMMAHUYE: Eciu Bbl TOBOPUTE HA PYCCKOM SI3bIKE, TO BaM JIOCTYIIHbI OECIIIATHBIE
yenyru nepeoza. 3Bonute 1-800-665-1502 (teneraiin: 1-800-432-1110).
French ATANSYON: Siw pale Kreyol Ayisyen, gen sevis &d pou lang ki disponib gratis pou
c ou. Rele 1-800-665-1502 (TTY: 1-800-432-1110).
reole
Korean =o|: B0 E AMEGHAlE B2, A XY MHIASE S22 0|E0H =
QUSLICH. 1-800-665-1502 (TTY: 1-800-432-1110)H 2 = M3oH FAAIL.
Italian ATTENZIONE: In caso la lingua parlata sia I'italiano, sono disponibili servizi di
assistenza linguistica gratuiti. Chiamare il numero 1-800-665-1502 (TTY: 1-800-432-
1110).
Yiddish 719 D DYO IO 7277 TRIDW TR IRD IRIIRD WIVT ,WOTR LTV PR I :ORTPIWADIN
1-800-665-1502 (TTY: 1-800-432-1110) .21 .7X¥dN
Bengali o) Py WM WA A, BT IACS AN, OIRCe (WU Ol
RO AT BNeTq M| (PN FFA 5-800-665-1502 (TTY: S-
800-432-1110) |
Polish UWAGA: Jezeli méwisz po polsku, mozesz skorzystaé z bezptatnej pomocy
jezykowej. Zadzwon pod numer 1-800-665-1502 (TTY: 1-800-432-1110).
Arabic 1-800-_x dual lanally &l 81 5354 sl Bac Lusall iland (8 ARl SH Cidati i 1Y 1Ak sale
.(1-800-432-1110 :aSall 5 anall aila &8 ) 665-1502
French ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont
proposés gratuitement. Appelez le 1-800-665-1502 (ATS : 1-800-432-1110).
Urdu - O i (e Ce land (S a3 (S ) Sl Seon Sl s ql Sl
1-800-665-1502 (TTY: 1-800-432-1110). 2 S JS
Tagalog PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo
ng tulong sa wika nang walang bayad. Tumawag sa 1-800-665-1502 (TTY: 1-800-
432-1110).
Greek TTPOXZOXH: Av pihdrte eAAnvikd, ot didbeon cog Ppickovtal vanpecieg YAMOGIKIG
vrooTAPIENG, ot omoieg mapéyoviat dwpedv. Karéote 1-800-665-1502 (TTY: 1-800-
432-1110).
Albanian KUJDES: Nése flitni shqip, pér ju ka né dispozicion shérbime té asistencés gjuhésore,

pa pagesé. Telefononi né 1-800-665-1502 (TTY: 1-800-432-1110).
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