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

RIVERDALE SCHOOL DISTRICT Coverage Period: 9/1/2017 - 8/31/2018

heth iranes 0082017 - HMO Deductible Coverage for: Single/Family| Plan Type: HMO

Afiliated with UW Health

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share the
cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit https://unityhealth.com/apps/CertLookup.
For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the
Glossary. You can view the Glossary at www.unityhealth.com or call 1-800-362-3310 to request a copy.

Important Questions _ Why this Matters:

Generally, you must pay all of the costs from providers up to the deductible amount before
this plan begins to pay.

What is the overall

deductible? $2,000 Single/$4,000 Family per Benefit Year

If you have other family members on the plan, each family member must meet their own
individual deductible until the total amount of deductible expenses paid by all family
members meets the overall family deductible.

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

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

$3,000 Single/$6,000 Family per Benefit Year = The out-of-pocket limit is the most you could pay in a year for covered services.
What is the out-of-pocket | for medical expenses.

limit for this plan? $2,000 Single/$4,000 Family per Benefit Year | If you have other family members in this plan, they have to meet their own out-of-pocket
for prescription expenses. limits until the overall family out-of-pocket limit has been met.

Premiums, balance-billing charges, penalties
for failure to obtain prior authorization, and Even though you pay these expenses, they don't count toward the out-of-pocket limit.
health care this plan doesn't cover.

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

Yes. This plan uses a provider network. You will pay less if you use a provider in the plan’s
Will you pay less if you network. You will pay the most if you use an out-of-network provider, and you might receive
use a network provider? | See www.unityhealth.com/findadoctor or call | a bill from a provider for the difference between the provider's charge and what your plan
1-800-362-3310 for a list of network pays (balance billing). Be aware, your network provider might use an out-of-network provider
Questions: Call 1-800-362-3310 or visit us at www.unityhealth.com. Tracking ID: QNNVE9 10f9
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the HMO Deductible SBC

Glossary at www.unityhealth.com/glossary or call 1-800-362-3310 to request a copy. UH01201 (09 16)
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providers.

for some services (such as lab work). Check with your provider before you get services.

Do you need a referral to

see a specialist?

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

referral is required.

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

Common
Medical Event

Services You May Need

Primary care visit to treat

What You Will Pay

In Network Provider
(You will pay the least)

Out of Network Provider
(You will pay the most)

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

Limitations, Exceptions, & Other Important |
Information

Charges for e-Visits will apply to your

" . No charge after deductible Not Covered . .
an injury or illness deductible/coinsurance.
Specialist visit No charge after deductible Not Covered none
Benefits are not available for care that is
Maintenance and Supportive Care or Long-
Other practitioner office | Chiro/Adult Vision: No charge N term Therapy.
. . ot Covered
If you visit a health visit after deductible . N
care provider's office Glasses/contacts for Adult Routine Vision are
or clinic not covered.
Coverage is limited to preventive services as
defined by the Affordable Care Act.
Preventive
care/screening/ No charge Not Covered You may have to pay for services that aren’t
immunization preventive. Ask your provider if the services
needed are preventive. Then check what your
plan will pay for.
Diagnostic test (x-ray, No charge after deductible Not Covered none
blood work)
MRI/MRA: No charge after
deductible
If you have a test Imaging (CT/PET scans, Not Covered none
MRIs) CT: No charge after deductible B

PET: No charge after deductible
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Common
Medical Event

If you need drugs to
treat your iliness or
condition

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

rugformulary

If you have
outpatient surgery

If you need
immediate medical
attention

If you have a hospital
stay

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

If you are pregnant

Services You May Need

Preferred Generics | Tier

Preferred Brands | Tier 2

Non-Preferred Brands &
Generics | Tier 3

Specialty drugs | Tier 4

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

Physician/surgeon fees

Emergency room care
Emergency medical
transportation

Urgent care

Facility fee (e.g., hospital
room)

Physician/surgeon fees

Outpatient services

Inpatient services

Office visits
Childbirth/delivery
professional services

Value Tier: $0 copay

All others: $5 copay
Value Tier: $0 copay

All others: $20 copay

$40 copay
$20 copay for Preferred

$40 copay for Non-preferred
No charge after deductible

No charge after deductible

$100 copay/visit

No charge after deductible

$25 copay/visit

No charge after deductible

No charge after deductible

No charge after deductible

No charge after deductible

No charge after deductible

No charge after deductible

What You Will Pay

In Network Provider Out of Network Provider
(You will pay the least) (You will pay the most)

Value Tier: $0 copay

All others: $5 copay
Value Tier: $0 copay

All others: $20 copay

$40 copay
$20 copay for Preferred

$40 copay for Non-preferred
Not Covered

Not Covered
$100 copay/visit

No charge after deductible
$25 copay/visit

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Limitations, Exceptions, & Other Important
Information

Multiple copays will apply for claims of greater
than 30 day supply when covered; for claims
of 31 to 60 days supply, two copays will
apply, and for claims of 61 to 90 days supply,

three copays will apply.

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

none

none

none

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

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

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

Maternity care may include tests and services
described elsewhere in the SBC (i.e.
ultrasound).
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Common
Medical Event

Services You May Need |

Childbirth/delivery facility
services

What You Will Pay

In Network Provider

(You will pay the least)

No charge after deductible

Out of Network Provider

(You will pay the most)

Not Covered

| Limitations, Exceptions, & Other Important

Information

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

If you need help
recovering or have
other special health
needs

Home health care

No charge after deductible

Not Covered

Coverage is limited to 60 visits per Benefit
Year.

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

Rehabilitation services

No charge after deductible

Not Covered

Coverage for Physical, Speech and
Occupational therapy is limited to a combined
total of 40 visits per Benefit Year.

Cardiac Rehab is limited to 36 visits per
event.

Habilitation services

No charge after deductible

Not Covered

Coverage for Physical, Speech and
Occupational therapy is limited to a combined
total of 40 visits per Benefit Year.

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

Skilled nursing care

No charge after deductible

Not Covered

Coverage limited to 90 days per confinement.

Prior Authorization is required. See
https://unityhealth.com/members/how-to-get-
care/prior-authorization or call Customer
Service for additional information.
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What You Will Pay - :
Common ‘ ‘ | Limitations, Exceptions, & Other Important

Services You May Need In Network Provider Out of Network Provider
(You will pay the least) (You will pay the most)

Medical Event Information

Coverage for --

Foot Orthotics: Limited to one pair per Benefit
Year.

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

cquipment No charge after deductible Not Covered

To obtain the list of covered hearing aid
models log onto unityhealth.com/hearing aids
or contact Customer Service.

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

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

Children's eye exam No charge Not Covered Limited to one exam per Benefit Year.
If your child needs Children's glasses Not Covered Not Covered none
dental or eye care Children's dental check-
up

Excluded Services & Other Covered Services:

Hospice services No charge after deductible Not Covered

Not Covered Not Covered none

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

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

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

+ Chiropractic care * Infertility treatment
* Hearing aids * Routine eye care (Adult)
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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:
Wisconsin Office of the Commissioner of Insurance at 1-800-236-8517, the U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-EBSA (3272)
or www.dol.gov/ebsa/healthreform, or the U.S. Department of Health and Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov. Other coverage options may be
available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit
www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide
complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or for assistance, contact:
Office of the Commissioner of Insurance, Complaints Department, PO Box 7873, Madison, WI 53707-7873, or if coverage is under a group health plan the Employee
Benefits Security Administration at 1-866-444-EBSA (3272).

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

Does this Coverage Meet the Minimum Value Standard? Yes.
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:

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

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-362-3310 or 1-800-877-8973 (TTY)
Chinese (FX): MNRFEHXHIFER, 15HRITXA S5 1-800-362-3310 or 1-800-877-8973 (TTY)

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

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

,"' I \

Peg is Having a Baby

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

M The plan’s overall deductible
M Specialist copayment

M Hospital (facility) coinsurance
B Other coinsurance

$2,000
Deductible

0%
0%

This EXAMPLE event includes services like:

Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services

Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)

Specialist visit (anesthesia)
Total Example Cost

In this example, Peg would pay:

Cost Sharing
Deductibles
Copayments
Coinsurance
What isn’t covered

Limits or exclusions
The total Peg would pay is

$12,731

$2,000
$20
$0

$10
$2,030

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

condition)
M The plan’s overall deductible $2,000
B Specialist copayment Deductible
M Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

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

Deductibles* $1,200

Copayments $0

Coinsurance $0

What isn’t covered
Limits or exclusions $0
The total Joe would pay is $1,200

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)
B The plan’s overall deductible $2,000
B Specialist copayment Deductible
® Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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

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

Total Example Cost $1,925
In this example, Mia would pay:
Cost Sharing
Deductibles* $1,400
Copayments $100
Coinsurance $0
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,500
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For help to translate or understand this, please call (800) 362-3310, TTY / TDD: 711/ (800) 877-8973.

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

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

Chinese - ABHERAERMER - ABROE THTE @ﬁUnlty&'xsz ARG R EHENEEZHR - FBREABNNEE B - WMolfERBEAHEE BEAZATRETTE » DA
BOKEEE(R PR 15 T 40 Mok 4 B FRAARS o BA MR BB AR &?Eﬂzsnﬂ,h\%ﬂﬂﬁiié{ﬁh ° FHEQE (800) 362-3310 o HEMGI A EEE : 711/ (800) 877-8973. o

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

Arabic - Ayna g )l 55 (B el yal AASY ZUad 8 iV 138 8 daled) Zu ) sill (e Gl . Unity IO e ksl o Jpeaall @bl (a pads daga Cilaslae Slad¥) 138 (5 5as Aals Cilaslee Jlai¥ 138 5 sas
TTY / TDD: 711 / (800) 877-8973 .(800) 362-3310 < Jamail A&IS5 (5 () 93 (pe lialy saclusall 5 e slaall e Jganll 8 Gall cll | callSal ady 8 sacluall f Laaall eliplazs e Jaliall

Russian — HacTosi11iee yBeJJoM/IeHMe COJIEP)KUT BaXXKHYIO MH(MOpMAIHIo. DTO yBeJOM/IeHNE COIeP>KUT BaXKHYIO MH(OPMAIMIO O BallleM 3asBIeHUN WIM CTPAXOBOM MOKpbITUM Yepes Unity. [TocMoTpuTe Ha

K/IFOYEBbI€ 1aThl B HACTOALEM YBEJOM/IEHUN. BaM, BO3MO>XHO, l'lOTpe6yeTCﬂ IIPUHATDb MEPbI K ONp€/Ie/IEHHBIM ITpEIC/IbHbIM CPOKaM /I COXpaHEHM A CTPAXOBOI'o MOKPbITHUA WIN ITIOMOLUIN € pacXo/JjaMun. Bor

MMeeTe NpaBo Ha GecrIaTHOe MOoTydyeHne 3Toi nH¢opMaIMy 1 IOMOLb Ha BallleM sidblke. 3BoHuUTe 110 Tenedony (800) 362-3310. TTY / TDD: 711 / (800) 877-8973.

Korean - & SX|M0ll= 2§t AEIF S0 JELICE 2 EX|Mofl= st AF = UnityE S8t EEEZE0)| 25t S5t MEIT S0 JIELICE 2 %IIHOH LIotle SR8 EME o2 YA, #5H= ste]

rakas 5!_6455;3 FAI5H7| flsi 3 OHALVEX| Z=X|E FHoF & = J7LL H|E0|| 25t =F0| HRE & J}SLICL Fst= st AL8SH= °*01§ ol2|st HESt =82 R22 ¢s Ae|7t &Lt

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

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

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

Laotian - EE"V‘_']ﬂ‘]lJiJU&UlJ%ﬂﬂU rmg)nﬂunuguumaﬂmnnJomnﬂngsunne UI ﬂ‘]i)ﬂUﬂSf)28f)Lﬂ“lU TOSJIZJ‘DJ Unity. TZ]'ILUf]T]‘]lJODlJU]R)‘]ﬂUEﬂUEE'Qf]ﬂﬂlJl_l U]‘]US‘)O‘V&:C’]SQ‘COT%EOQ‘WO‘]CULJT]‘UJC’]‘]UT]
‘]UO[O&‘]U]ELUUSU (ZUSSD?)‘!ﬂ‘IiJﬂUﬂSf]%’SﬂZﬂﬂU ?J‘I ﬂ‘anDUEU‘BZﬂUﬂ‘ﬁa‘Q‘TU Zﬂ‘\UUﬁO‘(OSU?UU?‘\Oﬁ‘]D ke ﬂ‘]l]aOSEU’ISCUUﬂJ“Iﬂ"IQSﬂZﬂ“IIJ TOQU(%&JQQ?&Q‘WJTOU TUITU]U]“IEU (800) 362-3310.
TTY /TDD: 711/ (800) 877-8973.

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

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

Hindi - & Ffeq # AE@07 ATHHIET 81 3H A H 9 a3 a7 Unity F ATeaHW F N F Favsr a § Ageaqol STl 81 590 Aifed § 47 ar8d 3@ (947 Ty {17 9910 T@+ a1
FTT FHTHT TETAAT  ITH FT & T maeht g A2 awg=iaT aF F18arE F39 fT T4 &7 THhl g1 AT F1S HAG THY &7 T8 FTTARET ST Tgraar STl AT 7 IT8 FL w1
STferaRTT 81 e L (800) 362-33101 TTY / TDD: 711 / (800) 877-8973.

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

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

UHO01647 (0916)

Questions: Call 1-800-362-3310 or visit us at www.unityhealth.com. Tracking ID: QNNVES
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the HMO Deductible SBC 8 of 9
Glossary at www.unityhealth.com/glossary or call 1-800-362-3310 to request a copy. UH01201 (09 16)
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Unity Health Insurance complies with applicable Federal civil rights laws and does not discriminate
on the basis of race, color, national origin, age, disability, sex, gender identity, sexual orientation or
health status.
Unity Health Insurance -
® Provides free aids and services to people with disabilities to communicate effectively with us,

such as -

+ Qualified sign language interpreters

« Written information in other formats (large print, audio, accessible electronic formats,

other formats)

m Provides free language services to people whose primary language is not English, such as -

« Qualified interpreter

« Information written in other languages

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

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

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

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

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

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

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

U.S. Department of Health and Human Services

200 Independence Avenue, SW Room 509F, HHH Building

Washington, D.C. 20201

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

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

Tracking ID: QNNVE9
HMO Deductible SBC
UH01201 (09 16)

90f9


http://www.unityhealth.com/
http://www.unityhealth.com/glossary

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

RIVERDALE SCHOOL DISTRICT Coverage Period: 9/1/2017 - 8/31/2018

heatn mewrance 0082056 - HMO Deductible Coverage for: Single/Family| Plan Type: HMO

Afiliated with UW Health

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share the
cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit https://unityhealth.com/apps/CertLookup.
For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the
Glossary. You can view the Glossary at www.unityhealth.com or call 1-800-362-3310 to request a copy.

Important Questions _ Why this Matters:

Generally, you must pay all of the costs from providers up to the deductible amount before
this plan begins to pay.

What is the overall

deductible? $100 Single/$200 Family per Benefit Year

If you have other family members on the plan, each family member must meet their own
individual deductible until the total amount of deductible expenses paid by all family
members meets the overall family deductible.

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

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

$1,100 Single/$2,200 Family per Benefit Year
What is the out-of-pocket | for medical expenses.
limit for this plan? $2,000 Single/$4,000 Family per Benefit Year
for prescription expenses.

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

Premiums, balance-billing charges, penalties
for failure to obtain prior authorization, and Even though you pay these expenses, they don't count toward the out-of-pocket limit.
health care this plan doesn't cover.

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

Yes. This plan uses a provider network. You will pay less if you use a provider in the plan’s
Will you pay less if you network. You will pay the most if you use an out-of-network provider, and you might receive
use a network provider? | See www.unityhealth.com/findadoctor or call | a bill from a provider for the difference between the provider's charge and what your plan
1-800-362-3310 for a list of network pays (balance billing). Be aware, your network provider might use an out-of-network provider
Questions: Call 1-800-362-3310 or visit us at www.unityhealth.com. Tracking ID: GBDVOHLX 10f9
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the HMO Deductible SBC

Glossary at www.unityhealth.com/glossary or call 1-800-362-3310 to request a copy. UH01201 (09 16)
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providers.

for some services (such as lab work). Check with your provider before you get services.

Do you need a referral to

see a specialist?

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

referral is required.

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

Common
Medical Event

Services You May Need

In Network Provider
(You will pay the least)

What You Will Pay
Out of Network Provider
(You will pay the most)

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

Limitations, Exceptions, & Other Important |
Information

e-Visits for dependent members under the
, . age of 26 are covered with a $5 copay.
aPr:"iTr]ﬁ:y c:rrﬁl:]/fégto treat $10 copay/visit Not Covered
ury e-Visits for all other members are covered
with a $5 copay.
Specialist visit $10 copay/visit Not Covered none
Benefits are not available for care that is
Maintenance and Supportive Care or Long-
If you visit a health  Other practitioner office | Chiro/Adult Vision: $10 Not Covered term Therapy.
care provider’s office | visit copay/visit ot Covere
or clinic Glasses/contacts for Adult Routine Vision are
not covered.
Coverage is limited to preventive services as
defined by the Affordable Care Act.
Preventive
care/screening/ No charge Not Covered You may have to pay for services that aren’t
immunization preventive. Ask your provider if the services
needed are preventive. Then check what your
plan will pay for.
Diagnostic test (x-ray, No charge after deductible Not Covered none
blood work)
MRI/MRA: No charge after
deductible
If you have a test Imaging (CT/PET scans, Not Covered none
MRIs) CT: No charge after deductible B
PET: No charge after deductible
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Common
Medical Event

If you need drugs to
treat your iliness or
condition

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

rugformulary

If you have
outpatient surgery

If you need
immediate medical
attention

If you have a hospital
stay

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

If you are pregnant

Services You May Need

Preferred Generics | Tier

Preferred Brands | Tier 2

Non-Preferred Brands &
Generics | Tier 3

Specialty drugs | Tier 4

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

Physician/surgeon fees

Emergency room care
Emergency medical
transportation

Urgent care

Facility fee (e.g., hospital
room)

Physician/surgeon fees

Outpatient services

Inpatient services

Office visits
Childbirth/delivery
professional services

Value Tier: $0 copay

All others: $5 copay
Value Tier: $0 copay

All others: $20 copay

$40 copay
$20 copay for Preferred

$40 copay for Non-preferred
No charge after deductible

No charge after deductible
$100 copay/visit

No charge after deductible

No charge

No charge after deductible

No charge after deductible

$10 copay/visit

No charge after deductible

$10 copay/visit

No charge after deductible

What You Will Pay

In Network Provider Out of Network Provider
(You will pay the least) (You will pay the most)

Value Tier: $0 copay

All others: $5 copay
Value Tier: $0 copay

All others: $20 copay

$40 copay
$20 copay for Preferred

$40 copay for Non-preferred
Not Covered

Not Covered
$100 copay/visit

No charge after deductible
No charge

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Limitations, Exceptions, & Other Important
Information

Multiple copays will apply for claims of greater
than 30 day supply when covered; for claims
of 31 to 60 days supply, two copays will
apply, and for claims of 61 to 90 days supply,

three copays will apply.

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

none

none

none

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

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

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

Maternity care may include tests and services
described elsewhere within this document
(i.e. ultrasound).
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Common
Medical Event

Services You May Need |

Childbirth/delivery facility
services

What You Will Pay

In Network Provider

(You will pay the least)

No charge after deductible

Out of Network Provider

(You will pay the most)

Not Covered

| Limitations, Exceptions, & Other Important

Information

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

If you need help
recovering or have
other special health
needs

Home health care

No charge after deductible

Not Covered

Coverage is limited to 60 visits per Benefit
Year.

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

Rehabilitation services

No charge after deductible

Not Covered

Coverage for Physical, Speech and
Occupational therapy is limited to a combined
total of 40 visits per Benefit Year.

Cardiac Rehab is limited to 36 visits per
event.

Habilitation services

No charge after deductible

Not Covered

Coverage for Physical, Speech and
Occupational therapy is limited to a combined
total of 40 visits per Benefit Year.

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

Skilled nursing care

No charge after deductible

Not Covered

Coverage limited to 90 days per confinement.

Prior authorization is required. See
https://unityhealth.com/members/how-to-get-
care/prior-authorization or call Customer
Service for additional information.
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What You Will Pay - :
Common ‘ ‘ | Limitations, Exceptions, & Other Important

Services You May Need In Network Provider Out of Network Provider
(You will pay the least) (You will pay the most)

Medical Event Information

Coverage for --

Foot Orthotics: Limited to one pair per Benefit
Year.

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

cquipment No charge after deductible Not Covered

To obtain the list of covered hearing aid
models log onto unityhealth.com/hearingaids
or contact Customer Service.

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

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

Children's eye exam No charge Not Covered Limited to one exam per Benefit Year.
If your child needs Children's glasses Not Covered Not Covered none
dental or eye care Children's dental check-
up

Excluded Services & Other Covered Services:

Hospice services No charge after deductible Not Covered

Not Covered Not Covered none

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

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

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

+ Chiropractic care * Infertility treatment
* Hearing aids * Routine eye care (Adult)
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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:
Wisconsin Office of the Commissioner of Insurance at 1-800-236-8517, the U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-EBSA (3272)
or www.dol.gov/ebsa/healthreform, or the U.S. Department of Health and Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov. Other coverage options may be
available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit
www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide
complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or for assistance, contact:
Office of the Commissioner of Insurance, Complaints Department, PO Box 7873, Madison, WI 53707-7873, or if coverage is under a group health plan the Employee
Benefits Security Administration at 1-866-444-EBSA (3272).

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

Does this Coverage Meet the Minimum Value Standard? Yes.
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:

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

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-362-3310 or 1-800-877-8973 (TTY)
Chinese (FX): MNRFEHXHIFER, 15HRITXA S5 1-800-362-3310 or 1-800-877-8973 (TTY)

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

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

,"' I \

Peg is Having a Baby

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

delivery)
M The plan’s overall deductible $100
B Specialist copayment $10
M Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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

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

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

Deductibles $100

Copayments $200

Coinsurance $0

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

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

condition)
M The plan’s overall deductible $100
B Specialist copayment $10
M Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

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

Deductibles* $100

Copayments $80

Coinsurance $0

What isn’t covered
Limits or exclusions $0
The total Joe would pay is $180

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)
B The plan’s overall deductible $100
B Specialist copayment $10
® Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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

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

Total Example Cost $1,925
In this example, Mia would pay:
Cost Sharing
Deductibles* $100
Copayments $100
Coinsurance $0
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $200
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For help to translate or understand this, please call (800) 362-3310, TTY / TDD: 711/ (800) 877-8973.

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

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

Chinese - ABHERAERMER - ABROE THTE @ﬁUnlty&'xsz ARG R EHENEEZHR - FBREABNNEE B - WMolfERBEAHEE BEAZATRETTE » DA
BOKEEE(R PR 15 T 40 Mok 4 B FRAARS o BA MR BB AR &?Eﬂzsnﬂ,h\%ﬂﬂﬁiié{ﬁh ° FHEQE (800) 362-3310 o HEMGI A EEE : 711/ (800) 877-8973. o

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

Arabic - Ayna g )l 55 (B el yal AASY ZUad 8 iV 138 8 daled) Zu ) sill (e Gl . Unity IO e ksl o Jpeaall @bl (a pads daga Cilaslae Slad¥) 138 (5 5as Aals Cilaslee Jlai¥ 138 5 sas
TTY / TDD: 711 / (800) 877-8973 .(800) 362-3310 < Jamail A&IS5 (5 () 93 (pe lialy saclusall 5 e slaall e Jganll 8 Gall cll | callSal ady 8 sacluall f Laaall eliplazs e Jaliall

Russian — HacTosi11iee yBeJJoM/IeHMe COJIEP)KUT BaXXKHYIO MH(MOpMAIHIo. DTO yBeJOM/IeHNE COIeP>KUT BaXKHYIO MH(OPMAIMIO O BallleM 3asBIeHUN WIM CTPAXOBOM MOKpbITUM Yepes Unity. [TocMoTpuTe Ha

K/IFOYEBbI€ 1aThl B HACTOALEM YBEJOM/IEHUN. BaM, BO3MO>XHO, l'lOTpe6yeTCﬂ IIPUHATDb MEPbI K ONp€/Ie/IEHHBIM ITpEIC/IbHbIM CPOKaM /I COXpaHEHM A CTPAXOBOI'o MOKPbITHUA WIN ITIOMOLUIN € pacXo/JjaMun. Bor

MMeeTe NpaBo Ha GecrIaTHOe MOoTydyeHne 3Toi nH¢opMaIMy 1 IOMOLb Ha BallleM sidblke. 3BoHuUTe 110 Tenedony (800) 362-3310. TTY / TDD: 711 / (800) 877-8973.

Korean - & SX|M0ll= 2§t AEIF S0 JELICE 2 EX|Mofl= st AF = UnityE S8t EEEZE0)| 25t S5t MEIT S0 JIELICE 2 %IIHOH LIotle SR8 EME o2 YA, #5H= ste]

rakas 5!_6455;3 FAI5H7| flsi 3 OHALVEX| Z=X|E FHoF & = J7LL H|E0|| 25t =F0| HRE & J}SLICL Fst= st AL8SH= °*01§ ol2|st HESt =82 R22 ¢s Ae|7t &Lt

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

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

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

Laotian - EE"V‘_']ﬂ‘]lJiJU&UlJ%ﬂﬂU rmg)nﬂunuguumaﬂmnnJomnﬂngsunne UI ﬂ‘]i)ﬂUﬂSf)28f)Lﬂ“lU TOSJIZJ‘DJ Unity. TZ]'ILUf]T]‘]lJODlJU]R)‘]ﬂUEﬂUEE'Qf]ﬂﬂlJl_l U]‘]US‘)O‘V&:C’]SQ‘COT%EOQ‘WO‘]CULJT]‘UJC’]‘]UT]
‘]UO[O&‘]U]ELUUSU (ZUSSD?)‘!ﬂ‘IiJﬂUﬂSf]%’SﬂZﬂﬂU ?J‘I ﬂ‘anDUEU‘BZﬂUﬂ‘ﬁa‘Q‘TU Zﬂ‘\UUﬁO‘(OSU?UU?‘\Oﬁ‘]D ke ﬂ‘]l]aOSEU’ISCUUﬂJ“Iﬂ"IQSﬂZﬂ“IIJ TOQU(%&JQQ?&Q‘WJTOU TUITU]U]“IEU (800) 362-3310.
TTY /TDD: 711/ (800) 877-8973.

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

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

Hindi - & Ffeq # AE@07 ATHHIET 81 3H A H 9 a3 a7 Unity F ATeaHW F N F Favsr a § Ageaqol STl 81 590 Aifed § 47 ar8d 3@ (947 Ty {17 9910 T@+ a1
FTT FHTHT TETAAT  ITH FT & T maeht g A2 awg=iaT aF F18arE F39 fT T4 &7 THhl g1 AT F1S HAG THY &7 T8 FTTARET ST Tgraar STl AT 7 IT8 FL w1
STferaRTT 81 e L (800) 362-33101 TTY / TDD: 711 / (800) 877-8973.

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

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

UHO01647 (0916)

Questions: Call 1-800-362-3310 or visit us at www.unityhealth.com. Tracking ID: G8DVOHLX
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the HMO Deductible SBC 8 of 9
Glossary at www.unityhealth.com/glossary or call 1-800-362-3310 to request a copy. UH01201 (09 16)
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Unity Health Insurance complies with applicable Federal civil rights laws and does not discriminate
on the basis of race, color, national origin, age, disability, sex, gender identity, sexual orientation or
health status.
Unity Health Insurance -
® Provides free aids and services to people with disabilities to communicate effectively with us,

such as -

+ Qualified sign language interpreters

« Written information in other formats (large print, audio, accessible electronic formats,

other formats)

m Provides free language services to people whose primary language is not English, such as -

« Qualified interpreter

« Information written in other languages

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

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

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

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

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

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

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

U.S. Department of Health and Human Services

200 Independence Avenue, SW Room 509F, HHH Building

Washington, D.C. 20201

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

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

Tracking ID: G8DVIHLX
HMO Deductible SBC
UH01201 (09 16)
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

RIVERDALE SCHOOL DISTRICT Coverage Period: 9/1/2017 - 8/31/2018

hoatn mewanze 00771377 -POS Coverage for: Single/Family| Plan Type: POS

Afiliated with UW Health

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share the
cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit https://unityhealth.com/apps/CertLookup.
For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the
Glossary. You can view the Glossary at www.unityhealth.com or call 1-800-362-3310 to request a copy.

Important Questions _ Why this Matters:

Generally, you must pay all of the costs from providers up to the deductible amount before
In Network: $100 Single/$200 Family per this plan begins to pay.

What is the overall Benefit Year
deductible? Out of Network: $200 Single/$400 Family per | If you have other family members on the plan, each family member must meet their own
Benefit Year individual deductible until the total amount of deductible expenses paid by all family

members meets the overall family deductible.

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

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

In Network: $1,100 Single/$2,200 Family per
Benefit Year for medical expenses.
$2,000 Single/$4,000 Family per Benefit Year
What is the out-of-pocket | for prescription expenses.
limit for this plan? Out of Network: $3,200 Single/$6,400 Family
per Benefit Year for medical expenses.
$2,000 Single/$4,000 Family per Benefit Year
for prescription expenses.

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

Premiums, balance-billing charges, penalties
for failure to obtain prior authorization, and Even though you pay these expenses, they don't count toward the out-of-pocket limit.
health care this plan doesn't cover.

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

Questions: Call 1-800-362-3310 or visit us at www.unityhealth.com. Tracking ID: BIHOXTA 1 of 10
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the POS SBC
Glossary at www.unityhealth.com/glossary or call 1-800-362-3310 to request a copy. UH01202 (09 16)
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Yes. 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
See www.unityhealth.com/findadoctor or call | a bill from a provider for the difference between the provider’s charge and what your plan

Will you pay less if you
use a network provider?

1-800-362-3310 for a list of network pays (balance billing). Be aware, your network provider might use an out-of-network provider
providers. for some services (such as lab work). Check with your provider before you get services.
Do you need a referral to No. You can see the specialist you choose without a referral.

see a specialist?

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

What You Will Pay

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

e-Visits for dependent members under the
age of 26 are covered with a $5 copay.

Primary care visit to treat

20% coinsurance after

L . $10 copay/visit .
an injury or iliness deductible e-Visits for all other members are covered
with a $5 copay.
Specialist visit $10 copay/visit gO% coInslranGalaiie: none
eductible
No coverage for Out-of-Network Hearing
Exams.
If you visit a health . , : . . - Benefits are not available for care that is
e Other practitioner office | Chiro/Adult Vision: $10 Chiro/Adult Vision: 20% . .
g:r:"ﬁirgwﬁ office visit copay/visit coinsurance after deductible. gfgt_ﬁtr::;%ey?nd Supportive Care or Long-
Glasses/contacts for Adult Routine Vision are
not covered.
Coverage is limited to preventive services as
defined by the Affordable Care Act.
Preventive 20% coinsurance after
care/screening/ No charge deductible You may have to pay for services that aren’t
immunization E— preventive. Ask your provider if the services

needed are preventive. Then check what your
plan will pay for.
20% coinsurance after
deductible

Diagnostic test (x-ray,

If you have a test blood work)

No charge after deductible

none

20f 10
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Common
Medical Event

Services You May Need |

Imaging (CT/PET scans,

MRIs)

What You Will Pay

In Network Provider
(You will pay the least)

No charge after deductible

Out of Network Provider
(You will pay the most)

20% coinsurance after
deductible

If you need drugs to
treat your illness or
condition

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

Preferred Generics | Tier
1

Value Tier: $0 copay

All others: $5 copay

| Limitations, Exceptions, & Other Important

Information

none

Value Tier: $0 copay

All others: $5 copay

Preferred Brands | Tier 2

Value Tier: $0 copay

All others: $20 copay

Value Tier: $0 copay

All others: $20 copay

Non-Preferred Brands &

Generics | Tier 3 $40 copay $40 copay
$20 copay for Preferred $20 copay for Preferred

Multiple copays will apply for claims of greater
than 30 day supply when covered; for claims
of 31 to 60 days supply, two copays will
apply, and for claims of 61 to 90 days supply,

three copays will apply.

$40 copay for Non-preferred $40 copay for Non-preferred
Facility fee (e.g., . . e .
. 20% coinsurance after Prior authorization is required. See
If you have iemntiglr?tory surgery No charge after deductible deductible https://unityhealth.com/members/how-to-get-
outpatient surgery 20% coinsurance after care/prior-authorization or call Customer
Physician/surgeon fees | No charge after deductible de dtjcw Service for additional information.
Emergency room care $100 copay/visit $100 copay/visit none
If you need Emergency medical : : .
T e e o No charge after deductible No charge after deductible none
attention 20% coinsurance after
Urgent care No charge none

deductible

If you have a hospital
stay

Facility fee (e.g., hospital
room)

No charge after deductible

20% coinsurance after
deductible

Physician/surgeon fees

No charge after deductible

20% coinsurance after
deductible

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

Services You May Need |

What You Will Pay

In Network Provider
(You will pay the least)

Out of Network Provider

(You will pay the most)

20% coinsurance after

| Limitations, Exceptions, & Other Important

Information

Benefits are not available for care that is

If you need mental Outpatient services $10 copay/visit deductible Maintenance and Supportive Care or Long-
. - term therapy.
health, behavioral . TS .
Prior authorization is required. See
LU CIA A ST 20% coinsurance after https://unityhealth.com/members/how-to-get-
abuse services Inpatient services No charge after deductible i L —r !
deductible care/prior-authorization or call Customer
Service for additional information.
YEPOY . . .
Office visits $10 copay/visit 20% coinsurance after Maternity care may include tests and services

If you are pregnant

deductible

Childbirth/delivery
professional services

No charge after deductible

20% coinsurance after
deductible

Childbirth/delivery facility
services

No charge after deductible

20% coinsurance after
deductible

described elsewhere within this document
(i.e. ultrasound).

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

If you need help
recovering or have
other special health
needs

Home health care

No charge after deductible

20% coinsurance after
deductible

Coverage is limited to 60 visits per Benefit
Year.

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

Rehabilitation services

No charge after deductible

20% coinsurance after
deductible

Coverage for Physical, Speech and
Occupational therapy is limited to a combined
total of 40 visits per Benefit Year.

Cardiac Rehab is limited to 36 visits per
event.
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Common
Medical Event

Services You May Need |

Habilitation services

What You Will Pay

In Network Provider
(You will pay the least)

No charge after deductible

Out of Network Provider
(You will pay the most)

20% coinsurance after
deductible

| Limitations, Exceptions, & Other Important

Information

Coverage for Physical, Speech and
Occupational therapy is limited to a combined
total of 40 visits per Benefit Year.

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

Skilled nursing care

No charge after deductible

20% coinsurance after
deductible

Coverage limited to 90 days per confinement.

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

Durable medical
equipment

No charge after deductible

20% coinsurance

Coverage for --

Foot Orthotics: Limited to one pair per Benefit
Year.

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

To obtain the list of covered hearing aid
models log onto unityhealth.com/hearingaids
or contact Customer Service.

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

Hospice services

No charge after deductible

20% coinsurance after
deductible

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

If your child needs
dental or eye care

Children's eye exam

No charge

20% coinsurance after
deductible

Limited to one exam per Benefit Year.
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What You Will Pay

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

Children's glasses Not Covered Not Covered none
l(J):Idren § dental check- Not Covered Not Covered none

Excluded Services & Other Covered Services:

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

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

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

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

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is:
Wisconsin Office of the Commissioner of Insurance at 1-800-236-8517, the U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-EBSA (3272)
or www.dol.gov/ebsa/healthreform, or the U.S. Department of Health and Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov. Other coverage options may be
available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit
www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide
complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or for assistance, contact:
Office of the Commissioner of Insurance, Complaints Department, PO Box 7873, Madison, WI 53707-7873, or if coverage is under a group health plan the Employee
Benefits Security Administration at 1-866-444-EBSA (3272).

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

Does this Coverage Meet the Minimum Value Standard? Yes.
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

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

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-362-3310 or 1-800-877-8973 (TTY)
Chinese (' XX): IR FE D XHIFR, BFIKITXA S5 1-800-362-3310 or 1-800-877-8973 (TTY)

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

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

,"' I \

Peg is Having a Baby

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

delivery)
M The plan’s overall deductible $100
B Specialist copayment $10
M Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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

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

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

Deductibles $100

Copayments $200

Coinsurance $0

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

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

condition)
M The plan’s overall deductible $100
B Specialist copayment $10
M Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

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

Deductibles* $100

Copayments $80

Coinsurance $0

What isn’t covered
Limits or exclusions $0
The total Joe would pay is $180

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)
B The plan’s overall deductible $100
B Specialist copayment $10
® Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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

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

Total Example Cost $1,925
In this example, Mia would pay:
Cost Sharing
Deductibles* $100
Copayments $100
Coinsurance $0
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $200
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For help to translate or understand this, please call (800) 362-3310, TTY / TDD: 711/ (800) 877-8973.

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

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

Chinese - ABHERAERMER - ABROE THTE @ﬁUnlty&'xsz ARG R EHENEEZHR - FBREABNNEE B - WMolfERBEAHEE BEAZATRETTE » DA
BOKEEE(R PR 15 T 40 Mok 4 B FRAARS o BA MR BB AR &?Eﬂzsnﬂ,h\%ﬂﬂﬁiié{ﬁh ° FHEQE (800) 362-3310 o HEMGI A EEE : 711/ (800) 877-8973. o

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

Arabic - Ayna g )l 55 (B el yal AASY ZUad 8 iV 138 8 daled) Zu ) sill (e Gl . Unity IO e ksl o Jpeaall @bl (a pads daga Cilaslae Slad¥) 138 (5 5as Aals Cilaslee Jlai¥ 138 5 sas
TTY / TDD: 711 / (800) 877-8973 .(800) 362-3310 < Jamail A&IS5 (5 () 93 (pe lialy saclusall 5 e slaall e Jganll 8 Gall cll | callSal ady 8 sacluall f Laaall eliplazs e Jaliall

Russian — HacTosi11iee yBeJJoM/IeHMe COJIEP)KUT BaXXKHYIO MH(MOpMAIHIo. DTO yBeJOM/IeHNE COIeP>KUT BaXKHYIO MH(OPMAIMIO O BallleM 3asBIeHUN WIM CTPAXOBOM MOKpbITUM Yepes Unity. [TocMoTpuTe Ha

K/IFOYEBbI€ 1aThl B HACTOALEM YBEJOM/IEHUN. BaM, BO3MO>XHO, l'lOTpe6yeTCﬂ IIPUHATDb MEPbI K ONp€/Ie/IEHHBIM ITpEIC/IbHbIM CPOKaM /I COXpaHEHM A CTPAXOBOI'o MOKPbITHUA WIN ITIOMOLUIN € pacXo/JjaMun. Bor

MMeeTe NpaBo Ha GecrIaTHOe MOoTydyeHne 3Toi nH¢opMaIMy 1 IOMOLb Ha BallleM sidblke. 3BoHuUTe 110 Tenedony (800) 362-3310. TTY / TDD: 711 / (800) 877-8973.

Korean - & SX|M0ll= 2§t AEIF S0 JELICE 2 EX|Mofl= st AF = UnityE S8t EEEZE0)| 25t S5t MEIT S0 JIELICE 2 %IIHOH LIotle SR8 EME o2 YA, #5H= ste]

rakas 5!_6455;3 FAI5H7| flsi 3 OHALVEX| Z=X|E FHoF & = J7LL H|E0|| 25t =F0| HRE & J}SLICL Fst= st AL8SH= °*01§ ol2|st HESt =82 R22 ¢s Ae|7t &Lt

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

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

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

Laotian - EE"V‘_']ﬂ‘]lJiJU&UlJ%ﬂﬂU rmg)nﬂunuguumaﬂmnnJomnﬂngsunne UI ﬂ‘]i)ﬂUﬂSf)28f)Lﬂ“lU TOSJIZJ‘DJ Unity. TZ]'ILUf]T]‘]lJODlJU]R)‘]ﬂUEﬂUEE'Qf]ﬂﬂlJl_l U]‘]US‘)O‘V&:C’]SQ‘COT%EOQ‘WO‘]CULJT]‘UJC’]‘]UT]
‘]UO[O&‘]U]ELUUSU (ZUSSD?)‘!ﬂ‘IiJﬂUﬂSf]%’SﬂZﬂﬂU ?J‘I ﬂ‘anDUEU‘BZﬂUﬂ‘ﬁa‘Q‘TU Zﬂ‘\UUﬁO‘(OSU?UU?‘\Oﬁ‘]D ke ﬂ‘]l]aOSEU’ISCUUﬂJ“Iﬂ"IQSﬂZﬂ“IIJ TOQU(%&JQQ?&Q‘WJTOU TUITU]U]“IEU (800) 362-3310.
TTY /TDD: 711/ (800) 877-8973.

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

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

Hindi - & Ffeq # AE@07 ATHHIET 81 3H A H 9 a3 a7 Unity F ATeaHW F N F Favsr a § Ageaqol STl 81 590 Aifed § 47 ar8d 3@ (947 Ty {17 9910 T@+ a1
FTT FHTHT TETAAT  ITH FT & T maeht g A2 awg=iaT aF F18arE F39 fT T4 &7 THhl g1 AT F1S HAG THY &7 T8 FTTARET ST Tgraar STl AT 7 IT8 FL w1
STferaRTT 81 e L (800) 362-33101 TTY / TDD: 711 / (800) 877-8973.

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

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

UHO01647 (0916)

Questions: Call 1-800-362-3310 or visit us at www.unityhealth.com. Tracking ID: BHOXSTA
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the POS SBC 9 of 10
Glossary at www.unityhealth.com/glossary or call 1-800-362-3310 to request a copy. UH01202 (09 16)
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Unity Health Insurance complies with applicable Federal civil rights laws and does not discriminate
on the basis of race, color, national origin, age, disability, sex, gender identity, sexual orientation or
health status.
Unity Health Insurance -
® Provides free aids and services to people with disabilities to communicate effectively with us,

such as -

+ Qualified sign language interpreters

« Written information in other formats (large print, audio, accessible electronic formats,

other formats)

m Provides free language services to people whose primary language is not English, such as -

« Qualified interpreter

« Information written in other languages

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

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

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

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

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

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

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

U.S. Department of Health and Human Services

200 Independence Avenue, SW Room 509F, HHH Building

Washington, D.C. 20201

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

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

Tracking ID: BIHOX9TA
POS SBC
UH01202 (09 16)
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

RIVERDALE SCHOOL DISTRICT Coverage Period: 9/1/2017 - 8/31/2018

heat e, 0036291 - PPO Coverage for: Single/Family| Plan Type: PPO

Afiliated with UW Health

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share the
cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit https://unityhealth.com/apps/CertLookup.
For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the
Glossary. You can view the Glossary at www.unityhealth.com or call 1-800-362-3310 to request a copy.

Important Questions _ Why this Matters:

Generally, you must pay all of the costs from providers up to the deductible amount before
In Network: $2,000 Single/$4,000 Family per | this plan begins to pay.

What is the overall Benefit Year
deductible? Out of Network: $2,000 Single/$4,000 Family | If you have other family members on the plan, each family member must meet their own
per Benefit Year individual deductible until the total amount of deductible expenses paid by all family

members meets the overall family deductible.

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

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

In Network: $3,000 Single/$6,000 Family per
Benefit Year for medical expenses.

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

Out of Network: $6,000 Single/$12,000
Family per Benefit Year for medical
expenses.

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

What is not included in Premiums, balance-billing charges, penalties
the out-of-pocket limit? | for failure to obtain prior authorization, and

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

What is the out-of-pocket
limit for this plan? If you have other family members in this plan, they have to meet their own out-of-pocket

limits until the overall family out-of-pocket limit has been met.

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

Questions: Call 1-800-362-3310 or visit us at www.unityhealth.com. Tracking ID: B2IENLP 10f9
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the PPO SBC
Glossary at www.unityhealth.com/glossary or call 1-800-362-3310 to request a copy. UH01207 (09 16)
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health care this plan doesn't cover.

Yes. 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
See www.unityhealth.com/findadoctor or call | a bill from a provider for the difference between the provider’s charge and what your plan

Will you pay less if you
use a network provider?

1-800-362-3310 for a list of network pays (balance billing). Be aware, your network provider might use an out-of-network provider
providers. for some services (such as lab work). Check with your provider before you get services.
Do you need a referral to No. You can see the specialist you choose without a referral.

see a specialist?

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

What You Will Pay

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

angry care visit to treat No charge after deductible 20% coinsurance after Charggs forg Visits will apply to your
an injury or illness - deductible deductible/coinsurance.
i , 20% coinsurance after R
Specialist visit No charge after deductible deductible none
Benefits are not available for care that is
Maintenance and Supportive Care or Long-
Other practitioner office | Chiro/Adult Vision: No charge Chiro/Adult Vision: 20% term Therapy.
If you visit a health visit after deductible coinsurance after deductible.
care provider’s office Glasses/contacts for Adult Routine Vision are
or clinic not covered.
Coverage is limited to preventive services as
defined by the Affordable Care Act.
Preventive 20% coinsurance after
care/screening/ No charge e You may have to pay for services that aren’t
. P deductible : L .
immunization preventive. Ask your provider if the services
needed are preventive. Then check what your
plan will pay for.
. . - o
Diagnostic test (x-ray, No charge after deductible 20% comstrance after none
If you have a test blood work) deductible
y Imaging (CT/PET scans, : 20% coinsurance after
No charge after deductible . none
MRIs) deductible
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Common
Medical Event

If you need drugs to
treat your iliness or
condition

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

rugformulary

If you have
outpatient surgery

If you need
immediate medical
attention

If you have a hospital
stay

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

If you are pregnant

Services You May Need

Preferred Generics | Tier

Preferred Brands | Tier 2

Non-Preferred Brands &
Generics | Tier 3

Specialty drugs | Tier 4

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

Physician/surgeon fees

Emergency room care
Emergency medical
transportation

Urgent care

Facility fee (e.g., hospital
room)

Physician/surgeon fees

Outpatient services

Inpatient services

Office visits

Value Tier: $0 copay

All others: $5 copay
Value Tier: $0 copay

All others: $20 copay

$40 copay
$20 copay for Preferred

$40 copay for Non-preferred
No charge after deductible

No charge after deductible

$100 copay/visit

No charge after deductible
$25 copay/visit
No charge after deductible

No charge after deductible

No charge after deductible

No charge after deductible

No charge after deductible

What You Will Pay

In Network Provider Out of Network Provider
(You will pay the least) (You will pay the most)

Value Tier: $0 copay

All others: $5 copay
Value Tier: $0 copay

All others: $20 copay

$40 copay
$20 copay for Preferred

$40 copay for Non-preferred

20% coinsurance after
deductible

20% coinsurance after
deductible

$100 copay/visit
No charge after deductible

20% coinsurance after
deductible
20% coinsurance after
deductible
20% coinsurance after
deductible

20% coinsurance after
deductible

20% coinsurance after
deductible

20% coinsurance after
deductible

Limitations, Exceptions, & Other Important
Information

Multiple copays will apply for claims of greater
than 30 day supply when covered; for claims
of 31 to 60 days supply, two copays will
apply, and for claims of 61 to 90 days supply,

three copays will apply.

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

none

none

none

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

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

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

Maternity care may include tests and services
described elsewhere in the SBC (i.e.
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Common
Medical Event

Services You May Need |

Childbirth/delivery

professional services

What You Will Pay

In Network Provider
(You will pay the least)

No charge after deductible

Out of Network Provider
(You will pay the most)

20% coinsurance after
deductible

Childbirth/delivery facility
services

No charge after deductible

20% coinsurance after
deductible

| Limitations, Exceptions, & Other Important

Information

ultrasound).

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

If you need help
recovering or have
other special health
needs

Home health care

No charge after deductible

20% coinsurance after
deductible

Coverage is limited to 60 visits per Benefit
Year.

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

Rehabilitation services

No charge after deductible

20% coinsurance after
deductible

Coverage for Physical, Speech and
Occupational therapy is limited to a combined
total of 40 visits per Benefit Year.

Cardiac Rehab is limited to 36 visits per
event.

Habilitation services

No charge after deductible

20% coinsurance after
deductible

Coverage for Physical, Speech and
Occupational therapy is limited to a combined
total of 40 visits per Benefit Year.

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

Skilled nursing care

No charge after deductible

20% coinsurance after
deductible

Coverage limited to 90 days per confinement.

Prior Authorization is required. See
https://unityhealth.com/members/how-to-get-
care/prior-authorization or call Customer
Service for additional information.
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What You Will Pay - :
Common ‘ ‘ | Limitations, Exceptions, & Other Important

Services You May Need In Network Provider Out of Network Provider
(You will pay the least) (You will pay the most)

Medical Event Information

Coverage for --

Foot Orthotics: Limited to one pair per Benefit
Year.

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

To obtain the list of covered hearing aid
models log onto unityhealth.com/hearing aids
or contact Customer Service.

Durable medical
equipment

No charge after deductible 30% coinsurance

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

Purchase or rental of DME with a per unit
cost of $500 or more must be Prior
Authorized.

Prior authorization is required. See

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

Hospice services No charge after deductible

20% coinsurance after
deductible

Children's glasses Not Covered Not Covered none
Children's dental check-
up

Excluded Services & Other Covered Services:

Children's eye exam No charge Limited to one exam per Benefit Year.

If your child needs
dental or eye care

Not Covered Not Covered none

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

* Acupuncture * Dental care (Adult) * Private-duty nursing
* Bariatric surgery * Long-term care * Routine foot care
+ Cosmetic surgery * Non-emergency care when traveling outside the U.S. * Weight loss programs
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Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered services and your costs for these services.)

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

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is:
Wisconsin Office of the Commissioner of Insurance at 1-800-236-8517, the U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-EBSA (3272)
or www.dol.gov/ebsa/healthreform, or the U.S. Department of Health and Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov. Other coverage options may be
available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit
www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide
complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or for assistance, contact:
Office of the Commissioner of Insurance, Complaints Department, PO Box 7873, Madison, WI 53707-7873, or if coverage is under a group health plan the Employee
Benefits Security Administration at 1-866-444-EBSA (3272).

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

Does this Coverage Meet the Minimum Value Standard? Yes.
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:

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

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-362-3310 or 1-800-877-8973 (TTY)
Chinese (FX): MNRFEDXHIFER, 15HRITXA S5 1-800-362-3310 or 1-800-877-8973 (TTY)

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

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

,"' I \

Peg is Having a Baby

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

M The plan’s overall deductible
M Specialist copayment

M Hospital (facility) coinsurance
B Other coinsurance

$2,000
Deductible

0%
0%

This EXAMPLE event includes services like:

Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services

Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)

Specialist visit (anesthesia)
Total Example Cost

In this example, Peg would pay:

Cost Sharing
Deductibles
Copayments
Coinsurance
What isn’t covered

Limits or exclusions
The total Peg would pay is

$12,731

$2,000
$20
$0

$10
$2,030

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

condition)
M The plan’s overall deductible $2,000
B Specialist copayment Deductible
M Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

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

Deductibles* $1,200

Copayments $0

Coinsurance $0

What isn’t covered
Limits or exclusions $0
The total Joe would pay is $1,200

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)
B The plan’s overall deductible $2,000
B Specialist copayment Deductible
® Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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

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

Total Example Cost $1,925
In this example, Mia would pay:
Cost Sharing
Deductibles* $1,400
Copayments $100
Coinsurance $0
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,500
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For help to translate or understand this, please call (800) 362-3310, TTY / TDD: 711/ (800) 877-8973.

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

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

Chinese - ABHERAERMER - ABROE THTE @ﬁUnlty&'xsz ARG R EHENEEZHR - FBREABNNEE B - WMolfERBEAHEE BEAZATRETTE » DA
BOKEEE(R PR 15 T 40 Mok 4 B FRAARS o BA MR BB AR &?Eﬂzsnﬂ,h\%ﬂﬂﬁiié{ﬁh ° FHEQE (800) 362-3310 o HEMGI A EEE : 711/ (800) 877-8973. o

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

Arabic - Ayna g )l 55 (B el yal AASY ZUad 8 iV 138 8 daled) Zu ) sill (e Gl . Unity IO e ksl o Jpeaall @bl (a pads daga Cilaslae Slad¥) 138 (5 5as Aals Cilaslee Jlai¥ 138 5 sas
TTY / TDD: 711 / (800) 877-8973 .(800) 362-3310 < Jamail A&IS5 (5 () 93 (pe lialy saclusall 5 e slaall e Jganll 8 Gall cll | callSal ady 8 sacluall f Laaall eliplazs e Jaliall

Russian — HacTosi11iee yBeJJoM/IeHMe COJIEP)KUT BaXXKHYIO MH(MOpMAIHIo. DTO yBeJOM/IeHNE COIeP>KUT BaXKHYIO MH(OPMAIMIO O BallleM 3asBIeHUN WIM CTPAXOBOM MOKpbITUM Yepes Unity. [TocMoTpuTe Ha

K/IFOYEBbI€ 1aThl B HACTOALEM YBEJOM/IEHUN. BaM, BO3MO>XHO, l'lOTpe6yeTCﬂ IIPUHATDb MEPbI K ONp€/Ie/IEHHBIM ITpEIC/IbHbIM CPOKaM /I COXpaHEHM A CTPAXOBOI'o MOKPbITHUA WIN ITIOMOLUIN € pacXo/JjaMun. Bor

MMeeTe NpaBo Ha GecrIaTHOe MOoTydyeHne 3Toi nH¢opMaIMy 1 IOMOLb Ha BallleM sidblke. 3BoHuUTe 110 Tenedony (800) 362-3310. TTY / TDD: 711 / (800) 877-8973.

Korean - & SX|M0ll= 2§t AEIF S0 JELICE 2 EX|Mofl= st AF = UnityE S8t EEEZE0)| 25t S5t MEIT S0 JIELICE 2 %IIHOH LIotle SR8 EME o2 YA, #5H= ste]

rakas 5!_6455;3 FAI5H7| flsi 3 OHALVEX| Z=X|E FHoF & = J7LL H|E0|| 25t =F0| HRE & J}SLICL Fst= st AL8SH= °*01§ ol2|st HESt =82 R22 ¢s Ae|7t &Lt

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

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

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

Laotian - EE"V‘_']ﬂ‘]lJiJU&UlJ%ﬂﬂU rmg)nﬂunuguumaﬂmnnJomnﬂngsunne UI ﬂ‘]i)ﬂUﬂSf)28f)Lﬂ“lU TOSJIZJ‘DJ Unity. TZ]'ILUf]T]‘]lJODlJU]R)‘]ﬂUEﬂUEE'Qf]ﬂﬂlJl_l U]‘]US‘)O‘V&:C’]SQ‘COT%EOQ‘WO‘]CULJT]‘UJC’]‘]UT]
‘]UO[O&‘]U]ELUUSU (ZUSSD?)‘!ﬂ‘IiJﬂUﬂSf]%’SﬂZﬂﬂU ?J‘I ﬂ‘anDUEU‘BZﬂUﬂ‘ﬁa‘Q‘TU Zﬂ‘\UUﬁO‘(OSU?UU?‘\Oﬁ‘]D ke ﬂ‘]l]aOSEU’ISCUUﬂJ“Iﬂ"IQSﬂZﬂ“IIJ TOQU(%&JQQ?&Q‘WJTOU TUITU]U]“IEU (800) 362-3310.
TTY /TDD: 711/ (800) 877-8973.

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

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

Hindi - & Ffeq # AE@07 ATHHIET 81 3H A H 9 a3 a7 Unity F ATeaHW F N F Favsr a § Ageaqol STl 81 590 Aifed § 47 ar8d 3@ (947 Ty {17 9910 T@+ a1
FTT FHTHT TETAAT  ITH FT & T maeht g A2 awg=iaT aF F18arE F39 fT T4 &7 THhl g1 AT F1S HAG THY &7 T8 FTTARET ST Tgraar STl AT 7 IT8 FL w1
STferaRTT 81 e L (800) 362-33101 TTY / TDD: 711 / (800) 877-8973.

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

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

UHO01647 (0916)

Questions: Call 1-800-362-3310 or visit us at www.unityhealth.com. Tracking ID: B2IGNLP
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Unity Health Insurance complies with applicable Federal civil rights laws and does not discriminate
on the basis of race, color, national origin, age, disability, sex, gender identity, sexual orientation or
health status.
Unity Health Insurance -
® Provides free aids and services to people with disabilities to communicate effectively with us,

such as -

+ Qualified sign language interpreters

« Written information in other formats (large print, audio, accessible electronic formats,

other formats)

m Provides free language services to people whose primary language is not English, such as -

« Qualified interpreter

« Information written in other languages

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

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

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

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

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

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

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

U.S. Department of Health and Human Services

200 Independence Avenue, SW Room 509F, HHH Building

Washington, D.C. 20201

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

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

Tracking ID: B2I6NLP
PPO SBC
UH01207 (09 16)
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