Summary of Benefits and Coverage: Whatthis Plan Covers & What You Pay For Covered Senvice

Choice Plus JZY Wellness Offering Plan

'JJ UnitedHealthcare

Coverage Period: 01/01/2020 - 12/31/2020
Coverage for: Family| Plan Type: PS1

The Summary of Benefits and Coverage (SBC) documentwill help you choose a health plan.The SBC shows you how you and the plan would share

A

the cost for covered health care services. NOTE: Information aboutthe cost of this plan (called the premium)will be provided separately.

Thisis only a summary. For more information about your coverage, or to geta copy of the complete terms of coverage, call 1-866-633-2446.or visit
welcometouhc.com. Forgeneral definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other
underlined terms see the Glossary. You canview the Glossary at www.healthcare.govishc-glossary/ or call 1-866-487-2365 to request a copy.

What is the overall
deductible?

Network: $0 Individual / $0 Family
Non-Network: $200 Individual / $400 Family
Per calendar year.

Generally, you must pay all of the costs from providers up to the deductible
amountbefore this plan begins to pay. If you have other family members on
the plan, each family member must meet their own individual deductible until
the total amount of deductible expenses paid by all family members meets the
overall family deductible.

Are there services covered

Thisplancovers some items and senices even if you haven't yet met the

z:Lngtyi,&t?eet yodr o annual deductible amount. But a copaymentor coinsurance mayapply.
Are there other
deductibles for specific No. You don’thave to meet deductibles for specific services.

services?

What is the out-of-pocket
limitfor this plan?

Network: $1,000 Individual / $2,500 Family
Non-Network: $1,500 Individual / $3,000 Family
Per calendar year.

The out-of-pocket limitis the most you could pay in a year for covered
senvices. If you have other family membersin this plan, they have to meet their
own out-of-pocket limits until the overall family out-of-pocket limithas been
met.

Whatis notincludedin
the out-of-pocketlimit?

Copayments on certain senvices, premiums, balance-
billing charges, and health care this plan doesn't
cover and penalties for failure to obtain
preauthorization for senvices.

Even though you pay these expenses, they don’t counttoward the out-of-
pocket limit.

Will you pay less if you use
a network provider?

Yes. See myuhc.com or call 1-866-633-2446 for a list
of network providers.

This plan uses a provider network. You will pay less if you use a provider in the
plan's network. You will pay the mostif you use an out-of-network provider,
and you mightreceive a bill from a provider for the difference between the
provider's charge and what your plan pays (balance billing). Be aware, your
network provider might use an out-of-network provider for some senvices (such
as lab work). Check with your provider before you get senices.

Do you need a referral to
see a specialist?

No.

You can see the specialistyou choose without a referral.




Common

Medical Event

Services You May Need

| Network Provider
; (You will pay the
least)

__ What You Will Pay

Non-Network
Provider
(You will pay the

Limitations, Exceptions, & Other Important Information

most) o ‘
Retail: Provid h ; Hhi i
$5 copay, deductible el rovi ‘er mean;gdarmacy lor purposes of this section.
Tier1 - Your Lowest Cost does not apply. ealt Ret'all. Up to a 90 day supply.
Option MiailOirdars $5 copay, deductible | Mail-Order:Up to a 90. day supply. _ . .
%15 copay, deduchbils does not apply. You may need to obtain certain drugs, including certain
does not apply. sgecnglydrugs, from a pharmacy dg&gpated by_us.
If youneed drugs to Retail Certain drugs may have a preauthorization requirementor
treat yourillness or $15 copay de.ductible may resultin a higher cost.
condition Tier2 - Your Mid-Range does not apply, 15 Retzll.d b If you use a non-network pharmgcy(mcludlng amail order
; : Cost Option Mail-Order copay, deductible | pharmacy), you may be responsible for any amount over the
More information about $45 copay, deductible does not apply. allowed amount.
prescription drug dos né;t apply See the website listed for information on drugs covered by
cowerage is available Retal : your plan. Notall drugs are covered.
at welcometouhc.com $30 copa de‘ ductible You may be required to use a lower-costdrug(s) prior to
Tier3 - Your Mid-Ranae doeps :;)t — Retail: benefits underyour policy being available for certain
Cost Opion ’ MollOrdor. | 330 copaly deductble | prescribed crugs T
- does not apply. If a dispensed drug has a chemicallyequivalentdrug at a
$90 copay, deductible lower tier, the cost difference between drugs in addition to
Tier4 - Your Highest Cost doss not.apply. : any applicable copayand./or. coinsurance maybe applied.
Option Not Applicable Not Applicable Pharmacy out-of-pocket limit: $5,600 Ind/ $10,700 Fam.
Facility fee (e.g., jesdouﬁﬁyﬁsxcn%t 90% coinsurance Preauthorization is required non-network for certain senices
Ifyou have ambulatory surgery center) —aﬁ;ly SRR or benefit reduces t_o 50% of allowed amount.
outpatientsurgery $100 copay per visit,
Physician/surgeon fees deductible does not 20% coinsurance None
apply. __ _ _
Physician: $20 copay | Physician: $20 copay
per visit, deductible per visit, deductible
If youneed does not apply. does not apply.
immediate medical Emergency room care Emergency Room: $75 | Emergency Room: $75 | None
attention copay per visit, copay per visit,
deductible does not deductible does not
apply. apply.

* For more information about limitations and exceptions, see the plan or policy document at welcometouhc.com.
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Common
Medical Event

Services You May Need

Network Provider

(You will pay the
least)

_ What You Will Pay

Provider
(You will pay the

Non-Network

Limitations, Exceptions, & Other Important Information

If you need help
recovering or have

otherspecial health
needs

If your child needs
dental oreye care

Home health care No Charge Not Covered None
- Any combination ofoutpatient rehabilitation services is
$20 gobay para, limited to 60 visits per calendaryear
Rehabilitation senices deductible does not | 20% coinsurance | pn oo 0 O ST PET year. o
apply. Preauthorization required non-network for certain services or
benefit reduces to 50% of allowed amount.
$20 copay per visit Senvices are provided under and limits are combined with
- . copay per st " Rehabilitation Senices above.
Habilitative senices deductible does not 20% coinsurance —— , . .
—apply. - Preauthorization required non-network for certain services or
benefit reduces to 50% of allowed amount.
Limited to 100 days per calendaryear (combined with
: ; O peach inpatient rehabilitation).
Skilled nursing care Hehenge 05 ST Preauthorization is required non-network or benefit reduces
to 50% of allowed amount.
Durable medical equipment No Charge Not Covered None
Preauthorization is required non-network before admission
Hospice senvices No Charge 20% coinsurance for an Inpatient Stay in a hospice facility or benefit reduces
to 50% of allowed amount. ol
Children’seye exam Not Covered Not Cowvered No coverage for Children's eye exams.
Children's glasses Not Covered Not Covered No coverage for Children’s glasses.
Children’s dental check-up Not Covered Not Covered No coverage for Children’s Dental check-up.

* For more information about limitations and exceptions, see the plan or policy document at welcometouhc.com.
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Aboutthese Coverage Examples:

—

This is not a cost estimator. T reatments 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. Focuson 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)

M Specialist copay $20
M Hospital (facility) copay $100
B Othercoinsurance $100

This EXAMPLE eventincludes services like:
Specialistoffice visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Senvices

Diagnostic tests (ultrasounds and blood work)
Specialistvisit (anesthesia)

® Theplan’s overall deductible $0

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

H Theplan’s overall deductible $0

M Specialist copay $20
M Hospital (facility) copay $100
B QOthercoinsurance $100

This EXAMPLE eventincludes services like:
Primary care physician office visits (including disease
education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total EXémpIe Cost

Mia’s Simple Fracture
(in-network emergency room visit and

follow up care)

H Theplan’s overall deductible $0
M Specialist copay $20
B Hospital (facility) copay $100
B Othercoinsurance $100

This EXAMPLE eventincludes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation senices (physical therapy)

| $12,800 Total Example Cost | $7,400  Total Example Cost - $1,900
Inthis example, Peg would pay: In this example, Joe would pay: Inthis example, Miawould pay: -
Cost Sharing Cost Sharing Cost Sharing

Deductibles $0  Deductibles $0 Deductibles $0
Copayments $500  Copayments $1,000 Copayments $200
Coinsurance $0  Coinsurance $0 Coinsurance 7 $0
What isn’t covered » Whatisn'tcovered ~ Whatisn'tcovered =

_Limits or exclusions ~ | 860 Limisorexcusons | $30  Lmisorexclusions | %0
Thetotal Pegwouldpayis | $560 Thetotal Joewouldpayis | $1,030  Thetotal Miawould payis . $200

The plan would be responsible for the other costs of these EXAMPLE covered services.
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o2l Bt =2 0{(Korean)E ALS5tA|lE Z 2 ¢l0f X MBIAS 22 0854l = &Lich 2 512 U B @ ofA(Summary of
Benefits and Coverage, SBC)0l Z7|ME FET3HS 2 T3 5HAAIL.

PAUNAWA: Kung nagsasalita ka ng Tagalog (Tagalog). may makukuha kang mga libreng serbisyo ng tulong sa wika. Pakitawagan ang
toll-free na numerong nakalista sa Buod na ito ng Mga Benepisyo at Saklaw (Summary of Benefits and Coverage o SBC).

BHIMMAHMWE: decriiaTHEIe YCIVTH IIEPER0a JOCTYIIHEL 714 TI0AeH, geif poaHoil a2mik geiagerca pycckom (Russian). [lozeponmTe mmo
OecrIaTHOMY HOMepy TenedoHa, yKazanHoMY B JanHoM «O030pe mbrot # nokpeiTHa» (Summary of Benefits and Coverage, SBC).

Aalaafl; el alie Jaty ol sl Caflgd) 8 Jaih s i @Uaaliadulaall y5all sacladi clas s (A rabic) Al Coa i 1Y i
N2 (Summary of Benefits and Coverage: SBC)

ATANSYON: Si w pale Kreyol ayisyen (Haitian Creole), ou kapab benefisye sévis ki gratis pou ede w nan lang pa w. Tanpri rele nimewo
gratis ki nan Rezime avantaj ak pwoteksvon sa a (Summary of Benefits and Coverage, SBC).

ATTENTION : Si vous parlez francais (French), des services daide linguistique vous sont proposés gratuitement. Veuillez appeler le
numéro sans frais figurant dans ce Sommaire des prestations et dela couverture (Summary of Benefits and Coverage, SBC).

UWAGA: Jezeli mowisz po polsku (Polish), udostepnilismy darmowe ustigi tlumacza. Prosimy zadzwoni¢ pod bezplatny numer podany w
niniejszym Zestawieniu swiadczen i refundacji (Summary of Benefits and Coverage, SBC).

ATENCAO: Se vocé fala portugués (Portuguese). contate o servico de assisténcia deidiomas gratuito. Ligue para o niimero gratuito listado
neste Resumo de Beneficios e Cobertura (Summary of Benefits and Coverage - SBC).

ATTENZIONE:in caso la lingua parlata sia l'italiano (Italian), sono disponibili servizi di assistenza linguistica gratuiti. Chiamate il numero
verde indicato all'interno di questo Sommario dei Benefit e della Copertura (Summary of Benefits and Coverage, SBC).

ACHTUNG: Falls Sie Deutsch (German) sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung. Bitte rufen Sie
die in dieser Zusammenfassung der Leistungen und Kosteniibernahmen (Summary of Benefits and Coverage, SBC) angegebene gebiihrenfreie
Rufnummer an.

EEZ78 | HASE (Japanese) X FES N DIHE. BUOSEXET - RE JFAWEETET.
A TEEP X UFFTOBIE] (Summary of Benefits and Coverage, SBO)IZEd&h & TV E 7 1) —
HA WIS TEERL a,



