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HMO03934 / PHA01668
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage Period: 10/01/2017 - 09/30/2018
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, visit https://www.deancare.com/health-insurance/group-plans-
for-employers/sample-group-certificates/ or call (800) 279-1301 or TTY 711. 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 https://www.dol.gov/ebsa/healthreform or

https://www.healthcare.gov/sbc-glossary or call (800) 279-1301 or TTY 711 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?

$0

Yes. Preventive care services are
covered before you meet your
deductible.

No.

$7150 individual / $14300 family.
Included in the out-of-pocket limit
is a deductible and coinsurance
limit, which for covered services is
$0 individual / $0 family.

Premiums, balanced-billing
charges, and health care this plan
doesn't cover.

Yes. See
http://www.deancare.com/find-a-
doc/ or call 1-800-279-1301 or
TTY 711 for a list of network

providers

See the Common Medical Events chart below for your costs for services this plan covers. 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 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. The deductible
and coinsurance limit does not include copayments. Once the deductible and coinsurance limit is
met, the plan pays 100% of allowed amounts, not including copayments; the members pay
copayments until they reach the total out-of-pocket limit. 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.
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Do you need a referral to
see a specialist?

You can see the specialist you choose without a referral.

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

What You Will Pa

Common
Medical Event Services You May Need

If you visit a health care
provider’s office or clinic

If you have a test

If you need drugs to
treat your illness or
condition

More information about
prescription drug
coverage is available at
www.deancare.com/pha
rmac

Primary care visit to treat an
injury or illness

Specialist visit

Preventive care/screening/
immunization

Diagnostic test (x-ray, blood
work)

Imaging (CT/PET scans, MRIs)

Generic drugs (Tier 1)

Preferred brand drugs (Tier 2)

Non-preferred brand drugs
(Tier 3)

Specialty drugs

Network Provider
You will pay the least

$20 copay/visit

$20 copay/visit

$0 copay/visit

0% coinsurance after
deductible

PET:

0% coinsurance after
deductible

CT/MRI:

$0 copay/visit

$6 copay / prescription
(retail)

$20 copay / prescription
(retail)

$30 copay / prescription
(retail)

50% coinsurance for
infertility
drugs/prescription

Out-of-Network Provider
ou will pay the most
Not covered

Not covered

Not covered

Not covered

Not covered

Not covered (retail and mail
order)
Not covered (retail and mail
order)
Not covered (retail and mail
order)

Not covered (retail and mail
order)

Limitations, Exceptions, & Other Important
Information

No coverage for Chiropractic maintenance or
long-term therapy.

Infertility services are covered at 50% of
$4,000 life time maximum.

Services under the ACA guidelines will be
covered as preventive. Services may have a
limit on number of visits and/or specific age
requirements. For additional information
please see the Preventive Services section in
your Member Certificate. 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.

None

For mail order maintenance prescriptions, a
90-day supply (Tiers 1 & 2) for 2 copays; 90-
day supply (Tier 3) for 3 copays.

Tobacco cessation products will be covered
with a $0 copay if member enrolls in the Quit
for Life program. Failure to enroll in Quit for

* For more information about limitations and exceptions, see the plan or policy document at https://www.deancare.com/health-insurance/group-plans-for-
employers/sample-group-certificates/.
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Limitations, Exceptions, & Other Important

Information

G What You Will Pa
) Services You May Need Network Provider Out-of-Network Provider
Medical Event . ,
You will pay the least ou will pay the most
)

If you have outpatient
surgery

If you need immediate
medical attention

If you have a
hospital stay

If you need mental
health, behavioral
health, or substance
abuse services

If you are pregnant

If you need help
recovering or have
other special health
needs

Facility fee (e.g., ambulatory
surgery center)

Physician/surgeon fees

Emergency room care

Emergency medical
transportation

Urgent care

Facility fee (e.g., hospital
room)

Physician/surgeon fees
Outpatient services

Inpatient services

Office visits
Childbirth/delivery professional
services

Childbirth/delivery facility
services

Home health care

Rehabilitation services

(retail

0% coinsurance after
deductible
0% coinsurance after
deductible

$100 copay/visit

0% coinsurance after
deductible

$20 copay/visit

0% coinsurance after
deductible
0% coinsurance after
deductible

$0 copay/visit

$0 copay/admission

$20 copay/visit
0% coinsurance after
deductible

0% coinsurance after
deductible

0% coinsurance after
deductible

0% coinsurance after
deductible

Not covered

Not covered

$100 copay/visit

0% coinsurance after
deductible

$20 copay/visit
Not covered
Not covered
Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Life will result in not covered Tobacco
cessation products.

None

Initial emergency services are covered with
out-of-network providers. Copay is waived if

admitted for observation or inpatient.
None

Initial urgent care services are covered with
out-of-network providers.

None

None

None

Home or intentional out of hospital deliveries
are not covered. Cost sharing does not apply
for preventive services. Depending on the
type of services, a copayment, coinsurance, or
deductible may apply. Maternity care may
include tests and services described
elsewhere in the SBC (i.e. ultrasound).

60 visits/contract period.

Rehabilitation care - 90 days/contract period
PT/OT/ST - 60 visits/contract period
Services for custodial care are a policy
exclusion.

* For more information about limitations and exceptions, see the plan or policy document at https://www.deancare.com/health-insurance/group-plans-for-
employers/sample-group-certificates/.

30f8


https://www.deancare.com/health-insurance/group-plans-for-employers/sample-group-certificates/
https://www.deancare.com/health-insurance/group-plans-for-employers/sample-group-certificates/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/#emergency-room-care-emergency-services
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/#emergency-medical-transportation
https://www.healthcare.gov/sbc-glossary/#emergency-medical-transportation
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/#urgent-care
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/#cost-sharing
https://www.healthcare.gov/sbc-glossary/#preventive-care
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#home-health-care
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/#rehabilitation-services
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/

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

0% coinsurance after Habilitative therapies - 60 visits/contract

Habilitation services = Not covered period. Services for custodial care are a policy
deductible exclusion

0% coinsurance after

Skilled nursing care . Not covered 30 days/confinement.
deductible
YUY
Durable medical equipment 0% consurance after Not covered None
deductible
YR
Hospice services 0% consurance after Not covered None
deductible
Ifyour child needs gﬂ!:gren’s elye exam 22(3 copay/(\j/lsn Eot covereg Eone
dental or eye care ildren’s glasses ot covere ot covere one
Children’s dental check-up Not covered Not covered None

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.)

» Cosmetic services including surgery * Long-term care « Private-duty nursin
« Dental care (Adult) + Non-emergency care when travelling « Routine foglt care g
* Glasses outside the U.S.

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

* Acupuncture

» Bariatric Surgery after written approval
and completion of Weight Management
program.

* Chiropractic care

* Routine eye care
* Hearing aids * Weight Loss Programs as part of our
* Infertility treatment Comprehensive Weight
Management Program

Your Rights o 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: U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-EBSA (3272) or https://www.dol.gov/ebsa/healthreform. Other coverage

* For more information about limitations and exceptions, see the plan or policy document at https://www.deancare.com/health-insurance/group-plans-for-
employers/sample-group-certificates/. 40f 8
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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: Wisconsin Office of the Commissioner of Insurance at (800) 236-8517 or http:/oci.wi.gov/ or the U.S. Department of Labor, Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or https://www.dol.gov/ebsa/healthreform.

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.

Language Access Services:
Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al: (800) 279-1301 or TTY 711.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa: (800) 279-1301 or TTY 711.
Chinese (' 3C): AL w5 2 SCHOE ), 1EHATIX AN 7519 (800) 279-1301 or TTY 711.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne": (800) 279-1301 or TTY 711.
——To see examples of how this plan might cover costs for a sample mediical situation, see the next section.

* For more information about limitations and exceptions, see the plan or policy document at https://www.deancare.com/health-insurance/group-plans-for-
employers/sample-group-certificates/. 50f 8
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About these Coverage Examples:

o

% 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 up

hospital delivery)

® The plan’s overall deductible $0
m Specialist copayment $20
M Hospital (facility) coinsurance 0%
M Other coinsurance 0%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (u/rasounds and blood work)
Specialist visit (@nesthesia)

Total Example Cost $12,800
In this example, Peg would pay:
Cost Sharing
Deductibles $0
Copayments $20
Coinsurance $0
What isn't covered
Limits or exclusions $60
The total Peg would pay is $80

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

controlled condition)

® The plan’s overall deductible $0
m Specialist copayment $20
M Hospital (facility) coinsurance 0%
M Other coinsurance 0%

This EXAMPLE event includes services like:
Primary care physician office visits (/ncluding
disease eaucation)

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 $0
Copayments $600
Coinsurance $0
What isn't covered
Limits or exclusions $20
The total Joe would pay is $620

care)
® The plan’s overall deductible $0
B Specialist copayment $20
M Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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

Diagnostic test (x-ray)s

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

Total Example Cost $1,900
In this example, Mia would pay:
Cost Sharing
Deductibles $0
Copayments $40
Coinsurance $0
What isn't covered

Limits or exclusions $0
The total Mia would pay is $40
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Language Assistance — General Taglines
Dean Health Plan is required by federal law to provide the following information.

If you, or someone you’re helping, have questions about Dean Health Plan, you have the right to get help
and information in your preferred language at no cost. To talk with an interpreter, call Customer Care
at (800) 279-1301.

Si usted, o alguien a quien usted estd ayudando, tiene preguntas acerca de Dean Health Plan, tiene derecho a
obtener ayuda e informacion en su idioma sin costo alguno. Para hablar con un intérprete, llame al Customer
Care. (800) 279-1301.

Yog koj, los yog tej tus neeg uas koj pab ntawd, muaj lus nug txog Dean Health Plan, koj muaj cai kom lawv
muab cov ntshiab lus ghia uas tau muab sau ua koj hom lus pub dawb rau koj. Yog koj xav nrog ib tug neeg
txhais lus tham, hu rau Customer Care. (800) 279-1301.

INRIE, —:!ZT&EE'u\IET:ETﬂHEj] MR, BER[IEASBMIEHE E’J%fﬁ Dean Health Plan 75 [ RS RE,
::_.\;E*E*Ijﬁlﬁuu_.\ Eff:'lﬁ'ﬂ’]*ﬂnﬂuo /I:l_ﬁ] LL%] :53 a8 ﬁ}% nﬁ [T.lﬂ:ﬁ)k;&% Customer
Care. (800) 279-1301o

Falls Sie oder jemand, dem Sie helfen, Fragen zum Dean Health Plan haben, haben Sie das Recht, kostenlose
Hilfe und Informationen in Ihrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie
bitte die Nummer (800) 279-1301 an.

il slaall s 3aclusall e J sl 8 (3a) ¢l Plan Health Dean (e swads diul saclud padd sl ol el (S o
(800) 279-1301

Ecnu y Bac uim nuna, KOTopoMy Bbl IOMOTaeTe, UMEIOTCs BOIpockl 1o nooay Dean Health Plan, To BB
uMeeTe TpaBo Ha OecIuiaTHOE MOIydYeHUe MOMOIIM U HH(OpMaIK Ha BaleM s3bIke. J{7st pasroBopa ¢
MepeBOAYMKOM 1Mo3BOHUTE 10 Tenedony Customer Care. (800) 279-1301.

;O

DHOt 25} = ABHIF S0 Q= OfE AFRE0I Dean Health Plan Off 2+5H Al é‘%OI QUCHH Bt
e c2 HEE |6+9|mo4§ HE 2220l 22 2 = 220t YSLICH 1
OHDIBH| SIHA = (800) 279-1301 & F3H5HAI Al Q.

Néu quy vi, hay nguoi ma quy vi dang giup dd, co céu hoi vé Dean Health Plan, quy vi s& c6 quyén duoc
gitip va c6 thém thong tin bang ngdn ngit cia minh mién phi. Dé néi chuyén voi mot thong dich vién, xin
goi Customer Care. (800) 279-1301.

Wann du hoscht en Froog, odder ebber, wu du helfscht, hot en Froog baut Dean Health Plan, hoscht du es
Recht fer Hilf un Information in deinre eegne Schprooch griege, un die Hilf koschtet nix. Wann du mit me
Interpreter schwetze witt, kannscht du (800) 279-1301 uffrufe.

T]‘)U)‘)D mavmm‘mmagqoecms J.)&f)‘)T]‘);UT)JOD’)U Dean Health Plan,
U)‘)DJJE’OU)Q”ZOSUD’WDQO&)CU)SCCQ 21)1)2‘)03‘)1)U)CUDU)‘)%‘)QS‘)U)‘)DUDE)‘)?Q@?&).
3’)‘71)28:)).)3’)01)‘7@)&)‘73‘), ?U)YU)U)? Customer Care. (800) 279-1301.

Si vous, ou quelqu'un que vous étes en train d’aider, a des questions a propos de Dean Health Plan, vous
avez le droit d'obtenir de 'aide et 1'information dans votre langue a aucun cott. Pour parler a un interprete,
appelez Customer Care. (800) 279-1301.



Jesli Ty lub osoba, ktérej pomagasz ,macie pytania odnosnie Dean Health Plan, masz prawo do uzyskania

bezptatnej informacji i pomocy we wlasnym jezyku .Aby porozmawiaé z ttumaczem, zadzwon pod numer
Customer Care. (800) 279-1301

T 39 AT 3T GaRT TEIAT HIT SIT T§ HIAT AT & Dean Health Plan & IR & G & ,aY 39
O 37911 HT9T H Hd H FETIdT 3R AT W e 1 3UTHR § | Hi8 AT & 91 el & AT,
(800) 279-1301 UX il I |

Nése ju, ose dikush g€ po ndihmoni, ka pyetje pér Dean Health Plan, keni té drejté€ t€ merrni ndihmé

dhe informacion falas né gjuhén tuaj. Pér t€ folur me nj€ pérkthyes, telefononi numrin Customer
Care. (800) 279-1301.

Kung ikaw, o ang iyong tinutulangan, ay may mga katanungan tungkol sa Dean Health Plan, may karapatan
ka na makakuha ng tulong at impormasyon sa iyong wika ng walang gastos. Upang makausap ang isang
tagasalin, tumawag sa Customer Care. (800) 279-1301.

Non-Discrimination Statement: Dean Health Plan complies with applicable Federal civil rights laws and
does not discriminate on the basis of race, color, national origin, age, disability or sex. Dean Health Plan does
not exclude people or treat them differently because of race, color, national origin, age, disability or sex. Dean
Health Plan provides free aids and services to people with disabilities to communicate effectively with us,
such as: qualified sign language interpreters and written information in other formats (large print, audio,
accessible electronic formats, other formats). Dean Health Plan provides free language services to people
whose primary language is not English such as: qualified interpreters and information written in other
languages. If you need these services, contact the Dean Health Plan Customer Care Center at (800) 279-1301.
If you believe that Dean Health Plan has failed to provide these services or discriminated in another way on
the basis of race, color, national origin, age, disability, or sex, you can file a grievance. If you need help filing
a grievance, Megan Simpson, Civil Rights Coordinator for Dean Health Plan is available to help you. You can
file a grievance in person or by mail, fax, or email:

Megan Simpson, Civil Rights Coordinator

1277 Deming Way

Madison, Wisconsin 53717

Phone: (608) 828-2216

Email: civilrightscoordinator@deancare.com

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for
Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services

200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD) General DHP §00-279-1301 v1.1
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PPO02932 / PHA01694
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage Period: 10/01/2017 - 09/30/2018
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 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, visit https://www.deancare.com/health-insurance/group-plans-
for-employers/sample-group-certificates/ or call (800) 279-1301 or TTY 711. 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 https://www.dol.gov/ebsa/healthreform or

https://www.healthcare.gov/sbc-glossary or call (800) 279-1301 or TTY 711 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?

$0/individual network
$0/family network
$250/individual out-of-network
$500/family out-of-network

Yes. Preventive care services are
covered before you meet your
deductible.

No.

For network providers $7150
individual / $14300 family; for out-
of-network providers $14300
individual / $28600 family.
Included in the out-of-pocket limit
for covered network services is a
deductible and coinsurance limit,
which for covered network
services is $0 individual / $0
family. There is a deductible and
coinsurance limit for covered out-
of-network services, which is $500
individual / $1000 family.

Premiums, balanced-billing
charges, penalties for failure to
obtain pre-authorization, and

Generally, you must pay all 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 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.

Version Number: Dean 04/01/2017
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health care this plan doesn't
cover.

Yes. See
http://www.deancare.com/find-a-
doc/ or call 1-800-279-1301 or
TTY 711 for a list of network

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

Will you pay less if you use
a network provider?

providers (such as lab work). Check with your provider before you get services.
Do you need a refer) to No. You can see the specialist you choose without a referral.

see a specialist?

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

Common What You Will Pa
Services You May Need Network Provider Out-of-Network Provider
Medical Event .
You will pay the least ou will pay the most

Limitations, Exceptions, & Other Important

Information

Primary care visit to treat an $20 copay/visit 20% coinsurance after No coverage for Chiropractic maintenance or
injury or illness deductible long-term therapy.
Specialist visit $20 copay/visit 20% coinsurance after Infertility services are covered at 50% of
Specialst copay deductible $4,000 life time maximum.
Services under the ACA guidelines will be
If you visit a health care covered as preventive. Services may have a
rovider's office or dlinic limit on number of visits and/or specific age
L . . o requirements. For additional information
Preventive care/screening/ . 20% coinsurance after ) ) e
$0 copay/visit please see the Preventive Services section in

immunization

Diagnostic test (x-ray, blood
work)

0% coinsurance after
deductible

deductible

20% coinsurance after
deductible

your Member Certificate. 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.

Certain covered diagnostic tests and/or
imaging may require written prior authorization

PET: from our Medical Affairs Division. Failure to
If you have a test 0% coinsurance after 20% coinsurance after obtain prior authorization for services will
Imaging (CT/PET scans, MRIs) | deductible de dtuw result in a penalty of 50% of the allowed
CT/MRI: - amount, up to a $500 maximum per
$0 copay/visit occurrence.

* For more information about limitations and exceptions, see the plan or policy document at https://www.deancare.com/health-insurance/group-plans-for-
employers/sample-group-certificates/.
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Limitations, Exceptions, & Other Important

PG What You Will Pa
Services You May Need Network Provider Out-of-Network Provider
Medical Event : ,
You will pay the least ou will pay the most

Information

" o
Generic drugs (Tier 1) $6 cqgay/ prescription | 50% cpmsurancg/
If you need drugs to (retail) prescription (retail)

For mail order maintenance prescriptions, a

treat your illness or , $20 copay / prescription | 50% coinsurance / i . o,
condition Preferred brand drugs (Tier 2) (retail orescription (retail) 90-day supply (Tiers 1 & 2) for 2 copays; 90

day supply (Tier 3) for 3 copays.

More information about | Non-preferred brand drugs $30 copay / prescription | Not covered (retail and mail
prescription drug (Tier 3) (retail) order)

coverage is available at
www.deancare.com/pha

Tobacco cessation products will be covered

o
50% coinsurance for with a $0 copay if member enrolls in the Quit

rmacy

If you have outpatient
surgery

If you need immediate
medical attention

If you have a
hospital stay

Specialty drugs

Facility fee (e.g., ambulatory
surgery center)

Physician/surgeon fees

Emergency room care

Emergency medical
transportation

Urgent care

Facility fee (e.g., hospital
room)

Physician/surgeon fees

infertility
drugs/prescription
(retail)

0% coinsurance after
deductible

0% coinsurance after
deductible

$100 copay/visit

0% coinsurance after
deductible

$20 copay/visit

0% coinsurance after
deductible

0% coinsurance after
deductible

Not covered (retail and mail
order)

20% coinsurance after
deductible

20% coinsurance after
deductible

$100 copay/visit

0% coinsurance after in-
network deductible

$20 copay/visit

20% coinsurance after
deductible

20% coinsurance after
deductible

for Life program. Failure to enroll in Quit for
Life will result in not covered Tobacco
cessation products.

Outpatient hospital services require a written
prior authorization from our Medical Affairs
Division. Failure to obtain prior authorization
for services will result in a penalty of 50% of
the allowed amount, up to a $500 maximum
per occurrence.

Copay is waived if admitted for observation or
inpatient.

None

None

Inpatient hospital services require a written
prior authorization from our Medical Affairs
Division. Failure to obtain prior authorization
for services will result in a penalty of 50% of
the allowed amount, up to a $500 maximum
per occurrence.

* For more information about limitations and exceptions, see the plan or policy document at https://www.deancare.com/health-insurance/group-plans-for-
employers/sample-group-certificates/.
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Limitations, Exceptions, & Other Important

Information

G What You Will Pa
) Services You May Need Network Provider Out-of-Network Provider
Medical Event . ,
You will pay the least ou will pay the most

Outpatient services
If you need mental
health, behavioral
health, or substance
abuse services
Inpatient services
Office visits

Childbirth/delivery professional
services

Childbirth/delivery facility
services

If you are pregnant

Home health care

If you need help
recovering or have
other special health
needs

Rehabilitation services

$0 copay/visit

$0 copay/admission

$20 copay/visit

0% coinsurance after
deductible

0% coinsurance after
deductible

0% coinsurance after
deductible

0% coinsurance after
deductible

$0 copay/visit

$0 copay/admission

20% coinsurance after
deductible
20% coinsurance after
deductible

20% coinsurance after
deductible

20% coinsurance after
deductible

20% coinsurance after
deductible

Outpatient mental health services require a
written prior authorization from our Medical
Affairs Division. Failure to obtain prior
authorization for services will result in a
penalty of 50% of the allowed amount, up to a
$500 maximum per occurrence.

Inpatient mental health services require a
written prior authorization from our Medical
Affairs Division. Failure to obtain prior
authorization for services will result in a
penalty of 50% of the allowed amount, up to a
$500 maximum per occurrence.

Home or intentional out of hospital deliveries
are not covered. Cost sharing does not apply
for preventive services. Depending on the
type of services, a copayment, coinsurance, or
deductible may apply. Maternity care may
include tests and services described
elsewhere in the SBC (i.e. ultrasound).

60 visits/contract period. Services for home
health require a written prior authorization from
our Medical Affairs Division. Failure to obtain
prior authorization for services will result in a
penalty of 50% of the allowed amount, up to a
$500 maximum per occurrence.
Rehabilitation care - 90 days/contract period
PT/OT/ST - 60 visits/contract period

Services for custodial care are a policy
exclusion. Services for rehabilitation care and
PT/OT/ST require a written prior authorization
from our Medical Affairs Division. Failure to
obtain prior authorization for services will
result in a penalty of 50% of the allowed
amount, up to a $500 maximum per

* For more information about limitations and exceptions, see the plan or policy document at https://www.deancare.com/health-insurance/group-plans-for-

employers/sample-group-certificates/.
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Common _
Medical Event Services You May Need

Habilitation services

Skilled nursing care

Durable medical equipment

Hospice services

If your child needs Children’s eye exam
dental or eye care Children’s glasses

Children’s dental check-up

What You Will Pa

Out-of-Network Provider

Network Provider
You will pay the least

0% coinsurance after
deductible

0% coinsurance after
deductible

0% coinsurance after
deductible

0% coinsurance after
deductible

$20 copay/visit

Not covered
Not covered

ou will pay the most

20% coinsurance after
deductible

20% coinsurance after
deductible

50% coinsurance after
deductible; not subject to
out-of-pocket maximum

20% coinsurance after
deductible

20% coinsurance after
deductible

Not covered

Not covered

Limitations, Exceptions, & Other Important

Information

occurrence.
Habilitative therapies - 60 visits/contract
period. Services for custodial care are a policy
exclusion. Habilitation services require written
prior authorization from our Medical Affairs
Division. Failure to obtain prior authorization
for services will result in a penalty of 50% of
the allowed amount, up to a $500 maximum
per occurrence.

30 days/confinement. Services for skilled
nursing require a written prior authorization
from our Medical Affairs Division. Failure to
obtain prior authorization for services will
result in a penalty of 50% of the allowed
amount, up to a $500 maximum per
occurrence.

Durable medical equipment over $500
requires a written prior authorization from our
Medical Affairs Division. Failure to obtain prior
authorization for services will result in a
penalty of 50% of the allowed amount, up to a
$500 maximum per occurrence.

Services for hospice require a written prior
authorization from our Medical Affairs Division.
Failure to obtain prior authorization for
services will result in a penalty of 50% of the
allowed amount, up to a $500 maximum per
occurrence.

None

None
None

* For more information about limitations and exceptions, see the plan or policy document at https://www.deancare.com/health-insurance/group-plans-for-

employers/sample-group-certificates/.

50f10


https://www.deancare.com/health-insurance/group-plans-for-employers/sample-group-certificates/
https://www.deancare.com/health-insurance/group-plans-for-employers/sample-group-certificates/
https://www.healthcare.gov/sbc-glossary/#habilitation-services
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/#skilled-nursing-care
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/#durable-medical-equipment
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/#hospice-services
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/

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.)

* Glasses

* Long-term care

 Non-emergency care when travelling
outside the U.S.

* Bariatric Surgery
» Cosmetic services including surgery
* Dental care (Adult)

* Private-duty nursing
* Routine foot care
* Weight Loss Programs

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

* Acupuncture * Hearing aids

* Chiropractic care * Infertility treatment * Routine eye care

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: U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-EBSA (3272) or https://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: Wisconsin Office of the Commissioner of Insurance at (800) 236-8517 or http://oci.wi.gov/ or the U.S. Department of Labor, Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or https://www.dol.gov/ebsa/healthreform.

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.

Language Access Services:

* For more information about limitations and exceptions, see the plan or policy document at https://www.deancare.com/health-insurance/group-plans-for-
employers/sample-group-certificates/. 6 of 10
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Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al: (800) 279-1301 or TTY 711.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa: (800) 279-1301 or TTY 711.
Chinese (1 32): AN R E h SCHIFEE), 1BHLFTX 4519 (800) 279-1301 or TTY 711.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne': (800) 279-1301 or TTY 711.
——To see examples of how this plan might cover costs for a sample mediical situation, see the next section.

* For more information about limitations and exceptions, see the plan or policy document at https://www.deancare.com/health-insurance/group-plans-for-
employers/sample-group-certificates/. 7 of 10
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About these Coverage Examples:

o

% 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 up

hospital delivery)

® The plan’s overall deductible $0
m Specialist copayment $20
M Hospital (facility) coinsurance 0%
M Other coinsurance 0%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (u/rasounds and blood work)
Specialist visit (@nesthesia)

Total Example Cost $12,800
In this example, Peg would pay:
Cost Sharing
Deductibles $0
Copayments $20
Coinsurance $0
What isn't covered
Limits or exclusions $60
The total Peg would pay is $80

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

controlled condition)

® The plan’s overall deductible $0
m Specialist copayment $20
M Hospital (facility) coinsurance 0%
M Other coinsurance 0%

This EXAMPLE event includes services like:
Primary care physician office visits (/ncluding
disease eaucation)

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 $0
Copayments $600
Coinsurance $0
What isn't covered
Limits or exclusions $20
The total Joe would pay is $620

care)
® The plan’s overall deductible $0
B Specialist copayment $20
M Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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

Diagnostic test (x-ray)s

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

Total Example Cost $1,900
In this example, Mia would pay:
Cost Sharing
Deductibles $0
Copayments $40
Coinsurance $0
What isn't covered

Limits or exclusions $0
The total Mia would pay is $40
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Language Assistance — General Taglines
Dean Health Plan is required by federal law to provide the following information.

If you, or someone you’re helping, have questions about Dean Health Plan, you have the right to get help
and information in your preferred language at no cost. To talk with an interpreter, call Customer Care
at (800) 279-1301.

Si usted, o alguien a quien usted estd ayudando, tiene preguntas acerca de Dean Health Plan, tiene derecho a
obtener ayuda e informacion en su idioma sin costo alguno. Para hablar con un intérprete, llame al Customer
Care. (800) 279-1301.

Yog koj, los yog tej tus neeg uas koj pab ntawd, muaj lus nug txog Dean Health Plan, koj muaj cai kom lawv
muab cov ntshiab lus ghia uas tau muab sau ua koj hom lus pub dawb rau koj. Yog koj xav nrog ib tug neeg
txhais lus tham, hu rau Customer Care. (800) 279-1301.

INRIE, —:!ZT&EE'u\IET:ETﬂHEj] MR, BER[IEASBMIEHE E’J%fﬁ Dean Health Plan 75 [ RS RE,
::_.\;E*E*Ijﬁlﬁuu_.\ Eff:'lﬁ'ﬂ’]*ﬂnﬂuo /I:l_ﬁ] LL%] :53 a8 ﬁ}% nﬁ [T.lﬂ:ﬁ)k;&% Customer
Care. (800) 279-1301o

Falls Sie oder jemand, dem Sie helfen, Fragen zum Dean Health Plan haben, haben Sie das Recht, kostenlose
Hilfe und Informationen in Ihrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie
bitte die Nummer (800) 279-1301 an.

il slaall s 3aclusall e J sl 8 (3a) ¢l Plan Health Dean (e swads diul saclud padd sl ol el (S o
(800) 279-1301

Ecnu y Bac uim nuna, KOTopoMy Bbl IOMOTaeTe, UMEIOTCs BOIpockl 1o nooay Dean Health Plan, To BB
uMeeTe TpaBo Ha OecIuiaTHOE MOIydYeHUe MOMOIIM U HH(OpMaIK Ha BaleM s3bIke. J{7st pasroBopa ¢
MepeBOAYMKOM 1Mo3BOHUTE 10 Tenedony Customer Care. (800) 279-1301.

;O

DHOt 25} = ABHIF S0 Q= OfE AFRE0I Dean Health Plan Off 2+5H Al é‘%OI QUCHH Bt
e c2 HEE |6+9|mo4§ HE 2220l 22 2 = 220t YSLICH 1
OHDIBH| SIHA = (800) 279-1301 & F3H5HAI Al Q.

Néu quy vi, hay nguoi ma quy vi dang giup dd, co céu hoi vé Dean Health Plan, quy vi s& c6 quyén duoc
gitip va c6 thém thong tin bang ngdn ngit cia minh mién phi. Dé néi chuyén voi mot thong dich vién, xin
goi Customer Care. (800) 279-1301.

Wann du hoscht en Froog, odder ebber, wu du helfscht, hot en Froog baut Dean Health Plan, hoscht du es
Recht fer Hilf un Information in deinre eegne Schprooch griege, un die Hilf koschtet nix. Wann du mit me
Interpreter schwetze witt, kannscht du (800) 279-1301 uffrufe.

T]‘)U)‘)D mavmm‘mmagqoecms J.)&f)‘)T]‘);UT)JOD’)U Dean Health Plan,
U)‘)DJJE’OU)Q”ZOSUD’WDQO&)CU)SCCQ 21)1)2‘)03‘)1)U)CUDU)‘)%‘)QS‘)U)‘)DUDE)‘)?Q@?&).
3’)‘71)28:)).)3’)01)‘7@)&)‘73‘), ?U)YU)U)? Customer Care. (800) 279-1301.

Si vous, ou quelqu'un que vous étes en train d’aider, a des questions a propos de Dean Health Plan, vous
avez le droit d'obtenir de 'aide et 1'information dans votre langue a aucun cott. Pour parler a un interprete,
appelez Customer Care. (800) 279-1301.



Jesli Ty lub osoba, ktérej pomagasz ,macie pytania odnosnie Dean Health Plan, masz prawo do uzyskania

bezptatnej informacji i pomocy we wlasnym jezyku .Aby porozmawiaé z ttumaczem, zadzwon pod numer
Customer Care. (800) 279-1301

T 39 AT 3T GaRT TEIAT HIT SIT T§ HIAT AT & Dean Health Plan & IR & G & ,aY 39
O 37911 HT9T H Hd H FETIdT 3R AT W e 1 3UTHR § | Hi8 AT & 91 el & AT,
(800) 279-1301 UX il I |

Nése ju, ose dikush g€ po ndihmoni, ka pyetje pér Dean Health Plan, keni té drejté€ t€ merrni ndihmé

dhe informacion falas né gjuhén tuaj. Pér t€ folur me nj€ pérkthyes, telefononi numrin Customer
Care. (800) 279-1301.

Kung ikaw, o ang iyong tinutulangan, ay may mga katanungan tungkol sa Dean Health Plan, may karapatan
ka na makakuha ng tulong at impormasyon sa iyong wika ng walang gastos. Upang makausap ang isang
tagasalin, tumawag sa Customer Care. (800) 279-1301.

Non-Discrimination Statement: Dean Health Plan complies with applicable Federal civil rights laws and
does not discriminate on the basis of race, color, national origin, age, disability or sex. Dean Health Plan does
not exclude people or treat them differently because of race, color, national origin, age, disability or sex. Dean
Health Plan provides free aids and services to people with disabilities to communicate effectively with us,
such as: qualified sign language interpreters and written information in other formats (large print, audio,
accessible electronic formats, other formats). Dean Health Plan provides free language services to people
whose primary language is not English such as: qualified interpreters and information written in other
languages. If you need these services, contact the Dean Health Plan Customer Care Center at (800) 279-1301.
If you believe that Dean Health Plan has failed to provide these services or discriminated in another way on
the basis of race, color, national origin, age, disability, or sex, you can file a grievance. If you need help filing
a grievance, Megan Simpson, Civil Rights Coordinator for Dean Health Plan is available to help you. You can
file a grievance in person or by mail, fax, or email:

Megan Simpson, Civil Rights Coordinator

1277 Deming Way

Madison, Wisconsin 53717

Phone: (608) 828-2216

Email: civilrightscoordinator@deancare.com

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for
Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services

200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD) General DHP §00-279-1301 v1.1



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

Health Insurance
Afilkated with UW Health

MIDDLETON-CROSS PLAINS AREA SCHOOL DISTRICT
9075794 - POS

Coverage Period: 10/1/2017 - 9/30/2018
Coverage for: Single/Family| Plan Type: POS

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, visit https://unityhealth.com/apps/CertLookup.
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.unityhealth.com or call 1-800-362-3310 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?

In Network: $0 per Calendar Year
Out of Network: $250 Single/$500 Family per
Calendar Year

Yes. Preventive care services are covered
before you meet your deductible.

No.

In Network: $500 Single/$1,000 Family per
Calendar Year for medical expenses.
$2,000 Single/$4,000 Family per Calendar
Year for prescription expenses.

Out of Network: $500 Single/$1,000 Family
per Calendar Year for medical expenses.
$2,000 Single/$4,000 Family per Calendar
Year for prescription expenses.

Premiums, balance-billing charges, penalties
for failure to obtain prior authorization, and
health care this plan doesn't cover.

Questions: Call 1-800-362-3310 or visit us at www.unityhealth.com.

If you aren't clear about any of the underlined terms used in this form, see the Glossary. You can view the
Glossary at www.unityhealth.com/glossary or call 1-800-362-3310 to request a copy.

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.

Tracking ID: KFZNX4Q1
POS SBC
Single Case Agreement
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Yes.

Will you pay less if you

See www.unityhealth.com/findadoctor or call

use a network provider?

1-800-362-3310 for a list of network

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

providers. for some services (such as lab work). Check with your provider before you get services.
Do you need a referral to No. You can see the specialist you choose without a referral.

see a specialist?

Common
Medical Event

Services You May Need

Primary care visit to treat

What You Will Pay

In Network Provider
(You will pay the least)

Out of Network Provider

(You will pay the most)

20% coinsurance after

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

Limitations, Exceptions, & Other Important |
Information

e-Visits for dependent members under the

age of 26 are covered with a $10 copay.

deductible

o . $20 copay/visit .
an injury or illness deductible e-Visits for all other members are covered
with a $10 copay.
L " 20% coinsurance after
Specialist visit $20 copay/visit — none

If you visit a health

Chiro/Adult Vision: $20
copay/visit

Chiro/Adult Vision: 20%

coinsurance after deductible.

No coverage for Out-of-Network Hearing
Exams.

Benefits are not available for care that is
Maintenance and Supportive Care or Long-
term Therapy.

Glasses/contacts for Adult Routine Vision are
not covered.

care provider's office chter practitioner office
or clinic vist
Preventive
care/screening/
immunization

No charge

20% coinsurance after
deductible

Coverage is limited to preventive services as
defined by the Affordable Care Act.

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.

20f9


http://www.unityhealth.com/findadoctor
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible

Common
Medical Event

Services You May Need

Diagnostic test (x-ray,

What You Will Pay

In Network Provider

(You will pay the least)

Out of Network Provider

(You will pay the most)

Limitations, Exceptions, & Other Important |
Information

blood work) No charge No charge none
If you have a test .
Imaging (CT/PET scans, | arge No charge none
MRIs) T
If you need drugs to | Preferred Generics | Tier $6 copa $6 copa
treat yourillness or 1 L L
condition Preferred Brands | Tier 2 | $20 copay $20 copay Multiple copays will apply for claims of greater
. , Non-Preferred Brands & than 30 day supply when covered; for claims
Mrir:cl:;fotri?:tcliorr:l about Generics | Tier 3 $30 copay $30 copay of 31 to 60 days supply, two copays will
P PIC 'Igbl apply, and for claims of 61 to 90 days supply,
coverage Is availaple $20 copay for Preferred $20 copay for Preferred three copays will apply.

at
www.unityhealth.com/d

rugformulary

Specialty drugs | Tier 4

$30 copay for Non-preferred

$30 copay for Non-preferred

Facility fee (e.g.,

20% coinsurance after

Prior authorization may be required. See

If you have i;nntiglr?tory Surgery No charge deductible https://unityhealth.com/members/how-to-get-
outpatient surgery 20% coinsurance after care/prior-authorization or call Customer
Physician/surgeon fees | No charge TN Service for additional information.
deductible
Emergency room care $100 copay/visit $100 copay/visit none
If you need Emergency medical No ch No ch .
immediate medical transportation 0 charge 0 charge none
attention Urgent care $20 copayhvisit 20% coinsurance after none
=Tdem care copay deductible none
Facility fee (e.g., hospital No charde 20% coinsurance after Prior authorization is required. See
If you have a hospital  room) g deductible https://unityhealth.com/members/how-to-get-
stay . 20% coinsurance after care/prior-authorization or call Customer
Physician/surgeon fees | No charge

Service for additional information.
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Common
Medical Event

Services You May Need |

What You Will Pay

In Network Provider
(You will pay the least)

Out of Network Provider

(You will pay the most)

20% coinsurance after

Limitations, Exceptions, & Other Important |
Information

Benefits are not available for care that is

If you need mental Outpatient services $20 copay/visit deductible Maintenance and Supportive Care or Long-
health, behavioral — ter.m therapy. s .
health. or substance . Prior authorlzatlon is required. See
abus e,s ervices Inoatient services No charae 20% coinsurance after https://unityhealth.com/members/how-to-get-
P g deductible care/prior-authorization or call Customer
Service for additional information.
. . 20% coinsurance after Maternity care may include tests and services
QL s $20 copay/visit deductible described elsewhere in the SBC (i.e.
Childbirth/delivery No charae 20% coinsurance after ultrasound).
professional services g deductible
If you are pregnant Prior authorization is required for inpatient
- , " o services. See
Ch||<;lb|rth/del|very EEly No charge 50 j’ W’w B https://unityhealth.com/members/how-to-get-
Services gecuctible care/prior-authorization or call Customer
Service for additional information.
Coverage is limited to 60 visits per Calendar
Year.
o
Home health care No charge gg(ﬁjmjw after Prior authorization is required. See
—_— https://unityhealth.com/members/how-to-get-
care/prior-authorization or call Customer
If you need help Service for additional information.
recovering or have The first 15 visits for Physical, Speech &
other special health 20% coinsurance after Occupational Therapy are covered with no
needs Rehabilitation services No charge D e s prior authorization. After 15 visits, prior
deductible N . : .
authorization is required. Cardiac Rehab is
limited to 36 visits per event.
Prior Authorization may be required. See
Habilitation services No charge 20% coinsurance after https://unityhealth.com/members/how-to-get-

deductible

care/prior-authorization or call Customer
Service for additional information.
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What You Will Pay

Com.mon Services You May Need In Network Provider Out of Network Provider L|m|tat|o.ns, Exceptions, & Other Important |
Medical Event : ; Information
(You will pay the least) (You will pay the most)

Coverage limited to 90 days per confinement.

20% coinsurance after Prior Authorization is required. See
deductible https://unityhealth.com/members/how-to-get-
care/prior-authorization or call Customer
Service for additional information.

Coverage for --

Skilled nursing care No charge

Foot Orthotics: Limited to one pair per
Calendar Year.

Hearing Aids: Limited to one per ear every 36
months.
Durable medical

equipment No charge No charge To obtain the list of covered hearing aid
models log onto unityhealth.com/hearing aids
or contact Customer Service.
Prior authorization may be required. See
https://unityhealth.com/members/how-to-get-
care/prior-authorization or call Customer
Service for additional information.
Prior authorization is required. See
Hosoi , 20% coinsurance after https://unityhealth.com/members/how-to-get-
ospice services No charge deductible . ——r
eductible care/prior-authorization or call Customer
Service for additional information.
Yo
Children's eye exam No charge gg d/‘; (mjﬂ after Limited to one exam per Calendar Year.
gyour S| Children's glasses Not Covered Not Covered none
ental or eye care Children's dental check
upl ren's aental check- Not Covered Not Covered none

Excluded Services & Other Covered Services:
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Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy or plan document for other excluded services.)

* Acupuncture * Dental care (Adult) * Private-duty nursing
* Bariatric surgery * Long-term care * Routine foot care
+ Cosmetic surgery * Non-emergency care when traveling outside the U.S. * Weight loss programs

Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered services and your costs for these services.)

+ Chiropractic care * Infertility treatment
* Hearing aids * Routine eye care (Adult)

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:
Wisconsin Office of the Commissioner of Insurance at 1-800-236-8517, the U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-EBSA (3272)
or www.dol.gov/ebsa/healthreform, or the U.S. Department of Health and Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov. 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 for assistance, contact:
Office of the Commissioner of Insurance, Complaints Department, PO Box 7873, Madison, WI 53707-7873, or if coverage is under a group health plan the Employee
Benefits Security Administration at 1-866-444-EBSA (3272).

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 Coverage Meet the Minimum Value Standard? 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.

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espariol, llame al 1-800-362-3310 or 1-800-877-8973 (TTY).

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-362-3310 or 1-800-877-8973 (TTY)
Chinese (FX): MMRFEHRXHNHE , BKITX NS 1-800-362-3310 or 1-800-877-8973 (TTY)

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-362-3310 or 1-800-877-8973 (TTY)

To see examples of how this plan might cover costs for a sample medical situation, see the next page.
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About these Coverage Examples:

',." @ "

Peg is Having a Baby

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

delivery)
M The plan’s overall deductible $0
B Specialist copayment $20
M Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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 $12,731
In this example, Peg would pay:
Cost Sharing

Deductibles $0

Copayments $300

Coinsurance $0

What isn’t covered
Limits or exclusions $10

The total Peg would pay is $310

Managing Joe’s type 2 Diabetes

(a year of routine in-network care of a well-controlled

condition)
M The plan’s overall deductible $0
M Specialist copayment $20
M Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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 $7,389
In this example, Joe would pay:
Cost Sharing

Deductibles* $0

Copayments $900

Coinsurance $0

What isn’t covered
Limits or exclusions $0
The total Joe would pay is $900

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.

Mia’s Simple Fracture

(in-network emergency room visit and follow up

care)
M The plan’s overall deductible $0
B Specialist copayment $20
M Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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 $1,925
In this example, Mia would pay:
Cost Sharing
Deductibles* $0
Copayments $100
Coinsurance $0
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $100
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For help to translate or understand this, please call (800) 362-3310, TTY / TDD: 711/ (800) 877-8973.

Spanish - Este aviso contiene informacién importante. Este aviso contiene informacién importante acerca de su solicitud o cobertura a través de Unity. Preste atencion a las fechas clave que contiene este aviso. Es
posible que deba tomar alguna medida antes de determinadas fechas para mantener su cobertura médica u obtener ayuda con los costos. Usted tiene derecho a recibir esta informacién y ayuda en su idioma sin
costo alguno. Llame al (800) 362-3310. TTY / TDD: 711/ (800) 877-8973.

Hmong - Tsab ntawv tshaj xo no muaj cov ntshiab lus tseem ceeb. Tsab ntawv tshaj xo no muaj cov ntsiab lus tseem ceeb txog koj daim ntawv thov kev pab los yog cov kev pab kam them nqi kho mob los ntawm
Unity. Saib cov caij nyoog ceeb hauv daim ntawv no. Tej zaum koj kuj yuav tau ua gee yam kom tsis pub dhau cov caij nyoog koj thiaj yuav tau txais kev pab kam them nqi kho mob los yog kev pab them tej nqi
kho mob. Koj muaj cai tau cov ntshiab lus no thiab tau kev pab ua koj hom lus pub dawb rau koj. Hu rau (800) 362-3310. TTY / TDD: 711 / (800) 877-8973.

Chinese - ABHERERMER - 2B ETHTE iéiﬁUmty#E'x2$ Aok R AEHENERHR - FBEABMNNES B - WolERBESHHIL BEAZAURETE » UERR
MR E (TH @A B AM - BARFR BEELEE ﬁ%ﬁé’]zﬁnﬂ%%ﬂﬁﬁﬂﬁﬂ ° SHEQE (800) 362-3310 o HENG A FEE : 711/ (800) 877-8973. o

German - Diese Benachrichtigung enthalt wichtige Informationen. Diese Benachrichtigung enthalt wichtige Informationen beziiglich Thres Antrags oder Thres Krankenversicherungsschutz durch Unity. Suchen
Sie nach wichtigen Terminen in dieser Benachrichtigung. Sie konnten bis zu bestimmten Stichtagen handeln miissen, um Ihren Krankenversicherungsschutz oder Hilfe mit den Kosten zu erhalten. Sie haben das
Recht, kostenlose Hilfe und Informationen in Ihrer Sprache zu erhalten. Rufen Sie an unter (800) 362-3310. TTY / TDD: 711/ (800) 877-8973.

Arabic - Lgma gl 55 (A el oa) NASY ZUad a8 eV 138 8 daled) oyl sl e Can) UNILY J3A (e kil o J seaall @il (o pads Lage e glaae Slad¥) 138 (5 pas Aals Cilaglea a1 138 (5 a
.TTY /TDD: 711/ (800) 877-8973 .(800) 362-3310 « Jucail A4lS3 ‘5;‘ O30 O linly saclisall 5 Cilaslaall e Jsanll 8 Gall ol CallSall ady 8 5ac Luall o sl eliphaas e Jalaall

Russian — HacTos11iee yBeJoM/IeHMe COZIEPKUT BasKHYI0 MHPOPMAIIo. ITO yBeOM/IeHNEe COMIeP>KUT BayKHYI0 MH(GOPMAIMIO O BallleM 3asBIeHUM UM CTPAXOBOM NOKpbITUM Yepes Unity. [TocmoTpuTe Ha

K/TIOYeBBIe JIaThl B HACTOSIEM yBeloMIeHUM. BaM, BO3SMOXKHO, NOTpebyeTcsi IPUHATL MePhbl K ONpe/ie/IeHHBIM IIPe/ie/ibHbIM CPOKaM JI/Isi COXpPaHEHUS CTPAXOBOTO MOKPBITHS MY IOMOIIM C pacXojiaMi. Ber

MMeeTe NpaBo Ha GecrlaTHOe NOTydyeHne 3Toi MH¢OopMaIMy 1 IOMOLIbL Ha BallleM si3blke. 3BoHuUTE 110 Tenedony (800) 362-3310. TTY / TDD: 711 / (800) 877-8973.

Korean - & SX|M0ll= 28t HEIt 50| ASLICE 2 SXIMoil= Pste| 41 = UnityE S8t E3EE0)| 215t S238t YEIt S0 AlSLIcE 2 —E—XIMOH Liotl=s 23 EM-E SHOIEHAL. Pt Fistel

S MBS S XIOP| Sl S8 OISR SAIS IS0 B S SILL U0l et & 20l HRE A SIALICH St 71617} ALBEHE GI0i Oleie! Mo & BE SE s S Helt ASLIch

(800) 362-3310 122 HSI5HYA|L. TTY / TDD: 711/ (800) 877-8973.

Vietnamese - Thong bdo nay cung cdp thong tin quan trong. Thong bao nay c6 thong tin quan trong ban vé don ndp hoidc hgp déng bao hi€ém qua chuong trinh Unity. Xin xem ngay then chét trong thong bao
nay. Quy vi c6 thé phai thuc hién theo thong bdo dung trong thoi han dé€ duy tri bao hi€m stic khoe hoidc dugc tro trap thém vé chi phi. Quy vi c6 quyén dugc biét thong tin nay va dugc trg gitp bing ngoén ngi
ctia minh mién phi. Xin goi s6 (800) 362-3310. TTY / TDD: 711/ (800) 877-8973.

Pennsylvanian Dutch - Die Bekanntmaching gebt wichdichi Auskunft. Die Bekanntmaching gebt wichdichi Auskunft baut dei Application oder Coverage mit Unity. Geb Acht fer wichdiche Daadem in die
Bekanntmachung. Es iss meeglich, ass du ebbes duh muscht, an beschtimmde Deadlines, so ass du dei Health Coverage bhalde kannscht, odder bezaahle helfe kannscht. Du hoscht es Recht fer die Information un
Hilf in deinre eegne Schprooch griege, un die Hilf koschtet nix. Wann du mit me Interpreter schwetze witt, kannscht du (800) 362-3310 uffrufe. TTY / TDD: 711/ (800) 877-8973.

Laotian - LC'ﬂIf]TI‘])JlJUZU)J%ﬂE’IU CE"Qf)ﬂﬂl]lJU?UlJZﬂ%‘]ﬂiJT]JOﬂUﬂ‘TU%BUJJT]2 Ul ﬂ‘]lJﬂUﬂ8328f)lﬂ"|1J \\COU&“}‘DJ Unity. TZJ']LUf]T]‘]lJODlJ?.ﬂRMﬂlJEﬂlJEL‘Q’_’]TB‘)DU U]‘ll]SﬂO‘V&:C’]Sﬂ\fOT%EO&‘]O‘]CUUT]‘]UC’]‘]US’]
“l'lJO(O's'\)ﬂU]ELiJiJ8lJ (w8$ﬂ&)‘1ﬂ‘liJﬂUﬂ8f]2SjZﬂ‘1U ZJ‘I ﬂﬂUaDUEU‘BU\Uﬂﬂ?Z‘V‘TU ZﬂﬂUUﬂO‘(O%?UU?‘)O%‘]D ke nﬂiuaoacznac’dquaﬁasgmﬂn TO&JUE%UE‘I‘]TZ‘Q‘)UTOU TUITU]U]“)EU (800) 362-3310.
TTY /TDD: 711/ (800) 877-8973.

French - Cet avis contient des informations importantes. Cet avis contient des informations importantes concernant votre demande ou sur la prise en charge par Unity. Rechercher les dates importantes sur
le présent avis. Il se peut qu'une action de votre part soit nécessaire avant une certaine date afin de conserver votre couverture santé ou votre aide sur les frais. Vous avez le droit dobtenir gratuitement ces
informations et une assistance dans votre langue. Appelez le (800) 362-3310. TTY / TDD: 711 / (800) 877-8973.

Polish - To zawiadomienie zawiera wazne informacje. To zawiadomienie zawiera wazne informacje dotyczace Panstwa wniosku lub zakresu ubezpieczenia w Unity. Prosz¢ zwrdci¢ uwage na wazne daty podane
w zawiadomieniu. Mogg to by¢ terminy dokonania okreslonych czynnosci koniecznych do zachowania ubezpieczenia zdrowotnego lub uzyskania pomocy zwigzanej z kosztami. Maja Pafistwo prawo do
otrzymania tej informacji oraz uzyskania pomocy bezptatnie w swoim jezyku. Prosze dzwoni¢ pod numer: (800) 362-3310. TTY / TDD: 711/ (800) 877-8973.

Hindi - & Ffeq # AE@ 01 ATHHTET 81 3H AT H 9% A3 a7 Unity F ATeaHW F N F Favst X § Ageaqol STAarl 81 39 Ao § qe7 e 3@ (947 Ty JiH1T o917 7@+ a1
FTT FHTHT TETIAT ITH FLT & T araeht Ty A2 awg=iaT aF F18ars F39 fT TECd &7 Tl g1 ATTH F1S A THY &7 T8 TR ST TEraar ST AT 7 ITH FHiTd w1
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Albanian - Ky njoftim pérmban informacion té réndésishém. Ky njoftim pérmban informacion té réndésishém pér aplikimin ose mbulimin tuaj népérmjet Unity. Kontrolloni pér data té réndésishme né kété
njoftim. Mund t’ju duhet té ndérmerrni veprim brenda afatave té caktuara pér té mbajtur mbulimin tuaj shéndetésor ose pér ndihmén me koston. Keni té drejté ta merrni kété informacion dhe ndihmé falas né
gjuhén tuaj. Telefononi numrin (800) 362-3310. TTY / TDD: 711 / (800) 877-8973.

Tagalog — Ang Abisong ito ay may Importanteng Impormasyon. Ang abisong ito ay may importanteng impormasyon tungkol sa aplikasyon o proteksiyon mo sa pamamagitan ng Unity. Hanapin ang mga
pangunahing petsa na nasa abisong ito. Maaaring kailangan mong kumilos bago sumapit ang ilang takdang araw para mapanatili ang proteksiyon ng kalusugan mo o para makatulong sa mga gastusin. Karapatan
mong makuha ang impormasyon na ito na nasa wika mo nang walang gastos. Tumawag sa numerong (800) 362-3310. TTY / TDD: 711 / (800) 877-8973.

UHO01647 (0916)

Questions: Call 1-800-362-3310 or visit us at www.unityhealth.com. Tracking ID: KFZNX4Q1
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the POS SBC 8of 9
Glossary at www.unityhealth.com/glossary or call 1-800-362-3310 to request a copy. Sinale Case Aareement




Unity Health Insurance complies with applicable Federal civil rights laws and does not discriminate
on the basis of race, color, national origin, age, disability, sex, gender identity, sexual orientation or
health status.

Unity Health Insurance -

® Provides free aids and services to people with disabilities to communicate effectively with us,
such as -
+ Qualified sign language interpreters
« Written information in other formats (large print, audio, accessible electronic formats,
other formats)
m Provides free language services to people whose primary language is not English, such as -
« Qualified interpreter
« Information written in other languages

If you need these services, contact Unity Customer Service at (800) 362-3310.

Questions: Call 1-800-362-3310 or visit us at www.unityhealth.com.

If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the
Glossary at www.unityhealth.com/glossary or call 1-800-362-3310 to request a copy.

If you believe that Unity Health Insurance has failed to provide these services or discriminated in
another way on the basis of race, color, national origin, age, disability, or sex you can file a
grievance with -

Kristie Meier, Compliance Officer; 840 Carolina St.; Sauk City, WI 53583

Phone: (800) 362-3310; TTY / TDD: 711 or toll free (800) 877-8973; Fax: (608) 644-2080

Email: memberadvocates@unityhealth.com
You can file a grievance in person or by mail, fax or email. If you need help filing a grievance, Kristie
Meier, Compliance Officer, is available to help you. You can also file a civil rights complaint with the
U.S. Department of Health and Human Services, Office for Civil Rights, electronically through the Office
for Civil Rights Complaint Portal, available at ocrportal.hhs.gov/ocr/portal/lobby;jsf or by mail or phone at:

U.S. Department of Health and Human Services

200 Independence Avenue, SW Room 509F, HHH Building

Washington, D.C. 20201

(800) 368-1019; (800) 537-7697 (TDD)

Complaint forms are available at hhs.gov/ocr/office/file/index.html.

Tracking ID: KFZNX4Q1
POS SBC
Sinale Case Aareement
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services
[ ]

Health Insurance
Afilkated with UW Health

MIDDLETON-CROSS PLAINS AREA SCHOOL DISTRICT
9067065 - HMO Copay

Coverage Period: 10/1/2017 - 9/30/2018
Coverage for: Single/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, visit https://unityhealth.com/apps/CertLookup.
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.unityhealth.com or call 1-800-362-3310 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?

$0 per Calendar Year

Yes. Preventive care services are covered
before you meet your deductible.

No.

$4,600 Single/$9,200 Family per Calendar
Year for medical expenses.

$2,000 Single/$4,000 Family per Calendar
Year for prescription expenses.

Premiums, balance-billing charges, penalties
for failure to obtain prior authorization, and
health care this plan doesn't cover.

Yes.

See www.unityhealth.com/findadoctor or call
1-800-362-3310 for a list of network

roviders.

In-Network providers: No.
Out-of-Network providers: Yes, written

Questions: Call 1-800-362-3310 or visit us at www.unityhealth.com.

If you aren't clear about any of the underlined terms used in this form, see the Glossary. You can view the
Glossary at www.unityhealth.com/glossary or call 1-800-362-3310 to request a copy.

See the Common Medical Events chart below for your costs for services this plan covers.

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.

In-Network: You can see the specialist you choose without a referral.
Out-of-Network: This plan will pay some or all of the costs to see a specialist for covered

Tracking ID: AOGKY
HMO SBC
Single Case Agreement
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referral is required.

services but only if you have a referral before you see the specialist.

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

Common
Medical Event

Services You May Need

What You Will Pay

Out of Network Provider

In Network Provider
(You will pay the least)

(You will pay the most)

Limitations, Exceptions, & Other Important |
Information

e-Visits for dependent members under the
. . age of 26 are covered with a $10 copay.
zrzlritr]ﬂ:y C:rrﬁlxigto treat $20 copay/visit Not Covered
ury e-Visits for all other members are covered
with a $10 copay.
Specialist visit $20 copay/visit Not Covered none
Benefits are not available for care that is
Maintenance and Supportive Care or Long-
If you visit a health | Other practitioner office | Chiro/Adult Vision: $20 term Therapy.
care provider’s office  yisit copay/visit Not Covered
or clinic Glasses/contacts for Adult Routine Vision are
not covered.
Coverage is limited to preventive services as
defined by the Affordable Care Act.
Preventive
care/screening/ No charge Not Covered You may have to pay for services that aren’t
immunization preventive. Ask your provider if the services
needed are preventive. Then check what your
plan will pay for.
Diagnostic test (x-ray, No charge Not Covered none
blood work)
MRI/MRA: No charge
If you have a test .
TN (SUPED Sty CT: No charge Not Covered none
MRIs)
PET: No charge
:f yotu nee(-j| Idrugs to |1=’referred Generics | Tier $6 copa $6 copay chuItiglg gogays V\{ill aﬁply for clai(;nsf of gljr_eater
reat your illness or an 30 day supply when covered; for claims
condition Preferred Brands | Tier 2 | $20 copay $20 copay of 31 to 60 days supply, two copays will
Non-Preferred Brands & apply, and for claims of 61 to 90 days supply,
More information about | Generics | Tier 3 $30 copay $30 copay three copays will apply.
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Common
Medical Event

prescription drug
coverage is available
at
www.unityhealth.com/d

rugformulary

Services You May Need |

Specialty drugs | Tier 4

What You Will Pay

In Network Provider

(You will pay the least)

$20 copay for Preferred

$30 copay for Non-preferred

Out of Network Provider
(You will pay the most)

$20 copay for Preferred

$30 copay for Non-preferred

| Limitations, Exceptions, & Other Important

Information

Facility fee (e.g.,

Prior authorization may be required. See

If you have ambulatory surgery No charge Not Covered https://unityhealth.com/members/how-to-get-
outpatient surgery center) care/prior-authorization or call Customer
Physician/surgeon fees | No charge Not Covered Service for additional information.
e Emergency room care $100 copay/visit $100 copay/visit none
. . . Emergency medical
immediate medical . No charge No charge none
attention transportation
Urgent care $20 copay/visit $20 copay/visit none
Facility fee (e.g., hospital Prior authorization is required. See
If you have a hospital = room) NOGIEIEE e Gt https://unityhealth.com/members/how-to-get-
stay . care/prior-authorization or call Customer
Physician/surgeon fees | No charge Not Covered Service for additional information.
Benefits are not available for care that is
If you need mental Outpatient services $20 copay/visit Not Covered Maintenance and Supportive Care or Long-
. term therapy.
LTl b L5 LI Prior authorization is required. See
Ll T https://unityhealth com/?nembérs/how-to- et-
abuse services Inpatient services No charge Not Covered L —r .
care/prior-authorization or call Customer
Service for additional information.
Office visits $20 copay/visit Not Covered Maternity care may include tests and services
Childbirth/delivery No ch Not C d described elsewhere in the SBC (i.e.
professional services 0 charge otL.overe ultrasound).
If you are pregnant Prior authorization is required for inpatient
Childbirth/delivery facility No charge Not Covered services. See

services

https://unityhealth.com/members/how-to-get-
care/prior-authorization or call Customer
Service for additional information.
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| What You Will Pay
Services You May Need In Network Provider Out of Network Provider

Common
Medical Event

| Limitations, Exceptions, & Other Important
Information

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

Coverage is limited to 60 visits per Calendar
Year.

Prior authorization is required. See
https://unityhealth.com/members/how-to-get-
care/prior-authorization or call Customer
Service for additional information.

The first 15 visits for Physical, Speech &
Occupational Therapy are covered with no
Rehabilitation services No charge Not Covered prior authorization. After 15 visits, prior
authorization is required. Cardiac Rehab is
limited to 36 visits per event.

Prior Authorization may be required. See
https://unityhealth.com/members/how-to-get-
care/prior-authorization or call Customer
Service for additional information.

Coverage limited to 90 days per confinement.
Prior Authorization is required. See

Skilled nursing care No charge Not Covered https://unityhealth.com/members/how-to-get-
care/prior-authorization or call Customer
Service for additional information.

Home health care No charge Not Covered

Habilitation services No charge Not Covered

If you need help
recovering or have
other special health
needs

Coverage for --
Foot Orthotics: Limited to one pair per
Calendar Year.
Hearing Aids: Limited to one per ear every 36
months.
Durable medical To obtain the list of.covered hearing a.id .
— No charge Not Covered models log onto unityhealth.com/hearing aids

equipment :
equipment or contact Customer Service.

Prior authorization may be required. See
https://unityhealth.com/members/how-to-get-
care/prior-authorization or call Customer
Service for additional information.
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What You Will Pay

Limitati E i her |
Com.mon Services You May Need In Network Provider Out of Network Provider |m|tat|o_ns, xceptions, & Other Important
Medical Event : ; Information
(You will pay the least) (You will pay the most)

Prior authorization is required. See
https://unityhealth.com/members/how-to-get-

Hosoles SURIEEE MO GIENEE NgrGarEice care/prior-authorization or call Customer
Service for additional information.
Children's eye exam No charge Not Covered Limited to one exam per Calendar Year.
If your child needs Children's glasses Not Covered Not Covered none
dental or eye care ' ' -
4 Sglldren s dental check Not Covered Not Covered none

Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy or plan document for other excluded services.)

* Acupuncture * Dental care (Adult) * Private-duty nursing
* Bariatric surgery * Long-term care * Routine foot care
+ Cosmetic surgery + Non-emergency care when traveling outside the U.S. * Weight loss programs

Other Covered Services (This isn’'t a complete list. Check your policy or plan document for other covered services and your costs for these services.)

+ Chiropractic care * Infertility treatment
* Hearing aids * Routine eye care (Adult)

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:
Wisconsin Office of the Commissioner of Insurance at 1-800-236-8517, the U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-EBSA (3272)
or www.dol.gov/ebsa/healthreform, or the U.S. Department of Health and Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov. 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 for assistance, contact:
Office of the Commissioner of Insurance, Complaints Department, PO Box 7873, Madison, WI 53707-7873, or if coverage is under a group health plan the Employee
Benefits Security Administration at 1-866-444-EBSA (3272).

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.
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Does this Coverage Meet the Minimum Value Standard? 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.

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-362-3310 or 1-800-877-8973 (TTY).

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-362-3310 or 1-800-877-8973 (TTY)
Chinese () MNRFZP XHHE) , HIRITX S 1-800-362-3310 or 1-800-877-8973 (TTY)

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-362-3310 or 1-800-877-8973 (TTY)

To see examples of how this plan might cover costs for a sample medical situation, see the next page.
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About these Coverage Examples:

"“‘I Ill 0

Peg is Having a Baby

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

delivery)
M The plan’s overall deductible $0
B Specialist copayment $20
M Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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 $12,731
In this example, Peg would pay:
Cost Sharing

Deductibles $0

Copayments $300

Coinsurance $0

What isn’t covered
Limits or exclusions $10
The total Peg would pay is $310

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

condition)
M The plan’s overall deductible $0
M Specialist copayment $20
M Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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 $7,389
In this example, Joe would pay:
Cost Sharing

Deductibles* $0

Copayments $900

Coinsurance $0

What isn’t covered
Limits or exclusions $0
The total Joe would pay is $900

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.

Mia’s Simple Fracture

(in-network emergency room visit and follow up

care)
M The plan’s overall deductible $0
M Specialist copayment $20
M Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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 $1,925
In this example, Mia would pay:
Cost Sharing
Deductibles* $0
Copayments $100
Coinsurance $0
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $100
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For help to translate or understand this, please call (800) 362-3310, TTY / TDD: 711/ (800) 877-8973.

Spanish - Este aviso contiene informacién importante. Este aviso contiene informacién importante acerca de su solicitud o cobertura a través de Unity. Preste atencion a las fechas clave que contiene este aviso. Es
posible que deba tomar alguna medida antes de determinadas fechas para mantener su cobertura médica u obtener ayuda con los costos. Usted tiene derecho a recibir esta informacién y ayuda en su idioma sin
costo alguno. Llame al (800) 362-3310. TTY / TDD: 711/ (800) 877-8973.

Hmong - Tsab ntawv tshaj xo no muaj cov ntshiab lus tseem ceeb. Tsab ntawv tshaj xo no muaj cov ntsiab lus tseem ceeb txog koj daim ntawv thov kev pab los yog cov kev pab kam them nqi kho mob los ntawm
Unity. Saib cov caij nyoog ceeb hauv daim ntawv no. Tej zaum koj kuj yuav tau ua gee yam kom tsis pub dhau cov caij nyoog koj thiaj yuav tau txais kev pab kam them nqi kho mob los yog kev pab them tej nqi
kho mob. Koj muaj cai tau cov ntshiab lus no thiab tau kev pab ua koj hom lus pub dawb rau koj. Hu rau (800) 362-3310. TTY / TDD: 711 / (800) 877-8973.

Chinese - ABHERERMER - 2B ETHTE iéiﬁUmty#E'x2$ Aok R AEHENERHR - FBEABMNNES B - WolERBESHHIL BEAZAURETE » UERR
MR E (TH @A B AM - BARFR BEELEE ﬁ%ﬁé’]zﬁnﬂ%%ﬂﬁﬁﬂﬁﬂ ° SHEQE (800) 362-3310 o HENG A FEE : 711/ (800) 877-8973. o

German - Diese Benachrichtigung enthalt wichtige Informationen. Diese Benachrichtigung enthalt wichtige Informationen beziiglich Thres Antrags oder Thres Krankenversicherungsschutz durch Unity. Suchen
Sie nach wichtigen Terminen in dieser Benachrichtigung. Sie konnten bis zu bestimmten Stichtagen handeln miissen, um Ihren Krankenversicherungsschutz oder Hilfe mit den Kosten zu erhalten. Sie haben das
Recht, kostenlose Hilfe und Informationen in Ihrer Sprache zu erhalten. Rufen Sie an unter (800) 362-3310. TTY / TDD: 711/ (800) 877-8973.

Arabic - Lgma gl 55 (A el oa) NASY ZUad a8 eV 138 8 daled) oyl sl e Can) UNILY J3A (e kil o J seaall @il (o pads Lage e glaae Slad¥) 138 (5 pas Aals Cilaglea a1 138 (5 a
.TTY /TDD: 711/ (800) 877-8973 .(800) 362-3310 « Jucail A4lS3 ‘5;‘ O30 O linly saclisall 5 Cilaslaall e Jsanll 8 Gall ol CallSall ady 8 5ac Luall o sl eliphaas e Jalaall

Russian — HacTos11iee yBeJoM/IeHMe COZIEPKUT BasKHYI0 MHPOPMAIIo. ITO yBeOM/IeHNEe COMIeP>KUT BayKHYI0 MH(GOPMAIMIO O BallleM 3asBIeHUM UM CTPAXOBOM NOKpbITUM Yepes Unity. [TocmoTpuTe Ha

K/TIOYeBBIe JIaThl B HACTOSIEM yBeloMIeHUM. BaM, BO3SMOXKHO, NOTpebyeTcsi IPUHATL MePhbl K ONpe/ie/IeHHBIM IIPe/ie/ibHbIM CPOKaM JI/Isi COXpPaHEHUS CTPAXOBOTO MOKPBITHS MY IOMOIIM C pacXojiaMi. Ber

MMeeTe NpaBo Ha GecrlaTHOe NOTydyeHne 3Toi MH¢OopMaIMy 1 IOMOLIbL Ha BallleM si3blke. 3BoHuUTE 110 Tenedony (800) 362-3310. TTY / TDD: 711 / (800) 877-8973.

Korean - & SX|M0ll= 28t HEIt 50| ASLICE 2 SXIMoil= Pste| 41 = UnityE S8t E3EE0)| 215t S238t YEIt S0 AlSLIcE 2 —E—XIMOH Liotl=s 23 EM-E SHOIEHAL. Pt Fistel

S MBS S XIOP| Sl S8 OISR SAIS IS0 B S SILL U0l et & 20l HRE A SIALICH St 71617} ALBEHE GI0i Oleie! Mo & BE SE s S Helt ASLIch

(800) 362-3310 122 HSI5HYA|L. TTY / TDD: 711/ (800) 877-8973.

Vietnamese - Thong bdo nay cung cdp thong tin quan trong. Thong bao nay c6 thong tin quan trong ban vé don ndp hoidc hgp déng bao hi€ém qua chuong trinh Unity. Xin xem ngay then chét trong thong bao
nay. Quy vi c6 thé phai thuc hién theo thong bdo dung trong thoi han dé€ duy tri bao hi€m stic khoe hoidc dugc tro trap thém vé chi phi. Quy vi c6 quyén dugc biét thong tin nay va dugc trg gitp bing ngoén ngi
ctia minh mién phi. Xin goi s6 (800) 362-3310. TTY / TDD: 711/ (800) 877-8973.

Pennsylvanian Dutch - Die Bekanntmaching gebt wichdichi Auskunft. Die Bekanntmaching gebt wichdichi Auskunft baut dei Application oder Coverage mit Unity. Geb Acht fer wichdiche Daadem in die
Bekanntmachung. Es iss meeglich, ass du ebbes duh muscht, an beschtimmde Deadlines, so ass du dei Health Coverage bhalde kannscht, odder bezaahle helfe kannscht. Du hoscht es Recht fer die Information un
Hilf in deinre eegne Schprooch griege, un die Hilf koschtet nix. Wann du mit me Interpreter schwetze witt, kannscht du (800) 362-3310 uffrufe. TTY / TDD: 711/ (800) 877-8973.

Laotian - LC'ﬂIf]TI‘])JlJUZU)J%ﬂE’IU CE"Qf)ﬂﬂl]lJU?UlJZﬂ%‘]ﬂiJT]JOﬂUﬂ‘TU%BUJJT]2 Ul ﬂ‘]lJﬂUﬂ8328f)lﬂ"|1J \\COU&“}‘DJ Unity. TZJ']LUf]T]‘]lJODlJ?.ﬂRMﬂlJEﬂlJEL‘Q’_’]TB‘)DU U]‘ll]SﬂO‘V&:C’]Sﬂ\fOT%EO&‘]O‘]CUUT]‘]UC’]‘]US’]
“l'lJO(O's'\)ﬂU]ELiJiJ8lJ (w8$ﬂ&)‘1ﬂ‘liJﬂUﬂ8f]2SjZﬂ‘1U ZJ‘I ﬂﬂUaDUEU‘BU\Uﬂﬂ?Z‘V‘TU ZﬂﬂUUﬂO‘(O%?UU?‘)O%‘]D ke nﬂiuaoacznac’dquaﬁasgmﬂn TO&JUE%UE‘I‘]TZ‘Q‘)UTOU TUITU]U]“)EU (800) 362-3310.
TTY /TDD: 711/ (800) 877-8973.

French - Cet avis contient des informations importantes. Cet avis contient des informations importantes concernant votre demande ou sur la prise en charge par Unity. Rechercher les dates importantes sur
le présent avis. Il se peut qu'une action de votre part soit nécessaire avant une certaine date afin de conserver votre couverture santé ou votre aide sur les frais. Vous avez le droit dobtenir gratuitement ces
informations et une assistance dans votre langue. Appelez le (800) 362-3310. TTY / TDD: 711 / (800) 877-8973.

Polish - To zawiadomienie zawiera wazne informacje. To zawiadomienie zawiera wazne informacje dotyczace Panstwa wniosku lub zakresu ubezpieczenia w Unity. Prosz¢ zwrdci¢ uwage na wazne daty podane
w zawiadomieniu. Mogg to by¢ terminy dokonania okreslonych czynnosci koniecznych do zachowania ubezpieczenia zdrowotnego lub uzyskania pomocy zwigzanej z kosztami. Maja Pafistwo prawo do
otrzymania tej informacji oraz uzyskania pomocy bezptatnie w swoim jezyku. Prosze dzwoni¢ pod numer: (800) 362-3310. TTY / TDD: 711/ (800) 877-8973.

Hindi - & Ffeq # AE@ 01 ATHHTET 81 3H AT H 9% A3 a7 Unity F ATeaHW F N F Favst X § Ageaqol STAarl 81 39 Ao § qe7 e 3@ (947 Ty JiH1T o917 7@+ a1
FTT FHTHT TETIAT ITH FLT & T araeht Ty A2 awg=iaT aF F18ars F39 fT TECd &7 Tl g1 ATTH F1S A THY &7 T8 TR ST TEraar ST AT 7 ITH FHiTd w1
fEaRTT 1 i L (800) 362-33101 TTY / TDD: 711 / (800) 877-8973.

Albanian - Ky njoftim pérmban informacion té réndésishém. Ky njoftim pérmban informacion té réndésishém pér aplikimin ose mbulimin tuaj népérmjet Unity. Kontrolloni pér data té réndésishme né kété
njoftim. Mund t’ju duhet té ndérmerrni veprim brenda afatave té caktuara pér té mbajtur mbulimin tuaj shéndetésor ose pér ndihmén me koston. Keni té drejté ta merrni kété informacion dhe ndihmé falas né
gjuhén tuaj. Telefononi numrin (800) 362-3310. TTY / TDD: 711 / (800) 877-8973.

Tagalog — Ang Abisong ito ay may Importanteng Impormasyon. Ang abisong ito ay may importanteng impormasyon tungkol sa aplikasyon o proteksiyon mo sa pamamagitan ng Unity. Hanapin ang mga
pangunahing petsa na nasa abisong ito. Maaaring kailangan mong kumilos bago sumapit ang ilang takdang araw para mapanatili ang proteksiyon ng kalusugan mo o para makatulong sa mga gastusin. Karapatan
mong makuha ang impormasyon na ito na nasa wika mo nang walang gastos. Tumawag sa numerong (800) 362-3310. TTY / TDD: 711 / (800) 877-8973.

UHO01647 (0916)

Questions: Call 1-800-362-3310 or visit us at www.unityhealth.com. Tracking ID: AOBKY
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the HMO SBC 80of9
Glossary at www.unityhealth.com/glossary or call 1-800-362-3310 to request a copy. Sinale Case Aareement




Unity Health Insurance complies with applicable Federal civil rights laws and does not discriminate
on the basis of race, color, national origin, age, disability, sex, gender identity, sexual orientation or
health status.

Unity Health Insurance -

® Provides free aids and services to people with disabilities to communicate effectively with us,
such as -
+ Qualified sign language interpreters
« Written information in other formats (large print, audio, accessible electronic formats,
other formats)
m Provides free language services to people whose primary language is not English, such as -
« Qualified interpreter
« Information written in other languages

If you need these services, contact Unity Customer Service at (800) 362-3310.

Questions: Call 1-800-362-3310 or visit us at www.unityhealth.com.

If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the
Glossary at www.unityhealth.com/glossary or call 1-800-362-3310 to request a copy.

If you believe that Unity Health Insurance has failed to provide these services or discriminated in
another way on the basis of race, color, national origin, age, disability, or sex you can file a
grievance with -

Kristie Meier, Compliance Officer; 840 Carolina St.; Sauk City, WI 53583

Phone: (800) 362-3310; TTY / TDD: 711 or toll free (800) 877-8973; Fax: (608) 644-2080

Email: memberadvocates@unityhealth.com
You can file a grievance in person or by mail, fax or email. If you need help filing a grievance, Kristie
Meier, Compliance Officer, is available to help you. You can also file a civil rights complaint with the
U.S. Department of Health and Human Services, Office for Civil Rights, electronically through the Office
for Civil Rights Complaint Portal, available at ocrportal.hhs.gov/ocr/portal/lobby;jsf or by mail or phone at:

U.S. Department of Health and Human Services

200 Independence Avenue, SW Room 509F, HHH Building

Washington, D.C. 20201

(800) 368-1019; (800) 537-7697 (TDD)

Complaint forms are available at hhs.gov/ocr/office/file/index.html.

Tracking ID: AOBKY
HMO SBC
Sinale Case Aareement
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