Employee Benefits
Notices and Forms
Templates

Annual, New Hire, and Other Notices and Forms

Please note: While HUB is providing these notices as a courtesy to its clients, HUB
does not provide legal or tax advice. HUB makes no representation or warranty as
to the accuracy or completeness of these documents and is not obligated to update
them. Consult your attorney and/or professional advisor as to your organization’s
specific circumstances and legal, tax or other requirements.
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Medicare Part D Creditable Coverage Notice

Important Notice from BA Holdings, Inc. About Your
Prescription Drug Coverage and Medicare

Please read this notice carefully and keep it where you can find it.
This notice has information about your current prescription drug
coverage with BA Holdings, Inc. (the “Plan Sponsor”) and about your
options under Medicare’s prescription drug coverage. This
information can help you decide whether or not you want to join a
Medicare drug plan. If you are considering joining, you should
compare your current coverage, including which drugs are covered
at what cost, with the coverage and costs of the plans offering
Medicare prescription drug coverage in your area. Information about
where you can get help to make decisions about your prescription
drug coverage is at the end of this notice.

There are two important things you need to know about your current
coverage and Medicare’s prescription drug coverage:

(1)Medicare prescription drug coverage became available in 2006
to everyone with Medicare. You can get this coverage if you
join a Medicare Prescription Drug Plan or join a Medicare
Advantage Plan (like an HMO or PPO) that offers prescription
drug coverage. All Medicare drug plans provide at least a
standard level of coverage set by Medicare. Some plans may
also offer more coverage for a higher monthly premium.

(2)The Plan Sponsor has determined that the prescription drug
coverage offered by the BA Holdings, Inc., Health and Welfare
Plan is, on average for all plan participants, expected to pay
out as much as standard Medicare prescription drug coverage
pays and is therefore considered Creditable Coverage.



Because your existing coverage is Creditable Coverage, you
can keep this coverage and not pay a higher premium (a
penalty) if you later decide to join a Medicare drug plan.

When Can You Join A Medicare Drug Plan?
You can join a Medicare drug plan when you first become eligible for
Medicare and each year from October 15th to December 7th.

However, if you lose your current creditable prescription drug
coverage, through no fault of your own, you will also be eligible for a
two (2) month Special Enrollment Period (SEP) to join a Medicare
drug plan.

What Happens To Your Current Coverage If You Decide to Join
A Medicare Drug Plan?

If you decide to join a Medicare drug plan, your current Plan Sponsor
coverage may be affected. Moreover, if you do decide to join a
Medicare drug plan and drop your current Plan Sponsor coverage,
be aware that you and your dependents may not be able to get this
coverage back.

Please contact the person listed at the end of this notice for more
information about what happens to your coverage if you enroll in a
Medicare Part D prescription Drug Plan.

When Will You Pay A Higher Premium (Penalty) To Join A
Medicare Drug Plan?

You should also know that if you drop or lose your current coverage
with the Plan Sponsor and don’t join a Medicare drug plan within 63
continuous days after your current coverage ends, you may pay a
higher premium (a penalty) to join a Medicare drug plan later.



If you go 63 continuous days or longer without creditable prescription
drug coverage, your monthly premium may go up by at least 1% of
the Medicare base beneficiary premium per month for every month
that you did not have that coverage. For example, if you go nineteen
months without creditable coverage, your premium may consistently
be at least 19% higher than the Medicare base beneficiary premium.
You may have to pay this higher premium (a penalty) as long as you
have Medicare prescription drug coverage. In addition, you may
have to wait until the following October to join.

For More Information about This Notice or Your Current
Prescription Drug Coverage...

Contact the person listed below for further information. NOTE: You'll
get this notice each year. You will also get it before the next period
you can join a Medicare drug plan, and if this coverage through the
Plan Sponsor changes. You also may request a copy of this notice at
any time.

For More Information about Your Options under Medicare
Prescription Drug Coverage...

More detailed information about Medicare plans that offer prescription
drug coverage is in the “Medicare & You” handbook. You'll get a copy
of the handbook in the mail every year from Medicare. You may also
be contacted directly by Medicare drug plans.

For more information about Medicare prescription drug coverage:
o Visit www.medicare.gov.

o Call your State Health Insurance Assistance Program (see the
inside back cover of your copy of the “Medicare & You”
handbook for their telephone number) for personalized help
Call 1-800-MEDICARE (1-800-633-4227). TTY users should
call 1-877-486-2048.


http://www.medicare.gov./

If you have limited income and resources, extra help paying for
Medicare prescription drug coverage is available. For information
about this extra help, visit Social Security on the web at
www.socialsecurity.gov or call them at 1-800-772-1213 (TTY 1-800-
325-0778).

Remember: Keep this Creditable Coverage notice. If you decide
to join one of the Medicare drug plans, you may be required to
provide a copy of this notice when you join to show whether or
not you have maintained creditable coverage and, therefore,
whether or not you are required to pay a higher premium (a
penalty).

Date: 11/11/2024

Name of Entity/Sender: BA Holdings, Inc.

Contact-Position/Office: Employee Benefits &
Compensation Manager

Address: 2940 Highland Ave., Unit #210,

Cincinnati, OH 45212
Phone Number: 513-685-9224


http://www.socialsecurity.gov/

CHIPRA/CHIP Notice

Premium Assistance Under Medicaid and the Children’s Health Insurance Program (CHIP)

If you or your children are eligible for Medicaid or CHIP and you’re eligible for health coverage from your employer, your state
may have a premium assistance program that can help pay for coverage, using funds from their Medicaid or CHIP programs. If
you or your children aren’t eligible for Medicaid or CHIP, you won'’t be eligible for these premium assistance programs but you
may be able to buy individual insurance coverage through the Health Insurance Marketplace. For more information, visit
www.healthcare.gov.

If you or your dependents are already enrolled in Medicaid or CHIP and you live in a State listed below, contact your State
Medicaid or CHIP office to find out if premium assistance is available.

If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or any of your dependents might
be eligible for either of these programs, contact your State Medicaid or CHIP office or dial 1-877-KIDS NOW or
www.insurekidsnow.gov to find out how to apply. If you qualify, ask your state if it has a program that might help you pay the
premiums for an employer-sponsored plan.

If you or your dependents are eligible for premium assistance under Medicaid or CHIP, as well as eligible under your employer
plan, your employer must allow you to enroll in your employer plan if you aren’t already enrolled. This is called a “special
enrollment® opportunity, and you must request coverage within 60 days of being determined eligible for premium
assistance. If you have questions about enrolling in your employer plan, contact the Department of Labor at
www.askebsa.dol.gov or call 1-866-444-EBSA (3272).

If you live in one of the following states, you may be eligible for assistance paying your employer health plan
premiums. The following list of states is current as of July 31, 2024. Contact your State for more information on
eligibility -

ALABAMA - Medicaid
Website: http://myalhipp.com/
Phone: 1-855-692-5447

ALASKA - Medicaid

The AK Health Insurance Premium Payment Program
Website: http://myakhipp.com/

Phone: 1-866-251-4861

Email: CustomerService@MyAKHIPP.com

Medicaid Eligibility:
https://health.alaska.gov/dpa/Pages/default.aspx

Website: http://myarhipp.com/
Phone: 1-855-MyARHIPP (855-692-7447)

CALIFORNIA — Medicaid
Health Insurance Premium Payment (HIPP) Program
Website:
http://dhcs.ca.qgov/hipp
Phone: 916-445-8322
Fax: 916-440-5676
Email: hipp@dhcs.ca.
COLORADO - Health First Colorado
(Colorado’s Medicaid Program) & Child Health
Plan Plus (CHP+)
Health First Colorado Website:
https://www.healthfirstcolorado.com/
Health First Colorado Member Contact Center:
1-800-221-3943/State Relay 711
CHP+: https://hcpf.colorado.gov/child-health-plan-plus
CHP+ Customer Service: 1-800-359-1991/State Relay
711
Health Insurance Buy-In Program
(HIBI): https://www.mycohibi.com/
HIBI Customer Service: 1-855-692-6442

ARKANSAS — Medicaid FLORIDA — Medicaid

Website:
https://www.flmedicaidtplrecovery.com/fimedicaidtplrec
overy.com/hipp/index.html

Phone: 1-877-357-3268

GEORGIA - Medicaid MASSACHUSETTS - Medicaid and CHIP



http://www.healthcare.gov/
http://www.insurekidsnow.gov/
http://www.askebsa.dol.gov/
http://myalhipp.com/
http://dhcs.ca.gov/hipp
mailto:hipp@dhcs.ca.gov
http://myakhipp.com/
mailto:CustomerService@MyAKHIPP.com
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fhealth.alaska.gov%2Fdpa%2FPages%2Fdefault.aspx&data=05%7C01%7CBerman.Nathaniel%40dol.gov%7Ca5722ebf007e4847fe8808da69a45fb9%7C75a6305472044e0c9126adab971d4aca%7C0%7C0%7C637938452103798639%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=A5Fggwg0lR2c%2FOwofWNVpVk8b5%2FFX1kaOQNuuEwAAAE%3D&reserved=0
https://www.healthfirstcolorado.com/
https://hcpf.colorado.gov/child-health-plan-plus
https://www.mycohibi.com/
http://myarhipp.com/
https://www.flmedicaidtplrecovery.com/flmedicaidtplrecovery.com/hipp/index.html
https://www.flmedicaidtplrecovery.com/flmedicaidtplrecovery.com/hipp/index.html

GA HIPP Website: https://medicaid.georgia.gov/health- Website: https://www.mass.gov/masshealth/pa

insurance-premium-payment-program-hipp Phone: 1-800-862-4840
Phone: 678-564-1162, Press 1 TTY: 711
GA CHIPRA Website: Email: masspremassistance@accenture.com

https://medicaid.georgia.gov/programs/third-party-
liability/childrens-health-insurance-program-
reauthorization-act-2009-chipra

Phone: 678-564-1162, Press 2

Health Insurance Premium Payment Program Website:
All other Medicaid https://mn.gov/dhs/health-care-coverage/
Website: https://www.in.gov/medicaid/ Phone: 1-800-657-3672

http://www.in.gov/fssa/dfr/

Family and Social Services Administration
Phone: 1-800-403-0864

Member Services Phone: 1-800-457-4584

IOWA — Medicaid and CHIP (Hawki) MISSOURI — Medicaid
Medicaid Website: Website:
lowa Medicaid | Health & Human Services http://www.dss.mo.gov/mhd/participants/pages/hipp.ht
Medicaid Phone: 1-800-338-8366 m
Hawki Website: Phone: 573-751-2005
Hawki - Healthy and Well Kids in lowa | Health & Human
Services

Hawki Phone: 1-800-257-8563

HIPP Website: Health Insurance Premium Payment
(HIPP) | Health & Human Services (iowa.gov)

HIPP Phone: 1-888-346-9562

KANSAS — Medicaid MONTANA — Medicaid
Website: https://www.kancare.ks.gov/ Website:
Phone: 1-800-792-4884 http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP
HIPP Phone: 1-800-967-4660 Phone: 1-800-694-3084
Email: HHSHIPPProgram@mt.gov

KENTUCKY — Medicaid NEBRASKA - Medicaid
Kentucky Integrated Health Insurance Premium Payment Website: http://www.ACCESSNebraska.ne.gov
Program (KI-HIPP) Website: Phone: 1-855-632-7633
https://chfs.ky.gov/agencies/dms/member/Pages/kihipp.as | Lincoln: 402-473-7000
pXx Omaha: 402-595-1178

Phone: 1-855-459-6328
Email: KIHIPP.PROGRAM@Ky.gov

KCHIP Website: https://kynect.ky.gov
Phone: 1-877-524-4718

Kentucky Medicaid Website:
https://chfs.ky.gov/agencies/dms

LOUISIANA — Medicaid NEVADA - Medicaid

Website: www.medicaid.la.gov or www.ldh.la.gov/lahipp Medicaid Website: http://dhcfp.nv.gov
Phone: 1-888-342-6207 (Medicaid hotline) or 1-855-618- Medicaid Phone: 1-800-992-0900
5488 (LaHIPP)



https://gcc01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fmedicaid.georgia.gov%2Fhealth-insurance-premium-payment-program-hipp&data=02%7C01%7Cstashlaw%40dch.ga.gov%7C98b18a96ce1b49d087f708d709449652%7C512da10d071b4b948abc9ec4044d1516%7C0%7C0%7C636988062560854968&sdata=7rziGawQfBKcW1N2%2Bdi2j8cyHpaCYURGdtF8Hk%2By6FM%3D&reserved=0
https://gcc01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fmedicaid.georgia.gov%2Fhealth-insurance-premium-payment-program-hipp&data=02%7C01%7Cstashlaw%40dch.ga.gov%7C98b18a96ce1b49d087f708d709449652%7C512da10d071b4b948abc9ec4044d1516%7C0%7C0%7C636988062560854968&sdata=7rziGawQfBKcW1N2%2Bdi2j8cyHpaCYURGdtF8Hk%2By6FM%3D&reserved=0
https://medicaid.georgia.gov/programs/third-party-liability/childrens-health-insurance-program-reauthorization-act-2009-chipra
https://medicaid.georgia.gov/programs/third-party-liability/childrens-health-insurance-program-reauthorization-act-2009-chipra
https://medicaid.georgia.gov/programs/third-party-liability/childrens-health-insurance-program-reauthorization-act-2009-chipra
https://www.mass.gov/masshealth/pa
mailto:masspremassistance@accenture.com
https://www.in.gov/medicaid/
http://www.in.gov/fssa/dfr/
https://mn.gov/dhs/health-care-coverage/
https://hhs.iowa.gov/programs/welcome-iowa-medicaid
https://hhs.iowa.gov/programs/welcome-iowa-medicaid/iowa-health-link/hawki
https://hhs.iowa.gov/programs/welcome-iowa-medicaid/iowa-health-link/hawki
https://hhs.iowa.gov/programs/welcome-iowa-medicaid/fee-service/hipp
https://hhs.iowa.gov/programs/welcome-iowa-medicaid/fee-service/hipp
http://www.dss.mo.gov/mhd/participants/pages/hipp.htm
http://www.dss.mo.gov/mhd/participants/pages/hipp.htm
https://www.kancare.ks.gov/
http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP
mailto:HHSHIPPProgram@mt.gov
https://chfs.ky.gov/agencies/dms/member/Pages/kihipp.aspx
https://chfs.ky.gov/agencies/dms/member/Pages/kihipp.aspx
mailto:KIHIPP.PROGRAM@ky.gov
https://kynect.ky.gov/
https://chfs.ky.gov/agencies/dms
http://www.accessnebraska.ne.gov/
http://dhh.louisiana.gov/index.cfm/subhome/1/n/331
http://www.ldh.la.gov/lahipp
http://dhcfp.nv.gov/

MAINE — Medicaid NEW HAMPSHIRE — Medicaid

Enrollment Website: Website: https://www.dhhs.nh.gov/programs-
https://www.mymaineconnection.gov/benefits/s/?language | services/medicaid/health-insurance-premium-program
=en _US Phone: 603-271-5218

Phone: 1-800-442-6003 Toll free number for the HIPP program: 1-800-852-
TTY: Maine relay 711 3345, ext. 15218

Email: DHHS.ThirdPartyLiabi@dhhs.nh.gov

Private Health Insurance Premium Webpage:
https://www.maine.gov/dhhs/ofi/applications-forms
Phone: 1-800-977-6740

TTY: Maine relay 711

NEW JERSEY — Medicaid and CHIP SOUTH DAKOTA - Medicaid
Medicaid Website: Website: http://dss.sd.gov
http://www.state.nj.us/humanservices/dmahs/clients/medic | Phone: 1-888-828-0059
aid/

Phone: 1-800-356-1561
CHIP Premium Assistance Phone: 609-631-2392
CHIP Website: http://www.njfamilycare.org/index.html

CHIP Phone: 1-800-701-0710 (TTY: 711
NEW YORK - Medicaid TEXAS — Medicaid

Website: https://www.health.ny.gov/health care/medicaid/ | Website: Health Insurance Premium Payment (HIPP)
Phone: 1-800-541-2831 Program | Texas Health and Human Services
Phone: 1-800-440-0493
NORTH CAROLINA — Medicaid UTAH — Medicaid and CHIP
Website: https://medicaid.ncdhhs.gov/ Utah’s Premium Partnership for Health Insurance
Phone: 919-855-4100 (UPP) Website: https://medicaid.utah.gov/upp/

Email: upp@utah.gov
Phone: 1-888-222-2542

Adult Expansion Website:
https://medicaid.utah.gov/expansion/

Utah Medicaid Buyout Program Website:
https://medicaid.utah.gov/buyout-program/

CHIP Website: https://chip.utah.gov/

NORTH DAKOTA - Medicaid VERMONT- Medicaid

Website: https://www.hhs.nd.gov/healthcare Website: Health Insurance Premium Payment (HIPP)

Phone: 1-844-854-4825 Program | Department of Vermont Health Access
(https://dvha.vermont.gov/imembers/medicaid/hipp-
program)
Phone: 1-800-250-8427

OKLAHOMA - Medicaid and CHIP \ VIRGINIA — Medicaid and CHIP
Website: http://www.insureoklahoma.org Website:
Phone: 1-888-365-3742 https://coverva.dmas.virginia.gov/learn/premium-

assistance/famis-select
https://coverva.dmas.virginia.gov/learn/premium-
assistance/health-insurance-premium-payment-hipp-

programs
Medicaid/CHIP Phone: 1-800-432-5924
OREGON — Medicaid and CHIP \ WASHINGTON — Medicaid
Website: http://healthcare.oregon.gov/Pages/index.aspx Website: https://www.hca.wa.qgov/
Phone: 1-800-699-9075 Phone: 1-800-562-3022
PENNSYLVANIA — Medicaid and CHIP \ WEST VIRGINIA — Medicaid and CHIP
Website: https://www.pa.gov/en/services/dhs/apply-for- Website: https://dhhr.wv.gov/bms/
medicaid-health-insurance-premium-payment-program- http://mywvhipp.com/
hipp.html Medicaid Phone: 304-558-1700
Phone: 1-800-692-7462 CHIP Toll-free phone: 1-855-MyWVHIPP (1-855-699-
CHIP Website: Children's Health Insurance Program 8447)

(CHIP) (pa.gov)
CHIP Phone: 1-800-986-KIDS (5437)

RHODE ISLAND — Medicaid and CHIP WISCONSIN - Medicaid and CHIP



https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.mymaineconnection.gov%2Fbenefits%2Fs%2F%3Flanguage%3Den_US&data=05%7C01%7CClinton.Latisha.M%40dol.gov%7Cb96a31a5c25e4e1da49908daf4ae9bf1%7C75a6305472044e0c9126adab971d4aca%7C0%7C0%7C638091328210827160%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=GeBtSEsUoaCw5ukO%2F6O2IUy%2B9FzGqgY%2FJ2C9OgAhxE4%3D&reserved=0
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.mymaineconnection.gov%2Fbenefits%2Fs%2F%3Flanguage%3Den_US&data=05%7C01%7CClinton.Latisha.M%40dol.gov%7Cb96a31a5c25e4e1da49908daf4ae9bf1%7C75a6305472044e0c9126adab971d4aca%7C0%7C0%7C638091328210827160%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=GeBtSEsUoaCw5ukO%2F6O2IUy%2B9FzGqgY%2FJ2C9OgAhxE4%3D&reserved=0
https://www.maine.gov/dhhs/ofi/applications-forms
https://www.dhhs.nh.gov/programs-services/medicaid/health-insurance-premium-program
https://www.dhhs.nh.gov/programs-services/medicaid/health-insurance-premium-program
mailto:DHHS.ThirdPartyLiabi@dhhs.nh.gov
http://www.state.nj.us/humanservices/dmahs/clients/medicaid/
http://www.state.nj.us/humanservices/dmahs/clients/medicaid/
http://www.njfamilycare.org/index.html
http://dss.sd.gov/
https://www.health.ny.gov/health_care/medicaid/
https://www.hhs.texas.gov/services/financial/health-insurance-premium-payment-hipp-program
https://www.hhs.texas.gov/services/financial/health-insurance-premium-payment-hipp-program
https://medicaid.ncdhhs.gov/
https://medicaid.utah.gov/upp/
mailto:upp@utah.gov
https://medicaid.utah.gov/expansion/
https://medicaid.utah.gov/buyout-program/
https://chip.utah.gov/
https://www.hhs.nd.gov/healthcare
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fdvha.vermont.gov%2Fmembers%2Fmedicaid%2Fhipp-program&data=05%7C01%7CClinton.Latisha.M%40dol.gov%7C3daa411d0e934769e75c08daf4bf842e%7C75a6305472044e0c9126adab971d4aca%7C0%7C0%7C638091400777632051%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=7ao%2BrltzkBEMojzmZ9O8UllrAdaRI%2Fmzhq3FE%2Bf%2B2nk%3D&reserved=0
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fdvha.vermont.gov%2Fmembers%2Fmedicaid%2Fhipp-program&data=05%7C01%7CClinton.Latisha.M%40dol.gov%7C3daa411d0e934769e75c08daf4bf842e%7C75a6305472044e0c9126adab971d4aca%7C0%7C0%7C638091400777632051%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=7ao%2BrltzkBEMojzmZ9O8UllrAdaRI%2Fmzhq3FE%2Bf%2B2nk%3D&reserved=0
https://dvha.vermont.gov/members/medicaid/hipp-program
https://dvha.vermont.gov/members/medicaid/hipp-program
http://www.insureoklahoma.org/
https://coverva.dmas.virginia.gov/learn/premium-assistance/famis-select
https://coverva.dmas.virginia.gov/learn/premium-assistance/famis-select
https://coverva.dmas.virginia.gov/learn/premium-assistance/health-insurance-premium-payment-hipp-programs
https://coverva.dmas.virginia.gov/learn/premium-assistance/health-insurance-premium-payment-hipp-programs
https://coverva.dmas.virginia.gov/learn/premium-assistance/health-insurance-premium-payment-hipp-programs
http://healthcare.oregon.gov/Pages/index.aspx
https://www.hca.wa.gov/
https://www.pa.gov/en/services/dhs/apply-for-medicaid-health-insurance-premium-payment-program-hipp.html
https://www.pa.gov/en/services/dhs/apply-for-medicaid-health-insurance-premium-payment-program-hipp.html
https://www.pa.gov/en/services/dhs/apply-for-medicaid-health-insurance-premium-payment-program-hipp.html
https://www.dhs.pa.gov/CHIP/Pages/CHIP.aspx
https://www.dhs.pa.gov/CHIP/Pages/CHIP.aspx
https://dhhr.wv.gov/bms/
http://mywvhipp.com/

Website: http://www.eohhs.ri.gov/ Website:

Phone: 1-855-697-4347, or 401-462-0311 (Direct Rite https://www.dhs.wisconsin.gov/badgercareplus/p-
Share Line) 10095.htm
Phone: 1-800-362-3002
SOUTH CAROLINA — Medicaid ‘ WYOMING - Medicaid
Website: https://www.scdhhs.gov Website:
Phone: 1-888-549-0820 https://health.wyo.gov/healthcarefin/medicaid/programs
-and-eligibility/

Phone: 1-800-251-1269

To see if any other states have added a premium assistance program since July 31, 2024, or for more information on special
enrollment rights, contact either:

Employee Benefits Security Administration Centers for Medicare & Medicaid Services
U.S. Department of Labor U.S. Department of Health and Human Services
www.dol.gov/agencies/ebsa www.cms.hhs.gov

1-866-444-EBSA (3272) 1-877-267-2323, Menu Option 4, Ext. 61565


https://www.dol.gov/agencies/ebsa
http://www.cms.hhs.gov/
http://www.eohhs.ri.gov/
https://www.dhs.wisconsin.gov/badgercareplus/p-10095.htm
https://www.dhs.wisconsin.gov/badgercareplus/p-10095.htm
https://www.scdhhs.gov/
https://health.wyo.gov/healthcarefin/medicaid/programs-and-eligibility/
https://health.wyo.gov/healthcarefin/medicaid/programs-and-eligibility/

Annual Notice of Women’s Health and Cancer Rights Act

Do you know that your plan, as required by the Women’s Health and Cancer Right Act of 1998, provides
benefits for mastectomy-related services, including all stages of reconstruction and surgery to achieve
symmetry between the breasts, prostheses and treatment for complications resulting from a mastectomy,
including lymphedema? Call your plan administrator at 513-685-9224 for more information.



Notice of Availability of HIPAA Notice of Privacy Practices

BA Holdings, Inc.
2940 Highland Ave., Unit #210, Cincinnati, OH 45212
11/11/2024

To: Participants in the medical, dental, vision, HSA, FSA, life and disability, accident, critical illness, and
hospital indemnity.

From: Lorie Kravetsky, Employee Benefits & Compensation Manager
Re: Availability of Notice of Privacy Practices

The medical, dental, vision, HSA, FSA, life and disability, accident, critical illness, and hospital indemnity
(each a “Plan”) maintains a Notice of Privacy Practices that provides information to individuals whose
protected health information (PHI) will be used or maintained by the Plan. If you would like a copy of the
Plan's Notice of Privacy Practices, please contact Lorie Kravetsky, Employee Benefits & Compensation
Manager at 2940 Highland Ave., Unit #210, Cincinnati, OH 45212, 513-685-9224,
Lorie.Kravetsky@Luxfer.com.



Notice of Marketplace Coverage Options

Health Insurance Marketplace Coverage Options
and Your Health Coverage

PART A: General Information

Even if you are offered health coverage through your employment, you may have other coverage options through the Health Insurance
Marketplace (“Marketplace”). To assist you as you evaluate options for you and your family, this notice provides some basic information about
the Health Insurance Marketplace and health coverage offered through your employment.

What is the Health Insurance Marketplace?
The Marketplace is designed to help you find health insurance that meets your needs and fits your budget. The Marketplace offers "one-stop

shopping" to find and compare private health insurance options in your geographic area.

Can | Save Money on my Health Insurance Premiums in the Marketplace?
You may qualify to save money and lower your monthly premium and other out-of-pocket costs, but only if your employer does not offer
coverage, or offers coverage that is not considered affordable for you and doesn’t meet certain minimum value standards (discussed below).
The savings that you're eligible for depends on your household income. You may also be eligible for a tax credit that lowers your costs.

Does Employment-Based Health Coverage Affect Eligibility for Premium
Savings through the Marketplace?

Yes. If you have an offer of health coverage from your employer that is considered affordable for you and meets certain minimum value
standards, you will not be eligible for a tax credit, or advance payment of the tax credit, for your Marketplace coverage and may wish to enroll
in your employment-based health plan. However, you may be eligible for a tax credit, and advance payments of the credit that lowers your
monthly premium, or a reduction in certain cost-sharing, if your employer does not offer coverage to you at all or does not offer coverage that
is considered affordable for you or meet minimum value standards. If your share of the premium cost of all plans offered to you through your
employment is more than 9.12% of your annual household income, or if the coverage through your employment does not meet the "minimum
value" standard set by the Affordable Care Act, you may be eligible for a tax credit, and advance payment of the credit, if you do not enroll in
the employment-based health coverage. For family members of the employee, coverage is considered affordable if the employee’s cost of

premiums for the lowest-cost plan that would cover all family members does not exceed 9.12% of the employee’s household income.* 2

Note: If you purchase a health plan through the Marketplace instead of accepting health coverage offered through your employment, then you
may lose access to whatever the employer contributes to the employment-based coverage. Also, this employer contribution -as well as your
employee contribution to employment-based coverage- is generally excluded from income for federal and state income tax purposes. Your
payments for coverage through the Marketplace are made on an after-tax basis. In addition, note that if the health coverage offered through
your employment does not meet the affordability or minimum value standards, but you accept that coverage anyway, you will not be eligible for
a tax credit. You should consider all of these factors in determining whether to purchase a health plan through the Marketplace.

1 Indexed annually; see https:/ivww.irs.gov/publirs-drop/rp-22-34.pdf for 2023.

2 An employer-sponsored or other employment-based health plan meets the "minimum value standard" if the plan's share of the total allowed benefit costs
covered by the plan is no less than 60 percent of such costs. For purposes of eligibility for the premium tax credit, to meet the “minimum value standard,” the
health plan must also provide substantial coverage of both inpatient hospital services and physician services.



When Can | Enroll in Health Insurance Coverage through the Marketplace?

You can enroll in a Marketplace health insurance plan during the annual Marketplace Open Enrollment Period. Open Enroliment varies by
state but generally starts November 1 and continues through at least December 15.

Outside the annual Open Enrollment Period, you can sign up for health insurance if you qualify for a Special Enrollment Period. In general, you
qualify for a Special Enrollment Period if you've had certain qualifying life events, such as getting married, having a baby, adopting a child, or
losing eligibility for other health coverage. Depending on your Special Enroliment Period type, you may have 60 days before or 60 days
following the qualifying life event to enroll in a Marketplace plan.

There is also a Marketplace Special Enrollment Period for individuals and their families who lose eligibility for Medicaid or Children’s Health
Insurance Program (CHIP) coverage on or after March 31, 2023, through November 30, 2024. Since the onset of the nationwide COVID-19
public health emergency, state Medicaid and CHIP agencies generally have not terminated the enrollment of any Medicaid or CHIP beneficiary
who was enrolled on or after March 18, 2020, through March 31, 2023. As state Medicaid and CHIP agencies resume regular eligibility and
enrollment practices, many individuals may no longer be eligible for Medicaid or CHIP coverage starting as early as March 31, 2023. The U.S.
Department of Health and Human Services is offering a temporary Marketplace Special Enrollment period to allow these individuals to
enroll in Marketplace coverage.

Marketplace-eligible individuals who live in states served by HealthCare.gov and either- submit a new application or update an existing
application on HealthCare.gov between March 31, 2023 and November 30, 2024, and attest to a termination date of Medicaid or CHIP
coverage within the same time period, are eligible for a 60-day Special Enrolliment Period. That means that if you lose Medicaid or CHIP
coverage between March 31, 2023, and November 30, 2024, you may be able to enroll in Marketplace coverage within 60 days of
when you lost Medicaid or CHIP coverage. In addition, if you or your family members are enrolled in Medicaid or CHIP coverage, it is
important to make sure that your contact information is up to date to make sure you get any information about changes to your eligibility. To
learn more, visit HealthCare.gov or call the Marketplace Call Center at 1-800-318-2596. TTY users can call 1-855-889-4325.

What about Alternatives to Marketplace Health Insurance Coverage?

If you or your family are eligible for coverage in an employment-based health plan (such as an employer-sponsored health plan), you or your
family may also be eligible for a Special Enroliment Period to enroll in that health plan in certain circumstances, including if you or your
dependents were enrolled in Medicaid or CHIP coverage and lost that coverage. Generally, you have 60 days after the loss of Medicaid or
CHIP coverage to enroll in an employment-based health plan, but if you and your family lost eligibility for Medicaid or CHIP coverage between
March 31, 2023 and July 10, 2023, you can request this special enroliment in the employment-based health plan through September 8, 2023.
Confirm the deadline with your employer or your employment-based health plan.

Alternatively, you can enroll in Medicaid or CHIP coverage at any time by filling out an application through the Marketplace or applying directly
through your state Medicaid agency. Visit https://www.healthcare.gov/medicaid-chip/getting-medicaid-chip/ for more details.

How Can | Get More Information?

For more information about your coverage offered through your employment, please check your health plan’s summary plan description or
contact Lorie Kravetsky, Employee Benefits & Compensation Manager at 2940 Highland Ave., Unit #210, Cincinnati, OH 45212, 513-
685-9224, Lorie.Kravetsky @Luxfer.com.

The Marketplace can help you evaluate your coverage options, including your eligibility for coverage through the Marketplace and its cost.
Please visit HealthCare.gov for more information, including an online application for health insurance coverage and contact information for a
Health Insurance Marketplace in your area.



Part B: Information About Health Coverage Offered by Your Employer

This section contains information about any health coverage offered by your employer. If you decide to complete an application
for coverage in the Marketplace, you will be asked to provide this information. This information is numbered to correspond to the
Marketplace application.

3. Employer name 4. Employer Identification Number (EIN)
BA Holdings, Inc. 33-0712701

5. Employer address, 7. City, 8. State, 9. Zip Code 6. Employer phone number

2940 Highland Ave., Unit #210, Cincinnati, OH 45212 513-685-9224

10. Who can we contact about employee health coverage at this job?
Lorie Kravetsky, Employee Benefits & Compensation Manager

11. Phone number (if different from above) 12. Email address
513-685-9224 Lorie.Kravetsky@Luxfer.com

Here is some basic information about health coverage offered by this employer:
o  Asyour employer, we offer a health plan to:
All employees. Eligible employees are:

Full- time working 30 or more hours per week

] Some employees. Eligible employees are:

o  With respect to dependents:
We do offer coverage. Eligible dependents are:

Legally married spouses, domestic partners and legal children (by birth, adoption, or
marriage) to age 26.

O We do not offer coverage.

If checked, this coverage meets the minimum value standard, and the cost of this coverage to you is intended to be
affordable, based on employee wages.

Even if your employer intends your coverage to be affordable, you may still be eligible for a premium discount through
the Marketplace. The Marketplace will use your household income, along with other factors, to determine whether you
may be eligible for a premium discount. If, for example, your wages vary from week to week (perhaps you are an hourly
employee or you work on a commission basis), if you are newly employed mid-year, or if you have other income losses,
you may still qualify for a premium discount.



Notice of Special Enroliment Rights

If you are declining enrollment for yourself or your dependents (including your spouse) because of other
health insurance or group health plan coverage, you may be able to enroll yourself and your dependents
in this plan if you or your dependents lose eligibility for that other coverage (or if the employer stops
contributing toward your or your dependents’ other coverage). However, you must request enroliment no
later than 30 days after your or your dependents’ other coverage ends (or after the employer stops
contributing toward the other coverage).

In addition, if you have a new dependent as a result of marriage, birth, adoption, or placement for
adoption, you may be able to enroll yourself and your dependents. However, you must request enrollment
no later than 30 days after the marriage, birth, adoption, or placement for adoption.

Effective April 1, 2009, if either of the following two events occur, you will have 30 days after the date of
the event to request enroliment in your employer’s plan:

o Your dependents lose Medicaid or CHIP coverage because they are no longer eligible.
o Your dependents become eligible for a state’s premium assistance program.

To take advantage of special enrollment rights, you must experience a qualifying event and provide the
employer plan with timely notice of the event and your enrollment request.

To request special enrollment or obtain more information, contact BA Holdings, Inc., Human Resource
Dept. at 513-685-9224.



Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2025 - 12/31/2025

|l UnitedHealthcare Select CULC Coverage For: Family | Plan Type: EPO

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
a5 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, call 1-866-633-2446 or visit

welcometouhc.com. 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 1-866-487-2365 to request a copy.

Important Questions Why This Matters:

What is the overall Network: $1,000 Individual / $2,000 Family Generally, you must pay all of the costs from providers up to the deductible amount
deductible? Per calendar year. 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 Yes. Preventive Care Services and categories witha | This plan covers some items and services even if you haven't yet met the annual
covered before you meet  copay are covered before you meet your deductible. deductible amount. But a copayment or coinsurance may apply.

your deductible? 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 www.
healthcare.gov/coverage/preventive-care-benefits/.

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

deductibles for specific

services?

What is the out-of-pocket - Network: $5,000 Individual / $10,000 Family The out-of-pocket limit is the most you could pay in a year for covered services. If

limit for this plan? Per calendar year. you have other family members in this plan, they have to meet their own out-of-
pocket limits until the overall family out-of-pocket limit has been met.

What is not included in Premiums, balance-bi”inq Charges, health care this Even though you pay these expenses, they don’t count toward the out_of.gocket

the out-of-pocket limit?  plan doesn't cover. limit.

Will you pay less if you  Yes. See www.myuhc.com or call 1-866-633-2446 for a | This plan uses a provider network. You will pay less if you use a provider in the

use a network provider? |list of network providers. 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 areferralto 'No You can see the specialist you choose without a referral.
see a specialist?
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44 Allcopayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Medical
Event

What You Will Pay

Limitations, Exceptions, & Other Important Information

If you visit a
health care

provider’s office
or clinic

If you have a test

* For more information about limitations and exceptions, see the plan or policy document at welcometouhc.com.

Services You
May Need Network Provider (You will
pay the least)
Primary care visit $25 copay per visit,
to treat an injury deductible does not apply
or illness
Specialist visit $50 copay per visit,
deductible does not apply
Preventive care/ No Charge
screening/
immunization
Diagnostic test (x- Lab Testing:
ray, blood work) Free Standing/Office:
No Charge
Hospital: 20% coinsurance,
deductible does not apply
X-Ray/Diagnostics:
20% coinsurance, deductible
does not apply
Imaging (CT/PET 20% coinsurance
scans, MRIs)

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

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Virtual Visits - No Charge by a Designated Virtual Network
Provider. *Cost Share applies to any other Telehealth service
based on provider type.

If you receive services in addition to office visit, additional
copays, deductibles or coinsurance may apply e.g. surgery.

If you receive services in addition to office visit, additional
copays, deductibles or coinsurance may apply e.g. surgery.

You may have to pay for services that aren’t preventive. Ask
your provider if the services needed are preventive. Then
check what your plan will pay for.

None

None
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Common Medical
Event

Services You
May Need

What You Will Pay

Limitations, Exceptions, & Other Important Information

If you need drugs
to treat your
iliness or
condition

More information

about prescription

drug coverage is
available at

welcometouhc.com

If you have
outpatient surgery

* For more information about limitations and exceptions, see the plan or policy document at welcometouhc.com.

Tier 1 - Your
Lowest Cost
Option

Tier 2 - Your Mid-
Range Cost
Option

Tier 3 - Your Mid-
Range Cost
Option

Tier 4 - Your
Highest Cost
Option

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

Physician/
surgeon fees

Network Provider (You will
pay the least)

Retail: $15 copay, deductible

does not apply.
Mail-Order: $30 copay,
deductible does not apply.
Specialty Retail: $15 copay,
deductible does not apply.

Retail: $30 copay, deductible
does not apply.
Mail-Order: $60 copay,
deductible does not apply.
Specialty Retail: $30 copay,
deductible does not apply.

Retail: $50 copay, deductible
does not apply.
Mail-Order: $100 copay,
deductible does not apply.
Specialty Retail: $50 copay,
deductible does not apply.

Retail: $50 copay, deductible

does not apply.
Mail-Order: $100 copay,
deductible does not apply.
Specialty Retail: $50 copay,
deductible does not apply.

20% coinsurance

20% coinsurance

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

Not Covered

Not Covered

Not Covered
Not Applicable

Not Covered

Not Covered

Provider means pharmacy for purposes of this section.
Retail: Up to a 31 day supply.

Mail-Order: Up to a 90 day supply or Preferred 90 Day Retail
Network Pharmacy. Specialty drugs are not covered through
mail order.

You may need to obtain certain drugs, including certain
specialty drugs, from a pharmacy designated by us. Certain
drugs may have a preauthorization requirement or may result
in a higher cost. If you use an out-of-network pharmacy
(including a mail order pharmacy), you may be responsible
for any amount over the allowed amount.

Certain preventive medications (including certain
contraceptives) and the List of Zero Cost Share Medications
are covered at No Charge.

See the website listed for information on drugs covered by
your plan. Not all drugs are covered. You may be required to
use a lower-cost drug(s) prior to benefits under your policy
being available for certain prescribed drugs.

None

None

Page 3 of 9



http://welcometouhc.com/
http://welcometouhc.com/

Common Medical Services You What You Will Pay Limitations, Exceptions, & Other Important Information

Event May Need Network Provider (Youwill | Out-of-Network Provider
pay the least) (You will pay the most)

If you need Emergency room 20% coinsurance 20% coinsurance None
immediate care
medical attention Emergency 20% coinsurance 20% coinsurance None
medical
transportation
Urgent Care $50 copay per visit, Not Covered None
deductible does not apply
If you have a Facility fee (e.g., 20% coinsurance Not Covered None
hospital stay hospital room)
Physician/ 20% coinsurance Not Covered None
surgeon fees
If you need mental = Outpatient $25 copay per visit, Not Covered Network Partial hospitalization/intensive outpatient treatment:
health, behavioral | services deductible does not apply 20% coinsurance
health, or See your policy or plan document for additional information
substance abuse about EAP benefits.
services Inpatient services 20% coinsurance Not Covered See your policy or plan document for additional information
about EAP benefits.
If you are Office Visits No Charge Not Covered Cost sharing does not apply for preventive services.
pregnant
Childbirth/delivery 20% coinsurance Not Covered Depending on the type of service a copayment, coinsurance
professional or deductible may apply. Maternity care may include tests
services and services described elsewhere in the SBC (i.e.

ultrasound.)

Childbirth/delivery 20% coinsurance Not Covered None
facility services

* For more information about limitations and exceptions, see the plan or policy document at welcometouhc.com. Page 4 of 9
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What You Will Pay

Services You Limitations, Exceptions, & Other Important Information

May Need

Common Medical
Event

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

If you need help Home health care Not Covered
recovering or
have other special

health needs

20% coinsurance Limited to 100 visits per calendar year.

If your child needs

dental or eye care

* For more information about limitations and exceptions, see the plan or policy document at welcometouhc.com.

Rehabilitation
services

Habilitative
services

Skilled nursing
care

Durable medical
equipment

Hospice services

Children’s eye
exam

Children’s
glasses

Children’s dental
check-up

$25 copay per visit,
deductible does not apply

$25 copay per visit,
deductible does not apply

20% coinsurance
20% coinsurance
20% coinsurance
$25 copay per visit,
deductible does not apply

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Outpatient rehabilitation services are unlimited per calendar
year.

No limits apply for treatment of Autism Spectrum Disorder
Services.

Services are provided under Rehabilitation Services above.

No limits apply for treatment of Autism Spectrum Disorder
Services.

Skilled Nursing is limited to 100 days per calendar year.

None

None

Limited to 1 exam every 24 months.

No coverage for Children’s glasses.

No coverage for Children’s dental check-up.
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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 * Infertility Treatment * Private duty nursing

+ Cosmetic Surgery * Long Term Care * Routine foot care - Except as covered for Diabetes
* Dental Care + Non-emergency care when traveling outside -

* Glasses the US

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

* Bariatric surgery + Chiropractic (manipulative) care - 24 visits per * Routine eye care (Adult) - 1 exam per 24 months
calendar year * Weight loss programs- Real Appeal
* Hearing aids - $2,500 per calendar year

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 Managed Health Care California Help Center, 980 9th Street Suite #500, Sacramento, CA 95814-4275 at 1-888-466-2219 or www.dmhc.ca.gov , or
Department of Labor’'s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or http://www.dol.gov/ebsa/healthreform . Other coverage options may be
available to you, too including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.
HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide
complete information on how 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: the Member Service number listed on the back of your ID card or myuhc.com or the Employee Benefits Security Administration at 1-866-444-3272 or dol.gov/
ebsa/healthreform.

Additionally, a consumer assistance program may help you file your appeal. Contact Department of Managed Health Care California Help Center, 980 9th Street Suite
#500, Sacramento, CA 95814-4275 at 1-888-466-2219 or www.dmhc.ca.gov.

Does this plan provide Minimum Essential Coverage? Yes

Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP,
TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet the Minimum Value Standards? Yes

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

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-866-633-2446.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-633-2446.

Traditional Chinese (1 X): MR EEh X B, FBIRITEE RIS 1-866-633-2446.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-866-633-2446.

* For more information about limitations and exceptions, see the plan or policy document at welcometouhc.com. Page 6 of 9
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Pennsylvania Dutch (Deitsch): Fer Hilf griege in Deitsch, ruf 1-866-633-2446 uff.

Samoan (Gagana Samoa): Mo se fesoasoani i le Gagana Samoa, vala’au mai i le numera telefoni 1-866-633-2446.
Carolinian (Kapasal Falawasch): ngere aukke ghut alillis reel kapasal Falawasch au fafaingi tilifon ye 1-866-633-2446.
Chamorro (Chamoru): Para un ma ayuda gi finu Chamoru, &'gang 1-866-633-2446.

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 welcometouhc.com. Page 7 of 9
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About these Coverage Examples:

A

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles,

copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different

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

Peg is Having a Baby

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

delivery)
® The plan’s overall deductible $1,000
M Specialist copay $50
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

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

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

Total Example Cost $12,700
In this example, Peg would pay:
Cost Sharing
Deductibles $1,000
Copayments $10
Coinsurance $1,800
What isn’t covered
Limits or exclusions $60
The total Peg would pay is $2,870

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

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

B The plan’s overall deductible $1,000
W Specialist copay $50
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services like:

Primary care physician office visits (including disease
education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing
Deductibles $200
Copayments $500
Coinsurance $0
What isn’t covered
Limits or exclusions $0
The total Joe would pay is $700

Mia’s Simple Fracture

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

® The plan’s overall deductible $1,000
W Specialist copay $50
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services like:

Emergency room care (including medical supplies)
Diagnostic test (x-ray)

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

Total Example Cost $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $1,000
Copayments $200
Coinsurance $200
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,400
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We do not treat members differently because of sex, age, race, color, disability or national origin.

If you think you were treated unfairly because of your sex, age, race, color, disability or national origin, you can send a complaint to the Civil
Rights Coordinator.

Online: UHC Civil Rights@uhc.com

Mail: Civil Rights Coordinator. UnitedHealthcare Civil Rights Grievance. P.O. Box 30608 Salt Lake City, UTAH 84130

You must send the complaint within 60 days of when you found out about it. A decision will be sent to you within 30 days. If you disagree with
the decision, you have 15 days to ask us to look at it again.

If you need help with your complaint, please call the toll-free number listed within this Summary of Benefits and Coverage (SBC), TTY 711,
Monday through Friday, 8 a.m. to 8 p.m.

You can also file a complaint with the U.S. Dept. of Health and Human Services.

Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

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

Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)

Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW Room 509F, HHH Building Washington, D.C. 20201

We provide free services to help you communicate with us. Such as, letters in other languages or large print. Or, you can ask for an interpreter. To
ask for help, please call the number contained within this Summary of Benefits and Coverage (SBC), TTY 711, Monday through Friday, 8 a.m. to
8 p.m.

ATENCION: Si habla espaiiol (Spanish), hav servicios de asistencia deidiomas, sin cargo, a su disposicion. Llame al nuimero gratuito que
aparece en este Resumen de Beneficios y Cobertura (Summary of Benefits and Coverage, SBC).

FEE  MBELRP (Chinese) , BEFIEBALRUZSHEERE, BEBITEAEAMNFARB E(Summary of Benefits and Coverage,
SBC) ARFFSIM RN B EFERE.

XINLUU Y: Néu quy vi néi tiéng Viét (Vietnamese), quy vi s& duoc cung cap dich vu tro gitip vé ngén ngi*mién phi. Vui long goi sé dién
thoai mién phi ghi trong ban Tém lwoc vé quyén loi va dai tho bao hiém (Summary of Benefits and Coverage, SBC) nay.


mailto:UHC_Civil_Rights@uhc.com
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html

22l B3 0{(Korean)E ME5tAlE B2 ¢io] XY MHIAE FEE 0I125Hal = QUsLct 2 3= 2 B3 @ 9F M(Summary of
Benefits and Coverage, SBO)M| Z|AEl S ETFEHE ZE M6 A A2,

PAUNAWA:Kung nagsasalita ka ng Tagalog (T agalog). mav makukuha kang mga libreng serbisvo ng tulong sa wika. Pakitawagan ang
toll-free na numerong nakalista sa Buod na ito ng Mga Benepisvo at Saklaw (Summary of Benefits and Coverage o SBC).

BHHMAHHE: cecnimathHele VOIVIH IEpeE0da OCTVIHEL 14 IE0IEH, 9l pogHoH S3mK aendeTca pyveckoM (Russian). [loseonnTte o
becnnaTHOMY HOMepY TeledoHa, vKazauHOMY B JanHoM «(0zope nerot 1 noxpertaay: (Summary of Benefits and Coverage, SBC).

’__'l '-'lll_.’ 1a_ld_ll_:j.4:|]|l als Jill.:._J E_JC-AJI' \-____.lll_'_'halll jLa_'I.I eyt ,_Pa_._.n'J"L:'I____'_'-._J_-IJ_ &'.]i;‘:m 3._|___'|1a_-_L.c-]'I RPN R S I Tt PR ,_.,':—’ c[AI‘HhiC):I‘.'—;ﬁJ.I e 1T TS '..'.‘.:_l 41T
S (Summary of Benefits and Coverage: SBC)

ATANSYON: Si w pale Krevol avisven (Haitian Creole), ou kapab benefisve sévis ki gratis pou ede w nan lang pa w. Tanpri rele nimewo
gratis ki nan Fezime avantaj ak pwoteksvon sa a (Summary of Benefits and Coverage, SBC).

ATTENTION : Si vous parlez francais (French), des services d aide linguistique vous sont proposes gratuitement. Veuillez appeler le
numeéro sans frais figurant dans ce Sommaire des prestations et dela couverture (Summary of Benefits and Coverage, SBC).

TUWAGA: Jezeli mowisz po polsku (Polish), nudostepnilismy darmowe ushigi thumacza. Prosimv zadzwonic pod bezplatny numer podanv w
niniejszvm Zestawieniu swiadczen i refundacji (Summarv of Benefits and Coverage, SBC).

ATENCAO: Se vocé fala portugués (Portuguese), contate o servico de assisténcia deidiomas gratuito. Ligue para o niimero gratuito listado
neste Resumo de Beneficios e Cobertura (Summary of Benefits and Coverage - SBC).

ATTENZIONE: in caso la lingua parlata sia 'italiano (Italian), sono disponibili servizi di assistenza linguistica gratuiti. Chiamate il numero
verde indicato all'interno di questo Sommario dei Benefit e della Copertura (Summary of Benefits and Coverage, SBC).

ACHTUNG: Falls Sie Deutsch (German) sprechen, stehen Thnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigcung. Bitte ufen Sie
die in dieser Zusammenfassung der Leistungen und Kosteniibernahmen (Summary of Benefits and Coverage, SBC) angegebene gebiihrenfreie
Rufnummer an.

EEZEH : HASE (Japanese) X FE TN DES. BHUOSEXET - & ZFRAWELITET.
ZF NERER K OHET OHEIE ] (Summary of Benefits and Coverage, SBC) 308 TV & 7 1 —
HA P TEERFL EEv,



T el gLl dediala b joaad 83 jfu__'l_; Calia jlad ekl asly pet bl LOAT o ;']fx_l__'l_; Jsmas Al dad Claes ol (Farsi) d""""-‘]j Lad o _)gll o gl
8, wld (Summary of Benefits and Coverage: SBC)

=T & If 39 BE Hindi) S 8, 3T9HT AT AT Ja€, T yed 39ded gl @ 3R Falsl (Summary of Benefits
and Coverage, SBC) & U ARMT & Hax ﬁ“t»lnlsdﬁ il T FaX 9 did |

CEEB TOOM: Yog koj hais Lus Hmoob (Hmong), muaj kev pab txhais lus pub dawb rau koj. Thov hu rau tus xov tooj hu dawb teev muaj
nvob ntawm Tsab Ntawwv Nthuav Qhia Cov Txiaj Ntsim Zoo thiab Kev Kam Them Nqi (Summary of Benefits and Coverage, SBC)no.

GAMUHIYAN: iasgnsunwmanigl (Khmer) NS SUmANWAEARG Fnsanvygn«
rBgIIQIgTiUgAMGMI iNUBSARISIHY IGHAPUHAPINGS Siminuiiim (Summary of Benefits and
Coverage, SBC)18:1

PAEKDAAEF: Nu saritaem ti Ilocano (Ilocano), ti serbisvo para ti baddang tilengguahe nga awanan bavadna, ket sidadaan para kenvam.
Maidawat nga awagan ti awan bavad na nu tawagan nga numero nga nakalista iti uneg na davtov nga Dagup dagiti Benipisvo ken

Pannakasalup (Summary of Benefits and Coverage, SBC).

DII BAA'AKONINIZIN: Diné (Navajo) bizaad bee vanilti'go, saad bee dka'anida'awo'igii. t'44 jiik'eh. bee nd'ah66t'i’. T'44 shoodi Naaltsoos
Bee 'Aa'dhavani doo Bee 'Alk'é'asti' Bee Baa Hane't (Summarv of Benefits and Coverage, SBC) bivi' t'dd jitk'ehgo béésh bee hane'i bika'igii
bee hodiilnih.

OGOW: Haddii aad ku hadasho Soomaah (Somahi), adeegvada taageeradalugadda, oo bilaash ah, avaad heli kartaa Fadlan wac lambarka
bilaashka ah ee ku vaalla Soo-koobitaanka Dheefaha ivo Cavmiska (Summary of Benefits and Coverage, SBC).



' ) UnitedHealthcare

English
IMPORTANT: You can get an interpreter at no cost to talk to your doctor or health insurance company. To get an interpreter or to ask about written information in your

language, first call your insurance company’s phone number at 1-800-842-2656.
Someone who speaks your language can help you. If you need more help, call the Department of Insurance Hotline at 1-800-927-4357.

Espafiol

IMPORTANTE: Puede obtener la ayuda de un intérprete sin costo alguno para hablar con su médico o con su compariia de seguros. Para obtener la ayuda de un
intérprete o preguntar sobre informacion escrita en espariol, primero llame al nimero de teléfono de su compariia de seguros al 1-800-842-2656.
Alguien que habla espafiol puede ayudarle. Si necesita ayuda adicional, llame a la linea directa del Departamento de seguros al 1-800-927-4357. (Spanish)

(22874
SEFE. THETRIEBESBRAMLEEE  MESRELER o IIRHEEREMOE WS IEER

FRTLEL & HI AR L F] 0 Eafeehs 1-800-842-2656
st A A A TR R « INEE LD - SREVERIGEREE 1-800-927-4357(Chinese)

PCA394497-001



XIN LUU Y: Néu quy vi néi tiéng Viét (Vietnamese), qui vi s& dueoc cung cip dich vu tro gitip vé ngén ngit mién phi. Vui long goi s6 dién
thoai mién phi & mit sau the héi vién cua quyvi.

2 o0 (Korean) = AMESHA | =2 = O Al MH| =2 FEZ 0|E5H == AUSUCL HoIE A= 3= JIME B2

PAUNAWA: Kung nagsasalita ka ng Tagalog (Tagalog). may makukuha kang mga libreng serbisyo ng tulong sa wika. Pakitawagan ang
toll-free na numerong telepono na nasa ivongidentification card.

BHHUMAHIE: decninatHEIE VoIyTH OePeE0Ia JOCTYIIHEL 1714 THOCH, el poIHoH A35IK gB1AcTcA pyeckEM (Russian). [loseornTe O

OecrnIaTHOMY HOMEPY Teaed 0Ha, VEA3aHHOMY Ha Balnei HAcHTHQHKAITHOHHOH KapTe.
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CEEB TOOM: Yog koj hais Lus Hmoob (Hmeong). muaj kev pab txhais lus pub dawb rau koj. Thov hu rau tus xov tooj hu deb dawb uas
teev muaj nyob rau ntawm koj daim yuaj cim ghia tus khee;j.

BRAMUHIEAN: HUSHRSIN WMaNigi (Khmer-Cambodian) i SSIUAMANTNIUHRRANE FNSIONUEHY Ajuginigighuiesanmg
T SISTGHE AN ANTANUIHH

NRCUNCNREBNRL el hmykpkh (Armenian) kp jununid, win]&wp (hquljub ogimpjuh Swunuynipniibbp b hwubood Qbg:
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2025 - 12/31/2025

|l UnitedHealthcare Select Plus CUJD Coverage For: 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
a5 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, call 1-866-633-2446 or visit

welcometouhc.com. 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 1-866-487-2365 to request a copy.

Important Questions Why This Matters:

What is the overall Network: $1,500 Individual / $3,000 Family Generally, you must pay all of the costs from providers up to the deductible amount
deductible? Out-of-Network: $4,500 Individual / $9,000 Family before this plan begins to pay. If you have other family members on the plan, each
Per calendar year. 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 Yes. Preventive Care Services and categories witha | This plan covers some items and services even if you haven't yet met the annual
covered before you meet  copay are covered before you meet your deductible. deductible amount. But a copayment or coinsurance may apply.

your deductible? 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 www.
healthcare.gov/coverage/preventive-care-benefits/.

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

deductibles for specific

services?

What is the out-of-pocket - Network: $4,500 Individual / $9,000 Family . The out-of-pocket limit is the most you could pay in a year for covered services. If

limit for this plan? Out-of-Network: $13,500 Individual / $27,000 Family | you have other family members in this plan, they have to meet their own out-of-
Per calendar year. pocket limits until the overall family out-of-pocket limit has been met.

the out-of-pocket limit?  plan doesn’t cover and penalties for failure to obtain limit.

preauthorization for services.

Will you pay less if you | Yes. See www.myuhc.com or call 1-866-633-2446 for a | This plan uses a provider network. You will pay less if you use a provider in the

use a network provider? |list of network providers. 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 ' No You can see the specialist you choose without a referral.
see a specialist?
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44 Allcopayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Medical Services You

What You Will Pay

Limitations, Exceptions, & Other Important Information

Event May Need
If you visit a Primary care visit
health care to treat an injury

provider’s office orillness
or clinic

Specialist visit

Preventive care/

screening/
immunization

If you have atest | Diagnostic test (x-
ray, blood work)

Imaging (CT/PET
scans, MRIs)

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

$25 copay per visit, 50% coinsurance
deductible does not apply
$50 copay per visit, 50% coinsurance
deductible does not apply
No Charge Not covered
Lab Testing: Lab Testing:
Free Standing/Office: Not Covered
No Charge X-Ray/Diagnostics:
Hospital: 20% coinsurance, 50% coinsurance
deductible does not apply
X-Ray/Diagnostics:
20% coinsurance, deductible
does not apply
20% coinsurance 50% coinsurance

Virtual Visits - No Charge by a Designated Virtual Network
Provider. *Cost Share applies to any other Telehealth service
based on provider type. No virtual coverage out-of-network.

If you receive services in addition to office visit, additional
copays, deductibles or coinsurance may apply e.g. surgery.

If you receive services in addition to office visit, additional
copays, deductibles or coinsurance may apply e.g. surgery.

You may have to pay for services that aren’t preventive. Ask
your provider if the services needed are preventive. Then
check what your plan will pay for. No coverage out-of-
network.

Preauthorization is required out-of-network for certain
services or benefit reduces to 50% of allowed amount. No
coverage out-of-network for lab testing.

Preauthorization is required out-of-network or benefit
reduces to 50% of allowed amount.

* For more information about limitations and exceptions, see the plan or policy document at welcometouhc.com. Page 2 of 9
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Common Medical
Event

Services You
May Need

What You Will Pay

Limitations, Exceptions, & Other Important Information

If you need drugs
to treat your
iliness or
condition

More information

about prescription

drug coverage is
available at

welcometouhc.com

If you have
outpatient surgery

* For more information about limitations and exceptions, see the plan or policy document at welcometouhc.com.

Tier 1 - Your
Lowest Cost
Option

Tier 2 - Your Mid-
Range Cost
Option

Tier 3 - Your Mid-
Range Cost
Option

Tier 4 - Your
Highest Cost
Option

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

Physician/
surgeon fees

Network Provider (You will
pay the least)

Retail: $15 copay, deductible

does not apply.
Mail-Order: $30 copay,
deductible does not apply.
Specialty Retail: $15 copay,
deductible does not apply.

Retail: $30 copay, deductible

does not apply.
Mail-Order: $60 copay,
deductible does not apply.
Specialty Retail: $30 copay,
deductible does not apply.

Retail: $50 copay, deductible

does not apply.
Mail-Order: $100 copay,
deductible does not apply.
Specialty Retail: $50 copay,
deductible does not apply.

Retail: $50 copay, deductible

does not apply.
Mail-Order: $100 copay,
deductible does not apply.
Specialty Retail: $50 copay,
deductible does not apply.

20% coinsurance

20% coinsurance

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

Retail: $15 copay, deductible

Provider means pharmacy for purposes of this section.

does not apply.
Specialty Retail: $15 copay,
deductible does not apply.

Retail: $30 copay, deductible
does not apply.
Specialty Retail: $30 copay,
deductible does not apply.

Retail: $50 copay, deductible
does not apply.
Specialty Retail: $50 copay,
deductible does not apply.

Retail: $50 copay, deductible

does not apply.

Specialty Retail: $50 copay,
deductible does not apply.

50% coinsurance

50% coinsurance

Retail: Up to a 31 day supply.

Mail-Order: Up to a 90 day supply or Preferred 90 Day Retail
Network Pharmacy. Specialty drugs are not covered through
mail order.

You may need to obtain certain drugs, including certain
specialty drugs, from a pharmacy designated by us. Certain
drugs may have a preauthorization requirement or may result
in a higher cost. If you use an out-of-network pharmacy
(including a mail order pharmacy), you may be responsible
for any amount over the allowed amount.

Certain preventive medications (including certain
contraceptives) and the List of Zero Cost Share Medications
are covered at No Charge.

See the website listed for information on drugs covered by
your plan. Not all drugs are covered. You may be required to
use a lower-cost drug(s) prior to benefits under your policy
being available for certain prescribed drugs.

Out-of-network allowed amounts for Facility Fees are limited
to $760 per date of service.

Preauthorization is required out-of-network for certain
services or benefit reduces to 50% of allowed amount.

None
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Services You
May Need

Common Medical
Event

What You Will Pay Limitations, Exceptions, & Other Important Information

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

If you need
immediate
medical attention

If you have a
hospital stay

If you need mental
health, behavioral

health, or
substance abuse
services

If you are
pregnant

* For more information about limitations and exceptions, see the plan or policy document at welcometouhc.com.

Emergency room
care

Emergency
medical

transportation
Urgent Care

Facility fee (e.g.,
hospital room)

Physician/
surgeon fees

Outpatient
services

Inpatient services

Office Visits

Childbirth/delivery
professional
services

Childbirth/delivery
facility services

20% coinsurance

20% coinsurance

$50 copay per visit,
deductible does not apply
20% coinsurance

20% coinsurance

$25 copay per visit,
deductible does not apply

20% coinsurance

No Charge

20% coinsurance

20% coinsurance

*20% coinsurance

*20% coinsurance

50% coinsurance

50% coinsurance

50% coinsurance

50% coinsurance

50% coinsurance

50% coinsurance

50% coinsurance

50% coinsurance

*Network deductible applies.

*Network deductible applies.

None

Preauthorization is required out-of-network or benefit
reduces to 50% of allowed amount.

None

Network Partial hospitalization/intensive outpatient treatment:
20% coinsurance

See your policy or plan document for additional information
about EAP benefits.

Preauthorization is required out-of-network or benefit
reduces to 50% of allowed amount.

See your policy or plan document for additional information
about EAP benefits.

Cost sharing does not apply for preventive services.

Depending on the type of service a copayment, coinsurance
or deductible may apply. Maternity care may include tests
and services described elsewhere in the SBC (i.e.
ultrasound.)

Inpatient Preauthorization applies out-of-network if stay
exceeds 48 hours (C-Section: 96 hours) or benefit reduces to
50% of allowed amount.
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What You Will Pay

Services You
May Need

Common Medical
Event

Limitations, Exceptions, & Other Important Information

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

If you need help Home health care
recovering or
have other special

health needs

20% coinsurance 50% coinsurance Limited to 100 visits per calendar year. Out-of-network
allowed amounts for Home health care are limited to $150 per
visit. Preauthorization is required out-of-network or benefit

reduces to 50% of allowed amount.

If your child needs
dental or eye care

* For more information about limitations and exceptions, see the plan or policy document at welcometouhc.com.

Rehabilitation
services

Habilitative
services

Skilled nursing
care

Durable medical
equipment

Hospice services

Children’s eye
exam

Children’s
glasses

Children’s dental
check-up

$25 copay per visit,
deductible does not apply

$25 copay per visit,
deductible does not apply

20% coinsurance

20% coinsurance

20% coinsurance

$25 copay per visit,
deductible does not apply

Not Covered

Not Covered

50% coinsurance

50% coinsurance

50% coinsurance

Not covered

50% coinsurance

Not covered

Not Covered

Not Covered

Outpatient rehabilitation services are unlimited per calendar
year.

No limits apply for treatment of Autism Spectrum Disorder
Services.

No coverage out-of-network for physical and occupational
therapy.

Services are provided under Rehabilitation Services above.

No limits apply for treatment of Autism Spectrum Disorder
Services.

No coverage out-of-network for physical and occupational
therapy.

Skilled Nursing is limited to 100 days per calendar year.
Preauthorization is required out-of-network or benefit
reduces to 50% of allowed amount.

No coverage out-of-network.

Preauthorization is required out-of-network before admission
for an Inpatient Stay in a hospice facility or benefit reduces to
50% of allowed amount.

Limited to 1 exam every 24 months. No coverage out-of-
network.
No coverage for Children’s glasses.

No coverage for Children’s dental check-up.
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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 * Infertility Treatment * Private duty nursing

+ Cosmetic Surgery * Long Term Care * Routine foot care - Except as covered for Diabetes
* Dental Care + Non-emergency care when traveling outside -

* Glasses the US

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

* Bariatric surgery + Chiropractic (manipulative) care - 24 visits per * Routine eye care (Adult) - 1 exam per 24 months
calendar year * Weight loss programs- Real Appeal
* Hearing aids - $2,500 per calendar year

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 Managed Health Care California Help Center, 980 9th Street Suite #500, Sacramento, CA 95814-4275 at 1-888-466-2219 or www.dmhc.ca.gov , or
Department of Labor’'s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or http://www.dol.gov/ebsa/healthreform . Other coverage options may be
available to you, too including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.
HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide
complete information on how 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: the Member Service number listed on the back of your ID card or myuhc.com or the Employee Benefits Security Administration at 1-866-444-3272 or dol.gov/
ebsa/healthreform.

Additionally, a consumer assistance program may help you file your appeal. Contact Department of Managed Health Care California Help Center, 980 9th Street Suite
#500, Sacramento, CA 95814-4275 at 1-888-466-2219 or www.dmhc.ca.gov.

Does this plan provide Minimum Essential Coverage? Yes

Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP,
TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet the Minimum Value Standards? Yes

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

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-866-633-2446.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-633-2446.

Traditional Chinese (1 X): MR EEh X B, FBIRITEE RIS 1-866-633-2446.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-866-633-2446.

* For more information about limitations and exceptions, see the plan or policy document at welcometouhc.com. Page 6 of 9
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Pennsylvania Dutch (Deitsch): Fer Hilf griege in Deitsch, ruf 1-866-633-2446 uff.

Samoan (Gagana Samoa): Mo se fesoasoani i le Gagana Samoa, vala’au mai i le numera telefoni 1-866-633-2446.
Carolinian (Kapasal Falawasch): ngere aukke ghut alillis reel kapasal Falawasch au fafaingi tilifon ye 1-866-633-2446.
Chamorro (Chamoru): Para un ma ayuda gi finu Chamoru, &'gang 1-866-633-2446.

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 welcometouhc.com. Page 7 of 9
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About these Coverage Examples:

A

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles,

copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different

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

Peg is Having a Baby

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

delivery)
® The plan’s overall deductible $1,500
M Specialist copay $50
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

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

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

Total Example Cost $12,700
In this example, Peg would pay:
Cost Sharing
Deductibles $1,500
Copayments $10
Coinsurance $1,700
What isn’t covered
Limits or exclusions $60
The total Peg would pay is $3,270

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

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

B The plan’s overall deductible $1,500
W Specialist copay $50
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services like:

Primary care physician office visits (including disease
education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing
Deductibles $200
Copayments $500
Coinsurance $0
What isn’t covered
Limits or exclusions $0
The total Joe would pay is $700

Mia’s Simple Fracture

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

® The plan’s overall deductible $1,500
W Specialist copay $50
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services like:

Emergency room care (including medical supplies)

Diagnostic test (x-ray)
Durable medical equipment (crutches)

Rehabilitation services (physical therapy)

Total Example Cost $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $1,500
Copayments $200
Coinsurance $100
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,800

Page 8 of 9



We do not treat members differently because of sex, age, race, color, disability or national origin.

If you think you were treated unfairly because of your sex, age, race, color, disability or national origin, you can send a complaint to the Civil
Rights Coordinator.

Online: UHC Civil Rights@uhc.com

Mail: Civil Rights Coordinator. UnitedHealthcare Civil Rights Grievance. P.O. Box 30608 Salt Lake City, UTAH 84130

You must send the complaint within 60 days of when you found out about it. A decision will be sent to you within 30 days. If you disagree with
the decision, you have 15 days to ask us to look at it again.

If you need help with your complaint, please call the toll-free number listed within this Summary of Benefits and Coverage (SBC), TTY 711,
Monday through Friday, 8 a.m. to 8 p.m.

You can also file a complaint with the U.S. Dept. of Health and Human Services.

Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

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

Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)

Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW Room 509F, HHH Building Washington, D.C. 20201

We provide free services to help you communicate with us. Such as, letters in other languages or large print. Or, you can ask for an interpreter. To
ask for help, please call the number contained within this Summary of Benefits and Coverage (SBC), TTY 711, Monday through Friday, 8 a.m. to
8 p.m.

ATENCION: Si habla espaiiol (Spanish), hav servicios de asistencia deidiomas, sin cargo, a su disposicion. Llame al nuimero gratuito que
aparece en este Resumen de Beneficios y Cobertura (Summary of Benefits and Coverage, SBC).

FEE  MBELRP (Chinese) , BEFIEBALRUZSHEERE, BEBITEAEAMNFARB E(Summary of Benefits and Coverage,
SBC) ARFFSIM RN B EFERE.

XINLUU Y: Néu quy vi néi tiéng Viét (Vietnamese), quy vi s& duoc cung cap dich vu tro gitip vé ngén ngi*mién phi. Vui long goi sé dién
thoai mién phi ghi trong ban Tém lwoc vé quyén loi va dai tho bao hiém (Summary of Benefits and Coverage, SBC) nay.


mailto:UHC_Civil_Rights@uhc.com
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22l B3 0{(Korean)E ME5tAlE B2 ¢io] XY MHIAE FEE 0I125Hal = QUsLct 2 3= 2 B3 @ 9F M(Summary of
Benefits and Coverage, SBO)M| Z|AEl S ETFEHE ZE M6 A A2,

PAUNAWA:Kung nagsasalita ka ng Tagalog (T agalog). mav makukuha kang mga libreng serbisvo ng tulong sa wika. Pakitawagan ang
toll-free na numerong nakalista sa Buod na ito ng Mga Benepisvo at Saklaw (Summary of Benefits and Coverage o SBC).

BHHMAHHE: cecnimathHele VOIVIH IEpeE0da OCTVIHEL 14 IE0IEH, 9l pogHoH S3mK aendeTca pyveckoM (Russian). [loseonnTte o
becnnaTHOMY HOMepY TeledoHa, vKazauHOMY B JanHoM «(0zope nerot 1 noxpertaay: (Summary of Benefits and Coverage, SBC).

’__'l '-'lll_.’ 1a_ld_ll_:j.4:|]|l als Jill.:._J E_JC-AJI' \-____.lll_'_'halll jLa_'I.I eyt ,_Pa_._.n'J"L:'I____'_'-._J_-IJ_ &'.]i;‘:m 3._|___'|1a_-_L.c-]'I RPN R S I Tt PR ,_.,':—’ c[AI‘HhiC):I‘.'—;ﬁJ.I e 1T TS '..'.‘.:_l 41T
S (Summary of Benefits and Coverage: SBC)

ATANSYON: Si w pale Krevol avisven (Haitian Creole), ou kapab benefisve sévis ki gratis pou ede w nan lang pa w. Tanpri rele nimewo
gratis ki nan Fezime avantaj ak pwoteksvon sa a (Summary of Benefits and Coverage, SBC).

ATTENTION : Si vous parlez francais (French), des services d aide linguistique vous sont proposes gratuitement. Veuillez appeler le
numeéro sans frais figurant dans ce Sommaire des prestations et dela couverture (Summary of Benefits and Coverage, SBC).

TUWAGA: Jezeli mowisz po polsku (Polish), nudostepnilismy darmowe ushigi thumacza. Prosimv zadzwonic pod bezplatny numer podanv w
niniejszvm Zestawieniu swiadczen i refundacji (Summarv of Benefits and Coverage, SBC).

ATENCAO: Se vocé fala portugués (Portuguese), contate o servico de assisténcia deidiomas gratuito. Ligue para o niimero gratuito listado
neste Resumo de Beneficios e Cobertura (Summary of Benefits and Coverage - SBC).

ATTENZIONE: in caso la lingua parlata sia 'italiano (Italian), sono disponibili servizi di assistenza linguistica gratuiti. Chiamate il numero
verde indicato all'interno di questo Sommario dei Benefit e della Copertura (Summary of Benefits and Coverage, SBC).

ACHTUNG: Falls Sie Deutsch (German) sprechen, stehen Thnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigcung. Bitte ufen Sie
die in dieser Zusammenfassung der Leistungen und Kosteniibernahmen (Summary of Benefits and Coverage, SBC) angegebene gebiihrenfreie
Rufnummer an.

EEZEH : HASE (Japanese) X FE TN DES. BHUOSEXET - & ZFRAWELITET.
ZF NERER K OHET OHEIE ] (Summary of Benefits and Coverage, SBC) 308 TV & 7 1 —
HA P TEERFL EEv,



T el gLl dediala b joaad 83 jfu__'l_; Calia jlad ekl asly pet bl LOAT o ;']fx_l__'l_; Jsmas Al dad Claes ol (Farsi) d""""-‘]j Lad o _)gll o gl
8, wld (Summary of Benefits and Coverage: SBC)

=T & If 39 BE Hindi) S 8, 3T9HT AT AT Ja€, T yed 39ded gl @ 3R Falsl (Summary of Benefits
and Coverage, SBC) & U ARMT & Hax ﬁ“t»lnlsdﬁ il T FaX 9 did |

CEEB TOOM: Yog koj hais Lus Hmoob (Hmong), muaj kev pab txhais lus pub dawb rau koj. Thov hu rau tus xov tooj hu dawb teev muaj
nvob ntawm Tsab Ntawwv Nthuav Qhia Cov Txiaj Ntsim Zoo thiab Kev Kam Them Nqi (Summary of Benefits and Coverage, SBC)no.

GAMUHIYAN: iasgnsunwmanigl (Khmer) NS SUmANWAEARG Fnsanvygn«
rBgIIQIgTiUgAMGMI iNUBSARISIHY IGHAPUHAPINGS Siminuiiim (Summary of Benefits and
Coverage, SBC)18:1

PAEKDAAEF: Nu saritaem ti Ilocano (Ilocano), ti serbisvo para ti baddang tilengguahe nga awanan bavadna, ket sidadaan para kenvam.
Maidawat nga awagan ti awan bavad na nu tawagan nga numero nga nakalista iti uneg na davtov nga Dagup dagiti Benipisvo ken

Pannakasalup (Summary of Benefits and Coverage, SBC).

DII BAA'AKONINIZIN: Diné (Navajo) bizaad bee vanilti'go, saad bee dka'anida'awo'igii. t'44 jiik'eh. bee nd'ah66t'i’. T'44 shoodi Naaltsoos
Bee 'Aa'dhavani doo Bee 'Alk'é'asti' Bee Baa Hane't (Summarv of Benefits and Coverage, SBC) bivi' t'dd jitk'ehgo béésh bee hane'i bika'igii
bee hodiilnih.

OGOW: Haddii aad ku hadasho Soomaah (Somahi), adeegvada taageeradalugadda, oo bilaash ah, avaad heli kartaa Fadlan wac lambarka
bilaashka ah ee ku vaalla Soo-koobitaanka Dheefaha ivo Cavmiska (Summary of Benefits and Coverage, SBC).
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English
IMPORTANT: You can get an interpreter at no cost to talk to your doctor or health insurance company. To get an interpreter or to ask about written information in your

language, first call your insurance company’s phone number at 1-800-842-2656.
Someone who speaks your language can help you. If you need more help, call the Department of Insurance Hotline at 1-800-927-4357.

Espafiol

IMPORTANTE: Puede obtener la ayuda de un intérprete sin costo alguno para hablar con su médico o con su compariia de seguros. Para obtener la ayuda de un
intérprete o preguntar sobre informacion escrita en espariol, primero llame al nimero de teléfono de su compariia de seguros al 1-800-842-2656.
Alguien que habla espafiol puede ayudarle. Si necesita ayuda adicional, llame a la linea directa del Departamento de seguros al 1-800-927-4357. (Spanish)

(22874
SEFE. THETRIEBESBRAMLEEE  MESRELER o IIRHEEREMOE WS IEER

FRTLEL & HI AR L F] 0 Eafeehs 1-800-842-2656
st A A A TR R « INEE LD - SREVERIGEREE 1-800-927-4357(Chinese)

PCA394497-001



XIN LUU Y: Néu quy vi néi tiéng Viét (Vietnamese), qui vi s& dueoc cung cip dich vu tro gitip vé ngén ngit mién phi. Vui long goi s6 dién
thoai mién phi & mit sau the héi vién cua quyvi.

2 o0 (Korean) = AMESHA | =2 = O Al MH| =2 FEZ 0|E5H == AUSUCL HoIE A= 3= JIME B2

PAUNAWA: Kung nagsasalita ka ng Tagalog (Tagalog). may makukuha kang mga libreng serbisyo ng tulong sa wika. Pakitawagan ang
toll-free na numerong telepono na nasa ivongidentification card.

BHHUMAHIE: decninatHEIE VoIyTH OePeE0Ia JOCTYIIHEL 1714 THOCH, el poIHoH A35IK gB1AcTcA pyeckEM (Russian). [loseornTe O

OecrnIaTHOMY HOMEPY Teaed 0Ha, VEA3aHHOMY Ha Balnei HAcHTHQHKAITHOHHOH KapTe.

Ag gl e Ao 2 g gl el gl B ) o Jlat) sla ) ll Aatie Al & galll Baslesd) Sileod 8 (A rabic) A adl Daati Sug ) an
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I FTeA Y|

CEEB TOOM: Yog koj hais Lus Hmoob (Hmeong). muaj kev pab txhais lus pub dawb rau koj. Thov hu rau tus xov tooj hu deb dawb uas
teev muaj nyob rau ntawm koj daim yuaj cim ghia tus khee;j.

BRAMUHIEAN: HUSHRSIN WMaNigi (Khmer-Cambodian) i SSIUAMANTNIUHRRANE FNSIONUEHY Ajuginigighuiesanmg
T SISTGHE AN ANTANUIHH

NRCUNCNREBNRL el hmykpkh (Armenian) kp jununid, win]&wp (hquljub ogimpjuh Swunuynipniibbp b hwubood Qbg:
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2025 - 12/31/2025

|l UnitedHealthcare Select Plus HSA Plan EBLH Coverage For: 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
a5 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, call 1-866-314-0335 or visit

welcometouhc.com. 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 1-866-487-2365 to request a copy.

Important Questions Why This Matters:

What is the overall Network: $3,300 Individual / $6,600 Family Generally, you must pay all of the costs from providers up to the deductible amount
deductible? Out-of-Network: $6,000 Individual / $12,000 Family before this plan begins to pay. If you have other family members on the plan, each
Per calendar year. 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 Yes. Preventive Care Services is covered before you | This plan covers some items and services even if you haven't yet met the annual
covered before you meet ' meet your deductible. deductible amount. But a copayment or coinsurance may apply.
your deductible? 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 www.
healthcare.gov/coverage/preventive-care-benefits/.

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

deductibles for specific

services?

What is the out-of-pocket - Network: $5,000 Individual/ $10,000 Family The out-of-pocket limit is the most you could pay in a year for covered services. If

limit for this plan? Out-of-Network: $10,000 Individual / $20,000 Family | you have other family members in this plan, they have to meet their own out-of-
Per calendar year. pocket limits until the overall family out-of-pocket limit has been met.

the out-of-pocket limit?  plan doesn’t cover and penalties for failure to obtain limit.

preauthorization for services.

Will you pay less if you | Yes. See www.myuhc.com or call 1-866-314-0335 for a | This plan uses a provider network. You will pay less if you use a provider in the

use a network provider? |list of network providers. 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 ' No You can see the specialist you choose without a referral.
see a specialist?

Page 1 of 9
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44 Allcopayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Medical

Event

Services You
May Need

What You Will Pay

Limitations, Exceptions, & Other Important Information

If you visit a
health care

provider’s office
or clinic

If you have a test

* For more information about limitations and exceptions, see the plan or policy document at welcometouhc.com.

Primary care visit
to treat an injury
or illness

Specialist visit

Preventive care/

screening/
immunization

Diagnostic test (x-
ray, blood work)

Imaging (CT/PET
scans, MRIs)

Network Provider (You will
pay the least)

20% coinsurance

20% coinsurance

No Charge

Lab Testing:
Free Standing/Office:
20% coinsurance
Hospital: 50% coinsurance
X-Ray/Diagnostics:
20% coinsurance

Free Standing/Office:
20% coinsurance

Hospital: 50% coinsurance

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

50% coinsurance

50% coinsurance

Not covered

Lab Testing:
Not Covered
X-Ray/Diagnostics:
50% coinsurance

50% coinsurance

Virtual Visits - 0% coinsurance by a Designated Virtual
Network Provider. *Cost Share applies to any other
Telehealth service based on provider type. No virtual
coverage out-of-network.

None

You may have to pay for services that aren’t preventive. Ask
your provider if the services needed are preventive. Then
check what your plan will pay for. No coverage out-of-
network.

Preauthorization is required out-of-network for certain
services or benefit reduces to 50% of allowed amount. No
coverage out-of-network for lab testing.

Preauthorization is required out-of-network or benefit
reduces to 50% of allowed amount.

Page 2 of 9
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Common Medical Services You What You Will Pay Limitations, Exceptions, & Other Important Information

Event May Need Network Provider (Youwill | Out-of-Network Provider
pay the least) (You will pay the most)

Ifyouneeddrugs | Tier 1 - Your Retail: $15 copay Retail: $15 copay Provider means pharmacy for purposes of this section.

to treat your Lowest Cost Mail-Order: $30 copay Specialty Retail: $15 copay | Retail: Up to a 31 day supply.

illness or Option Specialty Retail: $15 copay Mail-Order: Up to a 90 day supply or Preferred 90 Day Retail

condition Network Pharmacy. Specialty drugs are not covered through

More information mail order.

about prescription You may need to obtain certain drugs, including certain

drug coverage is specialty drugs, from a pharmacy designated by us. Certain

available at Tier 2 - Your Mid- Retail: $30 copay Retail: $30 copay drugs may have a preauthorization requirement or may result

welcometouhc.com | Range Cost Mail-Order: $60 copay Specialty Retail: $30 copay | in @ higher cost. If you use an out-of-network pharmacy
Option Specialty Retail: $30 copay (including a mail order pharmacy), you may be responsible

for any amount over the allowed amount.

Certain preventive medications (including certain
contraceptives) and the List of Zero Cost Share Medications
are covered at No Charge.

Tier 3 - Your Mid- Retail: $50 copay Retail: $50 copay See the website listed for information on drugs covered by
Range Cost Mail-Order: $100 copay Specialty Retail: $50 copay | Your blan. Not all drugs are covered. You may be required to
Option Specialty Retail: $50 copay use a lower-cost drug(s) prior to benefits under your policy

being available for certain prescribed drugs.

Prescription drug costs are subject to the annual deductible.
Network deductible will be applied to the out-of-network
provider and applies to the Network out-of-pocket limit.

Tier 4 - Your Retail: $50 copay Retail: $50 copay

Highest Cost Mail-Order: $100 copay Specialty Retail: $50 copay

Option Specialty Retail: $50 copay
If you have Facility fee (e.g., 20% coinsurance 50% coinsurance Out-of-network allowed amounts for Facility Fees are limited
outpatient surgery = ambulatory to $760 per date of service.

surgery center) Preauthorization is required out-of-network for certain

services or benefit reduces to 50% of allowed amount.
Physician/ 20% coinsurance 50% coinsurance None
surgeon fees

* For more information about limitations and exceptions, see the plan or policy document at welcometouhc.com. Page 3 of 9
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Common Medical Services You What You Will Pay Limitations, Exceptions, & Other Important Information

Event May Need

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

If you need Emergency room 20% coinsurance *20% coinsurance *Network deductible applies.

immediate care

medical attention Emergency 20% coinsurance *20% coinsurance *Network deductible applies.
medical

If you have a
hospital stay

If you need mental
health, behavioral

health, or
substance abuse
services

If you are
pregnant

* For more information about limitations and exceptions, see the plan or policy document at welcometouhc.com.

transportation

Urgent Care

Facility fee (e.g.,
hospital room)

Physician/
surgeon fees

Outpatient
services

Inpatient services

Office Visits

Childbirth/delivery
professional
services

Childbirth/delivery
facility services

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

No Charge

20% coinsurance

20% coinsurance

50% coinsurance

50% coinsurance

50% coinsurance

50% coinsurance

50% coinsurance

50% coinsurance

50% coinsurance

50% coinsurance

None

Preauthorization is required out-of-network or benefit
reduces to 50% of allowed amount.

None

Network Partial hospitalization/intensive outpatient treatment:
20% coinsurance

See your policy or plan document for additional information
about EAP benefits.

Preauthorization is required out-of-network or benefit
reduces to 50% of allowed amount.

See your policy or plan document for additional information
about EAP benefits.

Cost sharing does not apply for preventive services.

Depending on the type of service a copayment, coinsurance
or deductible may apply. Maternity care may include tests
and services described elsewhere in the SBC (i.e.
ultrasound.)

Inpatient Preauthorization applies out-of-network if stay
exceeds 48 hours (C-Section: 96 hours) or benefit reduces to
50% of allowed amount.
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Common Medical Services You What You Will Pay Limitations, Exceptions, & Other Important Information

Event May Need

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

If you need help Home health care
recovering or
have other special

health needs

20% coinsurance 50% coinsurance Limited to 100 visits per calendar year. Out-of-network
allowed amounts for Home health care are limited to $150 per
visit. Preauthorization is required out-of-network or benefit

reduces to 50% of allowed amount.

If your child needs
dental or eye care

* For more information about limitations and exceptions, see the plan or policy document at welcometouhc.com.

Rehabilitation
services

Habilitative
services

Skilled nursing
care

Durable medical
equipment

Hospice services

Children’s eye
exam

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

50% coinsurance

50% coinsurance

50% coinsurance

Not covered

50% coinsurance

Not covered

Outpatient rehabilitation services are unlimited per calendar
year.

No limits apply for treatment of Autism Spectrum Disorder
Services.

No coverage out-of-network for physical and occupational
therapy.

Services are provided under Rehabilitation Services above.
No limits apply for treatment of Autism Spectrum Disorder
Services.

No coverage out-of-network for physical and occupational
therapy.

Skilled Nursing is limited to 100 days per calendar year.
Preauthorization is required out-of-network or benefit
reduces to 50% of allowed amount.

No coverage out-of-network.

Preauthorization is required out-of-network before admission
for an Inpatient Stay in a hospice facility or benefit reduces to
50% of allowed amount.

Limited to 1 exam every 24 months. No coverage out-of-
network.

Children’s Not Covered Not Covered No coverage for Children’s glasses.

glasses

Children’s dental Not Covered Not Covered No coverage for Children’s dental check-up.
check-up
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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 * Infertility Treatment * Private duty nursing

+ Cosmetic Surgery * Long Term Care * Routine foot care - Except as covered for Diabetes
* Dental Care + Non-emergency care when traveling outside -

* Glasses the US

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

* Bariatric surgery + Chiropractic (manipulative) care - 24 visits per * Routine eye care (Adult) - 1 exam per 24 months
calendar year * Weight loss programs- Real Appeal
* Hearing aids - $2,500 per calendar year

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 Managed Health Care California Help Center, 980 9th Street Suite #500, Sacramento, CA 95814-4275 at 1-888-466-2219 or www.dmhc.ca.gov , or
Department of Labor’'s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or http://www.dol.gov/ebsa/healthreform . Other coverage options may be
available to you, too including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.
HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide
complete information on how 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: the Member Service number listed on the back of your ID card or myuhc.com or the Employee Benefits Security Administration at 1-866-444-3272 or dol.gov/
ebsa/healthreform.

Additionally, a consumer assistance program may help you file your appeal. Contact Department of Managed Health Care California Help Center, 980 9th Street Suite
#500, Sacramento, CA 95814-4275 at 1-888-466-2219 or www.dmhc.ca.gov.

Does this plan provide Minimum Essential Coverage? Yes

Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP,
TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet the Minimum Value Standards? Yes

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

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-866-314-0335.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-314-0335.

Traditional Chinese (1 X): 1R EE b X B, FBIRITEE RIS 1-866-314-0335.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-866-314-0335.

* For more information about limitations and exceptions, see the plan or policy document at welcometouhc.com. Page 6 of 9
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Pennsylvania Dutch (Deitsch): Fer Hilf griege in Deitsch, ruf 1-866-314-0335 uff.

Samoan (Gagana Samoa): Mo se fesoasoani i le Gagana Samoa, vala’au mai i le numera telefoni 1-866-314-0335.
Carolinian (Kapasal Falawasch): ngere aukke ghut alillis reel kapasal Falawasch au fafaingi tilifon ye 1-866-314-0335.
Chamorro (Chamoru): Para un ma ayuda gi finu Chamoru, &'gang 1-866-314-0335.

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 welcometouhc.com. Page 7 of 9
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About these Coverage Examples:

A

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles,

copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different

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

Peg is Having a Baby

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

delivery)
® The plan’s overall deductible $3,300
B Specialist coinsurance 20%
B Hospital (facility) coinsurance 20%
B QOther coinsurance 20%

This EXAMPLE event includes services like:

Specialist office visits (pre-natal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost $12,700
In this example, Peg would pay:
Cost Sharing
Deductibles $3,300
Copayments $10
Coinsurance $1,600
What isn’t covered
Limits or exclusions $60
The total Peg would pay is $4,970

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

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

® The plan’s overall deductible $3,300
W Specialist coinsurance 20%
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services like:

Primary care physician office visits (including disease
education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing
Deductibles $1,700
Copayments $0
Coinsurance $0
What isn’t covered
Limits or exclusions $0
The total Joe would pay is $1,700

Mia’s Simple Fracture

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

® The plan’s overall deductible $3,300
W Specialist coinsurance 20%
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services like:

Emergency room care (including medical supplies)

Diagnostic test (x-ray)
Durable medical equipment (crutches)

Rehabilitation services (physical therapy)

Total Example Cost $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $2,800
Copayments $0
Coinsurance $0
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $2,800
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We do not treat members differently because of sex, age, race, color, disability or national origin.

If you think you were treated unfairly because of your sex, age, race, color, disability or national origin, you can send a complaint to the Civil
Rights Coordinator.

Online: UHC Civil Rights@uhc.com

Mail: Civil Rights Coordinator. UnitedHealthcare Civil Rights Grievance. P.O. Box 30608 Salt Lake City, UTAH 84130

You must send the complaint within 60 days of when you found out about it. A decision will be sent to you within 30 days. If you disagree with
the decision, you have 15 days to ask us to look at it again.

If you need help with your complaint, please call the toll-free number listed within this Summary of Benefits and Coverage (SBC), TTY 711,
Monday through Friday, 8 a.m. to 8 p.m.

You can also file a complaint with the U.S. Dept. of Health and Human Services.

Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

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

Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)

Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW Room 509F, HHH Building Washington, D.C. 20201

We provide free services to help you communicate with us. Such as, letters in other languages or large print. Or, you can ask for an interpreter. To
ask for help, please call the number contained within this Summary of Benefits and Coverage (SBC), TTY 711, Monday through Friday, 8 a.m. to
8 p.m.

ATENCION: Si habla espaiiol (Spanish), hav servicios de asistencia deidiomas, sin cargo, a su disposicion. Llame al nuimero gratuito que
aparece en este Resumen de Beneficios y Cobertura (Summary of Benefits and Coverage, SBC).

FEE  MBELRP (Chinese) , BEFIEBALRUZSHEERE, BEBITEAEAMNFARB E(Summary of Benefits and Coverage,
SBC) ARFFSIM RN B EFERE.

XINLUU Y: Néu quy vi néi tiéng Viét (Vietnamese), quy vi s& duoc cung cap dich vu tro gitip vé ngén ngi*mién phi. Vui long goi sé dién
thoai mién phi ghi trong ban Tém lwoc vé quyén loi va dai tho bao hiém (Summary of Benefits and Coverage, SBC) nay.


mailto:UHC_Civil_Rights@uhc.com
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html

22l B3 0{(Korean)E ME5tAlE B2 ¢io] XY MHIAE FEE 0I125Hal = QUsLct 2 3= 2 B3 @ 9F M(Summary of
Benefits and Coverage, SBO)M| Z|AEl S ETFEHE ZE M6 A A2,

PAUNAWA:Kung nagsasalita ka ng Tagalog (T agalog). mav makukuha kang mga libreng serbisvo ng tulong sa wika. Pakitawagan ang
toll-free na numerong nakalista sa Buod na ito ng Mga Benepisvo at Saklaw (Summary of Benefits and Coverage o SBC).

BHHMAHHE: cecnimathHele VOIVIH IEpeE0da OCTVIHEL 14 IE0IEH, 9l pogHoH S3mK aendeTca pyveckoM (Russian). [loseonnTte o
becnnaTHOMY HOMepY TeledoHa, vKazauHOMY B JanHoM «(0zope nerot 1 noxpertaay: (Summary of Benefits and Coverage, SBC).

’__'l '-'lll_.’ 1a_ld_ll_:j.4:|]|l als Jill.:._J E_JC-AJI' \-____.lll_'_'halll jLa_'I.I eyt ,_Pa_._.n'J"L:'I____'_'-._J_-IJ_ &'.]i;‘:m 3._|___'|1a_-_L.c-]'I RPN R S I Tt PR ,_.,':—’ c[AI‘HhiC):I‘.'—;ﬁJ.I e 1T TS '..'.‘.:_l 41T
S (Summary of Benefits and Coverage: SBC)

ATANSYON: Si w pale Krevol avisven (Haitian Creole), ou kapab benefisve sévis ki gratis pou ede w nan lang pa w. Tanpri rele nimewo
gratis ki nan Fezime avantaj ak pwoteksvon sa a (Summary of Benefits and Coverage, SBC).

ATTENTION : Si vous parlez francais (French), des services d aide linguistique vous sont proposes gratuitement. Veuillez appeler le
numeéro sans frais figurant dans ce Sommaire des prestations et dela couverture (Summary of Benefits and Coverage, SBC).

TUWAGA: Jezeli mowisz po polsku (Polish), nudostepnilismy darmowe ushigi thumacza. Prosimv zadzwonic pod bezplatny numer podanv w
niniejszvm Zestawieniu swiadczen i refundacji (Summarv of Benefits and Coverage, SBC).

ATENCAO: Se vocé fala portugués (Portuguese), contate o servico de assisténcia deidiomas gratuito. Ligue para o niimero gratuito listado
neste Resumo de Beneficios e Cobertura (Summary of Benefits and Coverage - SBC).

ATTENZIONE: in caso la lingua parlata sia 'italiano (Italian), sono disponibili servizi di assistenza linguistica gratuiti. Chiamate il numero
verde indicato all'interno di questo Sommario dei Benefit e della Copertura (Summary of Benefits and Coverage, SBC).

ACHTUNG: Falls Sie Deutsch (German) sprechen, stehen Thnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigcung. Bitte ufen Sie
die in dieser Zusammenfassung der Leistungen und Kosteniibernahmen (Summary of Benefits and Coverage, SBC) angegebene gebiihrenfreie
Rufnummer an.

EEZEH : HASE (Japanese) X FE TN DES. BHUOSEXET - & ZFRAWELITET.
ZF NERER K OHET OHEIE ] (Summary of Benefits and Coverage, SBC) 308 TV & 7 1 —
HA P TEERFL EEv,



T el gLl dediala b joaad 83 jfu__'l_; Calia jlad ekl asly pet bl LOAT o ;']fx_l__'l_; Jsmas Al dad Claes ol (Farsi) d""""-‘]j Lad o _)gll o gl
8, wld (Summary of Benefits and Coverage: SBC)

=T & If 39 BE Hindi) S 8, 3T9HT AT AT Ja€, T yed 39ded gl @ 3R Falsl (Summary of Benefits
and Coverage, SBC) & U ARMT & Hax ﬁ“t»lnlsdﬁ il T FaX 9 did |

CEEB TOOM: Yog koj hais Lus Hmoob (Hmong), muaj kev pab txhais lus pub dawb rau koj. Thov hu rau tus xov tooj hu dawb teev muaj
nvob ntawm Tsab Ntawwv Nthuav Qhia Cov Txiaj Ntsim Zoo thiab Kev Kam Them Nqi (Summary of Benefits and Coverage, SBC)no.

GAMUHIYAN: iasgnsunwmanigl (Khmer) NS SUmANWAEARG Fnsanvygn«
rBgIIQIgTiUgAMGMI iNUBSARISIHY IGHAPUHAPINGS Siminuiiim (Summary of Benefits and
Coverage, SBC)18:1

PAEKDAAEF: Nu saritaem ti Ilocano (Ilocano), ti serbisvo para ti baddang tilengguahe nga awanan bavadna, ket sidadaan para kenvam.
Maidawat nga awagan ti awan bavad na nu tawagan nga numero nga nakalista iti uneg na davtov nga Dagup dagiti Benipisvo ken

Pannakasalup (Summary of Benefits and Coverage, SBC).

DII BAA'AKONINIZIN: Diné (Navajo) bizaad bee vanilti'go, saad bee dka'anida'awo'igii. t'44 jiik'eh. bee nd'ah66t'i’. T'44 shoodi Naaltsoos
Bee 'Aa'dhavani doo Bee 'Alk'é'asti' Bee Baa Hane't (Summarv of Benefits and Coverage, SBC) bivi' t'dd jitk'ehgo béésh bee hane'i bika'igii
bee hodiilnih.

OGOW: Haddii aad ku hadasho Soomaah (Somahi), adeegvada taageeradalugadda, oo bilaash ah, avaad heli kartaa Fadlan wac lambarka
bilaashka ah ee ku vaalla Soo-koobitaanka Dheefaha ivo Cavmiska (Summary of Benefits and Coverage, SBC).
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English
IMPORTANT: You can get an interpreter at no cost to talk to your doctor or health insurance company. To get an interpreter or to ask about written information in your

language, first call your insurance company’s phone number at 1-800-842-2656.
Someone who speaks your language can help you. If you need more help, call the Department of Insurance Hotline at 1-800-927-4357.

Espafiol

IMPORTANTE: Puede obtener la ayuda de un intérprete sin costo alguno para hablar con su médico o con su compariia de seguros. Para obtener la ayuda de un
intérprete o preguntar sobre informacion escrita en espariol, primero llame al nimero de teléfono de su compariia de seguros al 1-800-842-2656.
Alguien que habla espafiol puede ayudarle. Si necesita ayuda adicional, llame a la linea directa del Departamento de seguros al 1-800-927-4357. (Spanish)

(22874
SEFE. THETRIEBESBRAMLEEE  MESRELER o IIRHEEREMOE WS IEER

FRTLEL & HI AR L F] 0 Eafeehs 1-800-842-2656
st A A A TR R « INEE LD - SREVERIGEREE 1-800-927-4357(Chinese)

PCA394497-001



XIN LUU Y: Néu quy vi néi tiéng Viét (Vietnamese), qui vi s& dueoc cung cip dich vu tro gitip vé ngén ngit mién phi. Vui long goi s6 dién
thoai mién phi & mit sau the héi vién cua quyvi.

2 o0 (Korean) = AMESHA | =2 = O Al MH| =2 FEZ 0|E5H == AUSUCL HoIE A= 3= JIME B2

PAUNAWA: Kung nagsasalita ka ng Tagalog (Tagalog). may makukuha kang mga libreng serbisyo ng tulong sa wika. Pakitawagan ang
toll-free na numerong telepono na nasa ivongidentification card.

BHHUMAHIE: decninatHEIE VoIyTH OePeE0Ia JOCTYIIHEL 1714 THOCH, el poIHoH A35IK gB1AcTcA pyeckEM (Russian). [loseornTe O

OecrnIaTHOMY HOMEPY Teaed 0Ha, VEA3aHHOMY Ha Balnei HAcHTHQHKAITHOHHOH KapTe.

Ag gl e Ao 2 g gl el gl B ) o Jlat) sla ) ll Aatie Al & galll Baslesd) Sileod 8 (A rabic) A adl Daati Sug ) an

FEZEIR : HAZEJapanese)Z 53 M 2155, BHOEEE Y —E 27 TFIRL LT
¥, BEREIHGCE SN TS T —F 7 PILICHTIELTZS L,

el 0 0 Lk AlBS & S 5 g 548 I8 ) (ills el Lldial AL e el LR 0 B sk dp ) el lead ol (Farsi) gewst Led 045 81 s 5
eITeT &: IfE AT TS (Hindi) 37T € G 3m9eF forT s1mem Heraar 4Tt fo: ook 39ee €1 F997 39+ 9897 99 X feU Srer-1hr Bl e
I FTeA Y|

CEEB TOOM: Yog koj hais Lus Hmoob (Hmeong). muaj kev pab txhais lus pub dawb rau koj. Thov hu rau tus xov tooj hu deb dawb uas
teev muaj nyob rau ntawm koj daim yuaj cim ghia tus khee;j.

BRAMUHIEAN: HUSHRSIN WMaNigi (Khmer-Cambodian) i SSIUAMANTNIUHRRANE FNSIONUEHY Ajuginigighuiesanmg
T SISTGHE AN ANTANUIHH

NRCUNCNREBNRL el hmykpkh (Armenian) kp jununid, win]&wp (hquljub ogimpjuh Swunuynipniibbp b hwubood Qbg:
unpnud £ quiquhupt] wmindawp hinuwjunuuwhunlupnd., npp ot £ Ep dmbtusnnquljub pupunh 4pu:



s fe€: A IFT UAT=lt (Punjabi) S8< 3, 3F 3T 3 B9 9T AIT 3 AT (S8 a8 HEs QUBsO 95| fagur dgaw ygsU3a 3
3B FETT I TE IS

- S = 1 = v v =l
Tdsansi1u: wnaaman1E e (Thai) Tusaisanuiratiaadiunme liuaaainai
1w =l ' vy ' ' o’ ot = | st ot
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