Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

4 J Health New England Scantic Valley Regional Health Trust — Exclusive (Fl-with Deductible)

Coverage Period: 07/01/2020 - 06/30/2021
Coverage for: Individual + family | Plan Type: HMO

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. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-800-791-7944 or visit
healthnewengland.org and sign into the Member Portal. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment,
deductible, provider, or other underlined terms see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary or call 1-800-791-7944 to request a

copy.
Important Questions

What is the overall
deductible?

Are there services
covered before you meet
your deductible?

Are there other
deductibles for specific
services?

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

What is not included in
the out-of-pocket limit?

Will you pay less if you
use a network provider?

Do you need a referral to
see a specialist?

2020 SF LG (FI) SVRHT

$250 person / $750 family

Yes. Preventive care, and office
visits, are covered before you
meet your deductible.

No.

Medical: $2,000 individual /
$4,000 family. Pharmacy: $3,000
individual / $6,000 family.

Your cost-sharing for benefits that
are not Essential Health Benefits
under national health care reform,
premiums, health care this plan
doesn’t cover.

Yes. Visit healthnewengland.org
or call 1-800-791-7944 for a list of
network providers.

No.

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, 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.

This plan covers some items and services even if you haven't yet met the deductible amount. But
a copayment or coinsurance may apply. For example, this plan covers certain preventive services
without cost-sharing and before you meet your deductible. See a list of covered preventive
services at https://www.healthcare.gov/coverage/preventive-care-benefits/.

You don't have to meet deductibles for specific services.

The out-of-pocket limit is the most you could pay in a year for covered services. If you have other
family members in this plan, they have to meet their own out-of-pocket limits until the overall
family out-of-pocket limit has been met.

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

This plan uses a provider network. You will pay less if you use a provider in the plan’s network.
You will pay the most if you use an out-of-network provider, and you might receive 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 services
(such as lab work). Check with your provider before you get services.

You can see the specialist you choose without a referral.
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u All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common : What You Will Pa Limitations, Exceptions, & Other Important
) Services You May Need In-Plan Provider Out-of-Plan Provider
Medical Event . Information
You will pay the least You will pay the most

Primary care visit to treat an $20 copay/visit

injury or ilness Deductible does not apply. Not covered Deductible may apply to some office services.
If you visit a health Specialist visit g?;% l%t%g\c/jlzgs ot aopl Not covered Deductible may apply to some office services.
care provider’s office —— PRLY. : :
or clinic You may have to pay for services that aren’t
Preventive care/screening/ No charge preventive. Ask your provider if the services
. . . Not covered ,
immunization Deductible does not apply. you need are preventive. Then check what
your plan will pay for
\?v?rk;]osm test (x-ray, blood $35 copay/visit Not covered Prior approval is required.
Ifyou have a test Includes CT Scans, PET Scans, MRIs, MRAs,
Imaging (CT/PET scans, MRIs) | $100 copay/visit Not covered and Nuclear Cardiac Imaging. Prior approval is
required.
$10 retail copay, $20 mail
If you need drugsto ' Tier 1 (Generic drugs) order copay /prescription. | Not covered
treat your illness or Deductible does not apply. .
condition . : Covers up to a 30-day supply (retail); upto a
i i $25 retail copay, $50 mail 90-day supply (mail order). Prior approval is
More |n-for-mat|on about | Tier 2 (Brand/Formulary drugs) | order copay /prescription. | Not covered o uirg d fc?rps)gme prescrip.tion drugs Without
prescription drug Deductible does not apply. d '

: . prior approval, a drug may not be covered.
coverage is available at

http://www.hnedirect.co

$50 retail copay, $110 mail

Tier 3 (Brand/Non-formulary order copay /prescription. | Not covered

drugs) ,
ault.aspx Copay depends on drug Prior approval is required for some prescription
Specialty drugs tier. Deductible does not Not covered drugs. Without prior approval, a drug may not
apply. be covered.
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Common . What You Will Pa : Limitations, Exceptions, & Other Important
. Services You May Need In-Plan Provider Out-of-Plan Provider .
Medical Event . : Information
You will pay the least You will pay the most

Prior approval is required for some services.
This copay is based on the type of service, not

Facility fee (e.g., ambulatory where it is performed. To find out if this copay

If you have outpatient = surgery center) $150 copay/day Not covered applies to a specific procedure, please contact
surgery Health New England Member Services at
1-800-791-7944.
Physician/surgeon fees No charge Not covered None
Emergency room care $100 copay/visit Not covered None

For ground ambulance services from out-of-
plan providers, only ambulance transport and
mileage are covered. Ancillary supplies or
$25 copay/member/day Not covered services (such as ECG tracing, drugs,
intubation and measuring of oxygen in the
blood) will not be covered if billed as separate

Emergency medical
transportation

If you need immediate
medical attention

line items.
$35 copay/visit : . :
Urgent care Deductible does not apply. Not covered Deductible may apply to some office services.

100 days per calendar year limit for skilled
Facility fee (e.g., hospital room) | $500 copay/admission Not covered nursing facility care and Inpatient
Rehabilitation. Prior approval is required.

If you have a hospital

stay
Physician/surgeon fees No charge Not covered None
If you need mental Outpatient semvi $20 Nisit Not q Pri li ired
health, behavioral utpatient services copay/visi ot covere rior approval is required.
health, or substance
abuse services Inpatient services $500 copay/admission Not covered Prior approval is required.
Cost sharing does not apply for preventive
o No charge . ; .
Office visits . Not covered services. Depending on the type of service,
Deductible does not apply.

If you are pregnant deductible and copays may apply.

Childbirth/delivery professional | No charge

services Deductible does not apply. Not covered None
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Common :
Medical Event Services You May Need

What You Will Pa

In-Plan Provider
You will pay the least

Out-of-Plan Provider
You will pay the most

Limitations, Exceptions, & Other Important
Information

If you need help
recovering or have
other special health
needs

If your child needs
dental or eye care

Childbirth/delivery facility
services

Home health care

Rehabilitation services

Habilitation services

Skilled nursing care

Durable medical equipment

Hospice services

Children’s eye exam
Children’s glasses

Children’s dental check-up

$500 copay/admission

No charge

$20 copay/visit per
treatment type

$35 copay/visit per
treatment type

No charge

20% coinsurance

No charge

Deductible does not apply.

No charge

Deductible does not apply.

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered
Not covered

Not covered

Not covered

Not covered

Not covered

Coverage for child is limited to routine newborn
nursery charges. For continued coverage, child
must be enrolled within 30 days of date of
birth.

Prior approval is required.

Limited to 60 visits, per Calendar Year for
physical or occupational therapy. The
Calendar year limit does not apply to services
that are part of a home health plan. The limit
also does not apply when services are
provided to treat autism spectrum disorder.)
Services that are part of a home health plan
and services provided to treat autism spectrum
disorder require Prior Approval.)

Early intervention services covered for children
from birth to age 3 with no member cost

sharing.
Prior approval is required.

Prior approval is required for some items.

Prior approval is required.

Routine exams limited to one per calendar
year.

None

None
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Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

e Acupuncture e Dental Care (Adult) (except for the limited e Private Duty Nursing

e Bariatric Surgery (requires prior approval) services specified in your plan materials) ¢ Routine Foot Care (Routine foot care is covered
e Children’s Dental Check-up e Long Term Care if you have diabetes)

e Children’s Glasses o Non-emergency care when traveling outside the o  Weight Loss Programs

e Chiropractic Care us.

e Cosmetic Surgery

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Hearing Aids (limited to members age 21 and o Infertility Treatment e Routine eye care (Adult)
under, $2,000 per hearing aid per ear each 36
months)

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: the Department of Labor’'s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. Other coverage
options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the
Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. Or you can contact the
Massachusetts Division of Insurance at 877-563-4467, or doicss.mailbox@state.ma.us, or http://www.mass.gov/ocabr/government/oca-agencies/doi-Ip/.

Does this plan provide Minimum Essential Coverage? Yes
If you don’t have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax return unless you qualify for an exemption from the
requirement that you have health coverage for that month.

Does this plan meet the Minimum Value Standards? Yes
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.
To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

u
L :

This is not a cost estimator. Treatments 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. Focus on 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

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

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

hospital delivery)

B The plan’s overall deductible $250
W Specialist copay $35
W Hospital (facility) copay $500
W Other copays $10

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost $12,800
In this example, Peg would pay:
Cost Sharing

Deductibles $250

Copayments $500

Coinsurance $0

What isn’t covered
Limits or exclusions $0
The total Peg would pay is $750

controlled condition)

M The plan’s overall deductible $250
W Specialist copay $35
® Hospital (facility) copay $500
M Other copays $10

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $7,400
In this example, Joe would pay:
Cost Sharing

Deductibles $100

Copayments $1,000

Coinsurance $0

What isn’t covered
Limits or exclusions $0
The total Joe would pay is $1,100

up care)
M The plan’s overall deductible $250
M Specialist copay $35
W Hospital (facility) copay $100
B Other coinsurance 20%

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

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

Total Example Cost $1,900
In this example, Mia would pay:
Cost Sharing
Deductibles $250
Copayments $300
Coinsurance $10
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $560
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® 9 Health New England

Notice Informing Individuals of Nondiscrimination and Accessibility

Health Mew England complies with apphicable Federal civil rights laws and does not discriminate on the basis of race, color, national ongin, age,
dizability, or sex. Health New England does not exelude people or treat them differently because of race, color, national origin, age, disability, or sex,

Health Mew England:
* Provides free ands and services to people with disabilities to commumicate effectively with us, such as:

o Quahlfied sign language nterpreters

o Wrillen information i other formats (large pnint, andio, aceessible electrome formats, other formats)
* Provides [ree lanpunge services to people whose pnmary language is not English, such as:

o Qualified interpreters

o Information written in other languages
If vou need these services, contact Susan O'Connor, Vice President and General Counsel,

If von believe that Health Mew England has failed to provide these services or diseriminated in another way on the basis of race, eolor, natienal
orign. age, disatnlity, or sex, vou can file a grievance with: Susan " Connor, Vice President ind General Counsel, One Monarch Place. Sute 1500,
Springhield. MA 01104- 1500, Phone: (888) 270-0189, TTY: 711, Fax: (413) 233-2685 or ComplaintsAppealsi@hne.com. You can file a grievance in
person or by muml, fax, or email. I vou need belp [ling o grevance. Suson O"Connor, Vice President and General Counsel, 15 available to help vou

You can also file a eivil rights complaint with the 11,5, Department of Health and Human Serviees, (ffice for Civil Rights clectronically through the
Ofiee for Civil Rights Complaint Portal, available at https:foerportal hhs.govioer portalflobby jsf, or by mail or phone at; U5, Department of
Health and Human Services, 200 Independence Avenue SW., Room 509F, HHH Building, Washington, IC 20201, (RB00) 368- 1019, (R 5337-7697
(T, Complaint forms are available at http:/www. hhs. goviecrfofee/ile/index. himl.

Multi-Language Services

You have the right to get help and information n your language at no cost. We're here to help vou. We can give you information in other formats and
different languages. All translation services are free to members, To request an interpreter, or if you have questions regarding this document, please
call the toll-free member phone number listed on vour health plan [T card, (TTY:711), Monday through Friday, 800 a.m. - &:(0 pm.

Last Beviewed: 7/31/201%

One Monarch Place, Suite 1500, Spnnghield, M 01144-1500
(413) T8F-4000 | (800) 842-4484 | healthnewengland.ong
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Korean ASH= =& A28 782 HUHEHI S vl 8 + A= Aol ASUL BIAHE ¥EH| #ANA = #5E] #-
IDAEH JIXIE P W EHSH SR S (B e 2LAL TTY 711

Greek Eyets 1o Sixciopo ve Adfete fofBeie o mAnp ogopis o yvAnooe oo ywpls wpewon. Do ve Enmosts Siep pyven, K eAzoe o Sopsdy apiBpd
TrASp oD Ton fpickste oty KepTe pEhov o es gpdraonc merfors 0. (TTY: 7110,

Polish Ilagz praw o do uzyskania bezplatne] informacyi i pomocy we wlasnym jezylos. Po ushagi thimacza zadew ofl pod bezplatoy mum er wmie seczony na
kateie identyfikacyineg planu medyeznego i weidndf 0. (TTY: 7110

Hind! HT & UE HEA A F WA U FTHFH FLRF U R HGE §| G & W S
F & TOIU, {9 fed o 1D F12 W gddg S0l ddd 97 Ol &Y, 0 &ard| TTY 711

Guyarati | a3 el [@ott Y& Hes wa HiBdl Raacliell dusl wfsz 8 gelfdaisl Qoidl seal w2 dmizl 3e8 i 1D &S uz
1 ALGl 214 dledz Uz SIe 52l el 0 sedldl (TTY: 7110,

Lan muwﬁmmﬁulmsumua@mcm Z"?'E!IID‘;Q«-E “MﬁE*}Dﬂ‘}DEﬁGUDWﬂ‘}EEﬂWﬁU “Mﬂ‘?ﬂiﬁﬁl‘?@ GME&E
Sﬂﬂﬁﬂﬁtﬂﬁﬁ‘} ?WMEW?@D‘}ECQWEMQNﬁUﬁ ﬁﬁUﬂM‘)E{ﬂ?tﬁl@ﬁw Uzﬁﬁ?ﬁﬂﬁiﬁbﬁﬁﬂﬂﬂﬁm‘}ﬁ Do 0, I:TTTIr 71 l:l

Alhanian Jukerd t8 dregté té merrrd ndihan é dhe inform acion falas né gjubén tug, Pér t8 kérkoar rgé pérkihores, telefonon né mamrin g8 gendet né kartén e plamt
tua) shéndetésor, shdvpea 0. (TTY: 7110,

Tagalog Llay katapatan kang makatansgzap n tulong at imposn asyon sa iyong wika nang walang bayad. Upans hoamiling ns tagasaling tawragan ang toll-free na

mrero ng telepono na nakalagay saiyong ID card ng planong pangkalusugan, pindutin ang 0. (TTY: 711,






