Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

HealthPartners:Select $3,000 w/Copay P-S Silver

Important Questions

What is the overall
deductible?

In-network: $3,000 Individual/ $6,000
Family

Out-of-network: $20,000 Individual/
$40,000 Family

Why This Matters:

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

Are there services covered
before you meet your
deductible?

Yes, some 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

There are no other specific
deductibles.

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

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

In-network medical/pharmacy: $9,450
Individual/$18,900 Family

There is no out-of-network out-of-
pocket limit.

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.

Coverage Period: 01/01/2024-12/31/2024

Coverage for: Individual/Family | Plan Type: PPO
/,  The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would

» share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-877-838-4949 or visit us at
www.healthpartners.com. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other
underlined terms see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary or call 1-877-838-4949 to request a copy.

“Answers
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Important Questions

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

Answers

Premium, balance-billed charges
(unless balanced billing is prohibited),
and health care this plan doesn'’t

Why This Matters:

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?

cover.
This plan uses a provider network. You will pay less if you use a provider in the plan’s
Yes. See network. You will pay the most if you use an out-of-network provider, and you might

www.healthpartners.com/select or

call 1-877-838-4949 for a list of in-

network providers.

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 in-network specialist you choose without a referral.

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

Common
Medical Event

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

What You Will Pay

Services You May Need ' Network Provider Limitations, Exceptions, e_lnd Other Important |
m Provider Information
IeasFt)) y (You will pay the
most)
Primary Office Visit:
$25 copay 0 Per Vistt, Primary Office Visit:
, . Deductible does not o o

PHITEL GEI VR 9 fize apply o BINEE Convenience Care is not available as a network

an injury or illness . .| Convenience Care: .
Convenience Care: o service.
Not covered Sl Gl e
Virtuwell: No charge
$75 copay/Per Visit,

Specialist visit

Deductible does not
apply

50% coinsurance

None

Preventive care/screening/
immunization

No charge

50% coinsurance

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

Services You May Need

What You Will Pay

Network Provider
(You will pay the
least)

QOut-of-Network
Provider
(You will pay the

Limitations, Exceptions, and Other Important |
Information

| Diagnostic test (x-ray,

25% coinsurance 50% coinsurance None
blood work)
If you have a test Imaging (CT/PET scans
MRI% ) g ’ 25% coinsurance 50% coinsurance None
Generic Low Cost:
$5 copay/per
ijﬁgﬁgﬁnéoes not 30 day supply retail / 90 day supply mail order.
applymtail $15 Formulary insulin covered with no member cost-
copay/per 90 day sharing after a $25 benefit cap per prescription
supply, Deductible per month.
does n’oW USPTF A & B recommended preventive drugs
mail 50% coinsurance at obtained with a prescription, including OTC
Generic drugs Generic High Cost: | retail mvered drugs, are covergd W|th.no member costl-sharlng.
If you need drugs to treat $25 copay/per Any amounts paid or reimbursed by a third party,
your iliness or condition pres_p_ycription including but not limited to: point of service

More information about
prescription drug coverage
is available at
healthpartners.com/preferredrx

Deductible does not
apply at retail, $75
copay/per 90 day
supply, Deductible
does not apply at
mail

Preferred brand drugs

25% coinsurance

50% coinsurance at
retail, mail not covered

Non-preferred brand drugs

25% coinsurance

50% coinsurance at
retail, mail not covered

rebates, manufacturer coupons, manufacturer
debit cards or other forms of direct
reimbursement to an insured for a product or
service, will not apply towards deductible and/or
out-of-pocket maximum, to the extent permitted
under state and federal law.

Drugs and drug tiers on the formulary may
change with notice.

Specialty drugs

50% coinsurance

Not covered

Specialty drugs are limited to drugs on the
specialty drug list and must be obtained from a
designated vendor.

If you have outpatient
surgery

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

25% coinsurance

50% coinsurance

None

Physician/surgeon fees

25% coinsurance

50% coinsurance

None
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Common
Medical Event

If you need immediate
medical attention

Services You May Need

Emergency room care

What You Will Pay

Network Provider
(You will pay the
least)

25% coinsurance

QOut-of-Network
Provider
(You will pay the

25% coinsurance

Limitations, Exceptions, and Other Important |
Information

Out-of-network services follow in-network
benefits.

Emergency medical
transportation

25% coinsurance

25% coinsurance

QOut-of-network services follow in-network
benefits.

$75 copay/Per Visit,
Urgent care Deductible does not | 50% coinsurance None
apply
. P 12D (2, el 25% coinsurance 50% coinsurance None
If you have a hospital stay room)
Physician/surgeon fees 25% coinsurance 50% coinsurance None
If you need mental health, $25 copay/Per Visit,
behavioral health, or Outpatient services Deductible does not | 50% coinsurance None
substance abuse needs apply
Inpatient services 25% coinsurance 50% coinsurance None
Office visits No charge 50% coinsurance DIEEeE eI e 0 61 EIIEDS, & Sapenieit

If you are pregnant

coinsurance, or deductible may apply.

Childbirth/delivery
professional services

25% coinsurance

50% coinsurance

None

Childbirth/delivery facility
services

25% coinsurance

50% coinsurance

None
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What You Will Pay

Limitations, Exceptions, and Other Important |
Information

Common Services You May Need ' | Out-of-Network

Network Provider
(You will pay the
least)

Medical Event Provider

(You will pay the

Primary: $25
copay/Per Visit,
Deductible does not
Home health care gzzlgialty: $75 50% coinsurance 120 visits per calendar year
copay/Per Visit,
Deductible does not

apply

If you need help recovering
or have other special health
needs

Primary: $25
copay/Per Visit,
Deductible does not
apply

Specialty: $75
copay/Per Visit,
Deductible does not
apply

Primary: $25
copay/Per Visit,
Deductible does not
apply

Specialty: $25
copay/Per Visit,

Rehabilitation services 50% coinsurance None

Habilitation services 50% coinsurance None
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Common
Medical Event

Services You May Need

What You Will Pay

Network Provider
(You will pay the
least)

Deductible does not

apply

QOut-of-Network

Provider

(You will pay the

Limitations, Exceptions, and Other Important |
Information

Skilled nursing care

25% coinsurance

50% coinsurance

120 days per calendar year

Durable medical
equipment

25% coinsurance

50% coinsurance

None

Hospice services

25% coinsurance

50% coinsurance

Respite care is limited to 5 days and respite care
and continuous care combined are limited to 30
days per episode .

If your child needs dental or
eye care

Children’s eye exam

No charge

50% coinsurance

None

Limited to one pair of eyeglasses (lenses and

Children’s glasses 25% coinsurance Not covered frames) or one pair of contact lenses per
calendar year.
Children’s dental check-up | 25% coinsurance 50% coinsurance None
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Excluded Services & Other Covered Services:
Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)
e Acupuncture o Infertility treatment ¢ Private-duty nursing
¢ Bariatric surgery e Long-term care ¢ Routine eye care (Adult)
o Cosmetic surgery with the exception of port wine e Non-emergency care when traveling outside the U.S. e Routine foot care
stain removal and reconstructive surgery
e Dental care (Adults) o Non-formulary drugs without a formulary exception 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 Chiropractic care e Hearing aids

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: Your plan at 1-800-883-2177, or the MN Dept of Health at 651-201-5100 / 1-800-657-3916, or the 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.mnsure.org or call 1-855-
366-7873.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact; Your plan at 1-800-883-2177 or the MN Dept of Health at 651-201-5100 / 1-800-657-3916.

Does this plan provide Minimum Essential Coverage? Yes.

Minimum Essential Coverage generally includes plan, 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 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 1-877-838-4949.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-877-838-4949.

Chinese (F130) : ANRFEZE P CAYEEB), 1BIKRITE =15 1-866-843-3461.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-877-838-4949.

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:

I

A

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-
controlled condition)

O 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.

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

hospital delivery)

B The plan’s overall deductible $3,000
M Specialist copay $75
M Hospital (facility) 25%
coinsurance

B Other coinsurance 25%

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)

M The plan’s overall deductible $3,000
M Specialist copay $75
M Hospital (facility) 25%
coinsurance

B Other coinsurance 25%

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 $3,000
W Specialist copay $75
M Hospital (facility) 25%
coinsurance
B Other coinsurance 25%

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 | | Total Example Cost | $5,600 | | Total Example Cost | $2,800 |
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $3,000 | | Deductibles $900 | | Deductibles $2,300
Copayments $0 | | Copayments $800 | | Copayments $400
Coinsurance $2,300 | | Coinsurance $0 | | Coinsurance $0
What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $70 | | Limits or exclusions $20 | | Limits or exclusions $0
The total Peg would pay is $5,370 | | The total Joe would pay is $1,720 | | The total Mia would pay is $2,700
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<’> Statement of Nondiscrimination for Health Plan Members

Our Responsibilities:

We follow Federal civil rights laws. We do not
discriminate on the basis of race, color, national origin,
age, disability or sex. We do not exclude people or treat
them differently because of their race, color, national
origin, age, disability or sex, including gender identity
and sexual orientation.

« We help people with disabilities to communicate
with us. This help is free. It includes:
« Qualified sign language interpreters
« Written information in other formats, such as
large print, audio and accessible electronic
formats

« We provide services for people who do not speak
English or who are not comfortable speaking
English. These services are free. They include:

« Qualified interpreters
« Information written in other languages

For Language or Communication Help:
Call 1-800-883-2177 if you need language or other
communication help. (TTY: 711)

If you have questions about our non-discrimination
policy:

Contact the Civil Rights Coordinator at 1-844-363-8732
or integrityandcompliance@healthpartners.com.

To File a Grievance:

If you believe that we have not provided these services
or have discriminated against you because of your race,
color, national origin, age, disability or sex, you can file
a grievance by contacting the Civil Rights Coordinator
at 1-844-363-8732, integrityandcompliance@
healthpartners.com or Civil Rights Coordinator,

Office of Integrity and Compliance, MS 21103K,

8170 33rd Ave. S., Bloomington, MN 55425.

You can also file a civil rights complaint with the U.S.
Department of Health and Human Services, Office for
Civil Rights, electronically through the Office for Civil
Rights Complaint Portal, available at https://ocrportal.
hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services

Room 509F, HHH Building

200 Independence Avenue SW, Washington, DC 20201
1-800-368-1019, 800-537-7697 (TDD)

Espanol (Spanish)

ATENCION: si habla espafiol, tiene a su disposicion
servicios gratuitos de asistencia lingUistica. Llame al
1-800-883-2177.(TTY: 711)

WIFI290 (Laotian)

IU099L: 909 WILCdIWITI D90, |
NIROSMLIoLHEIVWIF, LoelicH a9,
ccuBuen v, tns 1-800-883-2177. (TTY: 711)

Hmoob (Hmong)

LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog
lus, muaj kev pab dawb rau koj. Hu rau 1-800-883-2177.
(TTY:711)

Deutsch (German)

ACHTUNG: Wenn Sie Deutsch sprechen, stehen
Ihnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfigung. Rufnummer: 1-800-883-2177. (TTY: 711)

Tiéng Viét (Vietnamese)

CHU Y: Néu ban néi Tiéng Viét, c6 cac dich vu hé trg
ngoén ngl mién phi danh cho ban. Goi s&
1-800-883-2177.(TTY: 711)

i el (Arabic)
855 A pall) Bactad) cilasa o calll HSM Cusati a1y il gate
717 S8 5 pall Caila o8 5)1-800-883-2177 82 dosil | haally sl

BN R T (Chinese)
ERE SR (E RS o ST L B SR S IR B RS -
FHENEE  1-800-883-2177.(TTY:711)

Francais (French)

ATTENTION: Si vous parlez francais, des services d'aide
linguistique vous sont proposés gratuitement. Appelez
le 1-800-883-2177. (ATS: 711)

Pycckuia (Russian)

BHUMAHWE: Ecnin Bbl roBOpUTE Ha PYCCKOM f3bIKe, TO
BaM AOCTYMNHbI 6ecnnaTHble YCyrn nepepofa. 3BoHuTe
1-800-883-2177. (Tenetann: 711)

Af Soomaali (Somali)

OGAYSIIS: Haddii aad ku hadasho afka soomaaliga,
Waxaa kuu diyaar ah caawimaad xagga lugadda ah oo
bilaash ah. Fadlan soo wac 1-800-883-2177.(TTY:711)

ska-o] (Korean)
FO BIZHE AFEStAl=E %, 20 X3 AHIAE
SEE 0|35ta == ASLILCH 1-800-883-2177.(TTY: 711)

Tagalog (Tagalog)

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari
kang gumamit ng mga serbisyo ng tulong sa wika nang
walang bayad. Tumawag sa 1-800-883-2177.(TTY: 711)
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Oromiffa (Cushite [Oromo])

XIYYEEFFANNAA: Afaan dubbattu Oromiffa, tajaajila
gargaarsa afaanii, kanfaltiidhaan ala, ni argama. Bilbilaa
1-800-883-2177.(TTY: 711)

Italiano (ltalian)

ATTENZIONE: In caso la lingua parlata sia l'italiano,
sono disponibili servizi di assistenza linguistica gratuiti.
Chiamare il numero 1-800-883-2177.(TTY: 711)

AMCy (Amhbaric)

TUIOR: P90t BYR ROICT MPE PFCII° RCRD ST
12 AL THP T HHIEHPA: @F, T HAD 7 LM
1-800-883-2177. (empo31 Arba5F o+ 711)

awlne (Thai)
e G G 5 i
UW. ”']?‘!"H’V‘E@”V\'l:”l\ulfwUﬁ]l“ﬂ'\“'\?‘ml’ﬂu‘j”'I‘:f’D'JUL‘H‘NU‘V\'\\'I‘H'\'H/\ul‘w‘wﬁ T‘W’.‘

1-800-883-2177.(TTY: 711)

unD (Karen)

O%QEiSO%QD:— @;ﬁ(x)osz’n (.T_)é EI?]%CVBK’_\%_. v.?@l ..?S Cﬁ&%m(’.ﬁ@i@'ﬂl:\:ﬂ
CDC\.‘.)'\’%!.)’R"S}C\:H%@T $cmé1:o‘%un).7%'?:‘:c8h (’82 1'800"883"21 77.
(TTY:711)

eNANVIKA (Greek)

MPOXOXH: Av pihdTe eAAnVIK4, ot S1d0sor oag
Bplokovtal unnpeoieg YAWOOIKNG UITOOTHPIENS, Ol oTToleg
napéxovrtal dwpedv. Kahéote 1-800-883-2177. (TTY: 711)

i81 (Mon-Khmer, Cambodian)

wdiss: WiddschysSuna Mmanieln whdsuigssnan
ENUITEA S I SINSUSNUUTISY G gied)
1-800-883-2177.(TTY: 711)

Deitsch (Pennsylvanian Dutch)

Wann du Deitsch schwetzscht, kannscht du mitaus Koschte
ebber gricke, ass dihr helft mit die englisch Schprooch.
Ruf selli Nummer uff: Call 1-800-883-2177.(TTY: 711)

Diné Bizaad (Navajo)

Dii baa aké ninizin: Dif saad bee yanitti'go Diné Bizaad,
saad bee dka'anida’awo’deg’, t'aa jiik’eh, éi na hoélo, kojj’
hodiilnih 1-800-883-2177.(TTY: 711)

-Ikirundi (Bantu — Kirundi)

ICITONDERWA: Nimba uvuga Ikirundi, uzohabwa serivisi
zo gufasha mu ndimi, ku buntu. Woterefona
1-800-883-2177.(TTY: 711)

Polski (Polish)

UWAGA: Jezeli méwisz po polsku, mozesz skorzystac
Z bezplatnej pomocy jezykowej. Zadzwon pod numer
1-800-883-2177.(TTY: 711)

Kiswahili (Swahili)

KUMBUKA: Ikiwa unazungumza Kiswahili, unaweza
kupata, huduma za lugha, bila malipo. Piga simu
1-800-883-2177.(TTY:711)

RS (Hindi)
e & Al 3T T Aoty § | 3maes forw Ao 7
HTHT HETIAAT HATU IUCTEET &1 1-800-883-2177. (TTY: 711)

Shqip (Albanian)

KUJDES: Nése flitni shqip, pér ju ka né dispozicion
shérbime t& asistencés gjuhésore, pa pagesé. Telefononi
né 1-800-883-2177.(TTY:711)

HAGE (Japanese)

EBERIE . BFRELESINDIGE.

WM OSEIEE CHABWN T ET, 1-800-883-2177
(TTY:711) =T, BEHICTITEH/ LS,

sareht (Nepali)

VATEE FoT:8[eeh TIAT ITASH & | BieT

TI?ETH 1-800-883-2177 (fefears: 711)

Srpsko-hrvatski (Serbo-Croatian)

OBAVJESTENJE: Ako govorite srpsko-hrvatski, usluge
jezicke pomodi dostupne su vam besplatno. Nazovite
1-800-883-2177.(TTY: 711)

Norsk (Norwegian)

MERK: Hvis du snakker norsk, er gratis
sprakassistansetjenester tilgjengelige for deg. Ring
1-800-883-2177.(TTY:711)

oAl (Gujarati)
Yoll: %l il oAl el &, Al [Lges el

dslal Actall dHll HI2 Guaot B, Slot 5
1-800-883-2177. (TTY: 711)

Adamawa (Fulfulde, Sudanic)

MAANDO: To a waawi Adamawa, e woodi ballooji-ma to
ekkitaaki wolde caahu. Noddu 1-800-883-2177.
(TTY:711)

954 (Urdu)
ek (€ axe (S o) 58 b B e g3l ol &1 s
ATTY:711) 1-800-883-2177 uﬂ)s JE L e i e Cada

YKkpaiHcbka (Ukranian)

YBATA! AKuo BN po3MOBNAETE YKPATHCLKOK MOBOID, BA
MOMeTe 3BePHYTUCA 10 6e3KOLUTOBHOT Cy»K6WM MOBHOT
nigTpumkn. TenedoHynte 3a Homepom 1-800-883-2177.
(tenetann: 711)
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