Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 07/01/2024 - 06/30/2025
UMR: KAIROS HEALTH ARIZONA: 7670-00-414858 001

Coverage for: Individual + Family | Plan Type: PPO

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

A This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.umr.com or by calling
1-844-212-6811. 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.umr.com or call 1-844-212-6811 to request a copy.

Important Questions

What is the overall
deductible?

Are there services
covered before you meet
your deductible?

Are there other
deductibles for specific
services?

What is the out-of-

Answers

$500 person / $1,000 person + one / $1,500 family
In-network

$1,000 person / $2,000 person + one / $3,000 family
Out-of-network

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

No.

$4,500 person / $9,000 family In-network

pocket limit for this plan? Unlimited Out-of-network

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

Will you pay less if you
use a network provider?

Do you need a referral to
see a specialist?

Penalties, premiums, balance billing charges, and
health care this plan doesn't cover.

Yes. See www.umr.com or call 1-844-212-6811 fora
list of network providers.

No.

Why this Matters:

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

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

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

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

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

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

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

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

You can see the specialist you choose without a referral.
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“ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

Common Limitations, Exceptions, & Other

Services You May Need

Medical Event In-network | Out-of-network Important Information
(You will pay the lsast) (You will pay the most)

Primary care visit to treat an injury ~ $25 Copay per visit;

N
or iliness Deductible Waived 50% Coinsurancs None
if you visit a
health care e $50 Copay per visit; o i
: Specialist visit Deductible Waived 50% Coinsurance None
office or ¢linic
You may have to pay for services that
Preventive care/screening/ ) . . . aren't preventive. Ask your provider if
immunization No charge; Deductible Waived  50% Coinsurance the services needed are preventive.
Then check what your plan will pay for.
$25 Copay per visit PCP;
$50 Copay per visit Specialist;
Diagnostic test (x-ray, blood work)  Deductible Waived office 50% Coinsurance None
setting; 20% Coinsurance
If you have a outpatient setting
test Preauthorization is required for certain
imaging services. If you don't get
Imaging (CT/PET scans, MRIs) 20% Coinsurance 50% Coinsurance preauthorization, benefits could be
reduced by $500 of the total cost of the
service.,
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What You Will Pay

Common , Limitations, Exceptions, & Other
) Services You May Need :
Medical Event In-network Out-of-network Important Information
{You will pay the least) {You will pay the most)
$10 Copay per prescription N
If you need Generic drugs (Tier 1) (retail); $20 Copay per ot covered
drugs fo treat prescription (mail order)
your iliness or T
condition. $60 Copay per prescription Not covered Out-of-pocket limit applies
Preferred brand drugs (Tier 2) (retail); $120 Copay per
More prescription {mail order) Covers up to a 30 day supply (retail &
information specialty),
about $110 Copay per prescription Not covered 31-90 day supply (mail order)
prescription Non-preferred brand drugs (Tier 3)  (retail); $220 Copay per
drug coverage prescription (mail order) Preauthorization may be required
is available at
Www, maxorplus
. 50% up to a Maximum of $150  Not covered
com. pecialty drugs
- Speciaity drugs (Tier 4) per prescription
Facility fee % Fai o A
I you have (e.0., ambulatory surgery center) 20% Coinsurance 50% Coinsurance None
outpatient
surgery Physician/surgeon fees 20% Coinsurance 50% Coinsurance None
. : In-network deductible applies to
Emergency room care 20% Coinsurance 20% Coinsurance Out-of-network benefits
if you need
immediate i . ) . . In-network deductible applies to
0, 0,
medical Emergency medical transportation ~ 20% Coinsurance 20% Coinsurance Out-of-network benefits
attention
Urgent care 20% Coinsurance 50% Coinsurance None
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What You Will Pay

Common Limitations, Exceptions, & Other

Services You May Need

Medlca‘ EVen'( ln_network Out_of_network Important |nf0rmat|0n
{(You will pay the least) (You will pay the most)

Facility fee (e.g., hospital room 20% Coinsurance 50% Coinsurance
ty fee (e.g., hospital room) ’ ’ Preauthorization is required. If you
ifyou have a don't get preauthorization, benefits
hospital stay could be reduced by $500 of the total
. cost of the service.
Physician/surgeon fees 20% Coinsurance 50% Coinsurance
_— Preauthorization is required for Partial
gifh?c%%?g \?\zi\\i,tlas(;tbfﬁce visits; hospitalization. If you don't get
If you have Outpatient services 20% Coinsurance other ' 50% Coinsurance preauthorization, benefits could be
mental health, DiOHISURN reduced by $500 of the total cost of the
behavioral oufpatient services service.
23;:&:; Preauthorization is required. If you
! . . . . don't get preauthorization, benefits
0,
abuse services  Inpatient services 20% Coinsurance 50% Coinsurance could be reduced by $500 of the total
cost of the service.
Office visits No charge; Deductible Waived  50% Coinsurance
Cost sharing does not apply for
preventive services. Depending on the
—_ . . type of services, deductible, copayment
If you are Childbirth/dalivery professional 20% Coinsurance 50% Coinsurance or coinsurance may apply. Matemity
pregnant services el

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

Childbirth/delivery facility services ~ 20% Coinsurance 50% Coinsurance
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What You Will Pay
Common Limitations, Exceptions, & Other

Medical Event R R In-network Out-of-network Important Information

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

Preauthorization is required. If you
don't get preauthorization, benefits

Home health care 20% Coinsurance 50% Coinsurance could be reduced by $500 of the total
cost of the service.
Rehabilitation services 20% Coinsurance 50% Coinsurance 60 Maximum visits per plan year;
Habilitation services for Leaming
Habilitation services 20% Coinsurance 50% Coinsurance Disabilties are not covered.
if you need I —
help ) + 120 Maximum visits per plan year;
:‘e:ove;ng i Preauthorization is required. If you
vei:l heeglth Skilled nursing care 20% Coinsurance 50% Coinsurance don't get preauthorization, benefits
s"egs could be reduced by $500 of the total
nee cost of the service.
Preauthorization is required for DME in
excess of $500 for rentals or $1,500 for
Durable medical equipment 20% Coinsurance 50% Coinsurance purchases. If you don't get
preauthorization, benefits could be
reduced by $500 per occurrence.
Hospice service 20% Coinsurance 50% Coinsurance None
Children’s eye exam Not covered Not covered None
If your child N
needs dental  Children’s glasses Not covered Not covered None
or eye care
Children’s dental check-up Not covered Not covered None
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Excluded Services & Other Covered Services: ) B

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

« Bariatric surgery » Infertility treatment « Routine eye care (Adult)
o Cosmetic surgery ¢ Long-term care « Routine foot care
Dental care (Adult) - o Private-duty nursing - » Weight loss programs
Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)
"« Acupuncture « Hearing aids « Non-emergency care when traveling
outside the U.S.

« Chirgpractic care

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is U.S. Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or
www.ccilo.cms.qov. Other coverage options may be available to you too, including buying individual insurance coverage through the Healith 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 pian for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal or a grievance for any reason to your plan. Additionally, a consumer assistance program may help you file
your appeal. A list of states with Consumer Assistance Programs is available at www.HealthCare.gov and

hitp://cciio.cms.goviprograms/consumeticaparants/index.html.

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

Language Access Services:
Spanish (Espafiol): Para obtener asistencia en Espafiol, fame al 1-844-212-6811.

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

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

45

Peg is Having a Baby

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

Managing Joe’s Type 2 Diabetes

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

amounts (deductibles, copayments and coinsurance) and excluded services under the plan, Use this information to compare the portion of
costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Mia’'s Simple Fracture
{in-network emergency room visit 2nd follow up

hospital defivery)

® The plan's overall deductible $500
W Specialist copayment $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 $500

Copayments $200
_Coinsurance $1,900

* What isn’t covered
Limits or exclusions $70
The total Peg would pay is $2,670

controlled condition)

@ The plan's overall deductible $500
® Specialist copayment $50
@ Hospital {facility) coinsurance 20%
@ 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 meler)

Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing

Deductibles* $200

Copayments $200

_Coinsurance $0

I What isn’t covered
Limits or exclusions $4,300
The total Joe would pay is $4,700

care)

¥ The plan's overall deductible $500
® Specialist copayment $50
@ Hospital (facility) coinsurance 20%
B Other coinsurance 20%

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

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

Total Example Cost $2,800
In this example, Mia would pay:
Cost Sharing

Deductibles* $500

Copayments $0

‘Coinsurance $700

What isn't covered
Limits or exclusions $10
The total Mia would pay s $1,210

Note: These numbers assume the patient does not participate in the plan’s wellness program. If you participate in the plan’s wellness program, you may be able to
reduce your costs. For more information about the wellness program, please contact: www.umr.com or call 1-844-212-6811.
*Note: This plan has other deductibles for specific services included in this coverage example. See "Are there other deductibles for specific services?™ row above.

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

UMR: KAIROS HEALTH ARIZONA: 7670-00-414858 002

Coverage Period: 07/01/2024 - 06/30/2025
Coverage for: Individual + Family | Plan Type: PPO

The Summary of Benefits and Coverage (SBC) document will help you choose a health pian. The SBC shows you how you and the plan would
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.umr.com or by calling
1-844-212-6811. 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.umr.com or call 1-844-212-6811 to request a copy.

Important Questions Answers

$750 person / $1,500 person + one / $2,250 family

What is the overall In-network
deductible? $1,500 person / $3,000 person + one / $4,500 family
Out-of-network
Are there services . ,
covered before you meet ;(::.nl:er:;l:gg\rrz ::Lecﬁs:lgnces are covered before
your deductible? Sl
Are there other
+ deductibles for specific  No.
services?
What is the out-of- $5,000 person / $10,000 family in-network

pocket limit for this plan?  Unlimited Out-of-network

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

Penalties, premiums, balance billing charges, and
health care this plan doesn’t cover.

Will you pay less if you

use a network provider? list of network providers.

Do you need a referral to N
. 0.
see a specialist?

Yes. See www.umr.com or call 1-844-212-6811 for a

Why this Matters:

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

 family deductible.

This plan covers some items and services even if you haven't yet met the

deductible amount. But a copayment or coinsurance may apply. For example,

this plan covers certain preventive services without cost-sharing and before you
meet your deductible. See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits/

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

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

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

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

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

You can see the you choose without a
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“ Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

Common Limitations, Exceptions, & Other

Services You May Need

Medical Event In-network Out-of-network Important information
(You will pay the least) (You will pay the most)

Primary care visit o treatan injury  $25 Copay per visit;

of (ot
or llness Deductible Waived S0 Colnsursincs None
If you visit a
health care s $50 Copay per visit; :
vider’ Specialist visit Deductible Waived 50% Coinsurance None
office or clinic
You may have to pay for services that
Preventive care/screening/ . . . . aren't preventive. Ask your provider if
immunization No charge; Deductible Waived  50% Coinsurance the services needed are preventive.
Then check what your plan will pay for.
No charge; Deductible Waived
office setting;
$25 Copay per visit Non-
Hospital lab/pathology;
Diagnostic test (x-ray, blood work) ~ $75 Copay per visit Non- 50% Coinsurance None
Hospital radiology center;
If you have a Deductible Waived;
test 20% Coinsurance outpatient
setting
225 Copay per visit PCP; I Preauthorization is required for certain
50 Copay per visit Specialist; imaging services. If you don't get
Imaging (CT/PET scans, MRIs) Deductible Waived office 50% Coinsurance preauthorization, benefits could be
setting; 20% Coinsurance reduced by $500 of the total cost of the
outpatient setting service.
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What You Will Pay

Common Limitations, Exceptions, & Other

Services You May Need

Medical Event In-network Out-of-network Important Information
(You will pay the feast) {You will pay the most}

$10 Copay per prescription

if you need Generic drugs (Tier 1) (retail); $20 Copay per hiot covered
drugs to treat prescription (mail order)
your iliness or
condition. $60 Copay per prescription Not covered Out-of-pocket limit applies

Preferred brand drugs (Tier 2) (retail); $120 Copay per ‘
More prescription (mail order) Covers up to a 30 day supply (retail &
information specialty);
about $110 Copay per prescription Not covered 31-90 day supply (mail order)
prescription Non-preferred brand drugs (Tier 3)  (retail); $220 Copay per
drug coverage prescription (mail order) Preauthorization may be required
is available at -
www.maxorplus .

: ! , 50% up to a Maximum of $150  Not covered
-com. Specialty drugs (Tier 4) per prescription
$250 Copay per visit;
" Deductible Waived Ambulatory

Faciity fee Surgery Center; 50% Coinsurance None
If you have (e.g., ambulatory surgery center) 209 Coinsurance all other
outpatient facilities
surgery No charge; Deductible Waived

Physician/ fi Ambulatory Surgery Center 50% Coinsurance ‘None

ysician/surgeon fees 20% Coinsurance all other d
physicians

Emergency room care 20% Coinsurance 20% Coinsurance Ig;?i?:;:f:g‘ﬁ:;‘:itzpp"es o
if you need
immediate . . . . In-network deductible applies to
medical Emergency medical transportation ~~ 20% Coinsurance 20% Coinsurance Out-of-network benefits
e $50 Copay per visit;

] o .
Urgent care Deductible Waived 50% Coinsurance None
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What You Will Pay
Common Limitations, Exceptions, & Other

Medical Event E il L In-network Out-of-network Important Information

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

Facility fee (e.g., hospital room) 20% Coinsurance 50% Coinsurance ) i
Preauthorization is required. If you
If you have a don't get preauthorization, benefits
hospital stay could be reduced by $500 of the total
. . _ cost of the service.
Physician/surgeon fees 20% Coinsurance 50% Coinsurance
- Preauthorization is required for Partial
sbigﬁ%?g \?chri\\:;i;tbfﬁce Jisits: hospitalization. If you don’t get
If you have Outpatient services 20% Coinsurance ofher ' 50% Coinsurance preauthorization, benefits could be
mental health, 0 , reduced by $500 of the total cost of the
behavioral outpatient services service
| :3;52:& Preauthorization is required. If you
. . . . don'’t get preauthorization, benefits
0 0
abuse services Inpatient services 20% Coinsurance 50% Coinsurance could be reduced by $500 of the total
cost of the service.
Office visits No charge; Deductible Waived  50% Coinsurance
Cost sharing does not apply for
preventive services. Depending on the
-y . . f services, deductible, copayment
if you are Childbirth/delivery professional . . type 0 ] :
pregnant services 20% Coinsurance 50% Coinsurance or coinsurance may apply. Matemity

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

Childbirth/delivery facility services ~ 20% Coinsurance 50% Coinsurance
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Common
Medical Event

Services You May Need

What You Will Pay

In-network
(You will pay the least)

Out-of-network
(You will pay the most)

Limitations, Exceptions, & Other
Important Information

Preauthorization is required. If you
don’t get preauthorization, benefits

. o i
Home health care 20% Coinsurance 50% Coinsurance could be reduced by $500 of the total
~ cost of the service.
Rehabilitation services 20% Coinsurance 50% Coinsurance 60 Maximum visits per plan year.
Habilitation services for Leaming
Habilitation services 20% Coinsurance 50% Coinsurance Disabilities are not covered.
If you need
help 120 Maximum visits per plan year;
recovering or Preauthorization is required. If you
have other g | Stilled nursing care 20% Coinsurance 50% Coinsurance don't get preauthorization, benefits
special hea could be reduced by $500 of the total
needs cost of the service.
Preauthorization is required for DME in
excess of $500 for rentals or $1,500 for
Durable medical equipment 20% Coinsurance 50% Coinsurance purchases. If you don't get
preauthorization, benefits could be
reduced by $500 per occurrence.
Hospice service 20% Coinsurance 50% Coinsurance None
Children's eye exam Not covered Not covered None
if your child
needs dental  Children’s glasses Not covered Not covered None
or eye care
Children’s dental check-up Not covered Not covered None
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Excluded Services & Other Covered Services:
Services Your Plan Does NOT Cover {Check your policy or plan document for more information and a list of any other excluded services.)

o Bariatric surgery - o Infertility reatment » Routine eye care {Adult)
« Cosmetic surgery o Long-term care + Routine foot care
« Dental care (Adult) e Private-duty nursing « Weight loss programs

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

o Acupuncture » Hearing aids « Non-emergency care when traveling
outside the U.S.
« Chiropractic care

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is U.S. Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or
www.cciio.cms.qov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace.
For more information about the Markelplace, visit www.HealthCare.qov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal or a grievance for any reason to your plan. Additionally, a consumer assistance program may help you file
your appeal. A list of states with Consumer Assistance Programs is available at www.HealthCare.qov and
hitp://cciio.cms.govi/programs/consumer/capgrants/index.html.

Does this plan Provide Minimum Essential Coverage? Yes
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market palicies, 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 Standard? Yes
If your plan doesn't meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:
Spanish (Espaiiol): Para obtener asistencia en Espafiol, llame al 1-844-212-6811.

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

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

e

Peg is Having a Baby

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

W The plan's overall deductible $750
B Specialist copayment $50
® Hospital (facility) coinsurance 20%
® Other coinsurance 20%

This EXAMPLE event includes services like:
Specialist office visits (pre-natal care)
Chitdbirth/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:

o Cost Sharing

Deductibles §750

Copayments $0

Coinsurance $1,800

What isn't covered
Limits or exclusions $70
The total Peg would pay is $2,620

Managing Joe’s Type 2 Diabetes

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

® The plan's overall deductible $750
| Specialist copayment $50
® Hospital (facility) coinsurance 20%
® 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 $200

Coinsurance $0

What isn't covered
Limits or exclusions $4,300
The total Joe would pay is $4,700

amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of
costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Mia’s Simple Fracture

(in-network emergency room visit and follow up

care)
® The plan's overall deductible $750
® Specialist copayment $50
B Hospital {facility) coinsurance 20%
B Other coinsurance 20%

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

Diagnostic tests (x-ray)
Durable medical equipment (crutches)
Rehabiitation services (physical therapy)

Total Example Cost $2,800
In this example, Mia would pay:
Cost Sharing

Deductibles* $750

Copayments $0

Coinsurance $500

What isn't covered
Limits or exclusions ~ $10
The total Mia would pay is $1,260

Note: These numbers assume the patient does not participate in the plan’s weliness program. If you participate in the plan’s wellness program, you may be able to
reduce your costs. For more information about the weliness program, please contact: www.umr.com or call 1-844-212-6811.
*Note: This plan has other deductibles for specific services included in this coverage example. See "Are there other deductibles for specific services?™ row above,

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 07/01/2024 - 06/30/2025
UMR: KAIROS HEALTH ARIZONA: 7670-00-414858 003, 004 Coverage for: Individual + Family | Plan Type: HDHP

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

“ This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.umr.com or by calling
1-844-212-6811. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other
underiined terms, see the Glossary. You can view the Glossary at www.umr.com or call 1-844-212-6811 to request a copy.

Important Questions Answers Why this Matters:

Generally, you must pay all the costs from providers up to the deductible amount

What is the overall $1,600 person / $3,200 family In-network d . :
. ' ’ : before this plan begins to pay. If you have other family members on the plan, the
? -
deductible? $3,200 person / $6,400 famiy Out-of-network overall family deductible must be met before the plan begins to pay.
This plan covers some items and services even if you haven't yet met the
Are there services deductible amount. But a copayment or coinsurance may apply. For example,

Yes. Preventive care services are covered before

covered before you meet this plan covers certain preventive services without cost sharing and before you

your deductible? you meet your deductible. meet your deductible. See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits/

Are there other

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

services?

What is the out-of- $3,500 person / $6,550 family In-network The out-of-pocket limit is the most you could pay in a year for covered services.

If you have other family members in this pian, the overall family out-of-pocket

pocket limit for this plan?  Unlimited Out-of-network limit must be met.

What is not included in Penalties, premiums, balance billing charges, and Even though you pay these expenses, they don't count toward the out-of-pocket !
the out-of-pocket limit?  health care this plan doesn't cover. limit.

This plan uses a provider network, You will pay less if you use a provider in the
plan’s nefwork. You will pay the most if you use an out-of-network provider, and
Willyou paylessifyou  Yes. See www.umr.com or call 1-844-212-6811 fora  you might receive a bill from a provider for the difference between the provider's
use a network provider?  list of network providers. charge and what your plan pays (balance billing). Be aware, your network
provider might use an out-of-nefwork provider for some services (such as lab
work). Check with your provider before you get services.

Do you need a referral to No.

see a specialist? You can see the specialist you choose without a referral,
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“ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

Common Limitations, Exceptions, & Other

Services You May Need

Medical Event In-network Out-of-network Important Information
{You will pay the least) (You will pay the most)

Primary care visit to freat an injury

or ilness 20% Coinsurance 50% Coinsurance None
if you visit a
health cars Specialist visit 20% Coinsurance 50% Coinsurance None
office or clinic
You may have to pay for services that
Preventive care/screening/ i . . o o aren't preventive. Ask your provider if
immunization No charge; Deductble Waived  50% Coinsurance the services needed are preventive.
Then check what your pian will pay for.
Diagnostic test (x-ray, blood work) ~ 20% Coinsurance 50% Coinsurance None
If you have a _
test Preauthorization is required for certain
imaging services. If you don't get
Imaging (CT/PET scans, MRIs) 20% Coinsurance 50% Coinsurance preauthorization, benefits could be
reduced by $500 of the total cost of the
service.
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Common
Medical Event

Services You May Need

What You Will Pay

In-network
(You will pay the least)

$10 Copay per prescription

Out-of-network
(You will pay the most)

Limitations, Exceptions, & Other
Important Information

If you need Generic drugs (Tier 1) (retail); $20 Copay per Not covered
drugs to treat prescription (mail order)
your iliness or o
condition, $60 Copay per prescription Not covered Out-of-pocket limit applies
Preferred brand drugs (Tier 2) (retail); $120 Copay per
More prescription (mail order) Covers up to a 30 day supply (retail &
information speciaity);
about $110 Copay per prescription Not covered 31-80 day supply (mail order)
prescription Non-preferred brand drugs (Tier 3)  (retail); $220 Copay per
drug coverage prescription (mail order) Preauthorization may be required
is available at
www.maxorplus
com. S ] 50% up to a Maximum of $150  Not covered
Specialty drugs (Tier 4) per prescription
Facility fee o et o i
i you have (e.g., ambulatory surgery center) 20% Coinsurance 50% Coinsurance None
outpatient
surgery Physician/surgeon fees 20% Coinsurance 50% Coinsurance None
. . In-network deductible applies to
Emergency room care 20% Coinsurance 20% Coinsurance Out-of-network benefits
If you need
immediate . . . . In-network deductible applies to
0, 0
medical Emergency medical transportation ' 20% Coinsurance 20% Coinsurance Out-of-network benefits
attention
Urgent care 20% Coinsurance 50% Coinsurance None
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What You Will Pay

Limitations, E tions, & Oth
Common Services You May Need imitations, Exceptions, er

Medical Event In-network Out-of-network Important Information
{(You will pay the least) (You will pay the most)

il 9., i 20% Coi 50% Coinsurance
Facility fee (e.g., hospital room) % Coinsurance o Preauthorization is required. If you
if you have a don’t get preauthorization, benefits
hospital stay could be reduced by $500 of the total
. cost of the service.
Physician/surgeon fees 20% Coinsurance 50% Coinsurance
Preauthorization is required for Partial
. hospitalization, If you don’t get
If you have Outpatient services 20% Coinsurance 50% Coinsurance preauthorization, benefits could be
mental health, reduced by $500 of the total cost of the
behavioral service.
health, or Preauthorization is required. If you
s:bsm“  ——— 20% Col 50% Colnsurance don't get preauthorization, benefits
abuse services Inpatient services o Coinsurance o Coins could be reduced by $500 of the total
cost of the service.
Office visits No charge; Deductible Waived  50% Coinsurance
Cost sharing does not apply for
preventive services. Depending on the
I . . type of services, deductible, copayment
If you are Childbirih/defivery professianal 20% Coinsurance 50% Coinsurance or coinsurance may apply. Matemity
pregnant services

care may include tests and services
described elsewhere in the SBC (j.e.
ultrasound).

Childbirth/delivery facility services  20% Coinsurance 50% Coinsurance
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What You Will Pay

Common . Limitations, Exceptions, & Other
) Services You May Need {
Medical Event In-network Out-of-network Important Information

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

Preauthorization is required. If you
don't get preauthorization, benefits

Home health care 20% Coinsurance 50% Coinsurance could be reduced by $500 of the total
~ cost of the service.
Rehabilitation services 20% Coinsurance 50% Coinsurance 60 Maximum visits per plan year:
Habilitation services for Learning
Habilitation services 20% Coinsurance 50% Coinsurance Disabiitios are not covered.
if you need
help . 120 Maximum visits per plan year;
;°°°"°th“9 = Preauthorization is required. If you
avelgl h::alth Skilled nursing care 20% Coinsurance 50% Coinsurance don't get preauthorization, benefits
SP::S could be reduced by $500 of the total
ne cost of the service.
Preauthorization is required for DME in
excess of $500 for rentals or $1,500 for
Durable medical equipment 20% Coinsurance 50% Coinsurance purchases. If you don't get
preauthorization, benefits could be
reduced by $500 per occurrence.
Hospice service 20% Coinsurance 50% Coinsurance None
Children’s eye exam Not covered Not covered None
If your child
needs dental  Children’s glasses Not covered Not covered None
or eye care
Children’s dental check-up Not covered Not covered None
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Excluded Services & Other Covered Services: - -
Services Your Plan Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

" Bariatric surgery o Infertility treatment ~« Routine eye care (Adulf)
o Cosmetic surgery e Long-term care « Routine foot care
o Dental care (Aduit) o Private-duty nursing o Weight loss programs

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

« Acupuncture o Hearing aids « Non-emergency care when traveling
outside the U.S.
« Chiropractic care

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is U.S. Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or
www.cciio.cms.qov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace.
For more information about the Marketplace, visit www.HealthCare.qov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal or a grievance for any reason to your plan. Additionally, a consumer assistance program may help you file
your appeal. A list of states with Consumer Assistance Programs is available at www.HeaithCare.gov and
http://cciio.cms.gov/programs/consumer/capgrantsfindex.html.

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 Essenfial Coverage, you may not be eligible for the premium tax credit.

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

Language Access Services:
Spanish (Espaiiol): Para obtener asistencia en Espariol, llame al 1-844-212-6811.

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

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

4

Peg is Having a Baby

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

® The plan's overall deductible $1,600
W Specialist coinsurance 20%
® Hospital (facility) coinsurance 20%
W 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 $1,600

Copayments $0

Coinsurance $1,900

What isn't covered
Limits or exclusions - $70
The total Peg would pay is $3,570

Managing Joe’s Type 2 Diabetes

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

® The plan’s overall deductible $1,600
W Specialist coinsurance 20%
® Hospital (facility) coinsurance 20%
W Other coinsurance 20%

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

Diagnostic fests (blood work)

Prescription drugs

Durable medical equipment (glucose mefer)

Total Example Cost $5,600
In this example, Joe would pay:
- Cost Sharing

Deductibles* $1,100

Copayments 30

_Coinsurance 30

What isn't covered
Limits or exclusions $4,300
The total Joe would pay is $5,400

amounts (deductibles, copayments and coinsurance) and excluded services under the plan, Use this information to compare the portion of
costs you might pay under different health plans, Please note these coverage examples are based on self-only coverage.

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

care)
® The plan's overall deductible $1,600
® Specialist coinsurance 20%
W Hospital {facility) coinsurance 20%
W Other coinsurance 20%

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

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

Total Example Cost $2,800
In this example, Mia would pay:
Cost Sharing

Deductibles* $1,600

Copayments $0

Coinsurance $200

What isn’t covered
Limits or exclusions ~ $10
The total Mia would pay Is $1,810

Note: These numbers assume the patient does not participate in the plan's wellness program. If you participate in the plan’s wellness program, you may be able to
reduce your costs. For more information about the weliness program, please contact: www.umr.com or call 1-844-212-6811.
*Note: This plan has other deductibles for specific services included in this coverage example. See "Are there other deductibles for specific services?™ row above.

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 07/01/2024 — 06/30/2025

UMR: KAIROS HEALTH ARIZONA: 7670-00-414858 005, 006

Coverage for: Individual + Family | Plan Type: HDHP

The Summary of Benefits and Coverage (SBC) document will help you choose a health pian. The SBC shows you how you and the pian would
share the cost for covered health care services. NOTE: information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.umr.com or by calling
1-844-212-6811. 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.umr.com or call 1-844-212-6811 to request a copy.

Important Questions Answers

What is the overall $2,500 person / $5,000 family In-network
deductible? $5,000 person / $10,000 family Out-of-network
Are there services . .

covered before you meet ;’::.:é:tvsgﬂ\rlz ::{lit ist;e'rewces are covered before
your deductible? Sellap:

Are there other

deductibles for specific  No.

services?

What is the out—of- $3,450 person / $6,550 family In-network

pocket limit for this plan? Unlimited Out-of-network

What is not included in Penalties, premiums, balance billing charges, and
the out—of-pocket limit?  health care this plan doesn’t cover.

Will you pay less if you Yes. See www.umr.com or call 1-844-212-6811 for a
use a network provider?  list of network providers.

Do you need a referral to N
e 0.
see a specialist?

Why this Matters:

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

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

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

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

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

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

You can see the specialist you choose without a referral.
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“ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

Common Limitations, Exceptions, & Other

Services You May Need

Medical Event In-network Out-of-network Important Information
{You will pay the least) {You will pay the most)

Primary care visit to treat an injury

or illness 20% Coinsurance 50% Coinsurance None
If you visit a
hz:thdec:;e Specialist visit 20% Coinsurance 50% Coinsurance None
office or clinic
You may have to pay for services that
Preventive carefscreening/ ) i . . aren't preventive. Ask your provider if
immunization No charge; Deductible Waived  50% Coinsurance the services needed are preventive.
Then check what your plan will pay for.
Diagnostic fest (x-ray, blood work} ~ 20% Coinsurance 50% Coinsurance None
If you have a _ _
test Preauthorization is required for certain
imaging services. If you don't get
Imaging (CT/PET scans, MRIs) 20% Coinsurance 50% Coinsurance preauthorization, benefits could be
reduced by $500 of the total cost of the
service.
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What You Will Pay

Common Servi Limitations, Exceptions, & Other
! r ervices You May Need X
(You will pay the least) (You will pay the most)
$10 Copay per presctiption

If you need Generic drugs (Tier 1) (retail); $20 Copay per Not covered
drugs to treat prescription (mail order)
your iliness or o
condition. $60 Copay per prescription Not covered Out-of-pocket limit applies

Preferred brand drugs (Tier 2) (retail); $120 Copay per
More prescription (mail order) Covers up to a 30 day supply (refail &
information specialty);
about $110 Copay per prescription Not.covered 31-90 day supply {mail order}
prescription Non-preferred brand drugs (Tier 3)  (retail); $220 Copay per
drug coverage prescription (mail order) Preauthorization may be required
is available at
Www. maxorplus

. : 50% up to a Maximum of $150  Not covered

.com. pecialty drugs

Spedialty drugs (Tier 4) per prescription

Facility fee % Coi % Coi
If you have (e.g., ambulatory surgery center) 20% Coinsurance 50% Coinsurance None
outpatient
surgery Physician/surgeon fees 20% Coinsurance 50% Coinsurance None

. . In-network deductible applies to
Q 0,

Emergency room care 20% Coinsurance 20% Coinsurance Out-of-network benefits
if you need
immediate . ' S S In-network deductible applies to
i Emergency medical orfation  20% Coinsurance 20% Coinsurance Out-of-network benefits
attention

Urgent care 20% Coinsurance 50% Coinsurance None
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What You Will Pay

Common Limitations, Exceptions, & Other

) ices You May Need :
Medical Event SiceECe BT iS In-network Qut-of-network Important Information

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

ili i % Coi 50% Coinsurance
Facility fee (e.g., hospital room) 20% Coinsurance % Preauthorization is required. I you
lf you have a don'’t get preauthorization, benefits
hospital stay cou:d ?fhreducgd by $500 of the total
cost of the service.
Physician/surgeon fees 20% Coinsurance 50% Coinsurance
Preauthorization is required for Partial
hospitalization, If you don’t get
i you have Outpatient services 20% Coinsurance 50% Coinsurance preauthorization, benefits could be
mental health, reduced by $500 of the total cost of the
behavioral service.
's‘::';&:;e Preauthorization is required. If you
. . don’t get preauthorization, benefits
abuse services Inpatient services 20% Coinsurance 50% Coinsurance coul d% e reduced by $500 of the total
cost of the service.
Office visits No charge; Deductible Waived  50% Coinsurance
Cost sharing does not apply for
preventive services, Depending on the
I . : type of services, deductible, copayment
gri;"":;: g:i?:;:h/delwew professional 20% Coinsurance 50% Coinsurance or coinsurance may apply. Maternity

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

Childbirth/delivery facility services ~ 20% Coinsurance 50% Coinsurance
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What You Will Pay

Common ! Limitations, Exceptions, & Other
. Services You May Need :
Medical Event In-network Out-of-network Important Information

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

~ Preauthorization is required. If you
don't get preauthorization, benefits

Home health care 20% Coinsurance 50% Coinsurance could be reduced by $500 of the total
cost of the service,
Rehabilitation services 20% Coinsurance 50% Coinsurance 60 Maximun visits per plan year:
Habilitation services for Learning
Habilitation services 20% Coinsurance 50% Coinsurance Disabilities are not covered.
If you need -
help . 120 Maximum visits per plan year;
!r:ecov:ﬁng e Preauthorization is required. If you
ol v h";lm Skilled nursing care 20% Coinsurance 50% Coinsurance don't get preauthorization, benefits
si’g"d' could be reduced by $500 of the total
e cost of the service.
Preauthorization is required for DME in
excess of $500 for rentals or $1,500 for
Durable medical equipment 20% Coinsurance 50% Coinsurance purchases. If you don't get
preauthorization, benefits could be
reduced by $500 per occurrence.
Hospice service 20% Coinsurance 50% Coinsurance None
Children’s eye exam Not covered Not covered None
if your child
needs dental  Children’s glasses Not covered Not covered None
or eye care
Children’s dental check-up Not covered Not covered None
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Excluded Services & Other Covered Services:
Services Your Plan Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

o Bariatric surgery o Infertifity freatment "« Routine eye care (Adult)
o Cosmetic surgery s Long-term care + Routine foot care
Dental care (Adult)  Private-duty nursing » Weight loss programs

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

« Acupuncture o Hearing aids « Non-emergency care when traveling
outside the U.S.
« Chiropractic care

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is U.S. Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or
www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance Markelplace.
For more information about the Markeiplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal or a grievance for any reason to your plan. Additionally, a consumer assistance program may help you file
your appeal. A list of states with Consumer Assistance Programs is available at www.HealthCare.gov and
http://cciio.cms.gov/programs/consumer/capgrants/index.html.

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 Standard? Yes
If your pian 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 (Espairiol): Para obtener asistencia en Espafiol, llame af 1-844-212-6811.

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

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

B3

Peg is Having a Baby

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

® The plan's overall deductible $2,500
W Specialist coinsurance 20%
W Hospital (facility) coinsurance 20%
® 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 $2,500

Copayments $0

Coinsurance $1,000

What isn't covered
Limits or exclusions ~ $70
The total Peg would pay is $3,570

Managing Joe’s Type 2 Diabetes

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

™ The plan's overall deductible $2,500
W Specialist coinsurance 20%
® 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* $1,100
Copayments $0
Coinsurance $0
What isn’t covered
Limits or exclusions
The total Joe would pay is

$4,300
$5,400

amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of
costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Mia’s Simple Fracture
{in-network emergency rcom visit and follow up

care)
® The plan’s overall deductible $2,500
| Specialist coinsurance 20%
B Hospital (facility) coinsurance 20%
@ Other coinsurance 20%

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

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

Total Example Cost $2,800
In this example, Mia would pay:

_ Cost Sharing

Deductibles* $2,500

Copayments - $0

Coinsurance $60

What isn't covered
Limits or exclusions $10
The total Mia would pay is $2,570

Note: These numbers assume the patient does not participate in the plan’s wellness program. If you participate in the pian’s weliness program, you may be able to

reduce your costs. For more information about the wellness program, please contact: www.umr.com or call 1-844-212-6811.
*Note: This plan has other deductibles for specific services included in this coverage example. See "Are there other deductibles for specific services?™ row above.

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 07/01/2024 - 06/30/2025
UMR: KAIROS HEALTH ARIZONA: 7670-00-414858 007 Coverage for: Individual + Family | Plan Type: HDHP

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

“ This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.umr.com or by calling
1-844-212-6811. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deducfible, provider, or other
underlined terms, see the Glossary. You can view the Glossary at www.umr.com or call 1-844-212-6811 to request a copy.

Important Questions Answers Why this Matters:
$5,000 person / $10,000 family in-network Generally, you must pay all the costs from providers up to the deductible amount
What is the overall $10,000 person / $20,000 family Out-of-network before this plan begins to pay. If you have other family members on the plan,
deductible? $5,000 In-network / $10,000 Out-of-network each family member must meet their own individual deductible until the total
i Maximum amount that any one person will satisfy amount of deductible expenses paid by all family members meets the overall
towards the annual family deductible family deductible.
This plan covers some items and services even if you haven't yet met the
Are there services . . deductible amount. But a copayment or coinsurance may apply. For example,
covered before you meet Y::' m;zlces are covered before this plan covers certain preventive services without cost sharing and before you
your deductible? y y ’ meet your deductible. See a list of covered preventive services at
https:/iwww.healthcare.gov/coverage/preventive-care-benefits/
Are there other
! deductibles for specific  No. You don't have to meet deductibles for specific services.
services?

$6,450 person / $12,900 family in-network .

What is the out-of- Unlimited Out-of-network The out-of-pocket limit is the most you.could pay in a year for covered services.
cket limit for this plan? $6,450 In-network Maximum amount that any one If you have other family members in this plan, they have to meet their own out-

pockel Imit person will satisfy towards the annual family out-of-  of-pocket limits until the overall family out-of-pocket limit has been met,

pocket
What is not included in Penalties, premiums, balance billing charges, and Even though you pay these expenses, they don't count toward the out-of-pocket
the out—of-pocket limit?  health care this plan doesn't cover. limit.

This plan uses a provider network. You will pay less if you use a provider in the
plan’s nefwork. You will pay the most if you use an out-of-network provider, and
Will you pay less ifyou  Yes. See www.umr.com or call 1-844-212-6811 fora  you might receive a bill from a provider for the difference between the provider's
use a network provider?  list of network providers. 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 N

see a specialist? You can see the specialist you choose without a referral.
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“ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

Common Limitations, Exceptions, & Other

Services You May Need

Medical Event In-network Out-of-network Important Information
(You will pay the least) {You will pay the most)

Primary care visit to treat an injury

or illness 20% Coinsurance 50% Coinsurance None
If you visit a
heaith care et uted o e o P
vider's Specialist visit 20% Coinsurance 50% Coinsurance None
office or clinic
You may have to pay for services that
Preventive care/screening/ . . . of (o aren't preventive. Ask your provider if
immunization No charge; Deductible Waived  50% Coinsurance the services needed are preventive,
Then check what your plan will pay for.
Diagnostic test (x-ray, blood work)  20% Coinsurance 50% Coinsurance None
If you have a
test Preauthorization is required for certain
imaging services. If you don't get
Imaging (CT/PET scans, MRIs) 20% Coinsurance 50% Coinsurance preauthorization, benefits could be

reduced by $500 of the total cost of the
service.




Common
Medical Event

Services You May Need

In-network
(You will pay the least)

$10 Copay per prescription

What You Will Pay

Out-of-network
(You will pay the most)

Limitations, Exceptions, & Other
Important Information

If you need Generic drugs (Tier 1) (retail); $20 Copay per Not covered
drugs fo treat prescription (mail order)
your iliness or o
condition. $60 Copay per prescription Not covered Out-of-pocket limit applies
Preferred brand drugs (Tier 2) (retail); $120 Copay per
More prescription (mail order) Covers up to a 30 day supply (retail &
information specialty);
about $110 Copay per prescription Not covered 31-90 day supply (mail order)
prescription Non-preferred brand drugs (Tier 3)  (refail); $220 Copay per _
drug coverage prescription (mail order) Preauthorization may be required
is available at
www.maxorplus
.com. ; . 50% up to a Maximum of $150  Not covered
e Specialty drugs (Tier 4) per prescription
I you have ;:e"‘;"it;:l:“ atory surgery center) 20% Coinsurance 50% Coinsurance None
outpatient
surgery Physician/surgeon fees 20% Coinsurance 50% Coinsurance None
Emergency room care 20% Coinsurance 20% Coinsurance gl;?:t;v:;kh::r:ugﬁaé;;pphes o
If you need
::lne'giecda'late Emergency medical transportation ~ 20% Coinsurance 20% Coinsurance g;r::tr_!:;::;iubc;l:;;;pphes b
attention : i -
Urgent care 20% Coinsurance 50% Coinsurance None
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What You Will Pay

Common Services You Mav Need Limitations, Exceptions, & Other
Medical Event y In-network Out-of-network Important Information
{(You will pay the least) {You will pay the most)
Facility fee (e.g., hospital room 20% Coinsurance 50% Coinsurance )
ity fee (8.g. hospi ) ’ ’ Preauthorization is required. If you
If you have a don't get preauthorization, benefits
hospital stay could be reduced by $500 of the total
cost of the service.
Physician/surgeon fees 20% Coinsurance 50% Coinsurance
Preauthorization is required for Partial
hospitalization, If you don’t get
lFyouhave — qupatient services 20% Coinsurance 50% Coinsurance preauthorization, benefits could be
mental health, reduced by $500 of the total cost of the
behavioral service.
::;:g::e Preauthorization is requ1red. If you
. . : . don't get preauthorization, benefits
0,
abuse services Inpatient services 20% Coinsurance 50% Coinsurance could be reduced by $500 of the total
cost of the service.
Office visits No charge; Deductible Waived  50% Coinsurance
Cost sharing does not apply for
preventive services. Depending on the
I . . type of services, deductible, copayment
grz;::':: g:r"’:g:h/ defveryiprofessional 20% Coinsurance 50% Coinsurance or coinsurance may apply. Maternity

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

Childbirth/delivery facility services ~ 20% Coinsurance 50% Coinsurance
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What You Will Pay
Common Limitations, Exceptions, & Other

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

Preauthorization is required. If you
don’t get preauthorization, benefits

o i o
Home health care 20% Coinsurance 50% Coinsurance could be reduced by $500 of the total
cost of the service.
Rehabilitation services 20% Coinsurance 50% Coinsurance 60 Maximum visits per plan year:
Habilitation services for Learning
Habilitation services 20% Coinsurance 50% Coinsurance Disabifties are ot covered.
if you need
help 4 120 Maximum visits per plan year;
g“":ﬂ"‘g - Preauthorization is required. If you
i l her | Skilled nursing care 20% Coinsurance 50% Coinsurance don't get preauthorization, benefits
spe::a 62 could be reduced by $500 of the total
(Lo cost of the service.
Preauthorization is required for DME in
excess of $500 for rentals or $1,500 for
Durable medical equipment 20% Coinsurance 50% Coinsurance purchases. If you don’t get
preauthorization, benefits could be
reduced by $500 per occurrence.
Hospice service 20% Coinsurance 50% Coinsurance None
Children’s eye exam Not covered Not covered None
Iif your child
needs dental  Children’s glasses Not covered Not covered None
OrF eye care
Children’s dental check-up Not covered Not covered None
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Excluded Services & Other Covered Services: —
Services Your Plan Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

"« Bariatric surgery o Infertility treatment ' Routine eye care (Adulty
« Cosmetic surgery o Long-term care » Routine foof care
Dental care (Adult) o Private-duty nursing .

Weight loss programs

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

« Acupuncture o Hearing aids » Non-emergency care when traveling
outside the U.S.

'« Chiropractic care - -
Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is U.S. Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or
www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace.
For more information about the Marketplace, visit www.HealthCare.qov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
qrievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal or a grievance for any reason to your plan. Additionally, a consumer assistance program may help you file
your appeal, A list of states with Consumer Assistance Programs is available at www.HealthCare.qov and
http://cciio.cms.gov/programsiconsumer/capgrantsfindex.html,

Does this plan Provide Minimum Essential Coverage? Yes
Minimum Essential Coverage generally includes plans, health insurance available through the Markelplace 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 Standard? Yes
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:
Spanish (Espaiiol): Para obtener asistencia en Espaiol, llame al 1-844-212-6811.

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

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

28

Peg is Having a Baby

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

® The plan's overall deductible $5,000
B Specialist coinsurance 20%
® Hospital (facility) coinsurance 20%
® 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 $5,000

Copayments $0

Coinsurance $1,300

What isn't covered
Limits or exclusions - §$70
The total Peg would pay is $6,370

Managing Joe's Type 2 Diabetes

{a year of routine in k care of a well-
controlled condition]

® The plan's overall deductible $5,000
W Specialist coinsurance 20%
B Hospital (facility) coinsurance 20%
W 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* $1,100
Copayments $0
Coinsurance $0
 What isn't covered
Limits or exclusions
The total Joe would pay is

$4,300
$5,400

amounts (deductibles, copayments and coinsurance) and excluded services under the plan, Use this information to compare the portion of
costs you might pay under different health plans, Please note these coverage examples are based on self-only coverage.

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

® The plan’s overall deductible $5,000
@ Specialist coinsurance 20%
® Hospital (facility) coinsurance 20%
W Other coinsurance 20%

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

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

Total Example Cost $2,800
In this example, Mia would pay:

Cost Sharing o
Deductibles* $2,800
Coinsurance $0

What isn't covered

Limits or exclusions - $10
The total Mia would pay is $2,810

Note: These numbers assume the patient does not participate in the plan's wellness program. If you participate in the plan’s wellness program, you may be able to
reduce your costs. For more information about the wellness program, please contact: www.umr.com or call 1-844-212-6811.
*Note: This plan has other deductibles for specific services included in this coverage example. See "Are there other deductibles for specific services?™ row above,

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

UMR: KAIROS HEALTH ARIZONA: 7670-00-414858 008

Coverage Period: 07/01/2024 - 06/30/2025
Coverage for: Individual + Family | Plan Type: PPO

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

fi3.N

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.umr.com or by calling
1-844-212-6811. For general definitions of common temms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other

underlined terms, see the Glossary. You can view the Glossary at www.umr.com or call 1-844-212-6811 to request a copy.

Important Questions Answers

$1,200 person / $2,400 person +1 / $3,600 family

What is the overall In-network

deductible? $2,400 person / $4,800 person +1 / $7,200 family
Out-of-network

Are there services . .

covered before you meet ;(sj."l";:;l;gﬂ\rfz ;:g;c:h §;r9wces are covered before

your deductible? "

Are there other

deductibles for specific  No.

services?

What is the out—of- $6,000 person / $12,000 family In-network

pocket fimit for this plan? Unlimited Out-of-network

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

Penalties, premiums, balance billing charges, and
health care this plan doesn't cover.

Will you pay less if you

use a network provider?  list of network providers.

Do you need a referral to No
see a specialist? '

Yes. See www.umr.com or call 1-844-212-6811 fora

_ Why this Matters:

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

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

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

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

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

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

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

You can see the specialist you choose without a referral.
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“ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

Cgmmon Services You May Need Limitations, Exceptions,.& Other
Medical Event In-network Out-of-network Important Information
(You will pay the least) (You will pay the most)
Primary care visitto treat an injury ~ $25 Copay per visit; B Pl
or illness Deductible Waived S0i% Colnsurancs Nane
If you visit a it
hoaith care Specialist visi ok ot 50% Coinsurance None
office or clinic Oravarive card! , You rtnay hav? to ;;\ay"( for services that
reventive care/screening . . . o Ani aren't preventive. Ask your provider if
immunization No charge; Deductible Waived  50% Coinsurance the services needed are preventive.
Then check what your plan will pay for.
No charge; Deductible Waived
labs when billed without an
office visit, $25 Copay per visit
PCP; $50 Copay per visit
Specialist, Deductible Waived
labs when billed with an office
visit & x-rays facility office
Diagnostic test (x-ray, blood work)  setting; $25 Copay per visit 50% Coinsurance None
Non-Hospital lab/pathology;
If you have a $75 Copay per visit Non-
tost Hospltql radlolggy center;
Deductible Waived;
30% Coinsurance physician
office setting x-rays & outpatient
setting
$25 Copay per visit PCP; Preauthorization is required for certain
$50 Copay per visit Specialist; imaging services. If you don't get
Imaging (CT/PET scans, MRIs) Deductible Waived office 50% Coinsurance preauthorizafion, benefits could be
setting; 30% Coinsurance reduced by $500 of the total cost of the
outpatient setting service.
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Common
Medical Event

Services You May Need

What You Will Pay

In-network
(You will pay the least)

Out-of-network
(You will pay the most)

Limitations, Exceptions, & Other
Important Information

$10 Copay per prescription
if you need Generic drugs (Tier 1) (retail); $20 Copay per Not covered
drugs to treat prescription (mail order)
your iliness or
condition. $60 Copay per prescription Out-of-pocket limit applies
Preferred brand drugs (Tier 2) (retail); $120 Copay per Not covered
More prescription (mail order) Covers up to a 30 day supply (retail &
information specialty);
about $110 Copay per prescription 31-90 day supply (mail order)
prescription Non-preferred brand drugs (Tier 3)  (retail); $220 Copay per Not covered
drug coverage prescription (mail order) Preauthorization may be required
is available at
www.maxorplu .
. 50% up to a Maximum of $150
.com. Specialty drugs (Tier 4) per prescription Not covered
$260 Copay per visit;
Eacility f Deductible Waived Ambulatory
acilty fee Surgery Center; 50% Coinsurance None
If you have (e.g., ambulatory surgery center) 309 Coinsurance all other
outpatient facilities
surgery klo gh'arge; I%eductibléa Waived
Physician/surgeon fees 3& l&iti%rgu;nrg:rg" o%:‘;?,r' 50% Coinsurance None
physicians
. . In-network deductible applies to
Emergency room care 30% Coinsurance 30% Coinsurance
Hf you need Out-of-network benefits
immediate . . o (i o i In-network deductible applies to
medical Emergency medical transportation ~ 30% Coinsurance 30% Coinsurance Out-of-network benefits
attention -
Urgent care gse%l?c(:l%?g m\\,’gt’ 50% Coinsurance None
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What You Will Pay

Common Setvices You May Need Limitations, Exceptions, & Other

Medical Event In-network Out-of-network Important Information
{You will pay the least} (You will pay the most)

ili g., ital 30% Coinsurance 50% Coinsurance o
Facility fee (e.g., hospital room) % Coinsul o Preauthorization is required. If you
if you have a don't get preauthorization, benefits
hospital stay could be reduced by $500 of the total
. , ' cost of the service.
Physician/surgeon fees 30% Coinsurance 50% Coinsurance
-~ Preauthorization is required for Partial
gZSd Cc%%?y‘?:r_wes(;t, oo visi: hospitalization. If you don't get
If you have Outpatient services 3:‘}'UC e r::clze o(t)h or VISIS: 50% Coinsurance preauthorization, benefits could be
mental health, WSS reduced by $500 of the total cost of the
behavioral outpatient services SeIvice.
Q:ablst:::;e Preauthorization is required. If you
. . . . . don’t get preauthorization, benefits
abuse services Inpatient services 30% Coinsurance 50% Coinsurance could be reduced by $500 of the total
cost of the service.
Office visits No charge; Deductible Waived =~ 50% Coinsurance
Cost sharing does not apply for
preventive services, Depending on the
. . . type of services, deductible, copayment
If you are Childbirth/delivery professional 30% Coinsurance 50% Coinsurance or coinsurance may apply. Matemity
pregnant services

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

Childbirth/delivery facility services ~ 30% Coinsurance 50% Coinsurance
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What You Will Pay
Common Limitations, Exceptions, & Other

Medical Event SERaces e fn-network Out-of-network Important Information

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

Preauthorization is required. If you
don’t get preauthorization, benefits

Home health care 30% Coinsurance 50% Coinsurance could be reduced by $500 of the total
cost of the service.
Rehabilitation services 30% Coinsurance 50% Coinsurance 60 Maximum visits per plan year;
Habilitation services for Learning
Habilitation services 30% Coinsurance 50% Coinsurance Disabities are not covered.
if you need
help ! 120 Maximum visits per plan year;
;’“"eth"g o Preauthorization is required. If you
avei:] her ith Skilled nursing care 30% Coinsurance 50% Coinsurance don't get preauthorization, benefits
599: . could be reduced by $500 of the total
needas cost of the service.
Preauthorization is required for DME in
excess of $500 for rentals or $1,500 for
Durable medical equipment 30% Coinsurance 50% Coinsurance purchases. If you don't get
preauthorization, benefits could be
reduced by $500 per occurrence.
Hospice service 30% Coinsurance 50% Coinsurance None
Children’s eye exam Not covered Not covered None
if your child
needs dental  Children’s glasses Not covered Not covered None
or eye care
Children’s dental check-up Not covered Not covered None
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Excluded Services & Other Covered Services:
Services Your Plan Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

« Bariatric surgery o Infertility treatment « Routine eye care (Adult)
« Cosmetic surgery + Long-term care » Routine foot care
o Dental care (Adult) o o Private-duty nursing - « Weight loss programs

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

"« Acupuncture » Hearing aids » Non-emergency care when traveling
outside the U.S.

« Chiropractic care . o T N—

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is U.S. Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or
www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance Markelplace.
For more information about the Marketplace, visit www.HealthCare.qov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal or a grievance for any reason to your plan. Additionally, a consumer assistance program may help you file
your appeal. A list of states with Consumer Assistance Programs is available at www.HealthCare.qov and
http://cciio.cms.gov/programs/consumer/capgrants/index.html.

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

Language Access Services:
Spanish (Espafiol): Para obtener asistencia en Espafiol, lame al 1-844-212-6811.

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

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

ok

Peg is Having a Bahy

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

® The plan's overall deductible $1,200

@ Specialist copayment $50
@ Hospital (facility) coinsurance 30%

® Other coinsurance 30%

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 $1,200
Copayments $0
Coinsurance $3.000
What isn’t covered
Limits or exclusions
The total Peg would pay is

_ $70
$4,270

Managing Joe's Type 2 Diabetes

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

® The plan’s overall deductible $1,200
® Specialist copayment $50

® Hospital {facility) coinsurance 30%
W Other coinsurance 30%

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

Diagnostic tests (blood work}

Prescription druas
Durable medical equipment (glucose meter)

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

$4,300
$4,700

amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of
costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Mia’s Simple Fracture

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

® The plan's overall deductible $1,200

@ Specialist copayment $50
® Hospital (facility) coinsurance 30%

W Other coinsurance 30%

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

Diagnostic tests (x-ray)
Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $2,800
In this example, Mia would pay:
Cost Sharing

Deductibles* $1,200

Copayments %0

Coinsurance $400

What isn't covered
Limits or exclusions $10
The total Mia would pay is $1,610

Note: These numbers assume the patient does not participate in the plan’s weliness program. If you participate in the plan’s wellness program, you may be able to
reduce your costs. For more information about the wellness program, please contact: www.umr.com or call 1-844-212-6811.
*Note: This plan has other deductibles for specific services included in this coverage example. See "Are there other deductibles for specific services?™ row above.

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