Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: Beginning on or after 01/01/2018
Physicians Plus Insurance Corpoeration; 2018 RMO Coverage for: Member/Family | Plan Type: HMO

Medical Code: JHCMGREG Rx: CL.3513M6850TM

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 www.pplusic.com or call 1-
800-545-5015. 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 hitps://www.healthcare.gov/sbe-glossary or call 1-800-545-5015 to request a copy.

Important Questions Answers Why This Matters:

Z\él:iautcl;;::;overall ‘ $0 ‘ See the Common Medical Events chart below for your costs for services this plan covers. J
Are there services :
covered before you meet | No. You will have to meet the deductible before the plan pays for any services. ‘
| your deductible?
Are there other
deductibles for specific | No. You don't have to meet deductibles for specific services.
| services?

: Medical and Pharmacy: $6,850

| What is the out-of-pocket
| Member / $13,700 Family.

| limit for this plan?

family members in this plan, they have to meet their own gut-of-pocket limits until the overall
family out-of-pocket limit has been met.

|
The out-of-pocket limit is the most you could pay in a year for covered services. If you have other ‘

Premiums, balance-billing

| mi’t&:ts :fOt ::::!d"e:“'tr; charges, and health care this plan | Even though you pay these expenses, they don't count toward the out—of-pocket limit,
QUL-OT-POCKELAMES | doesn't cover.

| This plan uses a provider network. You will pay less if you use a provider in the plan's network. |

. . e _ You will pay the most if you use an out-of-network provider, and you might receive a bill from a
YI\Q: Z‘:\l;t‘::gr:?s?ol:i{iz:? See T|“1 é"g(;’e‘::g e Siufsm.ccl?mf ¢ | provider for the difference between the provider's charge and what your plan pays (balance

. s o ‘Z or alist o billina). Be aware your network provider might use an gui-of-network provider for some services

Detwork providers. | (such as lab work). Check with your provider before you get services.

1 Yes. Qut-of-network sgecial&s -
require prior written referral
approval from the plan.

Yes.

This plan will pay some or all of the costs to see a specialist for covered services but only if you
have a referral before you see the specialist.

Do you need a referral to
see a specialist?
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‘i All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common

| What You Will Pay

+{ Limitations, Exceptions, & Qther Important

- Services You May Need In-Network Provider | Out-of-Network Provider —cn
AR | | {You will pay the least) | (You will pay the most) Informetion,
Primary care visit to treat an No charge; deduclible Not Covered i None
injury or iliness does not apply ,
If you visit a health Specialist visit , (Tgecsh:;?g;%%mm Not Covered None
care provider's offlce 2 ;
or clinlc | You may have to pay for services that aren't
Prevenlive care/screening/ No charge; deductible Not Covered : preventive. Ask your provider if the services
Immunization does not apply you need are preventive, Then check what
B R 1 your plan will pay for.
Diagnostie tes {x-ray, blood | No charge: deductible Not Covered Genetic testing requires Prior Authorization
work) | does not apply I
If you have a test No charae: deductibl
Imaging (CT/PET scans, MRIs) OO Not Covered None
does not apply | R ]
: ) - - | Most medications available for three-month
Preferred Generic drugs (Tier '+ $5 copay/ prescription; - .
; Not Covered supply; some limited to less depending upon
If you need drugs to 1) | deductible does not apply ' for?v?u)llary status P gup
treat your illness or = : - . = - =
- Most medications available for three-month
condition Preferred Brand and Select $15 copay/ prescription; Not Covered supply; some limited to less depending upon
More information about | Generic drugs (Tier 2} deductible does not apply formuléw status
E E g - - - — - irpiatty o - — N .
c;iiﬁg;i?sna?;able al  Non-Preferred Brands and $35 copay/ prescription; Not Covered g/lljosﬂmi‘;‘;?ﬁ;?t:ﬁgjzzfg; ﬂ;rr?;;}m%mgn
http://iwww.pplusic.com/ | Generic drugs (Tier 3) deductible does not apply forFr)rﬁ)u)l(éry status P gup
members/pharmacy, — _ — ' AL LT — En———
Specially Brands and Generic | $15 copay/ prescription; Not Covered May require prior authorization. Requires filling |
drugs (Tier 4) deductible does not apply within the Specially Pharmacy Network.
| Facility fee (e.g., ambulatory No charge; deductible Not Covered Coverage is limited to medically necessary
If you have outpatient | surgery _center) does not apply services.

surgery

Physician/surgeon fees

If you need immediate
medical attention

* For more information about limitations and exceptions, see the plan or policy document at www.pplusic.com or call 1-800-545-5015.

Emergency room care

No charge; deductible

$60 copay per visit;
deductible does not apply

| doesnotapply

Not Covered
$60 copay per visit;
deductible does not apply

' Coverage is limited to medically necessary |
services.

Coverage is limited to emergency care,
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Common |

Medical Event !

Services You May Need

Emergency medical

stay

What You Will Pay

In<Network Provider
(You will pay the least)
No charge; deductible

| Out-of-Network Provider
(You will pay the most)
No charge; deduclible

| Limitations, Exceptions, & Other Important

Information*

Coverage is limited to emergency care.

transporiation | does not apply does not apply ) ) ]
| No charae: deductible Urgent Care services received outside of the
| Urgent care Toes no?al el Not covered Physicians Plus service area covered per In-
Pl | L | pp“y- I B Network benefits. B
Facility fee (e.g., hospital No charge; deductible . - ,
If you have a hospital | room) ' does not apply Not covered Prior authorization required.
Physician/surgeon fees | No charge; deduciible Not covered Prior authorization required.
does not apply
If you need mental | . . No charge; deduclible For provider and benefit information, call (608)
health, behavioral | .Outpat_len—t VIS doesnotapply NEfigevered | 417-4709. ) B
LR B s_ubstance Inpatient services No charge; dedyclibl Not covered Prior authorization required.
abuse services does not apply - gt = T
- i 1 |
Office visits | Wocharge: deductidle Not covered None
. - | doesnotapply B . . B
If you are pregnant Childbirth/delivery professional | No charge; deductible Not covered None
services | doesnmotapply | T
Childbirth/delivery facility | No charge; deductible | Not covered None
services does not apply ! - - )
Home health care No charge; deductible Not covered Coverage is limited to 50 combined visits
— does not apply annually. Prior authorization required.
Rehabilitation services No charge; deductible | Not covered ' Policy pays up to 60 habilitation and 60
| = e B does not apply ) ' | rehabilitation therapy visits annually. Plan may
o . No charge; deductible approve 50 more visits per year. Prior
Irfeizl\:enrie:: ::’L’;ve Habiltation services doesnotapply | Notgvg_red authorization required for home therapy visits.
. . : No charge; deductible ' Coverage is limited to 120 days per
g |
gter;edrsspecml health Silled ursin iar_e_ | does not apply ._NOtf)veEj_ ~ confinement. Prior authorization required.
20% coinsurance: DME coinsurance maximum $500 annually.
Durable medical equipment deductible does not apply Not covered Prior authorization required for items over

Hospice services ‘

' I\Io ch_arge; deﬁctibie -
does not apply

* For more information about limitations and exceptions, see the plan or policy document at www.pplusic.com or call 1-800-545-5015.

§750.

Not covered

Prior authorization required.
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Common | What You Will Pay

Medical Event

{ Limitations, Exceptions, & Other Important
Information*

‘ Services You May Need In-Network Provider | Out-of-Network Provider

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

No charae: deductible Limited to one routine exam annually. Other
Children's eye exam does no?a' T p— Not covered exams covered as medically necessary.
if your chlid needs o N _pp y [ - | Contact lens fittings not covered.
dental or eye care P Basic model: No charge; ' One basic model covered annually for children
_Ch'l_(ter?f glisses - | deductible does not apply '_NOt coi/erfdi ) _: up to age 18.
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.)

e Acupuncture o Classes, Lenses and Frames - Adult e Private Duty Nursing
e Bariatric Surgery o Infertility Treatment ¢ Routine Foot Care
e Cosmetic Surgery e Long Term Care o Weight Loss Programs
| e Dental Care (Adult) » Non-Emergency care when traveling outside the
[ Dental Care (Child) United States
| Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)
|  Chiropractic Care * Routine Eye care

* Hearing Aids (Limited)

* For more information about limitations and exceptions, see the plan or policy document at www.pplusic.com or call 1-800-545-5015. 40f6
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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's Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa/healthreform, or the U.S. Department of Health and
Human Services, Center for Consumer Information and Insurance Oversight at 1-877-267-2323 x61565 or www.cciio.cms.gov. Other coverage options may be
available to you 100, including buying individual insurance coverage through the Health Insurance Markelplace. For more information about the Markelplace, visit
www.healthcare.qov 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: Physicians Plus Insurance Corporation at 608-282-8900 or 1-800-545-5015. If coverage is a group plan fully insured, or non-federal governmental group
health plan or a church plan you may also contact the Wisconsin Office of the Commissioner of Insurance at 608-266-0103 or 1-800-236-8517 or www.oci.wi.qov. You
may also contact U.S. Department of Labor's Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsalhealthreform.

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 retum untess 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 608-282-8900 (1-800-545-5015)
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 608-282-8300 (1-800-545-5015)

Chinese (f130) SIRF/BEDXHIFERY, 1B ITIXSTE 608-282-8900 (1-800-545-5015)
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne’ 608-282-8900 (1-800-545-5015)

To see examples of how this plan might cover costs for a sample medical situation, see the next section.

* For more information about limitations and exceptions, see the plan or policy document at www.pplusic.com or call 1-800-545-5015. 50f6
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About these Coverage Examples:

| . This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be

i 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 heaith plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

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

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

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

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

Total ExampleCost | $12:800
In this example, Peg would pay:
Cost Sharing
Deductibles | $0
Copayments [ $0
Coinsurance i $0
What isn't covered
Limits or exclusions $60

The total Peg would pay Is

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

Managing Joe’s type 2 Diabetes

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

¥ The plan’s overall deductible $0
M Specialist copay $0
M Hospital (facility) coinsurance 0%

H Other coinsurance 20%
This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $7,400
In this example, Joe would pay:
Cost Sharing
Deductibles _ $0
Copayments $400
Coinsurance $300
What isn't covered
Limits or exclusions $60
The total Joe would pay is $760

Mia’s Simple Fracture

(in-network emergency room visit and follow

up care)
® The plan's overall deductible $0
W Specialist copay $0
M Hospital (facility) coinsurance 0%

H Other coinsurance

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

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

Total Example Cost $1,900
In this example, Mia would pay:
Cost Sharing

Deductibles . $0

Copayments $0

Coinsurance $40

What isn't covered
Limits or exclusions $0
The total Mia would pay is $40
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: Beginning on or after 01/01/2018
Physicians Plus Insurance Corporation: 2018 POS Coverage for: Member/Family | Plan Type: POS
Medical Code: JHPCMGREG Rx: C1.3513M6850TM

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the pian 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 www.pplusic.com or call 1-
800-545-5015. For generat definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deduclible, provider, or other underlined
terms see the Glossary. You can view the Glossary at hilps:/fwww.healthcare.govisbe-alossary or call 1-800-545-5015 to request a copy

Important Questions Answers [ Why This Matters:

' In-Network: $0 | Generally, you must pay all of the costs from providers up to the deductible amount before this
What is the overall plan begins to pay. If you have other family members on the plan, each family member must meet
deductible? Out-of-Network: $500 Member/ | yneir o inividual deductible until the total amount of deduclible expenses paid by all family

' $1,000 Family. members meets the overall family deductible.

' Are there services !
covered before you meet | No. You will have to meet the deductible before the plan pays for any services.
your deductible? |
Are there other |
deductibles for specific | No. [ You don't have to meet deductibles for specific services.

' services? |

| InNetwork Medical and |
. Pharmacy: $6,850 Member / The out-of-pocket limit is the most you could pay in a year for covered services. If you have other
Yivnl:;tf:)srtt:?s%ﬁgm $13,700 Family. family members in this plan, they have to mest their own out-of-pocket limits until the overall
—_— pan Out-of-Network: $13,700 Member | family out-of-pocket limit has been met.
| 1$27,400 Family.

.Premiums. balance-billing
charges, and health care this plan | Even though you pay these expenses, they don't count toward the out—of-pocket limit.
doesn't cover.

| Yes.

What is not included in
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.
. : i : You will pay the most if you use an out-of-network provider, and you might receive a bill from a

i :’1\22 Z%‘;mr;{es:;:}g:? See 5:“1 'god(l)re? » qusm.t:?mJ ;| provider for the difference between the provider's charge and what your plan pays (balance

1 I! - - - s T . . .

[ orga 945-5015 for a list 0 billing). Be aware your network provider might use an out-of-network provider for some services

! network providers. {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?
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A4 Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common
Medicat Event

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

Services Yot May Need

Primary care visit to treat an

injury or iliness

Specialist visit

Prevenlive care/screenina/
Immunization

What You Will Pay

In-Network Provider
| (You will pay the least)
No charge; deductible
does not apply
No charge; deductible
does not apply

No charge; deductible
does not apply

20% coinsurance

| Out-of-Natwork Provider
(You will pay the most)

20% coinsurance

20% coinsurance

| Limitations, Exceptions, & Other Important
Information*

None

None

You may have to pay for services that aren't
preventive. Ask your provider if the services
you need are preventive. Then check what

your plan will pay for.

If you have a test

Diagnostic test (x-ray, blood
work}

Imaging (CT/PET scans, MRls}

If you need drugs to
treat your illness or
condition

More information about
prescription drug
coverage is available al
hitp:/iwww.pplusic.com/
members/pharmacy.

Preferred Generic drugs (Tier

1)

Preferred Brand and Select
Generic drugs (Tier 2)

Non-Preferred Brands and
Generic drugs (Tier 3)

Specially Brands and Generic
drugs (Tier 4)

No charge; deductible
does not apply
No charge; deductible
| does not apply

| $5 copay/ prescription;
| deductible does not apply

$15 copay/ prescription;

deductible does not apply
$35 copay/ prescription;
deductible does not apply

$15 copay/ prescription;

If you have outpatient
surgery

Facility fee (e.g., ambulatory

| surgery center)

Physician/surgeon fees

If you need immediate
medical attention

* For more information about limitations and exceptions, see the plan or policy document at www.pplusic.com or call 1-800-545-5015.

Eme rgency room care

No charge; deduclible
does not apply

No charge; deductible

_ doesnotapply

$60 copay per visit;

deductible does not apply |

1 20% coinsurance

20% coinsurance

| Not Covered

Not Covered

Not Covered

Not Covered

Genetic testing requires Prior Authorization

None

| Most medications available for three-month
supply; some limited to less depending upon
formulary status. )

Most medications available for threg-month
supply; some limited to less depending upon
| formulary status. -

| Most medications available for three-month

| supply; some limited to less depending upon
formulary status

May require prior authorization. Requires filling
within the Specialty Pharmacy Network.

20% coinsurance

20% coinsurance

$60 copay per visit;

deduclible does not apply | deductible does not apply

Coverage is limited to medically necessary
services.

Coverage is limited to medically necessary
| services.

Coverage is limited to emergency care.
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Common
Medical Event

Services You May Need

What You Will Pay

In-Network Provider

| Out-of-Network Provider |

|
| Limitations, Exceptions, & Other Important
Information*

Emergency medical
transportation

Urgent care

(You will pay the least)

No charge; deductible
does not apply

No charge; deductible
does not apply

| does not apply

| 20% coinsurance
|

If you have a hospital
stay

Facility fee (e.g., hospital
room)

Physician/surgeon fees

No charge; deduclible
| does not apply
No charge; deductible
does not apply

(You will pay the most) |
No charge; deductible

| Coverage is limited to emergency care.

‘ Urgent Care services received outside of the
Physicians Plus service area covered per In-

20% coinsurance

‘ 20% coinsurance

If yoa need mental

No charge; deductible

20% coinsurance

‘ 20% coinsurance

health, behavioral _ euipatientSeniices does not apply -
health, or substance Inpatient services No charge; deductible
abuse services P does not apply

Office visits | No charge; deductible

If you are pregnant

If you need help
recovering or have
other special health
needs

Childbirth/delivery professional
services B

Childbirth/delivery facility
services

| does not apply
No charge; deductible
does notapply
' No charge; deductible
does not apply

Home health care

Rehabilitation services

Habilitation services

Skilled nursing care

Durable medical equipment

Hospice services

No charge; deductible
does not apply

No charge; deduclible
does not apply
No charge; deductible
does not apply
No charge; deductible
does not apply

20% coinsurance;

| No charge; deductible
does not apply

* For more information about limitations and exceptions, see the plan or policy document at www.pplusic.com or call 1-800-545-5015,

deductible does not apply

20% coinsurance
‘ 20% coinsurance

20% coinsurance

‘ 20% coinsurance

20% coinsurance
| ] )
J 20% coinsurance

: . =
20% coinsurance
L

20% coinsurance

| 20% coinsurance

: Network benefits. -
' Prior authorization required. 1|
) |

Prior authorization required.

For provider and benefit information, call (6_0-5
| 4174709,

| Prior authorization required.
| None

|
| None

|
None ‘
|

| Coverage is limited to 50 combined visits
annually. Prior authorization required.

| Policy pays up to 60 habilitation and 60
rehabilitation therapy visits annually. Plan may
approve 50 more visits per year. Prior

authorization required for home therapy visits.
Coverage is limited to 120 days per

confinement, Prior authorization required.
In-Network DME coinsurance maximum $500
annually. Out-of-Network DME coinsurance
maximum $4,000 annually. Prior authorization |
required for items over $750.

|
|
o
|
-1

Prior authorization required.
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What You Will Pay
Services You May Need in-Network Provider | Qut-of-Network Provider

Common
Medical Event

| Limitations, Exceptions, & Other Important
Information®

(You will pay the least) | (You will pay the most)
Limited to one routine exam annually. Other
20% coinsurance exams covered as medically necessary.
[ 1 o | Contact lens fittings not covered.
Basic rpodel: No charge; Not covered One basic model covered annually for children |
| deductible does not apply | ~ |uptoage1s.
Children's dental check-up | Not covered | Not covered | None

No charge; deductible

Children's eye exam does ot apply

If your chlld needs
dental or eye care

Children's glasses

Excluded Services & Other Covered Services:

i Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)
| e Acupuncture e Glasses, Lenses and Frames - Adult e Private Duty Nursing

e Bariatric Surgery o Infertility Treatment ¢ Routine Foot Care

o Cosmetic Surgery o Long Term Care o Weight Loss Programs

e Dental Care (Adult) e Non-Emergency care when traveling outside the

e Dental Care (Child) United States

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

e Chiropractic Care ¢ Routine Eye care

¢ Hearing Aids (Limited)

* For more information about limitations and exceptions, see the plan or policy document at www.pplusic.com or call 1-800-545-5015. 4dof6
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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's Employee Benefits Security Administration at 1-866-444-3272 or www.dol.qov/ebsa/healthreform, or the U.S. Department of Health and
Human Services, Center for Consumer Information and Insurance Oversight at 1-877-267-2323 x61565 or www.cciio.cms.qov. Other coverage options may be
available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the Markeiplace, visit
www.healthcare.qov 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: Physicians Plus Insurance Corporation at 608-282-8900 or 1-800-545-5015. If coverage is a group plan fully insured, or non-federal governmental group
health plan or a church plan you may also contact the Wisconsin Office of the Commissioner of Insurance at 608-266-0103 or 1-800-236-8517 or www.oci.wi.gov. You
may also contact U.S. Department of Labor's Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa/heallhreform.

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 credil to help you pay for a plan through the Marketplace.

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 608-282-8900 (1-800-545-5015)

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 608-282-8300 (1-800-545-5015)
Chinese (FX): MNRF/EhXHIE R, 15T XS5 608-282-8900 (1-800-545-5015)

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 608-282-8900 (1-800-545-5015)

To see examples of how this plan might cover costs for a sample medical sifuation, see the next section.

* For more information about limitations and exceptions, see the plan or policy document at www.pplusic.com or call 1-800-545-5015. 50f6
P+6753-1706



About these Coverage Examples:

= 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 ¢ost sharing
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of

Peg is Having a Baby

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

® The plan’s overall deductible $0
® Specialist copay $0
M Hospital (facility) coinsurance 0%

W Other coinsurance 20%
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)

costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Managing Joe’s type 2 Diabetes

(a year of routine in-network care of a well-
controfled condition)

® The plan’s overall deductible $0
W Specialist copay $0
W Hospital (facility) coinsurance 0%

® Other coinsurance 20%
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 | $12,800
In this example, Peg would pay:
Cost Sharing
Deductibles | $0
Copayments I
Coinsurance i $0
What isn’t covered
Limits or exclusions | $60
The total Peg would pay is $60

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

Total Example Cost | $T40
In this example, Joe would pay:
Cost Sharing

Deductibles i $0

Copayments | %400

Coinsurance $300

What isn’t covered
Limits or exclusions $60
The total Joe would pay Is $760

Mia’s Simple Fracture

(in-network emergency room visit and follow

up care)
B The plan’s overall deductible $0
W Specialist copay $0
M Hospital (facility) coinsurance 0%

M Other coinsurance

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

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

Total Example Cost $1,900
In this example, Mia would pay:
Cost Sharing

Deductibles | $0

Copayments $0

Coinsurance $40

What isn't covered
Limits or exclusions $0
The total Mia would pay is $40
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: Beginning on or after 01/01/2018
Physicians Pius Insurance Corporation: 2018 PPO Coverage for: Member/Family | Plan Type: PPO

Medical Code: JAPCMGREG Rx: CL3513M6850TM

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 www.pplusic.com or call 1-
800-545-5015. For general definitions of common terms, such as allewed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined
terms see the Glossary. You can view the Glossary at https://www.healthcare.qovisbc-glossary or call 1-800-545-5015 to request a copy.

Important Questions | Answers Why This Matters:

[ In-Network: $0 | Generally, you must pay all of the costs from providers up to the deductible amount before this
What is the overall | ' plan begins to pay. If you have other family members on the plan, each family member must meet

|
|
|

deductible? I Out—of—Netwp rk: $500 Member / their own individual deductible until the total amount of deduclible expenses paid by all family '

| $1,000 Family. members meets the overall family deductible. i

Are there services

covered before you meet | No. You will have to meet the deductible before the plan pays for any services.

your deductible? [

Are there other |

deductibles for specific | No. | You don't have to meet deductibles for specific services.

| services?

In-Network Medical and |
. | Pharmacy: $6,850 Member / The out-of-pocket limit is the most you could pay in a year for covered services. If you have other |
-of- | ) out-oi-pocket y payin ay Iy
::vg;tf:)srttn?soultas; ocket | $13,700 Family. family members in this plan, they have to meet their own out-of-pocket limits until the overall
[~ gan Out-of-Network: $13,700 Member | family out-of-pocket limit has been met.
1$27,400 Family.

Premiums, balance-billing i
charges, and health care this plan | Even though you pay these expenses, they don't count toward the out—of-pocket limit.
doesn't cover.

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

This plan uses a provider network. You wilt pay less if you use a provider in the plan's network.
You will pay the most if you use an gut-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

Yes.

Will you pay less if you | See hitp://directory.pplusic.com/
use a network provider? | or call 1-800-545-5015 for a lst of

. | MM' (such as [ab 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?

10f6
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A4 Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common

Medical Event

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

If you have a test

Diagnostic test (x-ray, blood

What You Will Pay
In-Network Provider | Out-of-Natwork Provider |
(You will pay the least) | (You will pay the most)
No charge; deductible
| does not apply
; No charge; deductible
| does not apply

Services You May Need |

Primary care visit to treat an

- . 20% coinsurance
injury or iliness S dLLY

Specialist visit | 20% coinsurance
specialist

Preventive care/screening/ ‘ No charge; deduclible

—= 20% coinsurance
Immunization | does not apply
|

' No charge; deductible
does not apply

No charge; deduclible | 20% coinsurance
doesnotapply | T

I
| 20% coinsurance
WOrk) I

Imaging (CT/PET scans, MRIs)

If you need drugs to
treat your iliness or
condition

More information about
prescription drug
coverage is available at
http://www.pplusic.com/
members/pharmacy.

Preferred Generic drugs (Tier | $5 copay/ prescription;

1) deductible does not apply GHESiEs
Preferred Brand and Select $15 copay/ prescription;

Generic drugs (Tier 2) deductible does not apply Not Covered
Non-Preferred Brands and $35 copay/ prescrlptlon;

Generic drugs (Tier 3) | deductible does not apply | G
Specially Brands and Generic | $15 copay/ prescription; Not_Covere d
drugs (Tier 4) deductlible does not apply

If you have outpatient
surgery

surgery center)

| Limitations, Exceptions, & Other Important
Information*

‘ None

None

| You mghave to pay for services that aren't

| preventive. Ask your provider if the services
you need are preventive. Then check what
jyourpanwilpayfor______

: Genetic testing requires Prior Authorization

| Most medications available for three-month
supply; some limited to less depending upon

formulary status.

| Most medications available for three-month
supply; some limited to less depending upon

| formulary status.

| Most medications available for three-month
supply; some limited to less depending upon

| formulary status.

May require prior authorization. Requires filling
within the Specially Pharmacy Network.

No charge; deduclible
does not apply
No charge dedum:bre
does not apply

Facility fee (e.g., ambulatory ’ 20% coinsurance

Physician/surgeon fees 20% coinsurance

If you need immediate
medical attention

* For more information about limitations and exceptions, see the plan or policy document at www.pplusic.com or call 1-800-545-5015.

$60 copay per visit; $60 copay per visit;
Emergency room gare deducllbte does not apply ‘

deductible does not apply

Coverage is limited to medically necessary
services.

| Coverage is limited to medically necessary

! services.

Coverage is limited to emergency care.

20f86
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Common
Medical Event

Services You May Need

What You Will Pay
In-Network Provider

| Out-of-Network Provider |

! Limitations, Exceptions, & Other Important
Information*

: Emergency medical

Urgent care

If you have a hospltal
stay

Facility fee (e.g., hospital

room)

Physician/surgeon fees

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

No charge; deductible

does not apply

No charge; deductible

does not apply

No charge; deductible

does not apply

No charge; deductible
| does not apply

| does not apply

20% coinsurance

i
| 20% coinsurance

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

Outpatient services

Inpatient services

If you are pregnant

Office visits

Childbirth/delivery professional
services

Childbirth/delivery facility
services

No charge; deduclible
does not apply
No charge; deductible
I does not apply

20% coinsurance

20% coinsurance

No charge; deductible
does not apply
No charge; deductible
does not apply
| No charge; deductible
| does not apply

| 20% coinsurance

20% coinsurance

| 20% coinsurance

Home health care

Rehabilitation services

If you need help
recovering or have
other speclal health
needs

Skilled nursing care

Habilitation services

Durable medical equipment

Hospice services

| No charge; deductible

No charge; deductible

i.
T
does not apply 20% coinsurance

e
' does not apply 20% coinsurance

No charge; deductible
doesnotapply
No charge; deductible
does not apply

20% coinsurance

20% goinsurance

20% coinsurance:

o
deductible does not apply 20% goinsurance

|“N<; charge; dedazli_ble. - .

-
[ ones
' does not apply | 20% coinsurance

* For more information about limitations and exceptions, see the plan or policy document at www.pplusic.com or call 1-800-545-5015.

No charge; deductible

‘ 20% coinsurance ‘ None

Coverage is limited to emergency care.

Prior authorization required.

‘ Prior authorization required.

[ For_provider and benefit information, call (608)

| 4174709,

i Prior authorization required.
T e
' None

None

None

i Coverage is limited to 50 combined visits
annually. Prior authorization required.

Policy pays up to 60 habilitation and 60
rehabilitation therapy visits annually. Plan may
approve 50 more visits per year. Prior

authorization required for home therapy visits.
Coverage is limited to 120 days per
confinement. Prior authorization required.
In-Network DME coinsurance maximum $500
annually. Out-of-Network DME coinsurance
maximum $4,000 annually. Prior authorization
| required for items over $750.

Prior authorization required.
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' _What You Will Pay
Services You May Need | [n-Network Provider | Out-of-Network Provider

Common
Medical Event

| Limitations, Exceptions, & Other Important
Information*

[ (Youwill pay the least) | (You will pay the most)

Limited to one routine exam annually. Other
exams covered as medically necessary.
Contact lens fittings not covered.

No charge; deductible

Children's eye exam does not apply

20% coinsurance

If your child needs

dental or eye care e " Basic model: No charge; |, ., | One basic model covered annually for children
Chl_ld[erls gilajse_s ~ deductible does not apply I_NOt EDiEreH | up to age 18. |
Children's dental check-up | Not covered | Not covered | None ) |

Excluded Services & Other Covered Services: e
| Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

| e Acupuncture o (Glasses, Lenses and Frames - Adult e Private Duty Nursing
e Bariatric Surgery o Infertility Treatment e Routine Foot Care
e Cosmetic Surgery e Long Term Care ¢ Weight Loss Programs
¢ Dental Care (Adulf) o Non-Emergency care when traveling outside the
o Dental Care (Child) United States
| Other Covered Services {Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
e Chiropractic Care ¢ Routine Eye care

| » Hearing Aids (Limited)

* For more information about limitations and exceptions, see the plan or policy document at www.pplusic.com or call 1-800-545-5015. d0f8

P+6753-1706



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's Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsarhealthreform, or the U.S. Department of Health and
Human Services, Center for Consumer Information and Insurance Oversight 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 Heaith Insurance Marketplace. For more information about the Marketplace, visit
www.healthcare.qgov 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
arievance 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: Physicians Plus Insurance Corporation at 608-282-8900 or 1-800-545-5015. If coverage is a group plan fully insured, or non-federal governmental group
health plan or a church plan you may also contact the Wisconsin Office of the Commissioner of Insurance at 608-266-0103 or 1-800-236-8517 or www.oci.wi.gov. You
may also contact U.S. Department of Labor's Employee Benefits Security Administration at 1-866-444-3272 or www.dol.qov/ebsalhealthreform.

Does this plan provide Minimum Essential Coverage? Yes
If you don't have Minimum Essential Coverage for a month, you'lt 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 credil to help you pay for a plan through the Markeiplace.

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 608-282-8900 (1-800-545-5015)

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 608-282-8900 (1-800-545-5015)
Chinese (FXX): R BEHXHIFEB, BT S5 608-282-8900 (1-800-545-5015)

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 608-282-8300 (1-800-545-5015)

To see examples of how this plan might cover costs for a sample medical situation, see the next section.

* For more information about limitations and exceptions, see the plan or policy document at www.pplusic.com or call 1-800-545-5015. 50f6
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IAbout these Coverage Examples:

‘ = 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

hospital delivery)

B The plan’s overall deductible
B Specialist copay

B Hospital (facility) coinsurance
B Other coinsurance

$0
$0
0%
20%

This EXAMPLE event includes services like:

Specialist office visits (prenatal care)

Childbirth/Delivery Professional Services

Childbirth/Delivery Facility Services

Diagnostic tests (ulfrasounds and blood work)

Specialist visit (anesthesia)
Total Example Cost

In this example, Peg would pay:

Cost Sharing
Deductibles
Copayments
Coinsurance
What isn't covered

Limits or exclusions
The total Peg would pay is

$0

$0
$0

| $60
$60

| $12,800

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
W Specialist copay $0
M Hospital (facility) coinsurance 0%
M Other coinsurance 20%
This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)
Diagnostic tests (biood work)
Prescription drugs
Durable medical equipment (glucose meter)
Total Example Cost . $7,400
In this example, Joe would pay:
Cost Sharing
Deductibles 30
Copayments $400
Coinsurance $300
What isn't covered
Limits or exclusions $60
The total Joe would pay is $760

Mia’s Simple Fracture

(in-network emergency room visit and follow

up care)
M The plan's overall deductible $0
H Specialist copay $0
H Hospital (facility) coinsurance 0%
B Other coinsurance 20%

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

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

Total Example Cost :$1,900
In this example, Mia would pay:
Cost Sharing

Deductibles | %0

Copayments $0

Coinsurance $40

What isn't covered
Limits or exclusions $0
The total Mia would pay is $40

The plan would be responsible for the other costs of these EXAMPLE covered services. 6 of 6
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A HMO03985 / PHA01707 Coverage Period: 01/01/2018 - 12/31/2018
Summary of Benefits and Coverage: What this Plan Covers & What it Costs 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:/fwww.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, deductibie, provider, or other underlined terms see the Glossary. You can view the Glossary at https://www.dol.goviebsafhealthreform or
hitps:/iwww.healthcare.gov/sbe-giossary or call (800) 279-1301 or TTY 711 to request a copy.

important Questions | Answers | Why This Matters:

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. Buta
| copayment or coinsurance may apply. For example, this plan covers certain preventive services

What is the overall

deductible? ‘ $0

Are there services covered = Yes. Preventive care services are

ggLOJ:ﬁ{)?:?meet your gg\éircetﬁ)li iorejyoulmesyplr | without cost-sharing and before you meet your deduclible. See a list of covered preventive
—— [=——— services at hitps:/iwww.healthcare.gov/coverage/preventive-care-benefits/.

Are there other

deductibles for specific ‘ No. You don't have to meet deductibles for specific services. |
services?

| - , ' The out-of-pocket limit is the most you could pay in a year for covered services. The deductible

Fni?l?ggg?:]v;g:aéﬁf;g Zggkftnlqim ! and coinsurance limit does not include copayments. Once the deductible and coinsurance limitis |
What is the out-of-pocket is a deductible a—Ln dcoinsurance. | met, the plan pays 100% of allowed amounts, not including copayments; the members pay .
limit for this plan? 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-oi-pocket limits until the overall family oul-of-pocket limit

has been met.

I limit, which for covered services is
' $0 individual / $0 family.

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

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

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

Yes. See This plan uses a provider network. You will pay less if you use a provider in the plan's network.
hilp:/iwww.deancare.com/find-a- | You will pay the most if you use an out-of-network provider, and you might receive a bill from a
doc/ or call 1-800-279-1301 or | provider for the difference between the provider's charge and what your plan pays (balance

Will you pay less if you use

| . " N .
a network provider? TTY 711 for a list of network billing). Be aware, your network provider might use an out-of-network provider for some services |
providers | (such as lab work). Check with your provider before you get services.

Version Number: Dean 04/01/2017
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Do you need a referralto No
see a specialist? '

‘ You can see the specialist you choose without a

A4 Al coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

referral,

Information

‘ Limitations, Exceptions, & Other Important

No coverage for Chiropractic maintenance or

Infertility services are covered at 100% up to

$2,000 policy 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.

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

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
Life will result in not covered Tobacco

Gommon | What You Will Pay .
. Services You May Need Network Provider Out-of-Network Provider
Medical Event ‘ STl
Primary care visit to treat an $0 copay/visit Not covered
injury or illness , | long-term therapy.
Spegcialist visit ‘ $0 copay/visit Not covered
. i f
If you visit a health care '
provider's office or clinic |
Preventive care/screening/ ' . -
immunization | $0 copay/visit | Not covered
. Diagnostic test (x-ray, blood | 0% coinsurance after | Not covered |
If you have a test work) deductible ; | None
| Imaging (CT/PET scans, MRIs) ' $50 copay/visit | Notcovered L
Preferred generic drugs (Tier | $5 copay / prescription | Not covered (retail and mail |
If you need drugs to 1) - (retalil) | order) )
treat your iliness or Non-preferred generic, - $15 copay / prescription | Not covered (retail and mail
condition Preferred brand drugs (Tier 2) | (retail) | order) ! .
More information about ~ Non-preferred generic, Non- $35 copay / prescription | Not covered (retail and mail day supply (Tier 3) for 3 copays.
prescription drugl preferred brand drugs (Tier 3) | (retalil) order)
ﬁ%ﬁ;giagzmﬁla 50% coinsurance after
; ] , deductible for infertility | Not covered (retail and mail
fmacy Spocially drugs drugs/prescription order)
- | (retai) _ cessation products.
if you have outpatient Facility fee (e.g., ambulatory | 0% coinsurance after |
sugery | sugery center) | deductible | Notoovered Hone

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

employers/sample-group-certificates/.
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Common
Medical Event

Services You May Need

What You Will Pay

Netwark Provider
| (You will
0% coinsurance after

Out-of-Network Provider

Limitations, Exceptions, & Other Important
Information

Physician/surgeon fees deductible Not covered -
Initial emergency services are covered with
Emergency room care $60 copay/visit $60 copay/visit oul-of-network providers. Copay is waived if

admitted for observation or inpatient.

m;amem:diate Emergency medical 0% coinsurance after 0% coinsurance after None
transportation deductible deductible | B
g - .
Urgent care | S0 sapayisi 30 copayiis e
Facility fee (e.g., hospital 0% coinsurance after Not covered
if you have a room) | deductible None
hospital stay Physician/surgeon fees 0% goinsurance after Not covered |
— L y g | deductible B = | -
| | $0 copayloutpatient .
| visit | |
:ey;:‘hng:g mental Outpatient services 0% coinsurance after ~ Not covered ' None
+ behavioral deductible for da
health, or substance aelifeTor tay
! | treatment services
abuse services "oy ot i :
Inpatient services I 0% coinsurancs after | Not covered None
| deductible | RS | - )
| Office visits 30 ogay/wsn Not covered Home or intentional out of hospital deliveries
Childbirth/delivery professional | 0% coinsurance after Not covered | are not covered. Cost sharing does not apply
| services | deductible 1 3 | for preventive services. Depending on the
If you are pregnant " type of services, a copayment, coinsurance, or |
Childbirth/delivery facility 0% coinsurance after Not covered deductible may apply. Maternity care may
services deductible include tests and services described
| | elsewhere in the SBC (i.e. ultrasound).
0,
Home health care | g:é%granﬁ gl Not covered 60 visits/contract period.
iy EIEElle T ~ | Rehabilitation Services: R o e
recovering.0f have 0% coinsurance after ) Rehabilitation care - 90 days/contract period
Uity i Rehabilitation services deductible Not covered PT/O.T/ST 60 VIsn_s/contract perlod'
needs PT/OT/ST: | Services for custodial care are a policy
lusion.
o 80 copay/therapy/day S

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

employers/sample-group-certificates/.
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Common

Medical Event Services You May Need

What You Will Pay

Limitations, Exceptions, & Other Important

Habilitation services

Skilled nursing care

Durable medical equipment

Hospice services

Children's eye exam
Children's glasses
Children's dental check-up

if your child needs
dental or eye care

Excluded Services & Other Covered Services:

Network Provider Out-of-Network Provider
ou will
$0 copay/therapy/day Not covered
, 0% coinsurance after | Not covered
| deductible | T
20% coinsurance up to
$2,000 limit | Not covered
0% coinsurance after |
| deductible ) _ Not covere_d -
| $0 copay/visit | Not covered
 Notcovered | Notcovered
| Not covered | Not covered

|
| Informmation
|

| Habilitative therapies - 60 visits/contract
period. Services for custodial care are a policy
| exclusion. |

30 days/confinement.

| Durable medical eg_uipment coinsurance is not |

subject to the contract period out of pocket
| maximum,

None

| None

| None
| None

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

» Cosmetic services including surgery
* Dental care (Adult)
* Glasses

* Long-term care
* Non-emergency care when travelling
outside the U.S.

* Private-duty nursing
* Routine foot care

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

* Hearing aids
* Infertility treatment

* Routine eye care

* Weight Loss Programs as part of our
Comprehensive Weight
Management Program

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

employers/sample-group-cerificates/.
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Your Rights to Continee 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 hitps:/iwww.dol.gov/ebsahealthreform. Other coverage
oplions 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.qov 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:/foci.wi.gov/ or the U.S. Department of Labor, Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or hitps://www.dol.qov/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.

Dees 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 (F30): AN RFBE PRI, FEIRFTXA5T5: (800) 2791301 or TTY 711
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne'; (800) 279-1301 or TTY 711.
——— 7o see examples of how this plan might cover costs for & sample medical situaiion, see the nexi secfion,

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




About these Coverage Examples:

Peg is Having a Baby

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

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

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

Total Example Cost $12,800
In this example, Peg would pay:
Cost Shanng
Deductibles : $0
Copayments [ 8§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.

Managing Joe's type 2 Diabetes

(a year of routine in-network care of a well-
controtled condition)

® The plan's overall deductible $0
® Specialist copayment $0
W Hospital (facility) coinsurance 0%
W Other coinsurance 0%

This EXAMPLE event includes services like:
Primary care physician office visits (/nc/uding
disease educeation)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $7.400
In this example, Joe would pay:
Cos! Sharing _
Deductibles $0
Copayments | $400
Coinsurance | $0
What isn't covered
Limits or exclusions §20
The total Joe would pay is $420

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)
H The plan's overall deductible $0
m Specialist copayment $0
M Hospital (facility) coinsurance 0%
m Other coinsurance 0%

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

Diagnostic test (x-ray)s

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

Total Example Cost $1,900
In this example, Mia would pay:
Cost Sharing
Deductibles $0
ments L%
rance | $0
What isn't coverad
Limits or exclusions §0
The total Mia would pay is $0
§of8
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Deanl-zaithFlon

. POS03334/ PHAQ1708 Coverage Period: 01/01/2018 - 12/31/2018

Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual/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
44,  costfor 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 hitps:/www.deancare.com/ealth-insurance/qroup-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/ebsahealthreform or
hitps:/fwww.healthcare gov/sbe-glossary or call (800) 279-1301 or TTY 711 to request a copy.

Important Questions | Answers : Why This Matters:

l $0/individual network Generally, you must pay all the costs from providers up to the deductible amount before this plan
What is the overall $0/family network begins to pay. If you have other family members on the plan, each family member must meet their
deductible? | $250/individual out-of-network own individual deductible until the total amount of deductible expenses paid by all family

| $500/family out-of-network members meets the overall family deducllble

! Thls p_Ia_ covers some items and services even if you haven't met the deducnbie amount. Buta

c;?otrt;e;g:?nr:f?;oﬁvered i Zc?vsézzjeEZ?QL\;ey%ir?nintv;%eusr are . cqgaymem or cmlnsurance may apply. For example, thls plan covers certain preventive _senuces
deductible? deductible. without cost-sharing and before you meet your deduclible. See a list of covered preventive
_— | services at hitps./iwww.healthcare govicoverage/prevenlive-care-benefits/.

Are there other '

deductibles for specific ‘ No. You don't have to meet deduclibles for specific services.

services? |

‘ For network providers $6600
individual / $13200 family; for out-
of-network providers $13200
| individual / $26400 family.
Included in the out-of-pocket limit
for covered network servicesisa = The out-oi-pocket limit is the most you could pay in a year for covered services. If you have other
deduclible and cainsurance limit, = family members in this plan, they have to meet their own out-of-pocket limits until the overall
which for covered network family out-of-pocket limit has been met.
| services is $0 individual / $0
family. There is a deductible and
coinsurance limit for covered out-
of-network services, which is $750
individual / $1500 family.

What is not included in Premiums, balanced-bil ﬂg

the out-of-pocket limit? charges, penalties for failure to
| obtain pre-authorization, and

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

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 This plan uses a provider network. You will pay less if you use a provider in the plan's network.
hitp:/iwww.deancare.com/find-a-  You will pay the most if you use an out-of-network provider, and you might receive a bill from a
doc/ or call 1-800-279-1301 or | provider for the difference between the provider's charge and what your plan pays (balance

Will you pay less if you use

a pelwork provider? TTY 711 for a list of network billing). Be aware, your network provider might use an out-of-network provider for some services
| providers (such as lab work). Check with your provider before you get services.

Do you need areferalto | ' ‘ - .

— fall -—_ R .No. You can. _see the ?Q?\?E!}S! y_omIJ“choose without a referral._

A All coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.
What You Will Pay

Common ; . —,-: Limitations, Exceptions, & Other Impartant
Medical Event Services You May Need ::]et:fﬂ?m Provider -Network Provider Information
Primary care visit to treat an | $0 copay/visit 20% coinsurance after No coverage for Chiropractic maintenance or
Jinjury or illness g | deductible | long-term therapy.

oy - 20% coinsurance after Infertility services are covered at 100% up to

Spectalist visit $0 @;@y/wsyt | deductible _ | $2,000 policy life time maximum.

| [ Services under the ACA guidelines will be
If you visit a health care | covered as preventive. Services may have a
ovider's office or clinic | 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.
Diagnostic test (x-ray, blood 0% coinsurance after | 20% coinsurance after Certain covered diagnostic tests and/or
| work) deductible | deductible | imaging may require written prior authorization
| | | from our Medical Affairs Division. Failure to
if you have a test I 20% coi f i obtain prior authorization for services will
Imaging (CT/PET scans, MRIs) | $50 copay/visit | dedz(mjwa o | result in a penalty of 50% of the allowed
| | = | amount, up to a $500 maximum per
' ' | occurrence.

Prevenlive care/screening/
immunization

20% coinsurance after

50 copayviit deductible

* For more information about limitations and exceptions, see the plan or policy document at hitps://iwww.deancare.com/health-insurance/group-plans-for-
employers/sample-qroup-certificates/. 20f10




Common

What You Wil Pay
Out-of-Network Provider

Limitations, Exceptions, & Other Important

Medical Event Services You May Need Network Provider
RN — = e ou will
Preferred generic drugs (Tier $5 copay / prescrlpnon
if you need drugs fo 1) | {retail)
treat your iliness or Non-preferred generic, $15 copay / prescription |
condition Preferred brand drugs (Tier 2) | (retail)
More information about | Non-preferred generic, Non- | $35 copay / prescription
prescription drug | preferred brand drugs (Tier 3) | (retail}
coverage is available at
www.deancare.com/pha gg;/‘:mc—gt';:l;g??ﬁfees{ﬁ?;
fmacy Specialty drugs | drugs/prescription
(retail)
) Facility fee_(re.__g., arﬁbulatéry' | 0% comsurance after
| surgery center) | deductible
If you have outpatient
surgery . | 0% coinsurance after
Physician/surgeon fees | deductible
Emergency room care ‘ $60 copay/visit
m?élexei;nﬁrg:dlate Emergency medical ' 0% coinsurance after
transportation deductible
Urgent care | $0 copayhvisit
Facility fee (e.g., hospital 0% coinsurance after
room) ' deductible
If you have a
hospital stay 0% coinsurance after

Physician/surgeon fees

deductible

| 20% coinsurance after

Information

| 50% coinsurance /
prescription (retail)
50% coinsurance /
| prescription (retail)
| Not covered (retail and mail
| order)

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

| Not covered (retail and mail
order)

| deductible

20% coinsurance after

deductible the allowad amount, up to a $500 maximum
‘ N | per occurrence. |
| - Copay is s waived if admitted for observation or
‘ $60 cogay/ws_n | | inpatient
0% coinsurance afterin- |
network deductible ) None
| $0 copay/visit | None

20% coinsurance aﬁer
| deductible

Inpatient hospltal 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.

20% coinsurance after
deductible

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

Services You May Need

What You Wil Pay

Network Provider

| Qut-of-Natwork Provider
(You will pay the most)

20% coinsurance after

‘ 20% coinsurance after

| 20% coinsurance after

20% coinsurance after

20% coinsurance after

20% coinsurance after

| (You will pay the least)
$0 copay/outpatient
visit
Outpatient services 0% coinsurance after ;
TR deductible
If you need mental % N i
health, behavioral | treatment services
health, or substance
abuse services
Inoatient services 0% coinsurance after
P deductible deductible
SN R |
Office visits | $0 copay/visit | deductible
Childbirth/delivery professional | 0% coinsurance after
if you are pregnant services deductible | deductible
Childbirth/delivery facility | 0% coinsurance after
services | deductible | deductible
0% coinsurance after
Home health care deductible deductible
If you need help
recovering or have
other speclal health ' - .
needs Rehabilitation Services:

Rehabilitation services

0% coinsurance after
| deductible

PT/OT/ST:

$0 copay/therapy/day

20% goinsurance after
deductible

|
|

Limitations, Exceptions, & Other important

Information

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 resultin 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

| eisewhers in the SBC (ie. ulrasound). |

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, upto a |

| $500 maximum per occurrence.

| Services for custodial care are a policy

Rehabilitation care - 90 days/contract period
PT/OT/ST - 60 visits/contract period

|
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-cerificates/.
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=TT What You Will Pay
| Network Provider Out-of-Network Provider
| (You will i

Limitations, Exceptions, & Other Important
Information

Comman |

Medical Event Services You May Need

| Skilled nursing care

20% coinsurance after

Habilitation services deductible

$0 copay/therapy/day

0% coinsurance after
deductible
|

' 20% coinsurance after
deductible

20% coinsurance up to
$2,000 limit

20% coinsurance after

Durable medical equipment deduotble

0% coinsurance after 20% coinsurance after

Hospice services

~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
resultin 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. Durable
medical equipment coinsurance is not subject

| to the contract period out of pocket maximum.
Services for hospice require a written prior

| authorization from our Medical Affairs Division.

| Failure to obtain prior authorization for

deductible | deductible | services will result in a penalty of 50% of the
' ? i allowed amount, up to a $500 maximum per
=) [ L - | | occurrence. - N
e .
if your child needs C;_r1ildren's eye exam ‘ $0 copay/visit __ggtﬁlw T ! None
dental or eye care | Children’s glasses Not covered 1 Not covered None
Children’s dental check-up | Notcovered | Not covered | None

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

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

* Cosmetic services including surgery * Long-term care . Privata. .
| * Dental care (Adult) + Non-emergency care when travelling anaﬁe duty nursing
) * Routine foot care
| * 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 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 hitps://www.dol.qov/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.qgov 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
arievance 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 hitp:/foci.wi.gov/ or the U.S. Department of Labor, Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or hitps:/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




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 (F13C): AN RFEE D ICHVESE), IELITX AN 545 (800) 279-1301 or TTY 711.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne". (800) 279-1301 or TTY 711.
——————T0 see examples of how this plan might cover costs for a sample medical situation, see the next section.

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

employers/sample-group-cedificates/. 7 0f10




About these Coverage Examples:

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 recsive, 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

i 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-netwark pre-natal care and a
hospital delivery)

 The plan's overall deductible $0
= Specialist copayment $0
M Hospital (facility) coinsurance 0%
= Other coinsurance 0%

This EXAMPLE event includes services fike:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (uftrasounds and blood work)
Specialist visit fanesthesia)

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

Deductibles $0
§20

$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.

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 $0
® Hospital {facility) coinsurance 0%
m 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 (glicose meter)

Total ExampleCost | $7.400
In this example, Joe would pay:
Cost Sharing
Deductibles [ %0
Copayments | $400
Coinsurance ' $0
What isn't covered

Limits or exclusions . $20
The total Joe would pay is $420

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

u The plan's overall deductible $0
= Specialist copayment $0
H Hospital (facility) coinsurance 0%
® Other coinsurance 0%

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

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 %0

Coinsurance | $0

What isn't covered

Limits or exclusions $0

The total Mia would pay Is $0

8of10



S L PPO02959 / PHA01708 Coverage Period: 01/01/2018 - 12/31/2018
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual/Family | Plan Type PPO

~ The Summary of Benefits and Coverage (SBC) document will help you ohoose a health plan. The SBC shows you how you and the plan would share the
A4 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 informalion about your coverage, or to get a copy of the complete terms of coverage, visit hitps:/fwww.deancare.com/health-insurance/qroup-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 hitps:/fwww.dol.gov/ebsa/heallhreform or
hitps:/iwww.healthcare govisbe-glossary or call (800) 279-1301 or TTY 711 to request a copy.

Important Questlons | Answers | Why This Matters:
$0/individual network Generally, you must pay all the costs from providers up to the deductible amount before this plan
What is the overall $0/family network begins to pay. If you have other family members on the plan, each family member must meet their
deductible? $250/individual out-of-network own individual deductible until the total amount of deductible expenses paid by all family
$500/family out-of-network 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

Are there services covered | Yes. Preventive care services are

giol::ﬁ)tr:l):?meet your gg\éircetidbl?a efore you meet your without cost-sharing and before you meet your deductible. See a list of covered preventive
_— = | serviges at hitps://www.healthcare.gov/coverage/preventive-care-benefils/.

Are there other |

deductibles for specific No. You don't have to meet deductibles for specific services. |
services? ‘ ;

; For network providers $6600
individual / $13200 family; for out- |
of-network providers $13200 ,
individual / $26400 family.
Included in the out-of-pocket limit
| for covered network servicesisa  The out-of-pocket limit is the most you could pay in a year for covered services. If you have other
deductible and coinsurance limit, | family members in this plan, they have to meet their own out-of-pocket limits until the overall

|

What is the out-of-pocket
" which for covered network ' family oul-of-pocket limit has been met, ‘
[

|

|

|

limit for this plan?

services is $0 individual / $0 '
| family. There is a deductible and ‘

coinsurance limit for covered out-
of-network services, which is $750
| individual / $1500 family.

L . Premiums, balanced-billing ]
mitl:ts_:fot é:::? ;ﬂlg charges, penalties for failure to Even though you pay these expenses, they don't count toward the out-of-packet limit. ‘
| obtain pre-authorization, and

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

Yes. See

Will you pay less if you use

a Belwork crovider? | doc/ or call 1-800-279-1301 or

TTY 711 for a list of network
providers

‘ No.

Do you need a referral to
see a sgeciahst?

| http://www.deancare.comffind-a-

| 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

You can see the specialist you choose without a referral.

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

Common

Medical Event Services You May Need

Network Provider

What Ypu WillPay

Qut-of-Network Provider

provider for the difference between the provider's charge and what your plan pays (balance
billing). Be aware, your network provider might use an oul-gf-network provider for some services |
| (such as lab work). Check with your provider before you get services.

Limitations, Exceptions, & Other Impartant
Information

ou will pay the least

Primary care visit to treat an $0 copay/visit 20% coinsurance after
injury or iflness . . deductible
e -, | 20% coinsurance after

Specialist visit ‘ $0 copay/w.s!t | deductible

If you visit a health care '

provider's office or clinic
Preventive care/screening/ . . 20% coinsurance after
immunization $0 copayhvisit | deductible

Diagnostic test (x-ray, blood

0% coinsurance after

20% coinsurance after
| deductible

work) | deductible
' |
If you have a test I P
Imaging (CT/PET scans, MRIs) | $50 copaylvisi 20% coinsurance after

' deductible

No coverage for Chiropractic maintenance or
* long-term therapy.

Infertility services are covered at 100% up to

| $2,000 policy 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.

occurrence.

Certain covered diagnostic tests and/or
imaging may 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

* 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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~__ What You Will Pay
Network Provider |  Out-of-Netwark Provider
will pay the least

Common

Limitations, Exceptions, & Other important

Services You May Need Information

Medicat Event

Preferred generic ds (Tier |85 copay / presc_:riptian | 50% coinsurance / -

If you need drugs to 1) (retail) | prescription (retail) | . . -
treat your illness or Non-preferred generic, | $15 copay / prescription = 50% coinsurance / ggr dmall KT e prescnptlon's, a

: ' , = e -day supply (Tiers 1 & 2) for 2 copays; 90-
condition  Preferred brand drugs (Tier 2)  (retaif) | prescription (retail) | day supply (Tier 3) for 3 copays
More information about = Non-preferred generic, Non- $35 copay / prescription | Not covered (retail and mail y SUppY £opays.
prescription drug preferred brand drugs (Tier 3) | (retail) order). ._ . .
coverage is available at SLr | Tobacco cessation products will be covered
www.deancare.com/pha s coInsurance aﬂer . . with a $0 copay if member enrolls in the Quit

. deductible for infertility ~ Not covered (retail and mail . . N
mmacy Specialty drugs druas/prescription order) for Life program. Failure to enroll in Quit for
95 P ' Life will result in not covered Tobacco
(retail) , )

- — _ Cessationproducts. .
Facility fee (e.g., ambulatory | 0% coinsurance after 20% coinsurance after | Outpatient hospital services require a written
surgery center) | deductible _deductible | prior authorization from our Medical Affairs |

If you have outpatient | Division. Failure to obtain prior authorization
surgery Physician/suraeon fees | 0% coinsurance after 20% coinsurance after for services will result in a penalty of 50% of
y g | deductible | deductible the allowed amount, up to a $500 maximum
= _'__ I | per occurrence. ) ]
Emergency room care ‘ $60 copay/visit $60 copay/visit | Copay ?. Is walved if admitted for observation or
if you need immediate - : = - - . e | PAVEN,
mgdi T Emergency medical | 0% coinsurance after 0% coinsurance after in- | None
fransportation | deductible ! network deductible _
_Urgentcare | $0 copayfvisit | $0 copay/visit J__ None ) _
Facility fee (e.g., hospital | 0% coinsurance after 20% coinsurance after Inpatient hospital services require a written
room) | deductible | deductible prior authorization from our Medical Affairs
If you have a | Division. Failure to obtain prior authorization
hospital stay 0% coinsurance after 20% coinsurance after for services will result in a penalty of 50% of

Physician/surgeon fees

deductible

deductible

| 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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What You Will Pay :
Network Provider Out-of-Network Provider
(You will i

$0 copay/outpatient

Common

Limitations, Exceptions, & Other Important

Services You May Need Information

Medical Event

| Outpatient mental health services require'é

isit ‘ writtgn plriqr‘authorization from'our_MedicaI |
Outpatient services 0% coinsurance after 20% coinsurance after Affalrs.D|v.|S|on. Failure to o_btaln prior
deductible for da y . deductible authorization for services will resultin a
if you need mental B e s penalty of 50% of the allowed amount, up to a
health, behavioral | | $500 maximum per occurrence.
health, or substance | Inpatient mental health services require a
abuse services | ' written prior authorization from our Medical
Inpatient services 0% coinsurance after 20% coinsurance after Affairs Division. Failure to obtain prior
deductible deductible authorization for services will resultin a '
penalty of 50% of the allowed amount, up to a
. .- i | $500 maximum per occurrence. |
- [ - 1 20% coinsurance after | Home or intentional out of hospital deliveries
SHicasis . $0 gopayhvisit ! deductible | are not covered. Cost sharing does not apply |
Childbirth/delivery professional | 0% coinsurance after 20% coinsurance after | for preventive services. Depending on the |
If you are pregnant services ] | deductible | deductible | type of services, a copayment, coinsurance, or
ChiIQbinh/deIivew facility 0% w after 20% w after ?niitltl ggﬂ;{: Zmpsg!v.ic'\:: t;égg,; :(;e may
o services | deductible ;.didu_ctlble_ N __elsewhere in the SBC (i.e. ultrasound). N
'[ | 60 visits/contract period. Services for home
health require a written prior authorization from
Home health care | 0% coinsurance after 20% coinsurance after our Medical Affairs Division. Failure to obtain
= ——— | deductible deductible prior authorization for services will result in a
| penalty of 50% of the allowed amount, up to a
| $500 maximum per occurrence.
me":nzd :rel!ngve ; Rehabilitation care - 90 days/contract period
other special health | . PT/OT/ST - 60 visits/contract period
el ‘ Rehabilitation Services: | Services for custodial care are a policy

Rehabilitation services

0% coinsurance after
| deductible
| PTIOT/ST:

| 20% coinsurance after
| deductible

|
l$0 copay/therapy/day |

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:/fwww.deancare.com/health-insurance/group-plans-for-
employers/sample-group-certificates/.
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Common What You Will Pay

Medical Event

Limitations, Exceptions, & Other important
Information

Services YouMayNeed |  Network Pravider
| (You will

| occurrence.
| Habilitative therapies - 60 visits/contract
| period. Services for custodial care are a policy
exclusion. Habililation services require written
| 20% coinsurance after | prior authorization from our Medical Affairs
deductible | 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

| CE A Sl
Skiled nursing care | O% coinstrance afer | 20% Golnsurance after !gggir?urri,glf b etk o
=K1led nursing care deductible | deductible - P

' resultin a penalty of 50% of the allowed I

| | amount, up to a $500 maximum per

. | | occurrence. i

‘ Durable medical equipment over $500
requires a written prior authorization from our

| Medical Affairs Division. Failure to obtain prior

Dbl madicil satiomsnt 20% coinsurance up to | 20% coinsurance after | authorization for services will result in a

LUrable medical eqUIpMENt | ¢2 000 limit deductible | penalty of 50% of the allowed amount, up to a
$500 maximum per occurrence. Durable
medical equipment coinsurance is not subject |

| to the contract period out of pocket maximum. |
Services for hospice require a written prior
authorization from our Medical Affairs Division.

Habilitation services $0 copay/therapy/day

et caninas 0% coinsurance after 20% coinsurance after Failure to obtain prior authorization for ‘
OSpige Services deductible deductibie services will result in a penalty of 50% of the
allowed amount, up to a $500 maximum per ‘
o | __occurrence. -
T
i your child needs Children'§ e_ye (??(al | $0_cop_ay/visi{ - Sg(ﬁjw@ after ' None )
dental or eye care | Children’s glasses | Not covered Not covered _ None
Children’s dental check-up | Not covered | Not covered None

* For more information about limitations and exceptions, see the plan or policy document at https:/iwww.deancare.com/health-insurance/aroup-plans-for-
employers/sample-group-cerificates/. 50of 10




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.)

* Classes

* Long-term care

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

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

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

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 « Infertiity 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 hitps://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
arievance 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 hitp://oci.wi.gov/ or the U.S. Department of Labor, Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or htlps:/fwww.dol.gov/ebsarhealthreform.

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 retum unless you qualify for an exemption from the
requirement that you have health coverage for that month.

Does this plan mest the Minimum Value Standards? Yes.
If your plan doesn't meet the Minimum Value Standards, you may be eligible for a premium {ax 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:/fwww.deancare.com/health-insurance/aroup-plans-for-

employers/sample-group-certificates. 6 0of 10




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 (F73): tORFFE P SCHIERY), 1ERITI/N518: (800) 279-1301 or TTY 711.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne': (800) 279-1301 or TTY 711.
7o see examples of how this plan might cover costs for a sample medical situation, see the next section.

* For more information about limitations and exceptions, see the plan or policy document at hilps:/fiwww.deancare.com/health-insurance/group-plans-for-
employers/sample-group-certificates/. 70of10




About these Coverage Examples:

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 (deduclibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of

costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

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

& The plan's overall deductible $0
® Spegcialist copayment $0
m Hospital (facility) coinsurance 0%
® Other coinsurance 0%

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

Total Example Cost $12,800
In this example, Peg would pay:
Cost Sharing
Deductibles $0
Copayments $20
Coinsurance $0
Whatisn'tcovered
Limits or exclusions i $60
The total Peg would pay s _ $80

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

Managing Joe's type 2 Diabetes

{a year of routine in-network care of a well-
controtled condition)

™ The plan's overall deductible $0
B Specialist copayment $0
W Hospital (facility) coinsurance 0%
® Other coinsurance 0%

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glicose meter)

Total Example Cost . $7.400
In this example, Joe would pay:
Cost Sharing
Deductibles [ $0
Copayments | $400
Coinsurance $0
What isn't covered
Limits or exclusions j $20
The total Joe would pay is $420

Mia's Simple Fracture
(in-network emergency room visit and follow up
care)

B The plan’s overall deductible $0
= Specialist copayment $0
® Hospital (facility) coinsurance 0%
B QOther coinsurance 0%

This EXAMPLE event includes services like;
Emergency room care (including medical
suoplies)

Diagnostic test (x-ray)s

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

Total Example Cost $1,900
In this example, Mia would pay:

...  CostShammg
Deductibles | $0

L %0
Coinsurance %0

What isn't covered

Limits or exclusions %0
The total Mia would pay is $0
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