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In-Network Services You Pay
Preventive Care Services
Preventive care services that meet the requirements of federal and state law, including certain screenings, immunizations
and physician visits.
* During the course of a routine screening procedure, abnormalities or problems may be identified that require immediate *No charge
intervention or additional diagnosis. If this occurs, and your provider performs additional necessary procedures, the service
will be considered diagnostic and/or surgical, rather than screening, depending on the claim for the services submitted by
your provider, which will result in a member cost share.
Routine Vision
o annual routine eye exam $15 for each visit
Plus valuable discounts on eyewear
Doctor Visits
o office v!s!ts ° ‘.”ge’?‘ care visits $25 for each visit to a PCP
o home visits 0O in office surgery

O spinal manipulations and other manual medical intervention visits (30 visit limit)

$50 for each visit to a specialist

o online visits (https:/livehealthonline.com) $15 for each visit
O physical and occupational therapy in an office setting (30 combined visits)*

o speech therapy visits in an office setting (30 visit limit)* $10 for each visit
*Limit does not apply to Early Intervention and Autism Spectrum Disorder.

Other Outpatient Services

o ambulance travel $150 per transport
Mental Health and Substance Use Outpatient Services

o office visits $25 for each visit

Outpatient Visits in a Hospital or Facility

o physical therapy and occupational therapy (30 combined visits)*
O speech therapy (30 visit limit)*

*Limit does not apply to Autism Spectrum Disorder.

$10 plus 20% of the amount the
health care professionals in our
network have agreed to accept
for their services

O surgery

*For the services billed by the doctor, you will pay an additional $25 or $50 depending on the type of doctor who
treats you.

$200 plus 20% of the amount
the health care professionals in
our network have agreed to
accept for their services*

Emergency Care

O emergency room

$200 plus 20% of the amount
the health care professionals in
our network have agreed to

accept for their services*
Care at Home
o hospice care No charge
Maternity
o all routine pre- and postnatal care (excluding inpatient stays) $200 per pregnancy

Inpatient Stays in a Network Hospital or Facility

O semi-private room, intensive care or similar unit

*You do not have to pay another inpatient copay if you are readmitted for the same or related condition within
90 days of the day you went home.

$400 plus 20% of the amount
the health care professionals in
our network have agreed to
accept for their services*
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https://livehealthonline.com/

All Other In-Network Services You Pay

pay is $200.

Once you reach your deductible you pay:

o If two people are covered under your plan, each of you will pay the first $200 of the cost of your care ($400 total).
o If three or more people are covered under your plan, together you will pay the first $400 of the cost of your care. However, the most one family member will

You will pay all the costs associated with care until you have paid $200 in one calendar year. This is known as your deductible.

Autism Spectrum Disorder (ASD) - For children from age 2 through 10

o diagnosis and treatment of autism spectrum disorder including:
o hehavioral health treatment* o pharmacy care

o psychiatric care o psychological care
o therapeutic care**

* Mental Health Services
**Unlimited physical, occupational and speech therapy.

Member cost shares will be
dependent on the services
rendered.

o applied behavioral analysis
o unlimited per member annual maximum

20% of the amount the health
care professionals in our network
have agreed to accept for their
services

Early Intervention - For children from birth up to age 3

o unlimited per member per calendar year up to age 3

Member cost shares will be
dependent on the services
rendered.

Labs, Diagnostic X-rays and Other Outpatient Services

o diagnostic lab services

o diagnostic x-rays

o advanced diagnostic imaging services

O dialysis

o durable medical equipment

O infusion services

O shots and therapeutic injections, including infusion medications

O medical appliances, supplies and medications

o chemotherapy (not given orally), radiation, cardiac and respiratory therapy

20% of the amount the health
care professionals in our
network have agreed to accept
for their services

o diabetic supplies, equipment and education

Member cost shares will be
dependent on the services
rendered.

Emergency Care

o emergency room physician services

20% of the amount the health
care professionals in our
network have agreed to accept
for their services

Mental Health and Substance Use Outpatient Services

o outpatient facility (including partial day mental health and substance use services)
o outpatient facility professional provider services

20% of the amount the health
care professionals in our network
have agreed to accept for their
services

Care at Home

o home health care (100 visits)

20% of the amount the health
care professionals in our
network have agreed to accept
for their services

o private duty nursing limited to 16 hours per member per calendar year

amount the private duty nursing service charged

*Since there is no network for this service, you may be billed for the difference between what we pay for this service and the

20% of the amount the health
care professionals in our
network have agreed to accept
for their services

Maternity

o diagnostic test
o non-stress tests and other fetal monitor procedures
o ultrasounds

20% of the amount the health
care professionals in our
network have agreed to accept
for their services




Inpatient Stays in a Network Hospital or Facility

o physician, nursing and other medically necessary professional services in the hospital including anesthesia, surgical and | 20% of the amount the health
maternity delivery services care professionals in our

o skilled nursing facility care (100 days for each admission) network have agreed to accept

for their services

Out-of-Network Services

Using Doctors, Hospitals and Other Health Care Professionals not Contracted to Provide Benefits

It's important to remember that health care professionals not in our network can charge whatever they want for their services. If what they charge is more
than the fee our network health care professionals have agreed to accept for the same service, they may bill you for the difference between the two amounts.
You will pay all the costs associated with the covered services outlined in this insert until you have paid $500 in one calendar year. This is called your
out-of-network deductible.

o If two people are covered under your plan, each of you will pay the first $500 of the cost of your care ($1,000 total).
o If three or more people are covered under your plan, together you will pay the first $1,000 of the cost of your care.
However, the most one family member will pay is $500.

Once you have reached this amount, when you receive covered services we will pay 70% of the fee our network health care professionals have agreed to
accept for the same service. You will pay the rest, including any difference between the fee our network health care professionals have agreed to accept for
the same service and the amount the health care professional not in our network charges. If you go to an eye care professional not in our network for your
routine eye examination, we will pay $30 (whether or not you have reached the $500 out-of-network deductible) and you will pay the rest of what the
professional charges.

Out-of-Pocket Maximums
What You Will Pay for Covered Services in One Calendar Year (January 1 - December 31)
When using network professionals
If you are the only one covered by your plan, you will pay $3,500 for covered services outlined in this insert. Once you have reached this amount, your payment
for covered services is $0, except for those services listed below that do not count toward the annual out-of-pocket maximum?*.

o If two people are covered under your plan, each of you will pay $3,500 ($7,000 total).
o If three or more people are covered under your plan, together you will pay $7,000. However, no family member will pay more than $3,500 toward the limit.

When not using network professionals
If you are the only one covered by your plan, you will pay $5,500 for covered services outlined in this insert. Once you have reached this amount, your payment
for covered services is $0, except for those services listed below that do not count toward the annual out-of-pocket maximum®*.

o If two people are covered under your plan, each of you will pay $5,500 ($11,000 total).
o If three or more people are covered under your plan, together you will pay $11,000. However, no family member will pay more than $5,500 toward the limit.

*The following do not count toward the calendar year out-of-pocket maximum:

o your share of the cost of adult routine vision care

o the cost of care received when the benefit limits have been reached

o the cost of services and supplies not covered under your benefits

o the additional amount health care professionals not in our network may bill you when their charge is more than what we pay

For the benefits listed with specific limits, all services received during the calendar year from January 1 to December 31 for that benefit are applied to
that limit (whether received in or out-of-network).

This benefits overview insert is only one piece of your entire enroliment package.
See the enrollment brochure for a list of your plan’s exclusions and limitations and applicable policy form numbers.

This summary of benefits has been updated to comply with federal and state requirements, including applicable provisions of the recently enacted federal health care reform laws. As
we receive additional guidance and clarification on the new health care reform laws from the U.S. Department of Health and Human Services, Department of Labor and Internal
Revenue Service, we may be required to make additional changes to this summary of benefits.



Language Access Services:

Get help in your language

Curious to know what all this says? We would be too. Here’s the English version:
If you have any questions about this document, you have the right to get help and information in your language
at no cost. To talk to an interpreter, call (833) 592-9956.

Separate from our language assistance program, we make documents available
in alternate formats for members with visual impairments. If you need a copy of
this document in an alternate format, please call the customer service telephone
number on the back of your ID card.

(TTY/TDD: 711)

I Ganill | Jilia g0 il o plea] g sae busadl Ao S peasd] ST Gadd caituad 38 L d}bm/g[d&ﬂdg 15 (4 2)) (Arabic)
(833) 592-9956 A Jail ¢an _sis

Armenian (huybpkl). Epk wyu thuuwnwpnph hbun Juuyws hupgkp nibkp, poip ppun/nilp nibkp whydwp vunwbuy
oglnyaynilr i mknbjunnyniani i dkp jEqiny: Pupquwish Al finubyn hwdwp qubqubwpkp hEnlyay
hEkpwfunuwhunfupny '(833) 592-9956

Chinese (FX) : MREHANHBTOERR - BARERENES REESHIMENR - NFHEEZ
B - FAME (833) 592-9956

SaS g Oledbl 4S8 wylo Jy > ) el o lbw o) el gy T dw 4SS Tys0 0 .'(quL_é) (FarSi)
oylad Ly s 0l id prypio S Ly o048 s/ oundS addlyo glisyole gloj 1o sy jie gue oty
.S wias (833)592-9956

French (Frangais): Si vous avez des questions sur ce document, vous avez la possibilité d’accéder gratuitement a
ces informations et a une aide dans votre langue. Pour parler a un interprete, appelez le (833) 592-9956.

Haitian Creole (Kreyol Ayisyen): Si ou gen nenpot kesyon sou dokiman sa a, ou gen dwa pou jwenn éd ak
enfomasyon nan lang ou gratis. Pou pale ak yon entepret, rele (833) 592-9956.

Italian (Italiano): In caso di eventuali domande sul presente documento, ha il diritto di ricevere assistenza e

informazioni nella sua lingua senza alcun costo aggiuntivo. Per parlare con un interprete, chiami il numero (833)
592-9956

(Japanese) (HE#): COXEIOOVWTBICACTALRDHNE. HBELCRHLBLOEFETEHN TIIEERFIEREFIEFN
HNET, BEREFET (TS, (833) 592-9956 (CHBEELELN,

Language Access Services:



Korean (BT 0): 2 20| Cis] of st 2o|AlE0l2tE QIS H 2, HBtolAl& sl7t A83H= Q0|2 22 =& U
SEE Hs dE|7t USLICE SHAR O[OF7|5F2 & (833) 592-9956 2 E2|5HA|L.

(Navajo) (Din4): D77 naaltsoos bikl’7g77 [ahgo b7na’7d7[kidgo n1l bohOn4edz3 dOO bee
ah00t’i1” t’11 ni nizaad k’ehj7 bee ni[ hodoonih t”ladoo b33h 717n7g00. Ata’ halne’7g77
[a” bich”’8” hadeesdzih n7n7zingo koj8” hod771nih (833) 592-9956.

Polish (polski): W przypadku jakichkolwiek pytan zwiazanych z niniejszym dokumentem masz prawo do
bezplatnego uzyskania pomocy oraz informacji w swoim jezyku. Aby porozmawiac
z tlumaczem, zadzwon pod numer (833) 592-9956.

(Punjabi) (¥775): 7 3773 [FH THFEH §d 48] AE'E IA 31 73 a8 HeF Ied Wyl FTH! [89 HEe W3 Ada’dl Yz
I3 T T I BT TTTHIE 518 JiE 95 BE] (833) 592-9956 3 TTH T/

(Russian) (Pycckunmn): ecnu y eac ecmb Kakue-ubo 80rpockl 8 0MHOWeHUU 0aHHO020 OOKyMeHmMa, 8bl UMeeme paso
Ha 6ecninamHoe rosydYeHue MoMowU U UHghopMayuu Ha saweM s3bike. Ymobbi cesi3ambCsi C yCMHbIM Nepe8odyUKOM,
rnosgoHume ro mer. (833) 592-9956.

Spanish (Espafol): Si tiene preguntas acerca de este documento, tiene derecho a recibir ayuda e informacién en
su idioma, sin costos. Para hablar con un intérprete, llame al (833) 592-9956.

Tagalog (Tagalog): Kung mayroon kang anumang katanungan tungkol sa dokumentong ito, may karapatan
kang humingi ng tulong at impormasyon sa iyong wika nang walang bayad. Makipag-usap sa isang
tagapagpaliwanag, tawagan ang (833) 592-9956.

Vietnamese (Tiéng Viét): Néu quy vi co bat ky thic mac nao vé tai liéu nay, quy vi c6 quyén nhan sy trg
gilp va théng tin bang ngbn ngtt cua quy vi hoan toan mién phi. Bé trao d6i véi mot théng dich vién, hdy goi
(833) 592-9956.

It’s important we treat you fairly

That’s why we follow federal civil rights laws in our health programs and activities. We don’t discriminate, exclude people, or
treat them differently on the basis of race, color, national origin, sex, age or disability. For people with disabilities, we offer free
aids and services. For people whose primary language isn’t English, we offer free language assistance services through
interpreters and other written languages. Interested in these services? Call the Member Services number on your ID card for help
(TTY/TDD: 711). If you think we failed to offer these services or discriminated based on race, color, national origin, age, disability,
or sex, you can file a complaint, also known as a grievance. You can file a complaint with our Compliance Coordinator in writing
to Compliance Coordinator, P.O. Box 27401, Mail Drop VA2002-N160, Richmond, VA 23279. Or you can file a complaint with the
U.S. Department of Health and Human Services, Office for Civil Rights at 200 Independence Avenue, SW; Room 509F, HHH
Building; Washington, D.C. 20201 or by calling 1-800-368-1019 (TDD: 1- 800-537-7697) or online at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf. Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.



https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html
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