!ummar:.r of Coverage: What this Plan Covers & What it Costs

This is not a policy. vou can per the podicy az

A policy has more detail about how 1o use the plin

i

Policy Period: 1/1/2012 - 12/31/2012
Coverage for: <all contract lypes>| Plan Type: S

or by calling T-BO0-X XXX,

and whar you and your msarer mose do, 10 alse has tiore detal about vour coverape and cosrs

Important Questions

Answers

Why this Matters:

What is the premium?

Please contact your employer for your share of the
premium amount.

The premium is the amount paid for health msurance.

Whal is the averall
deductihle?

$1,500 per member per calendar year for Basie
O

30 per member per calendar year for Benelits from
ACO Provider in :

$1,500 per member per calendar year combined for

preferred and non-preferred providers in NN

$0 per member per calendar year Tor

_Arc therc ather
deductibles Tor specific
services?

You must pay all the costs up to the deductible amount before this
health insurance plan beging to pay for covered services YOU Lise,
Check your policy to see when the deductible starts over {sually,
but not abways, January 1st). See the char starting on page 2 for
how much vou pay for covered services after vou meel the
dedueiible.

Yes; $75 for brand name preseriplions per member
per calendar year for Busic iiilpand Moin QD
$500 for facility services for ACO provider tier in

Narrrr SR per member per calendar year,

You must puy all of the costs for these services up 1o the specific
deductible amount belisre this plun begins to pay for these services,

| Is there an out-of-
pocket limit on my
expenses?

Yes; $7,000 per member per calendar vear for Basic
relerred providers:

$10,000 per member per calendar vear for Basic

WP o -proferred providers:

$1,500 per member per calendar year for Main
AL providers; ; $7,000 per member per

calendar vear for Main clerred providers:

$10,000 per member per calendur wear lor Main

‘ non-preferred providers;

$1,000 per member per calendar vear for (e

CEnem

The vut-of-pocket limit is the mast von could pay during a policy
period for your share of the cost of covered services. This limit helps
you plan for health cure expenses,

What is not included in
the out-al-pocket Hmit?

Deductibles, premium, balance-billed charges,
preseription drugs, and health care this plan docs not
Cover,

Even though you pay these expenses, they don'l count toward the
oui-ol-packet lmit. S0, a longer list of expenses means you have

| less coverape,

Qiestions: Call 1-800-XXX-XXXX ar visit us at
It you aren’t clear abaut anry of the rerms used n this

form, see the (3]{:“::1}' at _



Summary of Coverage: What this Plan Covers & Whal il Costs

_Ir-ﬁﬁért.ﬁﬁ Questions

Policy Period: 1/1/2012 - 12/31/2012
Coverage for: <all contract lypes=| Plan Type: S,

Answers

.
Why this Matters:

Is there an overall
annual limit on what
the insurer pays?

Yes; $10,000 per member per culendar year
combined for benelits under Moin R profomed
and non-preferred providers

This plan will pay lor covered services only up to this limit during

each policy period, even i your own need is greater. You're
responsible for all expenses above this limil. The chart on page 2
deseribes specific coverage limits such as limits on the number of
ol visils.

Daoces this plan nse a
netwark of providers?

Yes, this plan uses ST,
Providers Tor SEIREENNREE; 10 ACCO network for the
first ticr af coverage for Main G; o5 well as o
Preferred Provider network for both Basic @S :nd
Main WP ¥ ou may use health care providers that
aren't prefierred providers for both Main GEEERPand
Basic (SEEF2, but you mav pay more, For a list of
participating providers, sce ww v, ST, .
Exception statement about VOther Providers”. Please
b aware that, preferred providers will sometimes use
non-prelerred specialists,

| 11 you use un in-nebwork doctor ar other health care provider, this
| plan will pay some or all of the costs ol covered serviees, Plans use
the term in-petwork, preferved, or participating for providers in
their network.

Do I need n referral to
see o specialist?

Nes, A owritten referral is may be needed w see a
specialist for ACO provider plan benefits with Mam
R, :nd one is needed to soa specialist in
. Ao cxception exists allowing for a woman o
sell=refer 1o an OB/GYMN or family proctice physician
in her persenal physician's medical group ar IPA for
OB/GYN services,

You don't need a referral to see a specialist for
preterred and non-preferred provider benefits in Basice
il il Main Q.

This plan will pay some ar all of the costs 1o see a specialist but only
i you have the plan’s permission before you see the speciadis! for
covered services,

Are there services this
plan doesn’t cover?

Yes,

Some of the services this plan doesn’l cover are listed in the

“Excluded Services & Oiher Covered Services” scotion,

Qruestions: Call 1-500-2 350NN o visie s o P ——— |,

1E vousteen’s clear abaur any of the terms vsed in this form, see the Glossary ut ﬁ



“Summary of Coverage: What this Plan Covers & Whal it Costs

*  Co-payments aze fixed dollar amounts (For example, $15) you pay for covered health care, usually when you recenve the service,

Policy Period: 1/1/2012 - 12/31/2012
Coverage for: <all contract lypes=| Plan Type: Gy

Co-insurnnee is yourr share of the costs of @ covered servace, cabeulateed i o percent of the allowed amount for the sendce, You pray this plus any dedocuilble srownes vou owe ondet this

health insurance plan. For esanple, if the bealth plan’s allowed amoent for an overnight hesparal sty is 31000 s veutve met vour deducible, vour co-insarance payment of 200 would be
S200. 16 you haven't met any of the deductible aond % ar least $1,000, you would pay the Full cost of the hospial sty

The plan’s payment for covered services is based an the allowed amount, Ifan out-of-network provider charges mare than the allowed amount, you may have 1o pay the difference. For

cxample, if an out-of-network hospital charges $1,500 for an overnight sty and the allowed amonne is $1,000, vou may huve 1o pay the $500 difference. (This is called Balance hilling)

IMedical Event

T vou visit o health

FServices YouMayNesd ™ = 7

T Basie:

Frefarrad

Pravider

Primiaty cave visit 1o treat an

B45 m-yf

‘Non-
Preferred
Provider

co-

Yolir costifyonisea’

ACO
Frovider

IEE co-payi

“Mair

Praferred
Frovider

Non-

_ Praferred

Provider

“Care,

Pationt -

Centarad’

-Madical

s -Homae

Non=
Prafarred
Pruv'idnr_

This plan may enconeage you o use ACO, Pasent-centered medical horme or prefered providers by charging you lower deduenibles, co-payments and co-msurnes amounts.

Limitations &7 7
Ext:a;_l"t{nna'__ '

820 co-pay/ S0%, bl Mol covered Preferred provider co-
care praviders injury or ilness visil Insurane: visit visit COINSLRINCe pay is not subject o
office the calendar year
ar clinic o | | || — B deductibie
Specialise visit 545 eo-pay’ | 500 co- £20 copay’ | $45 co-payd | 50%, b1 Mot covered Preferred provider co-
visil INSUranee visit with visil COMSURNCE pay is not subject o
referral: the calendar year
30 co-pay/ deductible
visit with
Apcess+
Specialist
Other pracitioner office visit 0 Mot covered | Mot covered | 30 Mot covered | Mot covered | Nol covered L -
Prevennve $0 Mot Covered | 30 Wod covered | Nol covered | 0 Mol covered | cemeeeeee- T == = -
LI cnre/sorecing/ inimunization . )
If you have a test Piagnasne test (x-ray, blood A5 co-pavd | 50% 0 3 o 50%, B0 Mot covered s [ DW= e e e
work) | kit coinsurance insuRne COInsuranee L} o
Iraging (CT/PRT scans, MRIs) | $100 co- 50P% co- S0 30% co- 50 $0 Nol covered Prior authorization |
pay visil insurance MSLTNCE COnsIrance required
plus 30% o —

Questions: Call T-300-XNX-NNNN orvisit us 2t o ——m—
It ypens area’t clear about any of the terms used 10 this form, see the Glossary ar [ T e




Policy Period: 1/1/2012 - 12/31/2012
Coverage for: <all contracl types=>| Plan Type: SIS

“Yourcostifyoudsea”
A RN

Prefarrec

Frovider

Summary of Coverage: Whal this Plan Covers & What il Cosls

Sewlt:ns"‘r‘ou I'.I'Iayr Need 3
B Basig.
Preferred
Provider

M&tﬂnnl E!mnl

S Caret
Patiant -
Centaered
Medical

Non;
Prefarred
Provider

ACO
Provider

Bon="
Preferrad
Provider

Non-
Preferrad
.Fr_n"-!ider

1T vou nd drugs lo

Home

Cieneric dreugs $10co-mry | Mot eovered | $10 co-pay (retail; Mot covered | 810 co-pay | Not covered Covers up o a 30-day
treat your illness or i{retail); $1 5co-pay (mail order) tretail); supply {retail
condition 1 5co-pay £15 co-pay preseriplions); up to o
More mbonmanoen {maail onder) (mail order) B-duy supply {mail
abour doig covenyg lor non- | onder preseriptions)
is selected
at chromic
WL L UECE DO P conditions;
ny.com )/ prescriprion:s, 55 co-pay

(retail);
S50 co-pay
{rmtail order)
lor selected
chromc
condilions
Preferrcd brand deagrs 40 co-pay | Mot covered | $40 co-puay (retmil); Mot covered | S0 co-pay | Mol covered Covers up o a 30-duy
{retaily, B100 co-pay (muil vrder) {retail); supply (retail
F 100 co-pay S100 co-pay preseriplions); up to o
i mail order) (mail order) Sl-dlay supply (mail
for non- order prescriptions)
selected Selected formulary
chronig andd non-formulary
conditions; drugs require prior
S20 co-pay authonzation, [
retal); seneric drug
BE0 co-pay ciuivalent s
s {mail order) available, member

Cruestions: Call 1-800-XXN-30NNN or visit us 10 w ey,
LEyou aren't clear about sy of the rems wsed in this form, see the Glossary o e ——




Summary of Coverage: What this Plan Covers & What it Costs

Policy Period: 1/1/2012 - 12/31/2012
Ceverage for: <all contract types>| Plan Typo: SinssSmme

Monn-preferred brand drops

ﬁ

| %50 co-pay

ar 30% co-
insurance up
o S100 ¢o-
pay
maximum /
prescriplion
{retaill
5125 co-pay
or 30046 co-
SUrnEe up
1o 5250 co-
PRy
maximum /
preseription
{rail order):

ol covered

Questions: Call T-800-X3 300NN o visit us o P s s————my.
[Eyou aren's clear shont any of the terms used i thes oo, see the Glossany ot o o

530 co-pay or 30% co-
imsurance up to $100 ¢o-
paty maximuom ¢
prescription (retall;

575 co-pay or 30% co-
insuranee up o $250 co-
Ly O i ¢
preseription {mail order);

Mot covered

for selected
chronic
conditions

pays the generic copay
plus the difference in
cost o

between the peneric
and brangd,

850 co-pay
or e co-
insuranee up
o 5100 co-
R
(HERT LT
prescriplion
tretml);
125 co-pay
or 30%, co-
INSURIREE Up
1o 5250 co-
pay .
maxinum
preseription
{maul arder)
[vr non-
selerted
chironie
conditions;
845 co-pay
or 25% eo-
INSURINCE up
Lo Sl o
pay.. g
s imum
preseription
(retml);

B0 co-pay

Mot covered

Covers up to 2 3-day |
supply (retal
preseriptions ), up o a
O0-day supply tmail
order prescriplions)
Selected formulary

andd non-formulary
drmges reguire prior
authorization,




Policy Peried: 1/1/2012 - 12{31/2012
Summary of Coverage: Whal this Plan Covers & What it Cosls Coverage for: <all conlract types>| Plan Type: SllEIDESE

or 25% co-
insuranee up
[ b =200 -

| pay
maximum § |
preseriplion
[mail order)
| for selected

chronic
) i ) — ] conditions; | ]
Specialiy drugs (e, 20% co- Notcavered | 20% co-insurance up o Not covered | 200 co- Mol covered Specalty-drugs are
chemoherapy) insumnce up 150 max insuranee up covercd anly when
1o §1 50 max to 3150 mux dispensed by select

pharmacies in the
Spectalty Mharmacy
Metwork unless
Medically Mecessary
for a coveread

cmergency

Questions: Cali -85 -XNNN N o visit us ar v S . ,
I you aren't clear abour any of e teems used i this form, see the Glossary o o




Summary of Coverage: Whal this Plan Covers & What it Costs

‘Commean: "7
Medical Event

I}rnu have

% 'Services You May Need /| 1=

Faciliry tee (e, ambulatory

‘Prefarrad”

““Frovider -

Jiea -:n—

Basic

Non='
FPraferred
Provider

50% co-

Coverage for: <all conlracl types=>| Plan Typae: Bl Groovy

Policy Period: 1/1/2012 - 12/31/2012

“¥ourEostifyousea 1 R s
—

TACO

Provider

H75 co-pay/

e

Preferred |

Provider

Nan-
Preferred
" Provider

Patient -

¢ Cantered '

=Madical
Home

Han-=

Provider

Preferrad

ACO Main GEEEY

OQuesthons: Call -0 N-RNN N o visat us af

M co- 50% eo- 75 co-puy’ Not covered
outpaticnl surgery | surgery ceoler) insurance nEUTanee surgery at insurance msuranee surgery al | benefit subject o
ambulatory ambuliory | lacility deductitle
surgery surgery
center; 5130 center; 130 |
co-pay’ Loy
SUrECry al SUrgery al
R _fhospiwl ) | hospital
Physician/ surgeon fees 3% co- 50% co- o 0% eo- 50% co- B0 Not covered —— =DM e
i insurinee insuranee insunnee insurance
If you necd Frerpency moom services SO0 co-pay’ | S100 co-pay’ | $100 co- 100 eo- S100 co-pay! | 100 co-pay’ | $100 co-pay/ DN
immediate medieal visit+ 30% | visit - 300 | pay/ visit ey wisit visil visit visil
attention e co-insuranee | co-insurance | _
Fracepency medical 3 o= 310% co- $S0 co-pay | $50 co-pay | S50 co-pay | S0 50 —=-1ONE--—
LrAn s rtaon INEUrANCE INEUranee e et
Llrpent care 345 co-pay’ S0 co- B20co-pay’ | 345 co-pay’ | S0% co- 50 Mol coverad Mot covered lor ACO
visit insurance visil wisit msurance or paticnt-ceniened
medical home benelits
if care 15 not provided
by or referred by your
personal physician
If vou have a Facility fee (e, hospital 0% co- S co- 5250 co-pay  30% co- 50% co- 250 co-pay | Not covered ACO Main IEE»
hospital stay roo) s insurance fadmisston | insurance insurance {admission henctit subject 1o
. facility dedoctible
Physician/surgeon fee I0% co- S0 co- i0 | 3% eo- 50% co- b 1| | Mot eovered eI == e
| InEUTanee insurance | ins prance | insuranee |

IF yow aren't clear abowt any of the terms nsed in bty forn, see the Glosary o ooty




Summary of Coverage: What this Plan Covers & What it Costs

[Common;’

{Madical Evant,

IT you have mental

“i7 7 i'Satices YouMay Nesd' |

fcnml;’l'!c]mviam! hcnlt'.

“Basfc’
Praferred

Provider

5 cu-pa!

Non-
Proferred
Provider

50% co-

ACD
Provider

$20 r::}-p v Wisit

“Nainl

Prefdrrod
Provider

Non-

Preferrad

Providar

Policy Period: 1/1/2012 - 12/31/2012
Coverage for: <all contract types>| Plan Type: Ty

~Your costifyoirusea.

e

Patiant -
Centerad
Medical
Home

Non-

Praferrad
Provider

Mol covered

© Excepfions =

Preferred prav ider co-

50% 50
health, behavioral | outpanent services visil InsuRnee for MHSA provider cainsurane: pay is not subject o
health, or substance the ealendar year
abuse needs deductible
Mental/ Behavioral health 30% co- 0% co- 5250 co-pay fadmisson 50% 8250 co-pay | Not covered ACD Main D
HRILENT Servites sEance WSUTHIGE coinsurance | fadmission benefit subject to
lacility deductible
Substance use disarder Mot eovered | Not covercd | Mot covered | Mot covered | Moot covered | Mot covered | Mot covered 1 L[ O
DRITHENENr SErvioes
Subsmnce use disorder Mot covered | Not covered | Not covered | Mot covered | ot covered | Mot covered | Not covered B Lt 1| cET
]l"lrl‘.lﬂfl'ﬂ HEMVICES .
If you become Prenaral and postnaml carc % co- 50% co- 50 % co- 0% co- 0 Mot covered B | St
pregnant insurance isurance insurance iNsUrine:
Delivery and all inpatient W% co- S0% co- $250 co-pay | 30% co- S0% co- $250 co-pay | Not covered ACO Man P
services insurance insurance fadmission | insurance insurance fadimission beneiit subject to
facility deductible

Questions: Call 1=-300-X X X=X XXX or visitns ar T T T Ty,
I you aren’s clear abour any of the oms used in this foen, see the Glossary oo



Policy Period: 1/1/2012 - 12/31/2012
Coverage for: <all cantract types=| Plan Typo: ST,

Summary of Coverage: What lhis Plan Covers & What it Costs

CommEn”
{Medical Evant

Yourcostifvoudsea

[ ET
Proferrad
Provider.

= ' Sorvices Youay Need” Limitations &
e i Basic’ | Excoptions
-Preferrad =

Provider

TCareE
Fatient -
Cantered
Medical
|-~ Home

Noin-
Preferrad
Providar

ACD
Provider

Non-
Praforrad
Provider

Naon="
Praforred
Provider

Il you have a

i I [ health c:u'c .

30% co-

Mol covered | 520 co-pay! | 30% co- Mot eovered | $0 Mot covered | Limvited 1o 100 visils
recovery ar ather insuranee visit | insunge: — per calendar year
special health need | Rehabilicaion services 45 co-pay’ | S0 co- $20 co-pay! | 545 co-pay’ 500 co- 50 Mot coveral D |11 | [

wisit | insunminee visil visil | insurance _ |
Habsilicuion services 48 copay’ | S0 co- Bt co-pay! | 845 co-pay/ | 0% co- $0 Mat covered Lip 1o 30 visils per
visil insurnce visil visil insurance wenr combined for
Main G,
preferred and non-
preferred provider
Skilled nersing care % co- 30% co- S100 co-pay | 3% co- %% co- S 100 co-pay | Nat covered Requires prior-
nsurance insurance at |/ day insurnee msurance bt | S day autharization: Hmited
frec-standing Iree-standing o 100 days per
skilled shalled culendar vear
nursing nursing
laweility; facility,
50% co- 0 co-
' nsUranee insuranee a

skilled skilled

nursing unit nursng unit

afahospital | | ol u hospital —

urable medical sgupment S0% co- 50% o 0% ea- 5 co- 5% ca- S0 for ostee- | Mot covered B 1] [
insunmnee nsurance insurance insurance insurnee arthritis
devices:
200 for
other DME
Hospial service s co- 50% co- £250 co-pay | 30% co- 50% co- 5250 co-pay | Mol coverad ACT Mai oS
insunnee MU e {admission | insurance INSURINCE ‘admission benefil subject

Questions: Call T-800- 3NN N or visit us ar gy,
It youaren't clear abows any of the ietms uscd in s form, see the Glossan ar e s T et aau




m Policy Period: 1/1/2012 - 12/31/2012
Summary of Coverage: What this Plan Covers & What it Costs : Coverage for: <all contract types> Plan Type: RISy
facility deductible
ST Emitations 8

Comimo - 7| ‘Services YouMay Need = T ST ¥oUrcostifyouusea

WBasle. TMANR = Fr A IECRTaR

Madical Event 0 Exceptions
e o , : Proferred  *°~ Non- ACO Praforred " Non- " [ Patlant- 0 e '

M {0 : . Provider  Preferred | Providor ' Provider = Preferred  Centorad Preferred

RGO Provider | Provider '= Medical  Provider
e Bl e : b _ A s S0 . Home: LS Pl g
If your child needs | Fye cxam Mot covered | Not cavered | Mot covered | Not covered | Notcovered | Mot covered | Not covered 1411 b
dental or eye care | Glisses Not covered | Mot cavered | Not covered | Not covered | Noteovered | Not covered | Mot covered R

- Dental check-up | Notcovered | Notcovered | Not covered | Mot covered | Mot covered | Not covered | Mol covered eeMORC-— -

Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cowvear ('This isn’t a complete lisl, Cheek vour policy for athers.)

¢ MNon-cmergency care when traveling * Long-term care = Routine foot care
outside the LS, = Private-duty nursing = Routine hearing sl
= Cosmetic surgery «  Houtme eve core = Weight loss programs
= Dental core »  Acupunciure « = Hearing nids
= Evie plasses = Substnce abuse reatment
Other Covered Services (This isn't n complete list. Check your policy for other covered services and vour costs Tor these services.)
= Bariatric surgery = Infertility trestments (diagnosis and treatment of canses)

Your Rights to Continue Coverage:

Yoo can keep this insarance as loog as vou pay your premium enless one or more of che follewing happens:
*  you commit fraod
= the msurer stofas offering seovices m e state

= vourmowe outsle the coverge area

Questions: Call T-5IH-208 =208 M or visit us ot wee e e s e
I you aren’t clear about aay of the terms used nothis form, see the Clossary at S hesmmy:



Policy Period: 1/1/2012 - 12/31/2012
Summary of Coverage: What this Plan Covers & \What it Costs . Coverage for: <all contracl types>| Plan Type: S

Your Grievance and Appeals Rights:

A pricvinee is o compluone vou have aboor your health insorcre o plo You have the nghe o file o written complaing ra cxpeess your
.

dissatisfaction or demial of coverage for chimes under this health insuracee. Call TS5 N3N Or vistt winw, T8 0ug ey KLy L Enm.

» Amappesdisoa request for vour health insurer or plan wo reviewe 3 decision or a grievance s Vor more information on the appeals process, call
vour stite office of kealth insornce customer assistance ats T-BO0-X0ENN or visit W, Nuoocsio sy,

———— T wee evauptes af fve tax ple gt caver casts foe a sompde seecizal setnation, vee thae et prose,

Questions: Call -A00-X NN or visit us 1 e .

IE you aren's clear shoat any of the terms wsed in this form, see the Glosary o o ——



m- . Policy Period: 1/1/2012 - 12/31/2012
Summary of Coverage: What this Plan Covers & What it Costs Coverage for: <all contract types=> Plan Type: SilSEmmy

PAGE RESEAVELY FOR COVERMGT BRAMITES

Questions: Call TSN - or visi os 21 Sp g |-
IFyvou aren't clear about any of the wemns used 1o ts fone, see the Glossary o ooy -



. Policy Period: 1/1/2012 - 1213112012
Summary of Coverage: What this Plan Covers & What it Costs Coverage for: <all confract types>| Plan Type: SuiSm.,

PAGE RESERY L FOR CONVTERAGE EXAMULES TNICRMATTON

Questlions: Call -B00-300-XNK or vist us ar it TN Sy
W you aren’t clewr abour any af the terms wsed in dus foem, see the Glossan o s ssm—"m .



