Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
US Health and Life Insurance Company: Ascension Personalized Care Standard Expanded Bronze

AI/AN Limited Cost

Coverage Period: 01/01/2024 - 12/31/2024
Coverage for: Individual + Family| Plan Type: EPO

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

would share 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, see
www.ascensionpersonalizedcare.com or call 833-600-1311. 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 https://www.healthcare.gov/sbc-glossary or call 833-

600-1311 to request a copy.

Important Questions m Why This Matters:

What is the overall
deductible?

$0 at Indian Health Care Provider
(IHCP); or $7,500 Individual /
$15,000 Family.

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

Are there services
covered before you meet
your deductible?

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

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

for specific services?

Are there other deductibles

No.

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

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

For network providers $9,400
individual / $18,800 family.

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

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

Premiums, balance-billing charges,
penalties for failure to obtain
preauthorization for services, and
health care this plan doesn't cover.

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

Will you pay less if you
use a network provider?

Yes. See
www.ascensionpersonalizedcare.c
om or call 833-600-1311 for a list
of network providers.

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

Do you need a referral to
see a specialist?

No.

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

What You Will Pay

: Indian Health Care . Non-IHCP Out-of-
Cc Medical : .
ommon Medical | services You May Need | Provider (IHCP) | NOM-IHCP Provider i b ork Provider

Limitations, Exceptions, & Other

Event - i Important Information
¥ (You will pay the I&y:mwggm'o'?:; (You will pay the P I
least) most)
Primary care visit to " .
treat an injury or illness No charge $50 copay/visit Not covered none
If you visit a health liat viai o
) Specialist visit No charge $100 copay/visit Not covered none
care provider’s
office or clinic Preventive You may have to pay for services that
e lerram aren't preventive. Ask your provider if
%/%g/ 1D B B EEE otesee the services needed are preventive.
. Then check what your plan will pay for.
. . . Some services may require prior
- 0
Diagnostic test (x-ray, No charge D?dUCt'ble +50% Not covered authorization, or no benefits will be
blood work) consurance paid. See your policy for more details
If you have a test
T Imaging (CT/PET scans Deductible + 50% SOmeJsenvices may require priol
" | No charge . Not covered authorization, or no benefits will be
MR coinsurance paid. See your policy for more details.
If you need drugs Coverage is limited up to 30-day
Fo treat your . Generic drugs No charge $25 - Not covered supply (re’gan) and 90-day supply
iliness or condition copay/prescription (home delivery); up to a 30-day supply
More information (retail and home delivery) for Specialty
about prescription drugs. Certain limitations may apply
drug coverage is Deductible + $50 including, for example: prior
available at Preferred brand drugs No charge copay/prescription Not covered authorization, step therapy, quantity
https://www.ascensi limits.

* For more information about limitations and exceptions, see the plan or policy document at www.ascensionpersonalizedcare.com.
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What You Will Pay

Indian Health Care Non-IHCP Provider Non-IHCP Out-of-
Provider (IHCP) . Network Provider
In-Network Provider

(You will pay the (You will pay more) (You will pay the

Common Medical
Event

Limitations, Exceptions, & Other
Important Information

Services You May Need

onpersonalizedcare. Some services may require prior
com/- Non-preferred brand Deductible + $100 authorization, or no benefits will be
. . No charge o Not covered . » OF TS .
Imedialproject/aca/a | drugs copay/prescription paid. See your policy for more details.
ca/pharmacy/2024 _
drug_formulary.pdf | Specialty drugs No charge Lelieils + $50L Not covered
copay/prescription
Facility fee (e.g., , 0 Some services may require prior
ambulatory surgery No charge E;ggﬁmi; 50% Not covered authorization, or no benefits will be
If you have center) . paid. See your policy for more details.
outpatient surgery . Deductible + 50% See Above.
Physician/surgeon fees | No charge CONSUTANce Not covered
. In-Network Emergency hospital admissions
0
Emergency room care No charge E;g:ﬁ:gl]i; 50% Deductible + 50% require authorization within 48 hours
. ’ B coinsurance following admission.
you nee , , In-Network Non-emergent Ambulance not covered
. . . 0
RIS -rcoencmedcal |, e Dedutible *50%  Deguctile +50% | Outof-Network
attention lransporiation coinsurance coinsurance
none
Urgent care No charge $75 copay/visit Not covered
FaC|I[ty fee (e.g., No charge nguctlble + 50% Not covered Prior guthgnzahoq is required, or no
If you have a hospital room) coinsurance benefits will be paid.
hospital st . i 0 i ization i [
osprial siay Physician/surgeon fees  No charge nguchble +50% Not covered Prior guthgnzauoq Is required, or no
coinsurance benefits will be paid.
Some services may require prior
:y‘:tuh"ge: m.enta:I Outpatient services No charge $50 copay/visit Not covered authorization, or no benefits will be
hzglth, o? aviora paid. See your policy for more details.
T Al | . Deductible + 50% Some services may require prior
. Inpatient services No charge . Not covered authorization, or no benefits will be
services coinsurance . ) .
- paid. See your policy for more details.

* For more information about limitations and exceptions, see the plan or policy document at www.ascensionpersonalizedcare.com.
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What You Will Pay

Indian Health Care . Non-IHCP Out-of- A .
: . Non-IHCP Provider X Limitations, Exceptions, & Other
Services You May Need Provider (IHCP) | |\ o Provider | Network Provider s o
(You will pay the (You will pay the

least) most)

Common Medical
Event

(You will pay more)

Depending on the type of service a
copayment may apply. Maternity care

Office visits No charge $50 copay/visit Not covered may include tests and services
described elsewhere in the SBC (i.e.
ultrasound).

Childbirth/delivery Deductible + 50%

. / No charge . Not covered none
If you are pregnant | professional services coinsurance
Prior authorization is required for
vaginal deliveries requiring more than
Childbirth/delivery facility Deductible + 50% a 48 hour stay, and for cesarean
: No charge . Not covered : L ..

services coinsurance section deliveries requiring more than
a 96 hour stay, or no benefits will be
paid.

Limited to 60 visits per member per
, 0 ; e
Home health care No charge Deductible + 50% Not covered year. Some services may require prior

coinsurance authorization, or no benefits will be
paid. See your policy for more details.
Limited to 20 visits per year. The limit
on the number of visits for therapy
applies to all visits for that therapy,

LT nged 18 Rehabilitation services No charge $50 copay/visit Not covered whether received in a Practitioner's
recovering or have , . o
other special office, outpatient facility or home health

setting. Cardiac and pulmonary
therapy limited to 36 visits per year.

Limited to 20 visits per year. The limit
on the number of visits for therapy
applies to all visits for that therapy,
whether received in a Practitioner's
office, outpatient facility or home health
setting. Cardiac and pulmonary

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

health needs

Habilitation services No charge $50 copay/visit Not covered
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What You Will Pay

_ Indian Health Care Non-IHCP Provider Non-IHCP Out-of-

Services You May Need |  Provider (IHCP) ) Network Provider
. In-Network Provider .

(You will pay the (You will pay the

Common Medical
Event

Limitations, Exceptions, & Other
Important Information

(You will pay more)

therapy limited to 36 visits per year.
, Skilled Nursing and Rehabilitation
0
Skilled nursing care Not covered nguctlble +50% Not covered Facility limited to 60 days/year
coinsurance ;
combined.
Durable medical \ Deductible + 50% Durable medical equipment over $500
cquibment o charge CONSUTANce Not covered requires prior authonzatlon. See your
equipment e policy for more details.
. 0 . B .
Verfen eapfes No charge nguctlble +50% Not covered PrlorlAuthorlza.tlon required for
coinsurance Inpatient Hospice.
Children’s eye exam No charge $50 copay/visit Not covered Limited to 1 visit per Plan Year.
1 0
If your child needs = Children’s glasses No charge nguchble - al Not covered Limited to 1 item per Plan Year.
coinsurance
dental or eye care Children's dental check
upl ren's dental eheck= ' Not covered Not covered Not covered Not covered.

* For more information about limitations and exceptions, see the plan or policy document at www.ascensionpersonalizedcare.com.
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Excluded Services & Other Covered Services:
Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

e Acupuncture o Infertility treatment e Private-duty nursing

e Bariatric surgery e Long-term care e Routine eye care (Adult)
e Cosmetic surgery Non-emergency care when travelling outside e Routine foot care

e Dental care (Adult) the U.S. e Weight loss programs

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

e Tobacco cessation e Hearing aids (limited to 1 item every 3 years) o Allergy testing
e Chiropractic care (limited to 20 visits per year)

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: the plan, administered by US Health and Life, at 833-600-1311 or http://www.ascensionpersonalizedcare.com, the Tennessee Department of Commerce
& Insurance, 500 James Robertson Pkwy, Nashville, TN 37243 at 615-741-2241 or https://www.tn.gov/commerce/insurance-division.html, the U.S. Department of
Health and Human Services at 1-877-696-6775 or https://www.hhs.gov/. Other coverage options may be available to you, too, including buying individual insurance
coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318- 2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or
assistance, contact: Tennessee Department of Commerce & Insurance at https://www.tn.gov/commerce/insurance-division.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 Standards? Not Applicable.
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 833-600-1311.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 833-600-1311.
Chinese (FX): INRFEFXHIER), HILITIXA 545 833-600-1311.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 833-600-1311.

] 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:

/-‘ ¥ B "

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost-sharing amounts
(deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might
pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

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

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

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

hospital delivery)

B The plan’s overall deductible $7,500
B Specialist copayment $0
B Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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

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

controlled condition)

B The plan’s overall deductible $7,500
B Specialist copayment $0
M Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

care)
B The plan’s overall deductible $7,500
B Specialist copayment $0
M Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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

Diagnostic test (x-ray)

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

Total Example Cost ‘ $12,700
In this example, Peg would pay:
Cost Sharing

Deductibles $0
Copayments $0
Coinsurance $0

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

Total Example Cost ‘ $5,600 Total Example Cost ‘ $2,800
In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing
Deductibles $0 Deductibles $0
Copayments $0 Copayments $0
Coinsurance $0 Coinsurance $0
What isn’t covered What isn’t covered
Limits or exclusions $0 Limits or exclusions $0
The total Joe would pay is $0 The total Mia would pay is $0

Note: These numbers assume the patient received care from an IHCP provider or with IHCP referral at a non-IHCP. If you receive care from a non-IHCP provider
without a referral from an IHCP your costs may be higher.

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

Si usted, o alguien a quien usted esta ayudando, tiene preguntas acerca de US Health and Life Insurance
Company, tiene derecho a obtener ayuda e informacion en su idioma sin costo alguno. Para hablar con un
intérprete, llame al 1-833-600-1311.

Arabic

<l Mai ) (US Health and Life Insurance Company b @l JasS 15 Jas Gidoa Cuule s Ll dia sua
1-833-600-1311 iy Do o) als Sawsle 58 gDland 5ol a5 6 alaiS a3 355 L oSl Jlini ae o yae liaal (0

Chinese

NEME, SIBREFEEBIMA, HREIRUS Health and Life Insurance Company A ERIR %8, 1&HF
BAREUEHBESIIEMNALE., BER—(MESHEEE, FHE1-833-600-1311,

Vietnamese

Néu quy vi, hay nguoi ma quy vi dang gidp d&, ¢ cau hoi vé US Health and Life, quy vi s& cé quyén duoc
gitip va co thém thong tin bang ngdn ngir ctia minh hoan toan mién phi. D& noéi chuyén véi mot thdng dich
vién, xin goi 1-833-600-1311.

Albanian

Nése ju, ose dikush gé po ndihmoni, ka pyetje pér US Health and Life, keni té drejté t& merrmi ndihmé dhe
informacion falas né gjuhén tuaj. Pér té folur me njé pérkthyes, telefononi numrin 1-833-600-1311.

Korean

OROf St S B}7H S QU Ot AFZEO| US Health and LifeOfl &) Al X 20| Q4CHEH
Hote Qs =20 HEE ko] 0|2 H| 8 REGI0| PS4 e Hal7t UL LT

JZH SHALRE O 7[517| 2BH A= 1-833-600-13112 TSI A L.

Bengali

IM AN, YA AT Y FIOFS ATOT FAHI0, TNPP Y WP US
Health and Life, SITH SMBIT ACF WA YA AT Mo orgde A=y
AN G3e ©AY G| SPPd AHY FAT I919 o9, T 5 1-833-600-
1311.

Polish

Jesli Ty lub osoba, ktérej pomagasz ,macie pytania odnosnie US Health and Life, masz
prawo do uzyskania bezptatnej informacji i pomocy we wlasnym jezyku .Aby porozmawia¢ z ttumaczem,
zadzwon pod numer 1-833-600-1311.

German

Falls Sie oder jemand, dem Sie helfen, Fragen zumUS Health and Life Insurance Company haben, haben
Sie das Recht, kostenlose Hilfe und Informationen in lhrer Sprache zu erhalten. Um mit einem Dolmetscher
zu sprechen, rufen Sie bitte die Nummer 1-833-600-1311 an.

[talian

Se tu 0 qualcuno che stai aiutando avete domande su US Health and Life Insurance Company, hai il diritto
di ottenere aiuto e informazioni nella tua lingua gratuitamente. Per parlare con un interprete, puoi chiamare
1-833-600-1311.

Japanese

RNk, FREBEHROEDEY DA TH. USHealth and Life Insurance Company [ZD LY
TIEBERAZTVWELEZL, CHEDEETYR—LEZIT2Y ., BHREAFLEZYT
HENTEFET, HEEFAMDYEERA, BREBESINLIHZE. 1-833-600-1311FTH
BECLEELY,

Russian

Ecnu y Bac unu nuua, KOTopoMmy Bbl MOMoraeTe, MMetoTcst Bonpockl no nosogy US Health and Life
Insurance Company, T0 Bbl UMeeTe npaBo Ha BecnnaTtHoe nonyveHre NOMOLLM MMHAOPMaLMKM Ha BaLLeM
A3blke. [1ns pa3roBopa ¢ nepeBogYMKOM No3soHUTE no TenedoHy 1-833-600-1311.

Serbo-
Croatian

Ukoliko Vi ili neko kome Vi pomazete ima pitanje o US Health and Life Insurance Company, imate pravo da
besplatno dobijete pomo¢ i informacije na VaSem jeziku. Da biste razgovarali sa prevodiocem, nazovite 1-
833-600-1311.

Tagalog

Kung ikaw, 0 ang iyong tinutulangan, ay may mga katanungan tungkol sa US Health and Life Insurance
Company, may karapatan ka na makakuha ng tulong at impormasyon sa iyong wika ng walang
gastos. Upang makausap ang isang tagasalin, tumawag sa 1-833-600-1311.

Swahili

Kama wewe, au mtu unaye mpa usaidizi ana maswali kuhusu US Health and Life Insurance Company, Una
haki ya kupata habari hii na msaada kwa lugha yako bila gharama. Kuzungumza na mkalimani, piga
nambari hii: 1-833-600-1311.



