@select%’%@éﬁ%m Select Med Plus Signature $1,000 w/office and Rx

ded waiver (20%) Gold ~
Coverage Period: On or after 01/01/2016

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

Coverage for SmgleIFamlly | Plan Type POS

Is there an
out—of—pocket limit on
my expenses?

Yés. $4,000 person/ $8,000 family participating,

$6,000 person/$12,000 family non-participating per
calendar year.

The 0ut-of—pocket hImt is the most you could pay durmg a coverage

period (usually one year) for your share of the cost of covered services.
This limit helps you plan for health care expenses.

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

Premiums, balance-billed charges, preventive services,
healthecare this plan doesn't cover, and penalties for

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

s there an overall

plan pays'-’

annual limit on Wha fhe_:

failure to obtain preauthorization for services.

Does this plan use a
network of providers?

Yes. To find a participating Select Med Plus™ provider
visit selecthealth.org/findadoctor or call Member
Services at 800-538-5038.

If you use an in-network doctor or other health care provider, this plan

will pay some or all of the costs of covered services. Be aware, your in-
network doctor or hospital may use an out-of-netwotk provider for
some services. Plans use the term in-network, preferred, or
patticipating for providers in their network. See the chart starting on

page 2 for how this plan pays chfferent kinds of providers.

ut errmsslon from th1s

Are there services this
plan doesn’t cover?

Yes.

Some of the services this plan doesn’t cover are Iisted on page 5. See
your policy or plan document for additional information about
excluded services.

Questions: Call 800-538-5038 or visit us at selecthealth.otg. To review your certificate of coverage/individual contract go to selecthealth.org/materials.
1 you aren’t clear about any of the bolded terms used in this form, see the Glossary. You can view the Glossary
at selecthealth.org/sbc or call 800-538-5038 to request a COpy.

10f8




Common

Medical Event Services You May Need

Primary care visit to treat an injury or
11lncss (PCP)

Participating

$25 /visit

_Your cost |f st if you use

Participating

50% co-insurance

Deductible does not apply to participating
services.

‘Speclaltst visit (SCP).: i

S '_'Certa.ln hxmtauons apply t0 allergy testing, .+
50% co-insurance | ¢ Deduc
e L applye to. paxnapatmg services.

_ cttble doesnot -~ -

Other practitoner office visit

Not covered

50% co-insurance
for chiropractor

Chiropractic, up to 15 visits per calcndar year.
Acupuncture is not covered. Deductible does
not apply to participating services.

i 'No tcovered :;:Frequency h:mtauons apply Deducuble does_
Coooooa | not apply to paruapaung semces

No charge

50% co-insurance

Deductible does not apply to pamclpatlng
services.

Imaging (CT/PET scans, MRIs)

T 20% coansimance

50% co-insurance | ..

Standard Tier 1

$10/ prescription

$10/prescription

25% ‘co-insuranice

125% corinsutance

‘Standard Tler 3

50% co-insurance

50% co-insurance

Maintenance Tier 1

$10/prescription

$10 / prescription

Maintenarce Tier 2

25% co-insuranée ||

50% co—insurance

50% co-insurance

Certain limitations apply. Benefits may be
denied or reduced by 50% for failure to obtain
preauthorization for certain services.

e 50% co-insurance | |
or medxcal, 20% . :_ :

co—msurance for

pharmacy L |
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°

Your costifyouuse

Common Non-

Medical Event

Services You May Need

centet)

1

Facility fec (c.g,, ambulatory surgery | .

Participating

20% co-insurance

50% co-insurance

Limitations & Exceptions

Participating

None

e | 50% codnsurance |

Emergency room services

$350/visit

Emergency room services appiy to
participating benefits.

| 20% co-insticance

- Emergencies only. Emergency miedical:

transportation applies to participating bene ts.

Urgent care

50% co-insurance

Applies to urgent care facilities only.
Deductible does not apply to participating
services.

/ 'co—jnsu.tan'c_é:' :f :

20% co-insurance

50% co-insurance

[ 925/ visit for office| -

“visits; 20% co

Mental/ B.ehavioral. health inpatient.

services

‘Substance

' for outpatient -

."% co—msurancei'

50% co-insurance

Benefits may be denied or reduced by 50% for
failure to obtain preauthorization for certain
services. Additional limitations and exclusions
apply. Deductible does not apply to
participating mental health office visits.

% co-insurance’

Delivery and all inpatient services

20% co-insurance

50% co-lnsurance

Benefits may be denied ot reduced by 50% for
failure to obtain preauthotization for certain
services.
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Common
Medical Event

| Your cost if you use

Services You May Need Limitations & Exceptions

Participating

Up to 20 visits per year for each therapy type
for outpatient physical, speech, and
occupational therapy. Up to 40 days per year
50% co-insurance | for inpatient physical, speech, and
occupational therapies combined. Benefits may
be denied or reduced by 50% for failure to
obtain preauthorization for certain services.

$40/visit for
outpatient, 20% co-
insurance for
Inpatient

Rehabilitation services

: Sub]ect to outpatlent rehabilitation limits.

Sxi v oL Benefits may be denied or reduced by 50% for.
50% coqnsurance | .o T ST T T T ‘
I T R _faﬂm:e to obtam preauthonzanon for certam_
“services. : i S :

Upto 60 days per calenda,r year. Beneﬂts rnay
20% co-insurance | 50% co-insurance | be dented or reduced by 50% for failure to
obtaln preaur_honzmon for certain services.

Beneﬁts may be demed or reduced by 50% for
failure to obtain preauthornzation for certain
services.

| Covered: through age 18 Deducuble does not
. :;__appiy to participating serv:ices CHEEG Ly
Covered through age 18. Correctlve lenses or
contacts, one set per year

20% co-insurance | 50% co-insurance
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ExCluded Services & Other Covered ServiceS'

. Abortlons / termination of pregnancy except n
lirnited circumstances
e Acupuncture

o Administrative services/charges

¢ Attention-Deficit/Hyperactvity
Disorder/Pervasive Development Disorder
o Bariatric surgery

o Cochlear implants without preauthorizaton

o Complications of a non-coveted service for the
1st year after the orginal date of service

e Cosmetic, reconstructive or corrective services,
except in limited circumstances

» Dental care (adult/child), except in limited

circumstances

. Dental check~up (Adult)

» Experimental and/or investigational services

e Eyeglass frames

o Hearing aids

e Immusizations for Anthrax, BCG, Cholera,
Plague, Typhoid and Yellow Fever

o Infertility (select services) greater than $1,500 per
year and $5,000 per lifetime

o Infertility treattnent

e Long-term care

o Organ transplants and donor fees without
preauthorization

Orthotic and other correcmve apphances for the
foot

Services for which a third-party is or may be
responsible

Services related to certain illegal activities

Services that are not medically necessary

Temporomandibular Joint {(TMJ) services
greater than $2,000 lifetime

:Other' Covered Serwces E('].‘l-us_1 n
. sétvices.) . : : i

. Ch1ropract1c care, up to 15 visits per calendar
year

o Non-emergency care when traveling outside the
U.S.

. anate Duty Nursmg, requires preauthor17a1:lon

with limitations
» Routine eye care (Adult)

Rouune foot care, covered in hrmted

clrcumstances
Weight loss programs as patt of a program
approved by SelectHealth
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Your Rights to Continue Coverage:

If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep health
coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium you pay
while covered undet the plan. Other limitations on your rights to continue coverage may also apply.

For more information on your rights to continue coverage, contact SelectHealth at 800-538-5038. You may also contact your state insurance depattment, the

U.S. Department of Labor, Employee Benefits Secutity Administration at 866-444-3272 or dol.gov/ebsa, or the U.S. Department of Health and Human
Services at 877-267-2323 x61565 or ccilo.cms.gov.

Your Grievance and Appeals Rights:

If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For questions
about your rights, this notice, or assistance, you can contact Member Services at 800-538-5038. You may also contact the Department of Labor's Employee
Benefits Security Administration at 866-444-EBSA (3272) ot dol.gov/ebsa/healthreform. If your coverage is fully-insured, you may also contact the Utah
Insurance Department, Office of Consumer Assistance, Suite 3110, State Office Building, Salt Lake City, Utah 84114. For additional information about your
grievance and appeals rights, see your Member Materials.

Does this Coverage Provide Minimum Essential Coverage?

"The Affordable Care Act requires most people to have health care coverage that qualifies as "minimum essential coverage.” This plan or policy does provide
minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?

The Affordable Care Act establishes a minimutn value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value). This health
coverage does meet the minimum value standard for the benefits it provides.

Language Access Services:
Navajo {Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne’ 800-538-5038.

To see examples of bow this plan miight cover costs for a sample medical situation, see the next page.
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About these Coverage Having a baby
Examples: (normal delivery)

Managing type 2 diabetes

(routine maintenance of
a well-controlled condition)

These examples show how this plan might cover

medical care in given situations. Use these examples | ®Amount owed to providers: $7,540 ® Amount owed to providers: $5,400
to see, in general, how much financial protectiona | WPlan pays $5,220 E Plan pays $3,600
sample patient might get if they ate covered under | MPatient pays $2,320 m Patient pays $1,800
different plans.
Sample care costs: Sample care costs:
o Th e e Hospital charges (mother) $2,700 Prescriptions $2,900
R ::S _S t : Routine obstettic care $2,100 Medical Equipment and Supplies $1,300
I‘IO . a COS ol Hospital charges (baby) $900 Office Visits and Procedures $700
- estlmator, Anesthesia $900 Education $300
i TR Laboratoty tests $500 Laboratory tests $100
ntuse these examples Prescriptions $200 Vaccines, other preventive $100
tiate your actual Radtology $200 v E— ——
ndet this plan. The‘... . -
Vaccines, other preventive $40
ca_re you recewe wﬂl —— . ]
: o - Patient pays:

Deductibles $1,000

Patient pays: Co-pays $510

Deductibles $1,000 Co-insurance $210
Co-pays $20 Lirnits clusio

:_;See the next page f for i Co-insurance $1,150
'flrnpo int information Limits or exclusions $150
- about these f_l?ian_“..pl_'ésf tal
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Questions and answers about the Coverage Examples:

What are some of the
assumptions behind the
Coverage Examples?

Costs don’t include premiums.

Sample care costs are based on national
averages supplied by the U.S.
Department of Health and Human
Services, and aren’t specific to a
particular geographic area or health plan.

The patient’s condition was not an
excluded or preexisting condition.

All services and treatments started and
ended in the same coverage period.

There are no other medical expenses for
any member covered under this plan.
Out-of-pocket expenses are based only
on treating the condition in the example.
The patient received all care from in-
network providers. If the patient had
received care from out-of-network
providers, costs would have been higher.

53002240

This s a Gold plan as defined by the Affordable Care Act
68781UT0050010-00 01-01-2016
9/2/2015 v4.9

Questions: Call 800-538-5038 or visit us at selecthealth.org. To review your certificate of coverage/individual contract go to selecthealth.org/materials.

If you aren’t clear abourt any of the bolded terms used in this form, see the Glossary. You can view the Glossary

What does a Coverage Example
show?

For each treatment situation, the Coverage
Example helps you see how deductibles,
copayments, and coinsurance can add up. It
also helps you see what expenses might be
left up to you to pay because the service or
treatment isn’t covered or payment is limited.

Does the Coverage Example
predict my own care needs?

¥ No. Treatments shown are just examples.
The care you would receive for this
condition could be different based on your
doctor’s advice, your age, how serious your
condition is, and many other factors.

Does the Coverage Example
predict my future expenses?

X No. Coverage Examples are not cost
estimators. You can’t use the examples to
estimate costs for an actual condition. They
are for comparative purposes only. Your
own costs will be different depending on
the care you receive, the prices your
providers charge, and the reimbursement
your health plan allows.

at selecthealth.org/sbc or call 800-538-5038 to request 2 copy.

Can | use Coverage Examples
to compare plans?

v Yes. When you look at the Sutnmary of
Benefits and Coverage for other plans,
you'll find the same Coverage Examples.
When you compare plans, check the
“Patient Pays” box in each example. The
smaller that number, the more coverage
the plan provides.

Are there other costs |
should consider when
comparing plans?

v Yes. An important cost is the premium
you pay. Generally, the lower your
premium, the more you'll pay in out-of-
pocket costs, such as copayments,
deductibles, and coinsurance. You
should also consider contributions to
accounts such as health savings accounts
(HSAs), flexible spending arrangements
(FSAs) or health reimbursement accounts
(HRAs) that help you pay out-of-pocket

€xpenses.
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