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deductibife* HosgiElization

Metai Tier

Platinum . $500 20% $1,650 No charge $10 $25 $50 5250 20% after deductible
Gold $1,000 20% $4,500 No charge $10 $25 $50 $250 20% after deductible
Gold $1,500 10% $6,000 No charge _$10 $25 $50 $250 10% after deductible
Gold $2,000 0% $3,000 No charge $10 $25 $50 $250 No charge after deductible
Gold $2,000 20% $4,400 No charge $10 $25 $50 $250 20% after deductible
Gold $2,500 0% $3,500 No charge $10 $25 $50 $250 No charge after deductible
Silver $2,500 20% $7.150 No charge $10 $35 $70 $300 20% after deductible
Silver $3,000 0% $6,500 No charge $10 $35 $70 $300 No charge after deductible
Silver $3,000 20% $7,150 No charge $10 $35 $70 $300 20% after deductible
Silver $3,500 10% $7.150 No charge $10 $35 $70 $300 10% after deductible
Silver $4,500 20% $7150 No charge $1C $35 $70 $300 20% after deductible

 Platinum and Gold Prescription Drugs:Preventive and Preferred Generics: 0—Non-referred Generics $15—Prefered Brand: $40_Non Preferred rands 569 Speciaty ruge: 29108500
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Gold+ $2,000 0% $2,000 No charge after deductible

Silver++ $1,500 30% $6,550 30% after deductible

Silver++ $2,200 20% $5,000 20% after deductibie
Silver $2,600 20% $6,550 20% after deductible
Silver $3,600 0% $3,600 No charge after deductible

Bronze q $5,050 30% $6,550 30% after deductible

Bronze $6,550 0% $6,550 No charge after deductible

Prescription Drugs: Preventive: $0—Ali others: deductible and coinsurance




ASPIRUS ARISE y
Small Group Plan Summary e 4
AspirusArise

. ndividus! Aot
| s il e
L szsz Ne::mm N?,:a::u xsm::m u‘::::k ‘ ek | E A Al Sp\ifsi;]w Ec:;?:; mﬁ: O:uj::;m SR LR

Platinum | ;5-00 $1,006 26% h 50% h $1,65-0 $11,000 .No”cvharge $10 $25 ‘$50 V $250 20% after deductible
Goid $1,000 $2,000 20% 50% $4,500 $12,000 No charge $10 $25 $50 $250 20% after deductible
Gold $1,500 $3,000 10% 40% $6,000 $11,000 No charge $10 $25 $50 $250 10% after deductible
Gold $2,000 $4,000 0% 30% $3,000 $10,000 No charge $10 $25 $50 $250 No charge after deductible
Gold $2,000 $4,000 20% 50% $4,400 $14,000 No charge $10 $25 $50 $250 20% after deductible
Gold $2,500 $5,000 0% 30% $3,500 $11,000 No charge $10 $25 $50 $250 No charge after deductible
Silver $2,500 $5,000 20% 50% $7.150 $15,000 No charge $10 $35 $70 . $300 20% after deductible
Silver $3.000 $6,000 0% 30% $6,500 $12,000 No charge $10 $35 $70 $300 No charge after deductible
Silver $3,000 $6,000 20% 50% $7,150 $16,000 No charge $10 $35 $70 $300 20% after deductible
Silver - " $3.,500 $7,0Cc0 10% 40% $7,150 $15,000 No charge $10 $35 $70 $300 10% after deductible
Silver $4 500 $9,000 20% 50% $7150 $19 000 No charge $10 $35 $70 $300 ) 20% after deductlble

© Platinum and Gold Prescrlptlon Dru.gs Preventive and Preferred Generics: $0 Non-Preferred Generics: $15—Pr‘;f.erred Branc; ”;$40 Non-Preferred Brand: $65—Specmlty Drugs: 25% to $500 h
Silver Prescription Drugs: Preventive and Preferred Generics: $0—Non-Preferred Generics: $20— Preferred Brand: $50—Non-Preferred Brand: $80—Specialty Drugs: 30% to $500

mﬁaﬂmmnmg Providers”
| | a Eh:n]f: ! Ff:? Spetaity Emexgbucv Cuipatenl | Cutpatient Hnspitatzation
Netwok | Metwork | Notwork | Network | Netwark | Wisit vist | \risit AhSiE Room | Labidaay Suraciy
Gold+ $é,000 ”$4.000 V 0% 3% $é,000 $16,000 No charge after deductible
Silver++ $1,500 $3,000 30% 50% $6,550 $13,000 30% after deductible
Silver++ $2,200 $4.,400 20% 50% $5,000 $14,400 20% after deductible
Silver $2,600 | $5.200 20% 50% $6,550 $15,200 20% after deductible
Silver $3,600 $7,200 0% 30% $3.600 $13,200 ] No charge after deductible
Bronze $5,050 | $10,100 30% 50% $6,550 $20,100 30% after deductible
Bronze $6,550 $13,100 0% 30% $6,550 $19,100 No charge after deductible
Prescription Drugs: Preventive: $0—Al! others: deductible and coinsurance

Covered preventive services are provided at no cost to members.

*Family deductibles and out-of-pocket limits are 2x the individual amounts.

~Services performed out of network under the POS plan options are subject to the out of network deductible and coinsurance. Out of network services are
not covered under HMO plan options except in emergency situations. See policy for details.

+ Non-Embedded Deductible and Out of Pocket Limit: This plan features a non-embedded deductible and out of pocket limit. If an employee has family
coverage, the family deductibie must be satisfied before this plan will pay benefits. One person can satisfy the family deductible. if an employee has family
coverage, the family out-of-pocket limit must be satisfied before this plan will pay 100% of covered benefits. One person can satisfy the family out-of-pocket
limit. Deductibles and out of pocket maximums apply annually.

++ Non-Embedded Deductible and Embedded Out of Pocket: This plan features a non-embedded deductible. If an employee has family coverage, the family
deductible must be satisfied before this plan will pay benefits. One person can satisfy the family deductible. This plan features an embedded out of pocket
fimit. The individual out of pocket limit must be satisfied before this plan will pay 100% of covered benefits. Deductibles and out of pocket maximums apply
annually.

Unless otherwise noted, plans have an Embedded Deductible and Embedded Out of Pocket Limit: These plans feature an embedded deductible where an
individual deductible must be satisfied before this ptan will pay benefits. These pians feature an embedded out of pocket limit where the out of pocket fimit
must be satisfied before this plan will pay 100% of covered benefits. Deductibles and out of pocket maximums apply annually.

©2016 Aspirus Arise Health Plan of Wisconsin, Inc. All rights reserved. 29989-080-1609




Coverage Period: 01/01/2017 - 12/31/2017
Coverage for: Individual + Family | Plan Type: PPO

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
Common Ground Healthcare Cooperative: Small Group Envision Bronze 7000-100

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how.you and the plan would

share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit
www.CommonGroundHealthcare.org/2017 certificate-of-coverage or call 877-514-2442. For general definitions of common terms, such as allowed amount, balance
billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary. You can view the Glossary at www.healthcare.gov/sbe-glossary or
call 1-877-514-2442 fo request a copy.

Important Questions

What is the overall
deductible?

7 ‘ Answers

For in-network providers:
$7000 individual / $14000 family
For out-of-network providers:
$14000 individual / $28000 family

| Why This Matters:

Generally, you must pay all of the costs from providers up to the deductible amount before this
plan begins to pay. If you have other family members on the plan, each family member must meet
their own individual deductible until the total amount of deductible expenses paid by all family
members meets the overall family deductible.

Are there services
covered before you meet

Yes. Preventive care is covered
before you meet your deductible

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

deductibles for specific
services?

ible?
your deductible? services at hitps.//www.healthcare.gov/coverage/preventive-care-benefits/.
Are there other

No

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

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

For in-network providers:
$7000 individual / $14000 family
For out-of-network providers:

$28000 individual / $56000 family

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, the overall family out-of-pocket limit must be met.

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

Premiums, balance-billing
charges, healthcare this plan
doesn't cover, and penaities for
failure to obtain pre-authorization
for services.

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

Will you pay less if you
use a network provider?

Yes. See www.CGCares org/Find-
a-Doctor or call 877-514-2442 for

a list of network providers.

This plan uses a provider network. You will pay less if you use a provider in the plan’s network.
You will pay the most if you use an out-of-network provider, and you might receive a bill from a
provider for the difference between the provider's charge and what your plan pays (balance
billing). Be aware, your network provider might use an out-of-network provider for some services
(such as lab work). Check with your provider before you get services.

Do you need a referral to

see a specialisi?

No

You can see the specialist you choose without a referral.

CGHC.PB.11360-2016
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“ All copayment and coinsurance costs shown in th|s chart are after your deductible has been met, if a deductible applies.

What You Will Pay

Common

Medical Event

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

If you have a test

if you need drugs to
treat your illness or
condition

More information about
prescripiion drug
coverage is available at
winwv CGCares orgformular
1

Services You May Need

Network Provider

(You will pay the least) |

Out-of-Network Provider
ill pay the most)

| Limitations, Exceptions, & Other Important
information

If you have 0utpa£ient
stirgery

If you need immediate
medical attention

K you have a hospitat
stay

* For more information about limitations and exceptions, see the plan or policy document at www.CommonGroundHealthcare.org.

Primary care visit to treat an $35 for first 3 visits, Ded/30% Coins none
injury or iliness then Ded/Coins Y
Specialist visit Ded/0% Coins Ded/30% Coins No coverage for infertility services.
- Preventive care/screening/ No Cha rg e Ded/30% Coms Services upder the ACA guidelines will be covered
_immunization . — : as preventive O el
\E’ﬁ(’)‘—"m (cray,b0od | ey coins Ded/30% Coins none
' Imaging (CT/PET scans, MRIs) | Ded/0% Coins | Ded/30% Coins | —————none: )
) . For mail order prescrlptlons 290¢ day supply is
0, 0,
Generic drugs Ded/0% Coins Ded/0% Coins available for two copays.
. . For mail order prescriptions, a 90 day supply is
0; 0,
Preferred brand drugs Ded/0% Coins Ded/0% Coins available for two copays.
. ] For mail order prescriptions, a 90 day supply is
=] 0 0,
Non-preferred brand drugs Ded/0% Coins Ded/0% Coins available for two copays.
Specialty drugs l Ded/O% Coms Ded/30% Coms Infert|||ty spemalty drugs not covered
Facilty fee (69, ambulaory | pegng, coins Ded/30% Coins none
surgery center)
_ Physician/surgeon fees | Ded/0% Coins | Ded/30% Coins _ —fiane _—_—
Copay applles to ER fee (waived if admitied);
. - . other charges are subject to deductible and
0, 90, X 4 n
Emergency room care Ded/0% Coins Ded/0% Coins coinsurance. ER services are paid at In-
Network benefit level.
| Emergency medical Ded/0% Coins | Dedio% Cains none
fransportation
 Urgentcare | Ded/0% Coins | Ded/30% Coins ——————none— —
Facility fee (e.g., hospltal room) Ded/0% Coins Ded/30% Coins none
Physician/surgeon fees Ded/0% Coins Ded/30% Coins none

20of5
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Common
Medical Event

Ifyou need mental

Services You May Need

Network Provider

What You Will Pay i
| Out-of-Network Provider

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

| Limitations, Exceptions, & Other Important :

Information

e . $35 for first 3 visits, . :
health, behavioral Outpatient services then Ded/Coins Ded/30% Coins none
health, or substance . . . o _
abuseservices | "Patentsowoes | Ded0%Cons | Ded/S0% Cons e
. Office visits Ded/0% Coins Ded/30% Coins none
Childbirth/delivery professional oA P —_
If you are pregnant A Ded/0% Coins Ded/30% Coins
| Childbirthidelivery facilty Ded/0% Coins Ded/30% Coins
T— | Senvices Sl e =SSN O || O e, , S : LEnl ]
. . Services for home health care are limited to 60
0, 0,
Home health care Ded/0% Coins Ded/30% Coins visits per calendar year.
' Rehabilitation services Ded/0% Coins Ded/30% Coins Semqes for cardiac rehabiltation are fimited to
= & s = 36 visits per calendar year.
Fvou n Services for PT/OT/ST and manipulation therapy
_ regze::: :: ;:we Habilitation services Ded/0% Coins Ded/30% Coins are limited to 20 visits each per calendar year.
other suacial hasith Senvices for custodial care are excluded.
ISgpec . . . . Services for skilled nursing are limited to 30
0, 0,
needs Skilled nursing care Ded/0% Cains Ded/30 % Coins days per calendar year.
Durable medical equipment is limited to a single
Durable medical equipment Ded/0% Coins Ded/30% Coins purchase per durable medical equipment type per
3 years.
o Ml B Hospiceservices | Dedl0% Coins ___ IDed/30%Coins | —————none——— o
Children's eye exam No Charge Ded/30% Coins | Limited to one exam every year for children.
fyour childneeds | Children's glasses Ded/0% Coins Ded/30% Coins Limied fo éne paif of glasses par year for
ot eye care ' Except as rg(.]uired by federal guidelines for
Children’s dental check-up No Coverage No Coverage preventive services,

* For more information about limitations and exceptions, see the plan or policy document at www.CommonGroundHealthcare.org.
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Excluded Services & Other Covered Services:

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

e Acupuncture e Infertility treatment e Private-duty nursing

o Bariatric surgery e Long-term care ¢ Routine foot care

Cosmetic surgery  Non-emergency care when traveling outside the e  Services and supplies not medically necessary
o Pediatric* and Adult Dental care us. o Weight loss programs

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

Routine eye care (Adult) — may be covered with

s Chiropractic care ‘ . e Hearing aids — may be covered with limitations limitations

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: Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 877-267-2323 x61565 or www.cciio.cms.gov,
Wisconsin Office of the Commissioner of Insurance at 800-236-8517, or call Common Ground Healthcare Cooperative at 877-514-2442. Other coverage options may
be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit
www.HealthCare.qgov or call 1-800-318-2596.

Your Grievance and Appeals Righis: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: Common Ground Heaithcare Cooperative Appeals and Grigvance Unit, PO Box 1630, Brookfield, W1 53008-1630 or call 877-514-2442.

For state of Wisconsin assistance, contact Office of the Commissioner of Insurance, Complaints Department, PO Box 7873, Madison, WI 537077873,
complaints@ociwi.state.us, phone 800-236-8517 or 608-266-0103.

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

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

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

* For more information about limitations and exceptions, see the plan or policy document at www.CommonGroundHeaithcare.org. 4Gf5



Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
Common Ground Healthcare Cooperative: Small Group Envision Gold 600-80

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows yo

Coverage Period: 01/01/2017 - 12/31/2017
Coverage for: Individual + Family | Plan Type: PPO

u how you and the plan would

#5%  sharethe 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, o to get a copy of the complete terms of coverage, visit
www.CommonGroundHealthcare.org/2017certificate-of-coverage or call 877-514-2442. For general definitions of common terms, such as allowed amount, balance

billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary. You can view the Glossary at www.healthcare.gov/sbe-glossary or

call 1-877-514-2442 to request a copy.

Important Questions

What is the overall
deductible?

! Answers }

For in-network providers:

$600 individual / $1200 family
For out-of-network providers:
$1200 individual / $2400 family

Why This Matters:

Generally, you must pay all of the costs from providers up to the deductible amount before this
plan begins to pay. If you have other family members on the plan, each family member must meet
their own individual deductible until the total amount of deductible expenses paid by all family
members meets the overall family deductible.

Are there services
covered before you meet
your deductible?

Yes. Preventive care is covered
before you meet your deductible

This plan covers some items and services even if you haven't yet met the deductible amount. But
a copayment or coinsurance may apply. For example, this plan covers certain preventive services
without gost-sharing and before you meet your deductible. See a list of covered preventive

services at https://www.healthcare govicoverage/preventive-care-benefits/.

Are there other
deductibles for specific
services?

No

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

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

For in-network providers:
$6850 individual / $13700 family
For out-of-network providers:”

$13700 individual / $27400 family |

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, the overall family out-of-pocket limit must be met. '

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

Premiums, balance-billing
charges, healthcare this plan
doesn’t cover, and penalties for
failure to obtain pre-authorization
for services.

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

Will you pay less if you
use a network providei?

Yes. See www.CGCares.org/Find-
a-Doctor or call 877-514-2442 for
a list of network providers.

This plan uses a provider network. You will pay less if you use a provider in the plan’s network.
You will pay the most if you use an out-of-network provider, and you might receive a bill from a
provider for the difference between the provider's charge and what your plan pays (balance
billing). Be aware, your network provider might use an out-of-network provider for some services
(such as lab work). Check with your provider before you get services.

Do you need a referrai to
see a snecialist?

No

You can see the specialist you choose without a referral.

Sdebdalt =2
CGHC.PB.10700b-2016
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A3, Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

' ! What You Will Pa 2o oy .
Common ; I Sl il B . Limitations, Exceptions, & Other |
i Services You May Need | Network Provider | Out-of-Network Provider Tt e g e SEITORAT
Medical Event | Information
o i oo i | (You will pay the least) | (You will pay the most) s : =
Primary care visit to treat an $35 Copay/Visit Ded/50% Coins .
If you visit a health injury or ilness -
care provider’s office _Specialist visit $60 Copay/Visit Ded/50% Coins No coverage for infertility services.
or clinic Preventive care/screening/ . Services under the ACA guidelines will be covered
. mmunization N? C h? tgi L B De_dl_5[1%_o|ns _ lesprevenve N
Dlagnostlc test (x-ray, blood a o ~
Fvod havold st work) Ded/20% Coins Ded/50% Coins none
. Imaging (CT/PET scans, MRIs) ; Ded/20% Coins ____|Ded/50%Coins | —_none- .
I you need drugs to | . ) ) For mail order p prescnptlons a% day supply is |
treat your illness o Generic drugs $10 Copay/Script $10 Copay/Script available for two copays.
condition . ! For mail order prescriptions, a 90 day supply is
b b Floanation zhout | Preferred brand drugs $45 Copay/Script $45 Copay/Script available for two copays.
prescription drug i ] For mail order prescriptions, a 90 day supply is
coverage is avallable at Non-preferred brand drugs $75 Copay/Script $75 Copay/Script available for two copays.
www CCCares orgfommular . 0 9
y Specialty drugs Ded/20 % Coins Ded/50 % Coms Infertility specialty drugs not covered
If you have outpatient :3 %gt?’yfggn(tzg" arauistony Ded/20% Coins Ded/50% Coins none
smgety _ 0 = _‘:_P_hysicign/gtggeog fees | Ded/20% C_qins | Ded/50% Cping ' il —none—
Copay applies to ER fee (walved if admltted)
- - other charges are subject to deductible and
] . Emergency room care $300 Copay/Visit $300 Copay/Visit coinsurance. ER services are paid at In-
If you need immediate :
- . Network benefit level.
e Emergency medical
Ded/20% Coins Ded/20% Coins none
transportation
P ~ Urgent care | $50Copay/\Visit | Ded/50% Coins |
Ifyou h A hosp!tal Facility fee (e.g., hospital room) Ded/20% Coins : Ded/50% Coins none
stay Physician/surgeon fees Ded/20% Coins Ded/50% Coins none

* For more information about limitations and exceptions, see the plan or policy document at www.CommonGroundHealthcare.org. 205
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Common
Medical Event

health, behavioral
health, or substance
_abuse services

If you are pregnant

If you need help
recovering or have
other special health
needs

If your child needs
dental or eye care

* For more information about limitaticns and exceptions, see the plan or policy document at www.CommonGroundHealthcare.org.

If you need mental

Services You May Need

What You Will Pay

Network Provider

 (You will pay the least)

. : ' Limitations, tions, & Other Important |
| OQut-of-Network Provider Sandns Bxceplions TS

(You will pay the most)

Information

Outpatient services $35 Copay/Visit Ded/50% Coins none
Inpatient services Ded/20% Coins Ded/50% Coins none
 Office visits | $60 Copay/Visit | Ded/50% Coins — hone - )
Chlk.ibmh/dellvery professional Ded/20% Coins Ded/50% Coins
Services
| Childbirth/delivery faciity Ded/20% Coins Ded/50% Coins
. services _ e e e e o D S—
. . Services for home health care are limited to 60
0, 0,
Home health care Ded/20% Coins Ded/50% Coins visits per calendar year.
Rehabiltation services Ded/20% Coins Ded/50% Coins Senvioss for cardfac refiabiltation arsimited to
36 visits per calendar year.
Services for PT/OT/ST and manipulation therapy
Habilitation services Ded/20% Coins Ded/50% Coins are limited to 20 visits each per calendar year.
Services for custodial care are excluded.
i . . . Services for skilled nursing are limited to 30
0, 0,
Skilled nursing care Ded/20% Coins Ded/50% Coins days per calendar year.
_ Durable medical equipment is limited to a single
Durable medical equipment Ded/20% Coins Ded/50% Coins purchase per durable medical equipment type per
3 years.
_ | Hospiceservices  |Ded/20% Coins | Ded/50%Coins __ |————none-————
Children's eye exam No Charge Ded/50% Coins Limited to one exam every year for children.
F . : Limited to one pair of glasses per year for
0 0
Children’s glasses Ded/20% Coins Ded/50% Coins children only,
. Except as required by federal guidelines for
Children's dental check-up No Coverage No Coverage preventive services,
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Excluded Services & Other Covered Services:

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

e Acupuncture o Infertility treatment » Private-duty nursing

e Bariatric surgery e Long-term care e Routine foot care

o Cosmetic surgery ¢ Non-emergency care when traveling outside the o Services and supplies not medically necessary
o Pediatric* and Adult Dental care us. o Weight loss programs

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

Routine eye care (Adult) — may be covered with

» Chiropractic care ] s Hearing aids — may be covered with limitations limitations

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; Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 877-267-2323 x61565 or www.cciio.cms.qov,
Wisconsin Office of the Commissioner of Insurance at 800-236-8517, or call Common Ground Healthcare Cooperative at 877-514-2442. 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.qov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your pian for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: Common Ground Healthcare Cooperative Appeals and Grievance Unit, PO Box 1630, Brookfield, Wi 53008-1630 or call 877-514-2442.

For state of Wisconsin assistance, contact Office of the Commissioner of insurance, Complaints Department, PO Box 7873, Madison, W1 53707-7873,
complaints@ociwi.state.us, phone 800-236-8517 or 608-266-0103.

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

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

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

* For more information about limitations and exceptions, see the plan or policy document at www.CommonGroundHealthcare.org. 40f5



Coverage Period: 01/01/2017 - 12/31/2017
Coverage for: Individual + Family | Plan Type: PPO

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
Common Ground Healthcare Cooperative: Small Group Envision Gold 1000-80

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
iy share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit
www.CommonGroundHealthcare.ora/2017certificate-of-coverage or call 877-514-2442. For general definitions of common terms, such as allowed amount, batance
billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary. You can view the Glossary at www.healthcare.gov/sbe-glossary or

et———— S —————— e e e S ———

call 1-877-514-2442 to request a copy.
Important Questions r Answers

What is the overall
‘deductible?

For in-network providers:
$1000 individual / $2000 family
For out-of-network providers:

$2000 individual / $4000 family

| Why This Matters:

Generally, you must pay all of the costs from providers up to the deductible amount before this
plan begins to pay. If you have other family members on the plan, each family member must meet
their own individual deductible until the total amount of deductible expenses paid by all family
members meets the overall family deductible.

Are there services
covered before you meet
your deductible?

Yes. Preventive care is covered
before you meet your deductible

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

Are there other
deductibles for specific
services?

No

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

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

For in-network providers:
$3500 individual / $7000 family
For out-of-network providers:

$7000 individual / $14000 family

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, the overall family out-of-pocket limit must be met.

What is not included in
the oui-of-pocket limii?

Premiums, balance-billing
charges, healthcare this plan
doesn't cover, and penalties for
failure to obtain pre-authorization
for services.

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

Will you pay less if you
use a neiwork provider?

Yes. See www.CGCares.org/Find-
a-Doctor or call 877-514-2442 for

a list of network providers.

This plan uses a provider network. You will pay less if you use a provider in the plan’s network.
You will pay the most if you use an out-of-network provider, and you might receive a bill from a
provider for the difference between the provider's charge and what your plan pays (balance
billing). Be aware, your network provider might use an out-of-network provider for some services
(such as lab work). Check with your provider before you get services.

Do you need a referral to
|_see a specialist?

No

You can see the specialist you choose without a referral.

CGHC.PB.1128b-2016
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A9, Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common

Medical Event

Services You May Need

|

i What You Wiil Pay
k Provider
(You will pay the least) |

5 Out-of-Network Provider |

(You will pay the most)

- Limitations, Exceptions, & Other Important

Information

* For more information about limitations and exceptions, see the plan or policy document at www.CommonGroundHealthcare.org.

' Primary care visit to treatan | $35 Copay/Visit Ded/50% Coins .
If you visit a health injury or illness s
care provider's office | Specialist visit $60 Copay/Visit Ded/50% Cains No coverage for infertility services.
or clinic ' Preventive carefscreening/ No Ch arg . Ded/50% Coins Services under the ACA guidelines will be covered
| immunization | N . as preventive =
Dlagnostlc test (x ray, blood : : .
youliaialtoet work) Ded/20 % Coins Ded/50% Coins none
| | Imaging (CTIPET scans, MRIs) | Ded/20% Coins | Ded/50% Coins _ | —————none— =
If you need drugs to i : ; For mail order prescrlptlons 290 day supply is
troat iy our Stssior Generic drugs $10 Copay/Script $10 Copay/Script avallab!e for tWo copays. |
:\:/I?r: i:;?o';maﬁ et Preferred brand drugs $45 Copay/Script $45 Copay/Script :\?;i:gsileof?ret:”%rizggggon& TR
&——co :Ec-nmi ae -_—Misna?:aﬂab}e at  Non-preferred brand drugs $75 Copay/Script $75 Copay/Script E\?;i?;la):?fget;v%rizigfgns, 290 day supply is
!__.QQC__&.@M Specialty drugs Ded/20% Coms Ded/50% Coms Infertlmy spemalty drugs not covered
If you have outpatient zj%':x,fggn(gg amoulaOn | peon, oins Decls0% Coins none
SUr@ery  Physicianisugeonfees | Ded/20% Cons | Dedi50% Coins |- none—
Copay appiles to ER fee (walved if ad mltted)
Emergency room care $300 Copay/Visit $300 Copay/Visit other charges are sub!ect o dedqctlble and
" o coinsurance. ER services are paid at In-
you" e i"“,"e-diate ) Network benefit level.
sl aor Emergency medical
| / Ded/20% Coins Ded20% Coins | none
transportation i
. ~ Urgentcare | $50 Copay/Visit | Ded/50% Coins | ————noNe—v—— |
Ifyou have a hospital Facility fee (e. 9., hospital room) | Ded/20% Coins | Ded/50% Coins. none
stay Physician/surgeon fees Ded/20% Coins Ded/50% Coins none
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Common
Medical Event

Services You May Need

What You Will Pay
| Out-of-Network Provider |

Network Provider
(You wil pay the feast) |

Information

Limitations, Exceptions, & Other Important |

Ifyou need mental [ : . | = o
health, behavioral Outpatient services $35 Copay/Visit Ded/50% Coins none
health, or substance . . o o P R
abuseservices | 'PaleTisonices | Deo0%Cons | Ded% Cains e
Office visits $60 Copay/Visit Ded/50% Coins none
Childbirth/delivery professional e o
If you are pregnant saiiEs Ded/20% Coins Ded/50% Coins
| Childbirth/delivery facilty Ded/20% Coins Ded/50% Coins
Services . _ i , . _ — _ ;
) . Services for home health care are limited to 60
0, 0,
Home health care Ded/20% Coins Ded/50% Coins visits per calendar year.
- ) ) . Services for cardiac rehabilitation are limited to
0, 0,
Rehabilitation services Ded/20% Coins Ded/50% Coins 36 visits per calendar year.
I Services for PT/OT/ST and manipulation therapy
:’eﬁ:en::d ;rrel hpave Habilitation services Ded/20% Coins Ded/50% Coins are limited to 20 visits each per calendar year.
. g. Services for custodial care are excluded.
3323?”"” et Skilled nursing care Ded/20% Coins Ded/50% Coins Services for skiled nursing are limited to 30
2ULeC NUISING care ° ’ days per calendar year.
Durable medical equipment is limited to a single
Durable medical equipment Ded/20% Coins Ded/50% Coins purchase per durable medical equipment type per
3 years.
. Hospiceserices 1 Ded/20% Coins Ded50%Coins _______ | ————none—————
Children’s eye exam No Charge Ded/50% Cains Limited to one exam every year for children.
! . :
Wyourchildneeds | Children's glasses Ded/20% Coins Ded/50% Coins by Eoa Of glasses per year for
PR Children's dental check-u No Coverage No Coverage Except as required by federal guidelines for
P 9 9 preventive services.

* For more information about limitations and exceptions, see the plan or policy document at www.CommonGroundHealthcare.org.
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Excluded Services & Other Covered Services:

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

e Acupuncture o Infertiity treatment e Private-duty nursing

»  Bariatric surgery e Long-term care Routine foot care

¢ Cosmetic surgery  Non-emergency care when traveling outside the o Services and supplies not medically necessary
e Pediatric* and Adult Dental care us. . o Weight loss programs

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

Routine eye care (Adult) — may be covered with

e Chiropractic care . e e Hearing aids — may be covered with limitations_ ~fimitations

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: Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 877-267-2323 61565 or www.cciio.cms.qov,
Wisconsin Office of the Commissioner of Insurance at 800-236-8517, or call Common Ground Healthcare Cooperative at 877-514-2442. 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 complste information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this nofice, or assistance,
contact; Common Ground Healthcare Cooperative Appeals and Grievance Unit, PO Box 1630, Brookfield, WI 53008-1630 or call 877-514-2442.

For state of Wisconsin assistance, contact Office of the Commissioner of Insurance, Complaints Department, PO Box 7873, Madison, W 53707-7873,
complaints@ociwi.state.us, phone 800-236-8517 or 608-266-0103.

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

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

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

* For more information about limitations and exceptions, see the plan or policy document at www.CommonGroundHealthcare.org. 4of 5



Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
Common Ground Healthcare Cooperative: Small Group Envision Gold 2700-100

Coverage Period: 01/01/2017 - 12/31/2017
Coverage for: Individual + Family | Plan Type: PPO

e e T s

B .

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would

share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit
www.CommonGroundHealthcare.org/2017certificate-of-coverage or call 877-514-2442. For general definitions of common terms, such as allowed amount, balance

billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary or
call 1-877-514-2442 to request a copy. i

Important Questions

What is the overall

| Answers

For in-netwrkproviders: "
$2700 individual / $5400 family

Why This Matters:

Generally, you must p alof the costs from providers up oth eductibe aunt beforerthis -

plan begins to pay. If you have other family members on the plan, each family member must meet

deductible? For out-of-network providers: their own individual deductible until the total amount of deductible expenses paid by all family
$5400 individual / $10800 family | members meets the overall family deductible.

' . This plan covers some items and services even if you haven't yet met the deductible amount. But
Are there services . . ; ) > : .
covered before you meet Yes. Preventive care is covered a copayment or coinsurance may apply. For example, this plan covers certain preventive services

ore Y before you meet your deductible | without cost-sharing and before you meet your deductible. See a fist of covered preventive

your deductible? ) - 3 .

T services at https:/www.healthcare.qovicoverage/preventive-care-bensfits/.

Are there other
deductibles for specific
services?

No

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

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

For in-network providers:

- $2700 individual / $5400 family
| For out-of-network providers:

$10800 individual / $21600 family

The out-of-packet limit is the most you could pay in a year for covered services. If you have other
family members in this plan, the overall family out-of-pocket limit must be met.

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

Premiums, balance-billing
charges, healthcare this plan
doesn't cover, and penalties for
failure to obtain pre-authorization
for services.

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

Will you pay less if you
use a network provider?

Yes. See www.CGCares.org/Find-
a-Doctor or call 877-514-2442 for
a list of network providers,

This plan uses a provider network. You will pay less if you use a provider in the plan’s network.
You will pay the most if you use an out-of-network provider, and you might receive a bill from a
provider for the difference between the provider's charge and what your plan pays (balance
billing). Be aware, your network provider might use an out-of-network provider for some services
(such as fab work). Check with your provider before you get services.

Do you need a referral to
see a specialisi?

No

You can see the specialist you choose without a referral.

CGHC.PB.1130b-2016
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A3 All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

! What You Will Pay

Network Provider

: SRR Limitations, Exceptions, & Other Important
| Out-of-Network Provider Itormiation

(You will pay the most)

Common
Medical Event

Services You May Need f
(You will pay the least) |

| Primary care visit to treatan | $35 Copay/Visit Ded/30% Coins none
If youvisitahealth | injury orillness S
care provider's office | Specialist visit $60 Copay/Visit Ded/30% Coins No coverage for infertility services.
or clinic Preventive care/screening/ No Charge Ded/30% Coins Services under the ACA guidelines will be covered
a immunization . BICSCS I, e i S O T W L
Diacnosicest (12, 6003 | pesyopy coing Ded/30% Coins none
If you have a test work)
b __ Imaging (CT/PET scans, MRIs) | Ded/0% Coins | Ded/30% Coins | —— none——
If you need drugs to ; For mail order prescriptions, a 90 day suppiy is
treat your iiness or Generic drugs $25 Copay/Script $25 Copay/Scnpt bl ar el Gy
condition i ] For mail order prescriptions, a 90 day supply is
Mo T enah o Preferred brand drugs $60 Copay/Script $60 Copay/Script available for two copays.
prescription drug ] i For mail order prescriptions, a 90 day supply is
coverage is available at Non-preferred brand drugs $75 Copay/Script $75 Copay/Script available for two copays.
JGCares i
”\;ﬂ‘mﬂw Specialty drugs Ded/0% Coins Ded/30% Coms Infertility specmlty drugs not covered.
If you have outpatient :j%%fs:n(;g ambulatory Ded/0% Coins Ded/30% Coins none
it | Physician/surgeon fees Dedi0% Cons | Ded/30% Coins _ —hoe———
_ Copay applies to ER fee (waived if admitted);
Emergency room care $300 Copay/Visit $300 Copay/Visit ellfer ehangesare:subSatiio GoTCIt Sl ang
i . _ coinsurance. ER services are paid at In-
you need immediate X
" ’ Network benefit level.
medical attention - Emergency medical
. Ded/0% Coins Ded/0% Coins none
_transportation :
gl Ha  Urgentcare $50 Copay/Visit | Ded/30% Coins —————none———
If you have a hospital Facility fee (e.g., hospltal room) Ded/0% Coins Ded/30% Coins none
stay Physician/surgeon fees Ded/0% Coins Ded/30% Coins none

* For more information about limitations and exceptions, see the plan or policy document at www.CommonGroundHealthcare.org.
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Common '

Services You May Need

~ What You Will Pay
Network Provider

| Qut-of-Network Provider

Limitations, Exceptions, & Other Important
Information

AR PEIeaL Everl i i g 51 | (You will pay the least) | _ (You wil pay the most)
If you need mental . , ' . BN R R
heaith, behavioral | Outpatient services $35 Copay/Visit Ded/30% Coins none
health, or substance . . o A __ R
abuseservices  "Patentoenices | DodfCons | Ded0%Coms B
Office visits - $60 Copay/Visit Ded/30% Coins none
| Childbirth/delivery professional T RLE S
If you are pregnant S Ded/0% Coins Ded/30% Coins
Childbirth/deiivery facilty Dedi0% Coins | Ded/30% Coins
o | services e My |8 : e e C S
Home health care Ded/0% Coins Ded/30% Coins a:,rtvsi (;eesrfcoa:’lgr?(rjr;? ;ee::th Garejareimited 1560
' Rehabiltation services Ded/0% Coins Ded/30% Coins gg'\‘,’l'sclf:;‘; e
‘ Services for PT/OT/ST and manipulation therapy
fe‘éﬁ:e':f:: :f;”ave Habilitation services Ded/0% Coins Ded/30% Coins are limited to 20 visits each per calendar year.
other special h eélth Services for custodial care are excluded.
needs ' Skilled nursing care Ded/0% Coins Ded/30% Coins dS:y“;";zf o :r'fgfrdyg‘;f'"g el ey
Durable medical equipment is limited to a single
Durable medical equipment Ded/0% Coins Ded/30% Coins purchase per durable medical equipment type per
3 years.
oo Hospiceservices |1Ded0%Coins | Ded/30% Coins_ ———ne——
Children's eye exam No Charge Ded/30% Coins Limited to one exam every year for children.
Ifyour child needs | Children’s glasses Ded/0% Coins Ded/30% Coins mgfedntgn‘f;‘e pair of glasses per year for
e Children’s dental check-up No Coverage No Coverage Except as required by federal guidelines for
preventive services.

" For more information about limitations and exceptions, see the plan or policy document at www.CommonGroundHealthcare.org.
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Excluded Services & Other Covered Services:

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

* Acupuncture o Infertility treatment e Private-duty nursing

» Bariatric surgery e Long-term care s Routine foot care

 Cosmetic surgery * Non-emergency care when traveling outside the e Services and supplies not medically necessary
e Pediatric* and Adult Dental care U.s. e Weight loss programs

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

Routine eye care (Adult) — may be covered with

o Chiropractic care L & Hearing aids — may be covered with limitations - Jimitations - -

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: Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 877-267-2323 x61565 or www.cciio.cms.qov,
Wisconsin Office of the Commissioner of Insurance at 800-236-8517, or call Common Ground Healthcare Cooperative at 877-514-2442. 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 Righis: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: Common Ground Healthcare Cooperative Appeals and Grievance Unit, PO Box 1630, Brookfield, Wi 53008-1630 or call 877-514-2442.

For state of Wisconsin assistance, contact Office of the Commissioner of Insurance, Complaints Department, PO Box 7873, Madison, Wt 53707-7873,
complaints@ociwi.state.us, phone 800-236-8517 or 608-266-0103.

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

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

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

* For more information about limitations and exceptions, see the plan or policy document at www.CommonGroundHealthcare org. 40f5



Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
Common Ground Healthcare Cooperative: Small Group Envision HSA Bronze 5800-0

Coverage Period: 01/01/2017 - 12/31/2017
Coverage for: Individual + Family | Plan Type: PPO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would

share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit
www.CommonGroundHealthcare.org/2017certificate-of-coverage or call 877-514-2442. For general definitions of common terms, such as allowed amount, balance

billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary. You can view the Glossary at www.healthcare.gov/sbe-glossary or

call 1-877-514-2442 to request a copy.

! lmf;oﬁan! Questions

What is the overall

| Answers
For in-network providers:
$5800 individual / $11600 family

| Why This Matters:

Generally, you must pay all of the oss from providers up to the dectile amount bf this
plan begins to pay. If you have other family members on the plan, each family member must meet

deductible? For out-of-network providers: their own individual deductible until the total amount of deductible expenses paid by all family
$11600 individual / $23200 family | members meets the overall family deductible.
) This plan covers some items and services even if you haven't yet met the deductible amount. But
Are there services . . : . . . .
vl e st Yes. Preventive care is covered a copayment or coinsurance may apply. For example, this plan covers certain preventive services
your deductibl e{ before you meet your deductible | without cost-sharing and before you meet your deductible. See a list of covered preventive

services at https./www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other
deductibles for specific
services?

No

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

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

For in-network providers:
$6500 individual / $13000 family
For-out-of-network providers:

$13000 individual / $26000 family

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, the overall family out-of-pocket limit must be met.

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

Premiums, batance-billing
charges, healthcare this plan
doesn't cover, and penalties for
failure to obtain pre-authorization
for services.

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

Will you pay less if you
use a neiwork provider?

Yes. See www.CGCares.org/Find-
a-Doctor or call 877-514-2442 for

a list of network providers.

This plan uses a provider network. You will pay less if you use a provider in the plan's network.
You will pay the most if you use an out-of-network provider, and you might receive a bill from a
provider for the difference between the provider’s charge and what your plan pays (balance
billing). Be aware, your network provider might use an out-of-network provider for some services
(such as lab work). Check with your provider before you get services.

Do you need a referral to
see a specialist?

No

You can see the specialist you choose without a referral.

CGHC.PB.1137b-2016
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A All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common 1= What You Will Pay — ? Limitations, Exceptions, & Other Important

Services You May Need | Network Provider | Ou
| (You will pay the least) | ou will pay the most)

Medical Event | Information

Primary care visit to treatan | Ded/10% Coins Ded/40% Coins .
if you visitahealth  _injury orillness =
| care provider's office | Specialist visit Ded/10% Coins Ded/40% Coins No coverage for infertility services.
(orclinic ' Preventive care/screening/ No Charge Ded/40% Coins Services under the ACA guidelines wil be covered
... Immunization 1 — | &sprevenfve
| Diagnostic test (x-ray, blood o o o ~
e et | work) Ded/10% Coins Ded/40% Coins none
(o g | Imaging (CT/PET scans, MRIs) ! Ded/10% Coins | Ded/40% Coins none—— ‘
If you need drugs to A ol 7L o o For mail order prescriptions, a 90'day supply is
treat your liness or Generic drugs Ded/10% Coins Ded/10% Coins available for two copays.
condition e e~ o For mail order prescriptions, a 90 day supply is
More information about Preferred brand drugs Ded/10% Coins Ded/10% Coins available for two copays.
prescription druy o A o A For mail order prescriptions, a 90 day supply is
coverage is avallable at Non-preferred brand drugs Ded/10% Coins Ded/10% Coins available for two copays.
Yol “CHTES
‘;M‘—‘”M Specialty drugs Ded/10% Coins i Ded/40% Coins Infertility specialty drugs not covered.
if you have outpatient :jrcg'g‘}yfgsn(tzg ambulalory | pey10% Coins Ded/40% Coins none
WSV Physcansuigeonfees | Dedri0% Coins | Ded/0%Coins I ————none————
Copay applies to ER fee (waived if admitted);
Emergency room care Ded/10% Coins Ded/10% Coins Other charges are SUbJ.eCt o deduphble and
. coinsurance. ER services are paid at In-
If you need immediate .
_ Network benefit level.
UGS - Emergency medical
' . Ded/10% Coins Ded/10% Coins none
{ransportation :
 |Ugentcare |Ded0%Coins | Dedid0%Coins |- ———none S
If you have a hospital Facility fee (e.g., hospital room) | Ded/10% Coins Ded/40% Coins norie
stay Physician/surgeon fees Ded/10% Coins Ded/40% Coins none

* For more information about limitations and exceptions, see the plan or policy document at www.CommonGroundHealthcare.org. 205
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Common
Medical Event

Services You May Need

What You Will Pay

Network Provider

Out-of-Network Provider

- Limitations, Exceptions, & Other Important |

Information

B Fhatiisz it (You will pay the least) __(You willpay the most) _ _
If you need mental , - ok % Coi n
health. behavioral 7 Outpatient services Ded/10% Coins Ded/40% Coins none
health, or substance ) . o A LI .
abusoservices | UMM | DedlOWCons | Ded%Cos | ————noe———
Office visits Ded/10% Coins Ded/40% Coins none
Childbirth/delivery professional T 5
' 1f you are pregnant ——— . Ded/10% Coins Ded/40% Coins
B Chidbirthideiivery facility Ded/10% Coins | Ded/40% Coins o
- Services =~ o - DA e LTI . |
Home health care Ded/10% Coins Ded/40% Coins Services for hame haalth care are limited to 60
[— = visits per calendar year.
Rehabiltation services Ded/10% Coins Ded/40% Coins Services for cardiac rehabiltation are limitsd to
36 visits per calendar year.

' ¥voun i1 Services for PT/OT/ST and manipulation therapy
,e‘éose::: :fh':ve Habiltation services Ded/10% Coins Ded/40% Coins are limited fo 20 visits each per calendar year
other special health - Services for custodial care are excluded.

. ) . . Services for skilled nursing are limited to 30
[ 0,
needs Skilled nursing care Ded/10% Coins Ded/40% Coins days per calendar year,
: Durable medical equipment is limited to a single
Durable medical equipment Ded/10% Coins Ded/40% Coins purchase per durable medical equipment type per
| 3 years.

... Hospiceservices  |Ded10%Coins | Ded/40%Coins |- L s SR

Children’s eye exam | No Charge Ded/40% Coins Limited to one exam every year for children.
iyour childneeds | Children's glasses Ded/10% Coins Ded/40% Coins Gl ociie el sed peryeeor
LT Excor o8 reod by BlaraT gadeliee

C ] xcept as required by federal guidelines for
Children’s dental check-up No Coverage No Coverage preventive services.

* For mare information about limitations and exceptions, see the plan or policy document at www.CommonGroundHealthcare.org.
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Excluded Services & Other Covered Services:

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

e Acupuncture o Infertility treatment e Private-duty nursing

e Bariatric surgery e Long-term care s Routine foot care

e Cosmetic surgery  Non-emergency care when traveling outside the o  Services and supplies not medically necessary
o Pediatric* and Adult Dental care Us. o Weight loss programs

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

¢ Routine eye care (Adult) — may be covered with

¢ Chiropractic care e Hearing aids — may be covered with limitations limitations

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: Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 877-267-2323 x61565 or www.cciio.cms.gov,
Wisconsin Office of the Commissioner of Insurance at 800-236-8517, or call Common Ground Healthcare Cooperative at 877-514-2442. Other coverage options may
be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit
www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact; Common Ground Healthcare Cooperative Appeals and Grievance Unit, PO Box 1630, Brookfield, WI 53008-1630 or call 877-514-2442.

For state of Wisconsin assistance, contact Office of the Commissioner of Insurance, Complaints Department, PO Box 7873, Madison, Wl 53707-7873,
complaints@ociwi.state.us, phone 800-236-8517 or 608-266-0103.

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

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

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

* For more information about limitations and exceptions, see the plan or policy document at www.CommonGroundHealthcare.org. 40f 5



Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
Common Ground Healthcare Cooperative: Small Group Envision HSA Gold 2300-100

Coverage Period: 01/01/2017 - 12/31/2017
Coverage for: Individual + Family | Plan Type: PPO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would

share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit
www.CommonGroundHealthcare.org/2017certificate-of-coverage or call 877-514-2442. For general definitions of common terms, such as allowed amount, balance

billing, coinsurance, copayment, deductible

 call 1-877-514-2442 to request a copy.
l Answers

Imponént Questions

What is the overall
deduciible? ~ -

For in-network providers:
$2300 individual / $4600 family
For out-of-network providers:

$4600 individual / $9200 family

Why This Matters:

, provider, or other underlined terms see the Glossary. You can view the Giossary at www.healthcare.gov/sbc-glossary or

Generally, you must pay all of the costs from providers up to the deductible amount before this
plan begins to pay. If you have other family members on the plan, each family member must meet
their own individual deductible until the total amount of deductible expenses paid by all family
members meets the overall family deductible.

Are there services
covered before you meet
your deductible?

Yes. Preventive care is covered
before you meet your deductible

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

Are there other
deductibles for specific
services?

No

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

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

For in-network providers:
$2300 individual / $4600 family
For out-of-network providers:

$9200 individual / $18400 family

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, the overall family out-of-pocket limit must be met.

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

Premiums, balance-billing
charges, healthcare this plan
doesn't cover, and penalties for
failure to obtain pre-authorization
for services.

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

Will you pay less if you
use a network provider?

Yes. See www.CGCares.org/Find-

a-Doctor or call 877-514-2442 for
a list of network providers.

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 gut-of-network provider, and you might receive a bill from a
provider for the difference between the provider's charge and what your plan pays (balance
billing). Be aware, your network provider might use an out-of-network provider for some services
(such as lab work). Check with your provider before you get services.

Do you need a referral to
|_see a specialist?

No

You can see the specialist you choose without a referral.

CGHC.PB.1129b-2016
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A All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What YouWillPay

Common Services You May Need

~ Network Provider

| Out-of-Network Provider

| Limitations, Exceptions, & Other Important

il | k<1 » {You will pay the least) . (You will pay the most) {Riormatos
Primary care visit to treat an Ded/0% Coins Ded/30% Coins -
1f you visit a health injury or iliness -
care provider's office | Specialist visit Ded/0% Coins Ded/30% Coins No coverage for infertility services.
orclinic = Preventive care/screening/ No Charge Ded/30% Coins Services under the ACA guidelines will be covered
. Immunization e Ll e
Diagnostic test (x ray, blood 0 . N
i you have a test work) Ded/O % Coins Ded/30% Coins none
s Imaging (CT/PET scans, MRIs) | Ded/0% Coins | Ded/30%Coins e
If you need drugs to ; o - For mail order prescrlptlons ag0 day supply i is
treat your Hiness or Generic drugs Ded/0% Coins Ded/0% Coins available for two copays.
condition - oA ol For mail order prescriptions, a 90 day supply is
More information about Preferred brand drugs Ded/0% Coins Ded/0% Coins available for two copays.
prescription drug ] ) For mail order prescriptions, a 90 day supply is
verage is avalable at Non-preferred brand drugs Ded/0% Coins Ded/0% Coins avallable for two copays.
EQ——'“,‘
w Specialty drugs Ded/O% Coins Ded/30% Coms 'nfertlllty specialty drugs not covered.
i you have outpatient :j%'gryyfg:n(tirg) ambulalony | pegines Coins Ded/30% Coins hone
mﬁy_ ~ Physician/surgeon fees | Ded/0% Coins ___I Ded/30% Coins |- none
Copay applles to ER fee (walved if admltted)
o o ) other charges are subject to deductible and
9 . . .
i ‘ . Emergency room care Ded/0% Coins Ded/0% Coins coinsurance. ER services are paid at In-
you pees nm.nedialt Network benefit level.
medical atiention - Emergency medical
, Ded/0% Coins Ded/0% Coins none
transportation
e _ Urgentcare | Ded/0% Coins [ Ded/30% Coins ———nne—
Hf you have a hospltal Facility fee (e. g hosp|tal room) Ded/0% Coins Ded/30% Coins rone
stay ' Physician/surgeon fees Ded/0% Coins Ded/30% Coins none

* For more information about limitations and exceptions, see the plan or policy document at www.CommonGroundHealthcare.org. 2 of
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Common
Medical Event

Services You May Need

| (You will pa

~ What You Will Pay
Network Provider ‘
the least)

- Out-of-Network Provider
(You will pay the most)

Limitations, Exceptions, & Other Important |
Information

if you need mental - e % Coi .
health, behavioral Outpatient services Ded/0% Coins Ded/30% Coins none
: m,smz::tance ! Inpatient services Ded/0% Cains Ded/30% Coins none
oy ey Officevists | Dedi0%Coins | Ded/30% Coins = —none————
Childbirth/delivery professional I L
If you are pregnant ariicas Ded/0% Coins Ded/30% Coins
| Shidbirthidelvery acily | pagiog coins Ded/30% Coins
. . -~ R N P Services for home health care are limited to 60
0, 0,
Home health care Ded/0% Coins Ded/30% Coins visits per calendar year.
' - j . i Services for cardiac rehabilitation are limited to
| 0, 0,
Rehabilitation services Ded/0% Coins Ded/30% Coins 36 visits per calendar year.

§ need Services for PT/OT/ST and manipulation therapy
:'e)ég:ering :rel?ave Habilitation services Ded/0% Coins Ded/30% Coins are limited to 20 visits each per calendar year.
othars pedal health Services for custodial care are excluded.

tars . . . Services for skilled nursing are limited to 30
0, 0,
needs Skilled nursing care Ded/0% Coins Ded/30% Coins days per calendar year.
Durable medical equipment is limited to a single
Durable medical equipment Ded/0% Coins Ded/30% Coins purchase per durable medical equipment type per
3 years.
o e . Hospice services 1 Ded/0% Coins 1 Ded/30% Coins ————none |
Children’s eye exam No Charge Ded/30% Coins Limited to one exam every year for children.
i your child needs | Children's glasses Ded/0% Coins Ded/30% Coins mfled to ane pair of gasses per year for
dental or eye care E' retnony. rod by federal qurdaines T
- } xcept as required by federal guidelines for
Children’s dental check-up No Coverage No Coverage preventive services.

* For more information about limitations and exceptions, see the plan or policy document at www.CommonGroundHealthcare.org.
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Excluded Services & Other Covered Services:

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

s Acupuncture e Infertility treatment s Private-duty nursing

» Bariatric surgery e Long-term care  Routine foot care

 Cosmetic surgery * Non-emergency care when traveling outside the  «  Services and supplies not medically necessary
e Pediatric* and Adult Dental care Us. o Weight loss programs

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

Routine eye care (Adult) — may be covered with

» Chiropractic care o e Hearing aids — may be covered with limitations limitations

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: Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 877-267-2323 61565 or www.cciio.cms.gov,
Wisconsin Office of the Commissioner of Insurance at 800-236-8517, or call Common Ground Healthcare Cooperative at 877-514-2442. Other coverage options may
be available to you t0o, 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 Righis: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: Common Ground Healthcare Cooperative Appeals and Grievance Unit, PO Box 1630, Brookfield, W1 53008-1630 or call 877-514-2442.

For state of Wisconsin assistance, contact Office of the Commissioner of Insurance, Complaints Department, PO Box 7873, Madison, Wi 53707-7873,
complaints@ociwi.state.us, phone 800-236-8517 or 608-266-0103.

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

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

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

* For more information about limitations and exceptions, see the plan or policy document at www.CommonGroundHealthcare.org. 4of §



Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
Common Ground Healthcare Cooperative: Small Group Envision HSA Silver 3000-80

Coverage Period: 01/01/2017 - 12/31/2017
Coverage for: Individual + Family | Plan Type: PPO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would

share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit
www.CommonGroundHealthcare.org/2017certificate-of-coverage or call 877-514-2442. For general definitions of common terms, such as allowed amount, balance
billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary or

call 1-877-514-2442 to request a copy.

3 !rﬁporta-ntmﬁuestions

What is the overall

! Answgljs

For in-network p;vidgzu )
$3000 individual / $6000 family

| Why This Matters:

Generally, you must pay all of the costs from proiers up to thdeductible amunt before th
plan begins to pay. If you have other family members on the plan, each family member must meet

deductibles for specific
services?

deductible? For out-of-network providers: their own individual deductiblé until the total amount of deductible expenses paid by all family
$6000 individual / $12000 family | members meets the overall family deductible.
Are there services This plan covers some items and services even if you hayen’t yet met the deductible a_mount. But
covered before you meet | 5 Preventive care is covered | a copayment or coinsurance may apply. For example, this plan covers certain preventive services
your deductible? before you meet your deductible i without cost-sharing and before you meet your deductible. See a list of covered preventive
N services at https://www.healthcare gov/coverage/preventive-care-benefits/.
Are there other

No

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

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

For in-network providers:
$4500 individual / $9000 family
For out-of-network providers:

$9000 individual / $18000 family

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, the overall family out-of-pocket limit must be met.

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

Premiums, balance-billing
charges, healthcare this plan
doesn't cover, and penalties for
failure to obtain pre-authorization
for services.

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

Will you pay less if you
use a network provider?

Yes. See www.CGCares.org/Find-

a-Doctor or call 877-514-2442 for
a list of network providers.

This plan uses a provider network. You will pay less if you use a provider in the plan’s network.
You will pay the most if you use an out-of-network provider, and you might receive a bill from a
provider for the difference between the provider's charge and what your plan pays (balance
billing). Be aware, your network provider might use an out-of-network provider for some services
(such as lab work). Check with your provider before you get services.

Do you need a referral to
see a specialist?

No

You can see the specialist you choose without a referral.

CGHC.PB.1149a-2016
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A All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common

Medical Event

Services You May Need

Primary care visit to treat an

sl
|

~ What You Will Pay
Network Provider
| (You will pay the least)

1 Ded/20% Coins

; Out-of-Networ
You will pay the most)

Ded/50% Coins

k Provider

J Limitations, Exceptions, & Other Important

Information

none

* For more information about limitations and exceptions, see the plan or policy document at www.CommonGroundHealthcare.org.

Ifyou visitahealth _injury or iliness

careﬁgg_ov@g’ 's office | Specialist visit Ded/20% Coins Ded/50% Coins No coverage for infertility services.

or clinic E‘:?r\]/ﬁr:t;\;z ;::re/screemnq/ No Ch arg - Ded/50% C - ::g::::nﬂnier the ACA guidelines will be covered
i you hive a fest ﬁ%‘m (x-ray biood .Ded/20% Coins Ded/50% Coms none

_Imaging (CT/PET scans, MRIs) | Ded/20% Coins | Ded/50% Coins. | —————none .

If you need drugs to . ' . o For mail order prescriptions, a 90 day supply is
treat your illness or Generic drugs Ded/20% Coins Ded/20% Coins available for two copays.

condition ' A . For mail order prescriptions, a 90 day supply is
Mose informiation about Preferred brand drugs Ded/20% Coins Ded/20% Coins available for two copays.

prescription drug oAa] ] For mail order prescriptions, a 90 day supply is
coverage is available at Non-preferred brand drugs Ded/20% Coins Ded/20% Coins available for two copays.
__.;Q&____@M__‘Cﬂ‘w / : i qH 0

\;\mw - Specialty drugs Ded/20% Coins Ded/50% Coms Infertility specialty drugs not covered.

If you have outpaﬁent :3 %“etr};fs:n(t:g" ampuiatory Ded/20% Coins Ded/50% Coins none
Su9ery  Physicankugeonfess | Ded20%Coms | Dedi%Coins | —————none- ___

Copay applles to ER fee (w (walved if admltted);
Emergency room care Ded/20% Coins Ded/20% Coins otr]er charges E';e sub!ect 0 dedu_ctlble B
f vou need imm - coinsurance. ER services are paid at In-
YOS ; ediat Network benefit level.
medical atiention Emergency medical
TEnstorition Ded/20% Coins Ded/20% Coins none
A o _ Ugentcare | Ded20%Coins | DedS0%Coins | ——————none— - :

If you have a hospital Facility fee (e.q., hospltal room) | Ded/20% Coins Ded/50% Coins none

stay Physician/surgeon fees Ded/20% Coins Ded/50% Coins none

20f5
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Common
Medical Event

Services You May Need

Network Provider
| ou ,.

What You Will Pay
| Out-of-Network Provider

pay the least) | pay the most)

(You wil

Limitations, Exceptions, & Other Important
Information

ifyou need mental .~ . . o i % Coi "
hesith, behavioral | Outpatient services Ded/20% Coins Ded/50% Coins none
health, or substance ) i L IE i R "
abusesenvices | "Ptemsonices  |Ded2OkCons  |Dedt%kCons | ————none——
Office visits Ded/20% Coins Ded/50% Coins none
Childbirth/delivery professional o o
' you are pregnant KBryicss Ded/20% Coins Ded/50% Coins
§ ‘Childbirth/delivery facility | Ded/20% Coins Ded/50% Coins
i _services [l e ] _ - . — =
. . Services for home health care are limited to 60
0, 0;
Home health care Ded/20% Coins Ded/50% Coins visits per calendar year.
‘ . , . ) Services for cardiac rehabilitation are limited to
0, 0,
Rehabilitation services Ded/20% Coins Ded/50% Coins 36 visits per calendar year.
need Services for PT/OT/ST and manipulation therapy
[ftyou halp Habilitation services Ded/20% Coins Ded/50% Coins are limited to 20 visits each per calendar year.
recovering or have e . !
Services for custodial care are excluded.
mspecial beeth Skilled nursing care Ded/20% Coins Ded/50% Coins Services for skilled nursing are limited to 30
ST Tl Al ° ° days per calendar year.
Durable medical equipment is limited to a single
Durable medical equipment Ded/20% Coins Ded/50% Coins purchase per durable medical equipment type per
3 years.
. Hospice s_erviqes - D_eE/_ZE%Con S Ded/50% Coins = ——-—None— ._N.g...._,,_,_jtu__l
Children's eye exam No Charge Ded/50% Coins Limited to one exam every year for children.
Ifyour childneeds | Children's glasses Ded/20% Coins Ded/50% Coins tmgfedntgn‘f”e pair of glasses per year for
dental or eys care Except as rgtlyuired by federal guidelines for
| Children’s dental check-up No Coverage No Coverage oreventive services.

* For more information about limitations and exceptions, see the plan or policy document at www.CommonGroundHealthcare.org.

3ofbs




Excluded Services & Other Covered Services:

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

¢ Acupuncture o Infertiity treatment « Private-duty nursing

o Bariatric surgery e Long-term care e Routine foot care

o Cosmetic surgery *  Non-emergency care when traveling outside the  »  Services and supplies not medically necessary
e Pediatric* and Adult Dental care us. e Weight loss programs

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

Routine eye care (Adult) — may be covered with

e Chiropracticcare e Hearing aids — may be covered with limitations imitations” -

Your Rights tc 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: Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 877-267-2323 x61565 or www.cciio.cms.gov,
Wisconsin Office of the Commissioner of Insurance at 800-236-8517, or call Common Ground Healthcare Cooperative at 877-514-2442. 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 1-800-318-2536.

Your Grievance and Appeals Righis: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: Common Ground Healthcare Cooperative Appeals and Grievance Unit, PO Box 1630, Brookfield, Wi 53008-1630 or call 877-514-2442.

For state of Wisconsin assistance, contact Office of the Commissioner of Insurance, Complaints Department, PO Box 7873, Madison, W1 63707-7873,
complaints@ociwi.state.us, phone 800-236-8517 or 608-266-0103.

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

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

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

* For more information about limitations and exceptions, see the plan or policy document at www.CommonGroundHealthcare.org. 4of



Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
Common Ground Healthcare Cooperative: Small Group Envision Silver 2000-80

Coverage Period: 01/01/2017 - 12/31/2017
Coverage for: Individual + Family | Plan Type: PPO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would
A48 share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit
www.CommonGroundHealthcare.ora/2017certificate-of-coverage or call 877-514-2442. For general definitions of common terms, such as allowed amount, balance
billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary. You can view the Glossary at www.healthcare.govisbc-glossary or

call 1-877-514-2442 to request a copy.

| Important Questions

What is the overall
deductible?

| Answers

For in-network providers:

$2000 individual / $4000 family
For out-of-network providers: -
$4000 individual / $8000 family

| Why This Matters:

Generally, you must pay all of the costs from providers up to the deductible amount before this
plan begins to pay. If you have other family members on the pian, 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.

Are there services
covered before you meet
your deductible?

Yes. Preventive care is covered
before you meet your deductible

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

Are there other
deductibles for specific
services?

No

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

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

For in-network providers:
$6400 individual / $12800 family
For out-of-network providers:

$12800 individual / $25600 family

The out-of-packet limit is the most you could pay in a year for covered services. If you have other
family members in this plan, the overall family out-of-pocket limit must be met.

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

Premiums, balance-billing
charges, healthcare this plan
doesn’t cover, and penalties for
failure to obtain pre-authorization
for services.

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

Will you pay less if you
use a hetwork provider?

Yes. See www.CGCares.org/Find-
a-Doctor or call 877-514-2442 for

| alist of network providers.

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 gut-of-network provider, and you might receive a bill from a
provider for the difference between the provider's charge and what your plan pays (balance
billing). Be aware, your network provider might use an out-of-network provider for some services
(such as lab work). Check with your provider before you get services.

Do you need a referral to
see a specialist?

No

You can see the specialist you choose without a referral.

CGHC.PB.1135b-2016
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#4 Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.
What You Will Pay

| Out-of-Network Provider
(Youwill paythemost) |

' Limitations, Exceptions, & Other Important
Information

" Network Provider
| (You will pay the least)

Common

Services You May Need

Medical Event |

Primary care visit to treat an

Ded/20% Coins

Ded/50% Coins

none

1 you visit ahealth  _injury or illness
care provider's office | Specialist visit Ded/20% Coins Ded/50% Coins No coverage for infertility services.
or clinic Preventive care/screening/ No Ch arge Ded/50% Coins Services upder the ACA guidelines will be covered
e | immunization o e o aspeveniive
et s Sfrk;ms"c tes 72y, bood | 50 cains Ded/50% Coins none
, Imaging (CT/PET scans, MRIs) | Ded/20% Coins | Ded/50% Coins _ fione .
| if you need drugs to ! . o =t For mail order prescrlptlons a 90 day supply is
treat your iliness or Generic drugs Ded/20% Coins Ded/20% Coins available for two copays.
condition ; A I . For mail order prescriptions, a 90 day supply is
More information about | Preferred brand drugs Ded/20% Coins . Ded/20% Coins . available for two copays.
prescription drug - ] . For mail order prescriptions, a 90 day supply is
coverage is available at Non-preferred brand drugs Ded/20% Coins Ded/20% Coins available for two copays.
3&@%@9@@1&@ Specialty drugs Dedl20% Coins Ded/50% Coins Infertility specialty drugs not covered.
If you have outpatient :jgtfgyfggn‘tzrg) T P—— Ded/50% Coins none
SUreey  Physciansugeonfees | Dedi20%Cons | Ded/50%Cons | —none — )
Copay applles to ER fee (walved if admrtted)
) 3 other charges are subject to deductible and
0, 0, X 4 )
] Emergency room care Ded/20% Coins Ded/20% Coins coinsurance. ER services are paid at In-
If you need immediate Network benefit level
medical attention Emergency medical I
: ftansportation Ded/20% Coins Ded/20% Coins none
. Urgentcae [ Dedi20% Coins | Ded/50% Coins [ —————none— - )
Facility fee (e g hospxtal room) Ded/20% Coins Ded/50% Coins none
If you have a hospital
stay Physician/surgeon fees Ded/20% Coins Ded/50% Coins none J

* For more information about limitations and exceptions, see the plan or policy document at www.CommonGroundHealthcare.org.
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Common
Medical Event

I Services You May Need |

| WhatY
Network Provider

ou Will Pay

| Out-of-Network Provider

{ Limitations, Exceptions, & Other Important |
Information

‘ e o PO el _ (You will pay the least) | (You will pay the most) o) f
If you need mentai : " e 0 (i
health, behavioral Outpatient services Ded/20% Coins Ded/50% Coins none
heaith, or s?bstance Inpatient services Ded/20% Coins Ded/50% Coins none
abuseservices " T | TR TR R R ——
Office visits Ded/20% Coins Ded/50% Coins none
Childbirth/delivery professional o TR
i you are SO iccs Ded/20% Coins Ded/50% Coins
Childbirth/delivery facility - - ) e
L serviees A e S e DI e L :
Home health care Ded/20% Coins Ded/50% Coins azg;‘zifglzﬁ(’;;er ;’:::’h e L
Rehabiltation services Ded/20% Coins Ded/50% Coins ?gr\‘,’l'::;;g gzlrg:%ca:e;‘;br"'ta“"“ EmBlimitedto
#vou Services for PT/OT/ST and manipulation therapy
reyxe':'le:d :rell'lgve Habilitation services Ded/20% Coins Ded/50% Coins are limited to 20 visits each per calendar year.
s spe?:i al health Services for custodial care are excluded.
needs Skilled nursing care Ded/20% Coins Ded/50% Cains ?:g‘ff:r i‘;rl:r']‘c'j"aerdyg‘;rf'”g galilica ey
Durable medical equipment is limited to a single
Durable medical equipment Ded/20% Coins Ded/50% Coins purchase per durable medical equipment type per
3 years.
... Hospiceserices 1 Ded/20%Coins | Ded/50% Coins _ By e [ = =
| Children’s eye exam No Charge Ded/50% Coins Limited to one exam every year for children.
fyour child needs | Children's glasses Ded/20% Coins Ded/50% Coins s R TR
dental or eye care ).

* For more information about limitations and exceptions, see the plan or policy document at www.CommonGroundHealthcare.org.

Children’s dental check-up

No Coverage

No Coverage

Except as required by federal guidelines for
preventive services.
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Excluded Services & Other Covered Services:

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

e Acupuncture o Infertlity treatment e Private-duty nursing

o Bariatric surgery e Long-term care » Routine foot care

e Cosmetic surgery  Non-emergency care when traveling outside the o  Services and supplies not medically necessary
e Pediatric* and Adult Dental care us. o Weight loss programs

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

Routine eye care (Adult) — may be covered with

o Chiropractic care ¢ Hearing aids — may be covered with limitations limitations

Your Righis 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: Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 877-267-2323 x61565 or www.cciio.cms.gov,
Wisconsin Office of the Commissioner of Insurance at 800-236-8517, or call Common Ground Healthcare Cooperative at 877-514-2442. Other coverage options may
be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit
www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: Common Ground Healthcare Cooperative Appeals and Grievance Unit, PO Box 1630, Brookfield, W1 53008-1630 or call 877-514-2442.

For state of Wisconsin assistance, contact Office of the Commissioner of Insurance, Complaints Department, PO Box 7873, Madison, W 53707-7873,
complaints@ociwi.state.us, phone 800-236-8517 or 608-266-0103.

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

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

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

* For more information about limitations and exceptions, see the plan or policy document at www.CommonGroundHeaithcare.org. doi5



Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
Common Ground Healthcare Cooperative: Small Group Envision Silver 2400-80-Copay35

Coverage Period: 01/01/2017 - 12/31/2017
Coverage for: Individual + Family | Plan Type: PPO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would

share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit
www.CommonGroundHealthcare.orq/2017certificate-of-coverage or call 877-514-2442. For general definitions of common terms, such as allowed amount, balance

billing, coinsurance, copayment, deductible
|4-2442 to request a copy.

call 1-877-51
' portant Questions

What is the overall
deductible?

I _An swe

For in-network providers:
$2400 individual / $4800 family
For out-of-network providers:
$4800 individual / $9600 family

ﬂéen—erlly, you must pay all ot csis from providr up to the deductible mountfore tHis

, provider, or other underlined terms see the Glossary. You can view the Glossary at www.healthcare.gov/sbe-glossary or

Why This Matters: pridi 2

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

Are there services
covered before you meet
your deductible?

Yes. Preventive care is covered
before you meet your deductible

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

Are there other
deductibles for specific
services?

No

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

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

For in-network providers;
$6850 individual / $13700 family
For out-of-network providers:

$13700 individual / $27400 family

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, the overall family out-of-pocket limit must be met.

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

Premiums, balance-billing
charges, healthcare this plan
doesn't cover, and penalties for
failure to obtain pre-authorization
for services.

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

WiIIV you pay less if you
use a network provider?

Yes. See www.CGCares.org/Find-
a-Doctor or call 877-514-2442 for
a list of network providers.

This plan uses a provider network. You will pay less if you use a provider in the plan’s network.
You will pay the most if you use an out-of-network provider, and you might receive a bill from a
provider for the difference between the provider's charge and what your plan pays (balance
billing). Be aware, your network provider might use an out-of-network provider for some services
{such as lab work). Check with your provider before you get services.

Do you need a referral to
see a specialisi?

No

You can see the specialist you choose without a referral.

CGHC.PB.1133p-2016
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A4 All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.
What You Will Pay

Common

Services You May Need

" Network Provider

| Out-of-Network Provider |

Limitations, Exceptions, & Other Important

MERlRatEren: Sgalh s | (You will pay the least) You will pay the most) ARIGEHON
| Primary care visit o treat an $35 Copay/Visit Ded/50% Coins e
Ffyouvisitahealth injury or llness e
| care provider's office _Specialist visit $75 Copay/Visit Ded/50% Coins No coverage for infertility services.
or clinic " | Preventive carefscreéning/ No Charge Ded/50% Coins Services under the ACA guidelines will be covered
.. immunization | 8Sproventve i i——
Diagnostic test (x-ray, blood B B N N
I you have atest work) Ded/20% Coins Ded/50% Coins none
| Imaging (CT/PET scans, MRIs) [ Ded/20% Coins | Ded/50% Coins | ——————none—
If you need drugs to i ; N ] “For mail order prescnptlons 290 day supply is
freat your Hiness or Generic drugs $25 Copay/Script $25 Copay/Script available for two copays.
condition - ) A For mail order prescriptions, a 90 day supply is
Nore Aiormalion abeit Preferred brand drugs $65 Copay/Script $65 Copay/Script avaliable for two copays.
presctiption drug . . For mail order prescriptions, a 90 day supply is
coyera; o is available at Non-preferred brand drugs $75 Copay/Script $75 Copay/Script available for two copays.
‘f“"""— CaCares amfomues Specialty drugs Ded/20% Coms Ded/50% Coms Infertility specialty drugs not covered.
If you have outpatient ;?ri;”(ietryyfs:n(tzrg)” ambulatory Ded/20% Coins .Ded/50% Coins none
W9y [Physicianfsugeonfess | Deal20% Coins | Ded/50% Coins _ [——e—
Copay applies to ER fee (waived if admitted);
- - other charges are subject to deductible and
Emergency room care $300 Copay/Visit $300 Copay/Visit cainsurance. ER services are paid at In-
if you need immediate X
- Network benefit level.
e ceiatton Emergency medical
. ]
i : Ded/20% Coins Ded/20% Coins , -none
ransportation
. lUrgentcare '$50 Copay/Visit | Ded/50% Coins | ——————none —
Ifyou have a hospital Facility fee (e.g., hospltal room) ‘Ded/20% Coins Ded/50% Coins none:
stay Physician/surgeon fees Ded/20% Coins Ded/50% Coins none

* For more information about limitations and exceptions, see the plan or policy document at www.CommonGroundHealthcare.org.
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Common

Medical Event

Services You May Need

~ What You Will Pay

. ~ Network Provider
You will pay the Ieast)

| Out-of-Network Provider |

Limitations, Exceptions, & Other Important
Information

' If you need mental ‘ . . " P
hesith, behavioral Outpatient services $35 Copay/Visit Ded/50% Coins none
 health, or substance | , . o I R
abusoservices _ 'PACMSeres | DedlWhCons | Ded0%Cans | ————none———
Office visits §75 Copay/Visit Ded/50% Coins none
Childbirth/delivery professional . o i
If you are pregnant SoTioas Ded/20% Coins Ded/50% Coins
i Childbirth/delivery facility S T
_ lsemies o ngIZOAa Coins vDed/>50/_o CQIHS | | h Che. R
. . Services for home health care are limited to 60
0, 0,
Home health care Ded/20% Coins Ded/50% Coins visits per calendar year,
o ) . . Services for cardiac rehabilitation are limited to
0, 0,
Rehabilitation services Ded/20% Coins Ded/50% Coins 36 visits per calendar year.
need hel Services for PT/OT/ST and manipulation therapy
feﬂzger‘.’;:m e | Habiltation services Ded/20% Coins Ded/50% Coins are imited to 20 visits each per calendar year.
other special health Services for custodial care are excluded.
. . . . Services for skilled nursing are limited to 30
0, 0,
needs | Skilled nursing care Ded/20% Coins i Ded/50% Coins days per calendar year,
Durable medical equipment is limited to a single
Durable medical equipment Ded/20% Coins Ded/50% Coins purchase per durable medical equipment type per
3 years.
- | Hospice services [ Ded/20%C Coins | Ded/50% Coins o —none- e |
| Children's eye exam No Charge Ded/50% Coins Limited to one exam every year for children.
lfyourchild needs  Children's glasses Ded/20% Coins Ded/50% Coins S o0 e e s e o
I D Excertas requiod oy odaa gudGinee
S } xcept as required by federal guidelines for
Children's dental check-up No Coverage No Coverage preventive services,
* For more information about limitations and exceptions, see the plan or policy document at www.CommonGroundHealthcare.org. 30f5




Excluded Services & Other Covered Services:

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

s Acupuncture o Infertility treatment e Private-duty nursing

e Bariatric surgery ® Long_term care e Routine foot care

o Cosmetic surgery * Non-emergency care when traveling outside the ¢ Services and supplies not medically necessary
o Pediatric* and Adult Dental care us. o Weight loss programs

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

Routine eye care (Adult) — may be covered with

e Chiropractic care - _ o o _Hearing aids — may be covered with limitations ~Jimitations - -

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: Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 877-267-2323 x61565 or www.cciio.cms.qgov,
Wisconsin Office of the Commissioner of Insurance at 800-236-8517, or call Common Ground Healthcare Cooperative at 877-514-2442. 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 Righis: 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, iook at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: Common Ground Healthcare Cooperative Appeals and Grievance Unit, PO Box 1630, Brookfield, W! 53008-1630 or call 877-514-2442.

For state of Wisconsin assistance, contact Office of the Commissioner of Insurance, Complaints Department, PO Box 7873, Madison, W1 63707-7873,
complaints@ociwi.state.us, phone 800-236-8517 or 608-266-0103.

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

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

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

* For more information about limitations and exceptions, see the plan or policy document at www.CommonGroundHealthcare.org. 40i 5



Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
Common Ground Healthcare Cooperative: Small Group Envision Silver 3600-80

Coverage Period: 01/01/2017 - 12/31/2017
Coverage for: Individual + Family | Plan Type: PPO

1Y

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit
www.CommonGroundHealthcare.org/2017certificate-of-coverage or call 877-514-2442. For general definitions of common terms, such as allowed amount, balance

billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary. You can view the Glossary at www.healthcare.gov/sbe-glossary or
- call 1-877-514-2442 to request acopy.

| Important Questions

What is the overall
deductible?

| Answers
For in-network providers:
$3600 individual / $7200 family

For out-of-network providers:
$7200 individual / $14400 family

| Why This Matters:
Generally, you must pay all of the costs from providers up to the deductible amount before this
plan begins to pay. If you have other family members on the plan, each family member must meet

' their own individual deductible until the total amount of deductible expenses paid by all family
members meets the overall family deductible.

Are there services
covered before you meet
your deductible?

Yes. Preventive care is covered
before you meet your deductible

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

Are there other
deductibles for specific
services?

No

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

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

For in-network providers:
$6850 individual / $13700 family
For out-of-network providers:

$13700 individual / $27400 family

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, the overall family out-of-pocket limit must be met.

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

Premiums, balance-billing
charges, healthcare this plan
doesn't cover, and penalties for
failure to obtain pre-authorization
for services.

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

Will you pay less if you
use a network provider?

| Yes. See www.CGCares.org/Find-

a-Doctor or call 877-514-2442 for
a list of network providers.

This plan uses a provider network. You will pay less if you use a provider in the plan’s network.
You will pay the most if you use an out-of-network provider, and you might receive a bill from a
provider for the difference between the provider's charge and what your plan pays (balance
billing). Be aware, your network provider might use an out-of-network provider for some services
(such as lab work). Check with your provider before you get services.

Do you need a referral to
see a specialisi?

No

You can see the specialist you choose without a referral.

CGHC.PB.1131b-2016
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A4 All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common
Medical Event

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

If you have a test

If you need drugs to
treat your illness or
condition

More information about
prescription drug
coverage is available at
waw.CGCares omyfformular
¥

if you have outpattent
surgery

If you need immediate
medical attention

ifyou have a hospitat
stay

' Primary care visit to treatan | $35 Copay/Visit Ded/50% Coins s
*injury orillness T
Specialist visit $60 Copay/Visit Ded/50% Coins No coverage for infertility services.
Preventive care/screening/ No Charge Ded/50% Coins Services upder the ACA guidelines will be covered
| immunization e SURDN i S aspreventive ~ il
%%‘ms—‘ (cray,blood [ e, Coins Ded/50% Coins none
_ Imaging (CT/PET scans, MRIs) | Ded/20% Coins | Ded/50% Coins | —————none; |
) ' : “For mail order prescnptlons a90 day supply is
Generic drugs $25 Copay/Script $25 Copay/Script available for two copays.
h y For mail order prescriptions, a 90 day supply is
Preferred brand drugs $50 Copay/Script $50 Copay/Script available for two copays.
) i For mail order prescriptions, a 90 day supply is
Non-preferred brand drugs $75 Copay/Script $75 Copay/Script available for two copays.
Sgecialty drugs Ded/20% Coms Ded/50% Coms Infemllty spemalty drugs not covered
 Facillyfee (e.g, ambulatory Ded/20% Coins DedlSO% Coms ' none
surgery center)
| Physician/surgeon fees Ded/20% Coins | Ded/50% Coins —none
Copay applles o ER fee (walved if admltted)
- - other charges are subject to deductible and
Emergency room care $300 Copay/Visit $300 Copay/Visit coinsurance. ER services are paid at In-
Network benefit level.
i . .
Emergency medical Ded/20% Coins Ded/20% Coins —none
. transportation
 Urgentcare | $50 Copay/Visit | Ded/50% Coins | ————none———— .
Facility fee (e.g., hospital room) Ded/20% Coins Ded/50% Coins _ none '
Physician/surgeon fees Ded/20% Coins Ded/50% Coins none

* For more information about limitations and exceptions, see the plan or policy document at www.CommonGroundHealthcare.org.

Services You May Need

|
=
|
|

Network Provider | €

(You will pay the least) |

What You Will Pay

| Out-of-Network Provider

(You will pay the most)

Limitations, Excepfions, & Other Important
Information
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Common

Medical Event

Services You May Need

What You Will Pay

Network Provider
You will

QOut-of-Network Provider

i Limitations, Exceptions, & Other Important
Information

Iyouneed mental | ., . . . | e
el i Outpatient services $35 Copay/V|5|t Ded/50% Coins none
health, or substance | . . A D
abuseservices | "Patentsenices | Ded0%Cons | Ded50% Cains N
Office visits $60 Copay/Visit Ded/50% Coins none
Childbirth/delivery professional o e
| Ifyou are pregnant | services Ded/20% Coins Ded/50% Coins
: Childbirth/delivery facility- . : R
F services = _,._UWDed/ZOi/iS?_mki = Bed/ﬁp % Com»sr s R .
. Services for home health care are limited to 60
Home health care Ded/20% Coins Ded/50% Coins visits per calendar year.
| _ ) ) . Services for cardiac rehabilitation are limited to
Rehabilitation services Ded/20% Coins Ded/50% Coins 36 visits per calendar year.
I Services for PT/OT/ST and manipulation therapy
m:::: :: h‘;ve Habilitation services Ded/20% Coins Ded/50% Coins are limited to 20 visits each per calendar year.
other special health Services for custodial care are excluded,
| ) . . . Services for skilled nursing are limited to 30
0, 0;
needs | Skilled nursing care . Ded/20% Coins Ded/50% Coins days per calendar year.
Durable medical equipment is limited to a single
Durable medical equipment Ded/20% Coins Ded/50% Coins purchase per durable medical equipment type per
3 years.
Hospice services | Dedi20% Coins____| Ded/50%Coms______| ————none—
Children’s eye exam ] No Charge Ded/50% Coins _ Limited to one exam every year for children.
Wyourchildneeds | Children's glasses Ded/20% Coins Ded/50% Coins imited 0 one pair of glasses per year for
SR ] Except as rgeuired by federal guidelines for
Children's dental check-up No Coverage No Coverage preventive services.

* For more information about limitations and exceptions, see the plan or policy document at www.CommonGroundHealthcare.org.
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Excluded Services & Other Covered Services:

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

s Acupuncture o Infertiity treatment s Private-duty nursing

o Bariatric surgery o Long-term care e Routine foot care

e Cosmetic surgery  Non-emergency care when traveling outside the o Services and supplies not medically necessary
o Pediatric* and Adult Dental care Us. » Weight loss programs

Other Covered Services {Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
e . Routine eye care (Adult) — may be covered with
- limitations - :

e Chiropracticcare . . . , _e _ Hearing aids — may be covered with limitations

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: Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 877-267-2323 x61565 or www.cciio.cms.qgov,
Wisconsin Office of the Commissioner of Insurance at 800-236-8517, or call Common Ground Healthcare Cooperative at 877-514-2442. 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 Grisvance and Appeals Righis: 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, fook at the explanation of benefits you will receive for that medical claim. Your plan documents aiso
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: Common Ground Healthcare Cooperative Appeals and Grievance Unit, PO Box 1630, Brookfield, WI-53008-1630 or call 877-514-2442.

For state of Wisconsin assistance, contact Office of the Commissioner of Insurance, Complaints Department, PO.Box 7873, Madison, Wi 53707-7873,
complaints@ociwi.state.us, phone 800-236-8517 or 608-266-0103.

Doses this nlan 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 retur unless you qualify for an exemption from the
requirement that you have health coverage for that month. '

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

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

* For more information about limitations and exceptions, see the plan or policy document at www.CommonGroundHealthcare.org. 405




==if=5  Small Group Envision HSA Silver 3600-100

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

Coverage Period: 01/01/2017 — 12/31/2017
Coverage for: Individual/Family | Plan Type: PPO

A

imﬁortant Questions

i Answers

iaz lﬁcare.ofg/aasus/r‘ df/Ce

This is only a summary If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan
document at www. Common Groun tificate

te=-0i-

f-Coverage.pdf ot by ca]].mg 1-8771-514-CGHIC (2442,

Why this Matters

deductibles for specific
services?

No. There are no other specific
deductibles.

For participating providers: You must pay all the s up to the deductible amount before this plan begins to pay
What is the overall $3600 person / $7200 family for covered services you use. The deductible starts over on January 1st. See the chart
deductible? For non-participating providers: starting on page 2 for how much you pay for covered services after you meet the
'+ 7200 person / $14400 family deductible.
Are there other

You don't have to meet specific deductible for specific services but see the chart
starting on page 2 of other costs for services this plan covers.

Is there an out—of—
pocket limit on my

expenses?

Yes. For participating providers:

$3600 person / $7200 family.

For non-participating providers: $14400
person / $28800 family

The out-of-pocket limit is the most you could pay during a coverage period (usually
one calendar year) for your share of the cost of covered services. This limit helps you
plan for health care expenses.

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

Premiums, balance-billed charges, dental,
and healthcare this plan doesn't cover.

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

Is there an overall
annual limit on what the
plan pays?

No.

The chart starting on page 2 describes any limits on what the plan will pay for specific
covered services, such as office visits.

Does this plan use a
network of providers?

Yes. For a list of in-network providers, see
CommonGroundHealthcare.org or call
1-877-514-CGHC (2442).

If you use an in-network doctor or other healith care provider, this plan will pay some or
all of the costs of covered services. Be aware, your in-network doctor or hospital may
use an out-of-network provider for some services. Plans use the term in-network,
preferred, or participating for providers in their network. See the chart starting on page
2 for how this plan pays different kinds of providers.

Do I need a referral to

plan doesn’t cover?

see a specialist? No. You can see the specialist you choose without permission from this plan.
Are there services this Yes Some of the services this plan doesn't cover are listed on page 6. See your policy or

plan document for additional information about excluded services.

Questions: Call 1-877-514-C

GHC ’?ut‘

Ei=10

) or visit us at www.CommonGeoundHealthcare.org.
If you aren’t clear about any of the underhned terms used in this form, see the Glossary of Health Coverage and Medical Terms.

CGHC.PB.11322-2016
1of8

You can view the Glossary at www.cclic.coms.gov or call 1-877-514-CGHC (2442) to request a copy.
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T D HSA Silver 3600-100

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

Coverage Period: 01/01/2017 — 12/31/2017
Coverage for: Small Group | Plan Type: PPO

Copayments are fixed dollar amounts (for example, $30) you pay for covered health care, usually when you receive the service.
Coinsurance is yosr share of the costs of a coveted service, calculated as a percent of the allowed amount for the service. For example, if the plan’s allowed
amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200. This may change if you haven’t met your deductible.

® The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the
allowed amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and
the allowed amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.)

This plan may encourage you to use participating providers by charging you lower deductibles, copayments and coinsurance amounts.

If you aren’t clear about any of the undetlined terms used in this form, see the Glossary of Health Coverage and Medical Terms.

You can view the Glossary at werw.cciic.cms.gov or call 1-877-514-CGIC (2442) to request a copy.

! ‘ Your Cost If Your Cost If
| Common - YouUsea |YouUseaNon-| , . . . .
' Medical Event Services You May Need i Participating | Participating Limitations & Exceptions
| Provider Provider
| Primary care visit to treat an injury or illness Ded/0% Coins Ded/30% Coins none
Specialist visit Ded/0% Coins Ded/30% Coins No coverage for infertility services.
If you visit a health No coverage for chiropractic maintenance
care provic office ' Other practitioner office visit Ded/0% Coins Ded/30% Coins or long term-therapy. No coverage for
ot clinic acupuncture.
. o - ! Services under the ACA guidelines will be
0,
FENTTTE Erev?ntlve_care/screemng/lmmumzatlon ) k,_NS,.,CEa?i.. o _Ped/_BO/o .Coms | covered as preventive. S
Diagnostic test (x-ray, blood work) Ded/0% Coins Ded/30% Coins none
If you have a test - . .

. Imaging (CT/PET scans, MRIs) _  [Ded/0% Coins | Ded/30% Coins | — none————__ |
Ifyou nced drugs to | —. - ' o o For mail order prescriptions, a 90 day
treat your Hlness of Tier 1 Prescription Drugs Ded/0% Coins Ded/0% Coins supply is available for two copays.
condition i iti

Tier 2 Prescription Drugs Ded/0% Coins Ded/0% Coins & ma!l ordgr prescrlptlons, sl
. ) . supply is available for two copays.
T T For mail order prescriptions, a 90 day
‘ o i - o i o '
about fsggfggﬁfg Tier 3 Prescription Drugs Ded/0% Coins Ded/0% Coins supply is available for two copays.
avatlable at
www.CommonGound | Specialty drugs Ded/0% Coins Ded/30% Coins Infertility specialty drugs not covered.
\Heatheweop | 0000 e o £ s et
Facility fee (e.g., ambulatory surgery center) Ded/0% Coins Ded/30% Coins none
Questions: Call 1-877-514-CGIIC (2447) or visit us at www.CommoenGroundHealtheare.org. CGHC.PB.1132a-2016
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DD HSA Silver 3600-100 Coverage Period: 01/01/2017 — 12/31/2017
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Small Group | Plan Type: PPO

I l Your Costif | YourCostlf
You Use a You Use a Non-
Participating Participating
Provider Provider

Common

Medical Event Limitations & Exceptions

Services You May Need

Q?q';: t:::;esurgcr}’ | Physician/surgeon fees Ded/0% Coins Ded/30% Coins none
‘ Copay applies to ER fee (waived if
. S o o admitted); other charges are subject to
i Emergency room services Ded/0% Coins Ded/0% Coins deductible and coinsurance. ER services
If you need are paid at In-Network benefit level.
immediate medical . )
attention | Emergency medical transportation Ded/0% Coins Ded/0% Coins none
Urgent care Ded/0% Coins Ded/30% Coins none
! | Facility fee (e.g., hospital room) Ded/0% Coins Ded/30% Coins none
If you have a
- hospital stay
‘ Physician/surgeon fee Ded/0% Coins Ded/30% Coins none

Questions: Call 1-877-514-CGHC (2442) or visit us at www.CommenGroundHealtheare.org. CGHC.PB.11322-2016
If you aren’t clear about any of the underlined terms used in this form, see the Glossary of Health Coverage and Medical Terms. 30f8
You can view the Glossary at www.cciie.cme.gov or call 1-877-514-CGHC (2442) to request a copy.
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HSA Silver 3600-100

Summary of Benefits and Coverage What this Plan Covers & What it Costs

Coverage Period: 0/01/2017 — 12/31/2017
Coverage for: Small Group | Plan Type PPO

Mental/Behavioral health outpatient services Ded/0% Coins Ded/30% Coins none
If you have mental | Mental/Behavioral health inpatient services Ded/0% Coins Ded/30% Coins none
health, behavioral
health, or substance
abuse needs Substance use disorder outpatient services Ded/0% Coins Ded/30% Coins none
Substance use disorder inpatient services Ded/0% Coins Ded/30% Coins
Prenatal and postnatal care Ded/0% Coins Ded/30% Coins none
If you are pregnant
Delivery and all inpatient services Ded/0% Coins Ded/30% Coins
e ' ik : T 1 Services for home health care are limited
) 0,
Home health care Ded/OA: Coms Ded/30% Coins to 60 visits per calendar year.
—_— . . ) Services for cardiac rehabilitation are
0, 0,
Rehabilitation services Ded/0% Coins Ded/30% Coins fimited to 36 visits per calendar year.
Services for PT/OT/ST and manipulation
Iyounecdhelp | Habiltation servioes Ded/0% Coins Ded/30% Coins | \ereFY f;:::“g‘zm sl
recovering or have are excluded.
other special health . Services for skilled nursing are Ilmlted to
i i 0, i 0,
needs Skilled nursing care Ded/0% Coins Ded/30% Coins 30 days per calendar year.
Durable medical equipment is limited to a
Durable medical equipment Ded/0% Coins Ded/30% Coins single purchase per durable medical
equipment type per 3 years.
Hospice service Ded/0% Coins Ded/30% Coins none

Questions: Call 1.

-\-\'_ ~

8775144

(24423 or visit us at worw. Commeon
If you aren’t clear about any of the undet].med terms used in this form, see the Glossary of Health Coverage and Medical Terms.

You can view the Glossary at www.cciic.cme.gev or call 1-877-514-CGHC (2442) to request a copy.

CGHC.PB.1132a-2016
4 0f 8
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= HSA Silver 3600-100 Coverage Period: 01/01/2017 — 12/31/2017

Summary of Benefits and Coverage What this Plan Covers & What it Costs Coverage for: Small Group | Plan Type: PPO

Eye exam No Charge Ded/30% Coins I(;lhr;rllét;eednto one exam every year for
Ifyour child needs | Glasses Ded/0% Coins Ded/30% Coins | imited to one pair of glasses per year for
dental or eye care children only.
| Except as required by federal guidelines
Dental check-up No Coverage No Coverage for preventwe serv:ces

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 setvices.)

e Acupuncture o Infertility treatment e Private-duty nursing

e Bariatric surgery e long-term care » Routine foot care

s Cosmetic surgery * Non-emergency care when traveling outside the e  Services and supplies not medically necessary
o Pediatric* and Adult Dental care S e 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.) |

o Chiropractic care * Hearing aids — may be covered with limitations =  Routine eye care (Adult) — may be covered with
limitations

* This policy does not include pediatric dental services as required under the Federal Patient Protection and Affordable Care Act. This coverage is available in the insurance
market and can be purchased as a stand-alone product. Please contact your insurance carrier, agent, or the Federally Facilitated Exchange if you wish to purchase pediatric
dental coverage or a stand-alone dental services product.

IC 34

Questions: Call 1-877-514.CGHC (2442} or visit us at wrww.C nonGG .org. CGHC.PB.1132a-2016
If you aren’t clear about any of the underlmed terms used in this form, see the Glossary of Health Coverage and Medical Terms. 50i8
You can view the Glossary at www.cciic.cms.gov or call 1-877-514-CGHC (2442) to request a copy.
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TR HSA Silver 3600-100 Coverage Period: 01/01/2017 — 12/31/2017

Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Small Group | Plan Type: PPO
Your Righis tc Gontinue Coverage:
For an Individual health insurance policy — For a Group health coverage policy —
Federal and State laws may provide protections that allow you If you lose coverage under the plan, then, depending upon the
to keep this health insurance coverage as long as you pay your circumstances, Federal and State laws may provide protections that allow
premium. There are exceptions, however, such as if: you to keep health coverage. Any such tights may be limited in duration and

will require you to pay a premium, which may be significantly higher than
*  You commit fraud OR  the premium you pay while covered under the plan. Other limitations on

o ] ) o your rights to continue coverage may also apply.
o The insurer stops offering services in the State
For more information on your rights to continue coverage, contact the plan

* Youmove outside the coverage area at 877-514-CGHC (2442). You may also contact your state insurance
For more information on your rights to continue coverage, department at 800-236-8517, the U.S. Department of Labor, Employee
contact the insurer at 877-514-CGHC (2442). You may also Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa,
contact your state insurance department at 800-236-8517. ot the U.S. Department of Health and Human Services at 1-877-267-2323

x61565 or www.cciio.cms.gov.

Your Grievance and Appeals Rights:

If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For
questions about your rights, this notice, or assistance, you can contact in writing: Common Ground Healthcare Cooperative Appeals and Gtievance Unit,
P.O. Box 1630, Brookfield, WI 53008-1630 or call 877-514-CGHC (2442).

For state of Wisconsin assistance contact Office of the Commissioner of Insurance, Complaints Department, P.O. Box 7873, Madison, WI 53707-7873,
complaints@ociwi.state.us, phone 800-236-8517 or 608-266-0103.

Deoes this Coverage Provide Minimum Esseniial Coverage?
The Affordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.” This plan or policy does
provide minimum essential coverage.

Does this Coverage Meet the Minimum Vaiue Standard?
The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuaral value). This
health coverage does meet the minimum value standard for the benefits it provides.

To see excamples of how this plan might cover costs for a sample medical sitnation, see the next page.

T g

Questions: Call 1-877-5 IC (2442) ot visit us at www.Cor theare.org. CGHC.PB.1132a-2016
If you aren’t clear about any of the underlined terms used in this forrn see the Glossaty of Health Coverage and Medical Terms. 6of 8
.cms.gov or call 1-877-514-CGHC (2442) to request a copy.

You can view the Glossary at www.cci



