MEDICA. Medica Choice Passport WI 2000-25% HSA Coverage Period: Beginning on or after 1/1/19
Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage for: Individual/Family | Plan Type: PPO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows ¥)ou 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 onI% a
( o summary. For more information about your coverage, or to get a copy of the complete terms of coverage, go to www.medica.com or by calling 952-945-8000
u (Minneapolis/St. Paul Metro are? or 1-800-952-3455. 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.dol.gov/ebsa/healthreform or www.cciio.cms.gov or call Medica

at the numbers above to request a copy.

Important Questions Answers Why this Matters:

$2,000 per person/ $4,000 per Szl : . . .
i T y, you must pay all of the costs from providers up to the deductible amount before this plan begins to
\é\‘lalaaht c|a lglr:a?? overall LaerplFl)yg Irgomitwi%ko?)ngeﬁé%oﬁl for Bgéi r!fs Xgupaga}.ve other family members on the policy, the overall family deductible must be met before the plan

out-of-network services.

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.

Are there services Yes. Preventive care, preventive
covered before you meet Presqnphons and prenatal care
your deductible? rom in-network providers.

Are there other , o .
deductibles for specific |No You don’t have to meet deductibles for specific services.
services?

$4,500 per person/ $7,350 per o _ . _
What is the out-of-pocket |family in-network. $13,500 per | The out-of-pocket limit is the most you could Pay ina Year for covered services. If you have other family
limit for this plan? pe{sc%n/ $t27,0k00 per family for - |members in this plan, the overall family out-oi-pocket limit must be met.

out-of-network services.

Premiums, balance-billing

What is not included in : : -
Py et charges, and health care this ~ |Even though you pay these expenses, they don’t count towards the out-of-pocket limit.
the out-of-pocket limit? ;Ian%oesn’t ol 9

Yes. See www.medica.com or | This plan uses a provider network. You will pay less if you use a provider in the plan’s network. You will pay
call 1-800-952-3455 or 711 the most if you use an out-of-network provider, and you might receive a bill from a provider for the difference
TTY users) for a list of Medica |between the provider's charge and what your plan pays (balance billing). Be aware, your network provider

hoice with UnitedHealthcare ~ |might use an out-of-network provider for some services (such as lab work). Check with your provider before
network providers. you get services.

Will you pay less if you
use a network provider?

Do you need a referral to |No. You don’t need a referral to
see a specialist? see a specialist.

You can see the specialist you choose without a referral.
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MEDICA.

Common Medical Event

Medica Choice Passport WI 2000-25% HSA
Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

Services You May
Need

All coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

Network Provider

Out-of-network

Coverage Period: Beginning on or after 1/1/19
Coverage for: Individual/Family | Plan Type: PPO

Limitations, Exceptions & Other Important Information

If you visit a health care provider’s

office or clinic

Primary care visit to
treat an injury or illness

(You will pay the least) (You will pay the most)

Primary care: 25%
coinsurance
Chiropractic: 25%
coinsurance
Convenience: 25%
coinsurance

Primary: 50%
coinsurance
Chiropractic:

50% coinsurance

Convenience:

50% coinsurance

Limited to 15 visits per member, per year for out-of-network
chiropractic care.

Specialist visit

25% coinsurance

50% coinsurance

---none---

Preventive care/

screening/
immunization

No charge. Deductible does
not apply.

50% coinsurance

You may have to pay for services that aren’t preventive.
Ask your provider if the services needed are preventive.
Then check what your plan will pay for. Routine physicals
and eye exams are not covered out-of-network.

Diagnostic test (x-ray,

Lab: 25% coinsurance

50% coinsurance

---none---

blood work) X-ray: 25% coinsurance
If you have a test imagina (CT/PET
srgaarglsn%/ﬁQIS) 25% coinsurance 50% coinsurance |---none---
Retail: 25% coinsurance
Generic drugs Mail order: 25% coinsurance 50% coinsurance

If you need drugs
to treat your illness
or condition

More information about
prescription drug coverage
is available at
www.medica.com/drugcost?

Preventive: No charge.
Deductible does not apply.

Preferred brand drugs

Retail: 25% coinsurance
Mail order: 25% coinsurance
Preventive: No charge.
Deductible does not apply.

50% coinsurance

Non-preferred brand
drugs

Retail: 45% coinsurance
Mail order: 45% coinsurance
Preventive: Benefit does not

apply.

50% coinsurance

Up to a 31-day supply/ retail or 93-day supply/ mail order
prescription. Mail order drugs not covered out-of-network.

Specialty drugs

Preferred: 25% coinsurance
No more than $200

copay/prescription.
Non-Ereferred: 45%
coinsurance

Not covered

Up to a 31-day supply per prescription received from a
designated specialty pharmacy.
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MEDICA. Medica Choice Passport WI 2000-25% HSA Coverage Period: Beginning on or after 1/1/19
Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage for: Individual/Family | Plan Type: PPO

What You Will Pay - _ _
Network Provider Out-of-network Limitations, Exceptions & Other Important Information
(You will pay the least) (You will pay the most)

Services You May

Common Medical Event Need

Facility fee (e.g.,

) ambulatory surge 25% coinsurance 50% coinsurance |---none---
If you have outpatient surgery center) fy sUrgery ’ °
Physician/surgeon fees [25% coinsurance 50% coinsurance |---none---
. Covered as an
Emergency room care [25% coinsurance in-network ---none---
benefit.
: : : - Covered as an
If you need immediate medical Emergency medical 5% co :
: —gﬁ; b coinsurance in-network ---none---
attention transportation benefit.
Covered as an
Urgent care 25% coinsurance in-network ---none---
benefit.
Facility fee (e.g., - -
e e e G hospital room) 25% coinsurance 50% coinsurance |---none---
Physician/surgeon fees [25% coinsurance 50% coinsurance |---none---
If you need mental health, behavioral |Outpatient services | 25% coinsurance 50% coinsurance |---none---
health, or substance abuse needs ||npatient services 25% coinsurance 50% coinsurance |---none---
Br%nattat)llc%re: e ct:hargle. Maternit include tests and services described
o vial eductible does not apply. : aternity care may include tests and services describe
Office visits Postnatal care: 25% 50% coinsurance ljsewhere in the SBC (i.e. ultrasound.)
coinsurance
If you are pregnant Sy :
grrg%gglsﬁtgég?lsl\émces 25% coinsurance 50% coinsurance |---none---
Childbirth/delivery 25% coinsurance 50% coinsurance |---none---

facility services
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MEDICA. Medica Choice Passport WI 2000-25% HSA Coverage Period: Beginning on or after 1/1/19
Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage for: Individual/Family | Plan Type: PPO

What You Will Pay - _ _
Network Provider Out-of-network Limitations, Exceptions & Other Important Information
(You will pay the least) (You will pay the most)

Services You May

Common Medical Event Need

Home health care 25% coinsurance 50% coinsurance gmié?ﬂg?ﬁgrliggﬁ] ?nrerglember per year in and
P_hx[sicaltar]ld o?cupkational thetr)apy combineg Iitmi}ed %o 20k
e : : - visits out-of-network per member per year. Out-of-networ!
Rehabilitation services 25% coinsurance 50% coinsurance speech therapy is limited to 20 visits per member per year.
oy penm F’.h){sicaltar}d o;:cupkational thetr)apy combineg Iitmi]’ged E[o 20k
N . : - visits out-of-network per member per year. Out-of-networ
other special health needs Habilitation services  25% coinsurance 50% coinsurance |spaech therapy is imited o 20 visis ger member per year.
Skilled nursing care  |25% coinsurance 50% coinsurance ;g?fe?'r"mit combined in and out-of-network per member
W 25% coinsurance 50% coinsurance |---none---
Hospice services 25% coinsurance 50% coinsurance |---none---
Children’s eye exam ﬁé’t ‘;T)%rlge Deductible does |\t covered ~--none---
gryg;l; ggriéd LR BelEnEl Children’s glasses Not covered Not covered Glasses are not covered by the plan.
Eﬁ;’gﬁeﬁps dental Not covered Not covered Dental check-ups are not covered by the plan.
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MEDICA. Medica Choice Passport WI 2000-25% HSA Coverage Period: Beginning on or after 1/1/19
Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage for: Individual/Family | Plan Type: PPO

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 other excluded services.)

® Acupuncture exceeding 15 visits per member ® Dental Care (Adult) o |nfertility treatment
per year for in-network and out-of-network ® Dental check-up ® Long Term Care
acupuncture services combined ® Glasses ® Private-duty nursing
® Bariatric Surgery , o ® Hearing aids and cochlear implants except for ® Routine foot care except for specified conditions
® Chiropractic care exceeding 15 visits per _ members 17 years of age and younger who are ® \Veight Loss programs
member per year for out-of-network chiropractic certified as deaf or hearing impaired if
care. prescribed by a physician or licensed _
® Cosmetic Surgery audiologist; coverage is limited to one hearing

aid every three years.

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

° ”osn-emergency care when traveling outside the ® Routine eye care (Adult)

50f7



MEDICA.

Summary of Benefits and Coverage: What this Plan

Medica Choice Passport WI 2000-25% HSA

Covers & What You Pay for Covered Services

Coverage Period: Beginning on or after 1/1/19
Coverage for: Individual/Family | Plan Type: PPO

About these Coverage Examples:

the actual care you receive, the prices your
coinsurance) and excluded services under t

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
roviders charge, and many other factors. Focus on the cost sharing amounts édeductibles, copayments and

ﬁe plan.

note these coverage examples are based on self-only coverage.

Use this information to compare the portion of costs you might pay un

er different health plans. Please

Peg is Having a Baby

(9 months of in-network pre-natal care and a hospital
delivery)

The plan’s overall deductible: $2,000
Specialist coinsurance: 25%

Hospital (facility) coinsurance: 25%
Other coinsurance: 25%

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

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

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

The plan’s overall deductible: $2,000
Specialist coinsurance: 25%
Hospital (facility) coinsurance: 25%
Other coinsurance: 25%

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)

Mia’s Simple fracture

(in-network emergency room visit and follow up care)

The plan’s overall deductible: $2,000
Specialist coinsurance: 25%
Hospital (facility) coinsurance: 25%
Other coinsurance: 25%

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic test ﬁx—ray)

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

|-
c

Total Example Cost $12,800 Total Example Cost $7,400 Total Example Cost $1,900

In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing

Deductibles $2,000 Deductibles $2,000 Deductibles $1,900

Copayments $0 Copayments $0 Copayments $0

Coinsurance $2,100 Coinsurance $200 Coinsurance $0
What isn’t covered What isn’t covered What isn’t covered

Limits or exclusions $60 Limits or exclusions $0 Limits or exclusions $0

The total Peg would pay is $4,160 The total Joe would pay is $2,200 The total Mia would pay is $1,900

The plan would be responsible for the other costs of these EXAMPLE covered services.
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