Salt Lake Community College
Regence HSA Healthplan 3.0 $1,700 Deductible 
Effective July 1, 2026 through June 30, 2027
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Regence BlueCross BlueShield of Utah is an Independent Licensee of the Blue Cross and Blue Shield Association

	Cost Share Details 
	
	In-Network 
	Out-of-Network 

	Annual Medical Deductible 
	The total deductible You pay per plan year 
	$1,700 Individual $3,400 Family 
	$3,500 Individual $7,000 Family 

	Annual Prescription* Deductible 
	The total deductible You pay per plan year for prescription medications 
	Shared with In-Network 
	medical 

	Annual Out-of-Pocket Maximum 
	The combined total for Your deductible(s), coinsurance and copays per plan year.  Ambulance, blood bank, emergency room services, and Prescription Medications apply towards the InNetwork amount. 
	$3,500 Individual $7,000 Family 
	$7,000 Individual $14,000 Family 


Generally, You must pay all of the costs from Providers up to the deductible amount before this plan begins to pay.  If You have other Family Members on the plan, the overall family deductible must be met before the plan begins to pay. 
The In-Network Out-of-Pocket Maximum for any Member on Family Coverage is not to exceed $7,000, including the In-Network Deductible.  If a Member reaches this maximum amount prior to satisfying the In-Network Family Out-of-Pocket Maximum, including the In-Network Deductible, benefits will be paid at 100% of the Allowed Amount for that Member. 
Be aware that Your actual costs for Covered Services provided by an Out-of-Network Provider may exceed the Out-of-Network Out-of-Pocket Maximum amount. In addition, Out-of-Network Providers and Out-of-Network pharmacies can bill You for the difference between the amount charged and Our Allowed Amount and that amount does not count toward any Out-of-Pocket Maximum. 
	Medical Benefits   (unless stated otherwise, a deductible applies) 
	What You Pay 

	
	
	
	In-Network 
	Out-of-Network 

	Primary Care Visits (for Illness or Injury) 
	
	$25 copay per visit 
	30% 

	Specialist Visits 
	
	$35 copay per visit 
	30% 

	Urgent Care Visits 
	
	$35 copay per visit 
	30% 

	Other Professional Services 
	
	10% 
	30% 

	Preventive Care / Immunizations 
	Wellness Rewards available 
	Covered in full 
	30% 

	Radiology and Laboratory - Outpatient 
	
	10% 
	30% 

	Complex Imaging - Outpatient 
	CT / PET / SPECT scans, MRIs, MRAs, etc. 
	10% 
	30% 

	Ambulance Services 
	Air and Ground:  services provided to the nearest hospital equipped to render the necessary treatment 
	10%, In-Network deductible applies 
	

	Ambulatory Surgical Center 
	
	10% 
	30% 

	Emergency Room 
	Facility and professional services 
	10%, In-Network deductible applies 
	

	Hearing Aids and Evaluations 
	$2,500 limit per plan year 
Excludes:  Routine hearing exams, assistive hearing technology systems, batteries or cords 
	10% 
	30% 

	Hearing Examinations 
	1 exam per plan year 
Routine hearing examination 
	10% 
	30% 

	Home Health 
	
	10% 
	30% 

	Home Infusion Therapy 
	$50,000 limit every plan year for Parenteral Nutrition 
	$25 copay per visit 
	30% 

	Hospice 
	
	10% 
	30% 

	Hospital Care 
	
	10% 
	30% 

	Infertility (diagnosis and treatment) 
	$5,000 limit per lifetime 
	10% 
	30% 

	Maternity Care 
	
	10% 
	30% 

	Mental Health / Substance Use Disorder - Inpatient
	
	10% 
	30% 

	Mental Health / Substance Use Disorder - Outpatient
	In addition to this benefit, see Employee Assistance Program (EAP) option 
	$25 copay per visit 
	30% 

	Neurodevelopmental Therapy 
	30 visits per plan year – limit shared with 
Rehabilitation - Outpatient 
	10% 
	30% 

	Newborn Care 
	
	10% 
	30% 

	Nutritional Counseling 
	12 visits per plan year 
	10% 
	30% 

	Orthotics 
	$200 limit per plan year, applies to foot orthotics only 
	10% 
	30% 

	Rehabilitation Services - Inpatient 
	60 days per plan year 
	10% 
	30% 
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2026 Regence HSA Healthplan 3.0 	Page 1 *Your prescription drug coverage is administered through RealRx.  RealRx does not provide Blue Cross Blue Shield services and is a separate company solely responsible for its products and services.  Regence BlueCross BlueShield of Utah assumes no liability for the accuracy of your prescription drug benefits information.
Please contact RealRx for more information: 855-433-2206; https://web1.realrxsites.com/tsavohighway/
Value-Added Services
Your Regence coverage includes access to the value-added services detailed here.  THESE VALUE-ADDED SERVICES ARE VOLUNTARY, NOT INSURANCE AND ARE OFFERED IN ADDITION TO THE BENEFITS.  For additional information regarding any of these value-added services, visit Our website or contact Customer Service. 
Employee Assistance Program (EAP) EAP is short-term, confidential counseling with no out-of-pocket expense. (8 mental health counseling visits per issue) Mobile APP Quick access to: ID card, chat with Customer Service, View Claims, Estimate Treatment Cost, Pharmacy pricing. Regence Advantages Regence Advantages is a discount program that gives You access to savings on a variety of health-related products and services.
	Regence Empower
	Regence Empower is a well-being program that offers a range of tools, information and support for a healthy lifestyle. Wellness Rewards available. 

	Provider Networks 
	


Your enrolled networks are FocalPoint / Participating / Preferred ValueCare.  There are several Provider networks in Your state.  Please note that these networks are not interchangeable and support different Providers.  To find Providers in Your network, please sign into Your account and use Our Provider search tool:  regence.com/go/UT/FocalPoint / Participating / PVCU 
Out-of-Area Services
	Medical Benefits   (unless stated otherwise, a deductible applies) 
	What You Pay 
	

	
	
	In-Network 
	
	Out-of-Network 

	Rehabilitation Services - Outpatient 
	30 visits per plan year – limit shared with 
Neurodevelopmental Therapy 
	10% 
	30% 

	Repair of Teeth Due to Injury 
	$1,000 limit per plan year 
	10% 
	30% 

	Skilled Nursing Facility 
	60 days per plan year 
	10% 
	30% 

	Spinal Manipulations 
	20 spinal manipulation visits per plan year 
	10% 
	30% 

	Temporomandibular Joint Disorders (TMJ) 
	$500 limit per lifetime 
	10% 
	30% 

	Virtual Care - Telehealth 
	Doctor visits via phone or video chat when not in a healthcare facility (includes Mental Health visits) 
	Vendor: 
$10 copay per visit 
In-Network non-Vendor Provider: 
$10 copay per visit 
	Not Covered 
30% 

	Prescription* Medication Benefits   
	(unless stated otherwise, a deductible applies) 
	What You Pay 
	

	Tier 1 
	90-day supply for retail or home delivery 
	$7 retail prescription / $7 home delivery prescription 

	Tier 2 
	90-day supply for retail or home delivery 
	25% up to $150 maximum retail prescription  
25% up to $300 maximum home delivery prescription 

	Tier 3 
	90-day supply for retail or home delivery 
	30% up to $175 maximum retail prescription  
30% up to $437.50 maximum home delivery prescription 

	Tier 4 
	30-day supply for retail
	10% up to $250 maximum participating pharmacy retail prescription 


Outside of the service area, Claimants have In-Network benefits at Blue Cross and / or Blue Shield (Blue Plan) facilities across the country through the BlueCard® Program and worldwide through the Blue Cross Blue Shield Global® Core Program.  Any other services will not be covered when processed through any InterPlan arrangements.  Out-of-Network, You may be balance billed. Call 1-800-810-BLUE (2583) to learn how to get access. 
	Frequently Asked Questions 
	

	How is my privacy protected? 
	Regence is committed to the confidentiality and security of Your personal information.  We maintain physical, administrative and technical safeguards to protect against unauthorized access, use, or disclosure of Your personal information.  You can view Our full privacy practices online at regence.com. 

	Is there a cost for “Covered in full”? 
	No, if Your benefit is covered in full there is no copay or deductible. 

	What if I need access to specialty care?  Do I need a referral? 
	You can receive care from any In-Network Provider without a referral.  For some services, prior authorization may be required. 


This benefit summary provides a brief description of Your plan benefits, limitations and / or exclusions under Your plan and is not a guarantee of payment.  Once enrolled, You can view Your benefits booklet online at regence.com.  PLEASE REFER TO YOUR BENEFITS BOOKLET OR SUMMARY PLAN DESCRIPTION FOR A COMPLETE LIST OF BENEFITS, THE LIMITATIONS AND / OR EXCLUSIONS THAT APPLY, AND A DEFINITION OF MEDICAL NECESSITY.  
Regence is providing this benefit summary for illustrative purposes only.  Regence makes no warranties or representations regarding compliance with applicable federal, state, or local laws, or the accuracy of the benefit summary.  This document is not the legally required Summary of Benefits and Coverage that an employer is required to provide to employees and Claimants under Federal law, and the group must provide a legally compliant Summary of Benefits and Coverage to its employees and Claimants. 
Customer Service:  1-866-240-9580 - TTY:  711  |  2890 East Cottonwood Parkway, Salt Lake City, UT 84121  |  regence.com 
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NONDISCRIMINATION NOTICE

Regence complies with applicable Federal civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability, or sex. Regence does not exclude people or
treat them less favorably because of race, color, national origin, age, disability, or sex.

Regence:

Provides people with disabilities reasonable modifications and free appropriate
auxiliary aids and services to communicate effectively with us, such as:

« Qualified sign language interpreters

« Written information in other formats (large print, audio, accessible electronic formats, other

formats).

Provides free language assistance services to people whose primary language is not

English, which may include:
* Qualified interpreters
« Information written in other languages.

If you need reasonable modifications,
appropriate auxiliary aids and services, or
language assistance services, contact the
Civil Rights Coordinator.

If you believe that Regence 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. You can file a

grievance in person or by mail, fax, or email.

If you need help filing a grievance, the Civil
Rights Coordinator is available to help you.

Customer Service

Civil Rights Coordinator

PO Box 1106

Lewiston, ID 83501-1106

Phone: 1-888-344-6347, (TTY: 711)
Fax: 1-888-309-8784

Email: CS@regence.com

Medicare Customer Service
Phone: 1-800-541-8981 (TTY: 711)
Email: medicareappeals@regence.com

VSP Customer Service

Phone: 1-844-299-3041
TTY: 1-800-428-4833
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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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Language assistance

ATENCION: i habla espaiiol, tiene
servicios gratuitos de asistencia ling
1-888-344-6347 (TTY: 711),

IR MREERAKRDYX, GAURRERES
BENARTS. FEEE 1-888-344-6347 (TTY: 711),

CHU Y: Néu ban néi Tiéng Viét, ¢6 cac dich vu hd
trg ngén ngtt midn phi danh cho ban. Goi s6 1-888-
344-6347 (TTY: 711)
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AH =& T2 o] 34 F YFHTh 1-888-
344-6347 (TTY: 711) o2 Asts) FHA L
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PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari
kang gumamit ng mga serbisyo ng tulong sa wika nang
walang bayad. Tumawag sa 1-888-344-6347 (TTY:
711),

BHUMAHUE: Ecin BEl TOBOPHTE Ka PyCCKOM A3BIKE,
TO BaM ZOCTYIIHEL GeCIIATHBIC YCTYTH IEPEBOAA.
3pormuTe 1-888-344-6347 (reneTatin: 711)

ATTENTION: Si vous parlez frangais. des services
d'aide linguistique vous sont proposés gratuitement
Appelez le 1-888-344-6347 (ATS : 711)

EEEHE : AABLEINIHE, BHOFHEX
BaTRAVEEZTET, 1-888-344-6347
(TTY:711) ¥£T, BEFTITMEE S,
Dii baa aké ninizin: Dii saad bee yanilti’go Diné
Bizaad, saad bee aki’dnida’awo’déé’, t'a jiik'eh, éi
né holo, koji’ hodiilnih 1-888-344-6347 (TTY: 711.)

FAKATOKANGA'L: Kapau ‘oku ke Lea-

Fakatonga, ko ¢ kau tokoni fakatonu lea ‘oku nau fai
atu ha tokoni ta’etotongi, pea te ke lava ‘o ma’u ia.
ha’o telefonimai mai ki he fika 1-888-344-6347 (TTY:
711)

OBAVJESTENIE: Ako govorite stpsko-hrvatski,
usluge jezike pomodi dostupne su vam besplatno.
Nazovite 1-888-344-6347 (TTY- Telcfon za osobe sa
ostecenim govorom ili sluhom: 711)

wdig: 1iGasmyRSunw manigs,

NS gwigAman wsSsAnu
AMGUSINUUITYAY G gIain 1-888-344-
6347 (TTY: 711)1

fomrs fo€: A g st SeR 3. Srgw T
RITE3T Aer 393 BE He3 QUBST 1 1-888-344-
6347 (TTY: 711) 3TV 31

ACHTUNG: Wenn Sie Deutsch sprechen, stehen

Thnen kostenlose Sprachdienstleistungen zur
Verfiigung. Rufnummer: 1-888-344-6347 (TTY: 711)

IO PTG LWL ATICT NPT PTCII ACA
SCEFFE 018 ALIMPT HHOEHPAL (7L FA®: RTC
20 1-888-344-6347 (AT APAGT@~:- 711

VBATA! SIKImo BI pOsMOBIAETE YKPAIHCEKOIO
MOBOFO, B MOKCTE 3BEPHYTHCA X0 GE3KOIITOBHOT
cryx6m Mosoi mixrpmyxis. Teredoryitre 3a
HoMepon 1-888-344-6347 (reneratin: 711)

A eI TUISd uTell Sieg® HH dusasT
AT T FETd JaTe - 3eeb oA SUa S |
T TR 1-888-344-6347 (fefearg: 711

ATENTIE: Dacé vorbiti limba romén3, va stau la

dispozitie servicii de asistentd lingvistica, gratuit.
Sunati la 1-888-344-6347 (TTY: 711)

MAANDO: To a waawi [Adamawal, ¢ woodi ballooji-
ma to ekkitaaki wolde caahu. Noddu 1-888-344-6347
(TTY: 711)

Tusomu: shasanisn vy

amaunsaldusmshomdomennlans Tus 1-888-
344-6347 (TTY: 711)

1001V: Then vincawnm 299, nmGEnmEDYEGdD,
Towbesgen, ccamBuonloivion. tns 1-888-344-6347 (TTY:
711)

Afaan dubbattan Oroomiffaa iif, tajasjila gargaarsa
afaanii tola ni jira. 1-888-344-6347 (TTY: 711) tiin
bilbilaa.
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