A PRESBYTERIAN Santa Fe County HMO

Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage Period: 01/01/2017 - 12/31/2017
Coverage for: Individual or Individual + Family | Plan Type: HMO

This is only a summary
document at www.phs.org. or by calling 1-855-593-7737.

. If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan

Important Questions

Answers

Why this Matters:

You must pay all the costs up to the deductible amount before this plan begins to pay for covered

deductibles for specific

services?

What is the overall $325 Single / $650 Two- services you use. Check your policy or plan document to see when the deductible starts over

deductible? person / $975 Family (usually, but‘not always, January 152. ee t_he chart starting on page 2 for how much you pay for
covered services after you meet the deductible.

Are there other

Yes. $50 Sin%le $100 Two-
iy

Person/Fam

You must pay all the Pharmacy costs up to the deductible amount before this plan begins to pay for
covered services you use.

Is there an out—of—pocket

Yes. $3500 Single/$7000

The out-of-pocket limit is the most you could pay during a coverage fpc:riod (usually one year) for
0

the out—of-pocket limit?

limit on my expenses? Two-person/$10500 Family. |your share of the costs of covered services. This limit helps you plan for health care’expenses.
Premiums, balance-billed
What is notincluded in  |charges, health care this plan

doesn't cover, and penalty
amounts.

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

Is there an overall annual

limit on what the plan
pays?

No.

The chart starting on page 2 describes any limits on what the plan will pay for specific covered
services, such as otfice visits.

Does this plan use a
network of providers ?

Yes. See www.phs.org or call 1-
8882757737 for a st of
participating providers.

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 goctor or hospital may usé an out-of-network
provider for some services. Plans use the term in-network, %rcferrcd, or participating for providers
n th_ecilr network. See the chart starting on page 2 for how this plan pays different kinds o
providers.

Do I need a referral to see
a specialist ?

No. You do not need a referral
to see a specialist.

You can see the specialist you choose without permission from this plan.

Are there services this plan
doesn’t cover?

Yes.

Some of the services this plan doesn't cover are listed on page 4. See your policy or plan document
for additional information about excluded services.

Questions; Call 1-855-593-7737 or visit us at www.phs.org. If you aren't clear about any of the bolded terms used in_this form, see the
Glossary. You can view the Glossary at http://www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf or call 1-855-5693-7737 to request a copy.
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A PRESBYTERIAN Santa Fe County HMO

Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage Period: 01/01/2017 - 12/31/2017
Coverage for: Individual or Individual + Family | Plan Type: HMO

A \\\ e Copayments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.
Coinsurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if

the plan’s allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200. This may change if
you haven’t met your deductible.

e The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the
owed amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and
the allowed amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.)

e This plan may encourage you to use participating providers by charging you lower deductibles, copayments and coinsurance amounts.

Common Medical
Event

Services You May Your cost if you use an

Need

In-network Provider

Your cost if you use an Out-
of-network Provider

Limitations & Exceptions

Primary care visit to
treat an injury or
illness

$25 copay/visit Video Visit-
No Charge.

Not covered

Not subject to deductible.

Brand $125 Non-Preferred

Specialist visit $40 copay/visit Not covered Not subject to deductible.
If you visit(:1 a healftﬁh $40 risit acu 5uncture/ cfégprgto; is limited
care provider’s office s copay/visit for to 25 visits per Calendar Year
or clinic Of%her P r;.;ctmoner acu ulgct}lflre, chiropractor Not covered combined. ]:I)\Taprapathy limited to
otfice vist and naprapathy $500 per Calendar Year. Not subject
to deductible.
Preventive
care/screening/immu | No charge Not covered Not subject to deductible.
nization
Ib)li)aog(rllc‘:s(t)irc test (x-ray, 20% coinsurance Not covered None
If you have a test . —
ggigsfrﬁﬁ(f 5 /PET g‘? f’z%(g;selirg;tcfp"g 52; MaX | Not covered Prior Authorization may be required.
. Covers up to a 30-day supply (retail
Ifyou need drugsto | Generic Drugs $5 C%P a}é(retall) /815 copay | Not Covered prescript?on); 90-dayysup%ﬁyy(mail
treat your illness or (mail order order prescription)
condition
More information 30% coinsurance g$30 Covers up to a 30-day supply (retail
about prescription Preferred brand drugs | minimum up to $90) (retail) / | Not Covered prescription); 90-day supply (mail
dru% coverage is $95 copay (mail order order prescription)
available at
http://www.phs.org/t 40% coinsurance ($55 Covers up to a 30-day supply (retail
oolIsD- . Non-preferred drugs | minimum up to $125) (retail) | Not Covered prescriptﬁ)n); 90-dayysupfiﬁyy(mail
resources/member/Pa / $125 copay (mail order) order prescription
ges/forms—and- $60 Generic $85 Preferred
ocuments.aspx. Specialty drugs FREL yererre Not covered None

Questions; Call 1-855-593-7737 or visit us at www.phs.org. If you aren't clear about any of the bolded terms used in_this form, see the
Glossary. You can view the Glossary at http://www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf or call 1-855-5693-7737 to request a copy.
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A PRESBYTERIAN Santa Fe County HMO Coverage Period: 01/01/2017 - 12/31/2017

Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual or Individual + Family | Plan Type: HMO
Common Medical Services You May Your cost if you use an | Your cost if you use an Out- | . .. .. :
Event Need In-network Provider of-network Provider IIE RS & B
Facility fee (e.g.,
i ambulatory surgery | 20% coinsurance Not covered None
If you have outpatient | center)
surgery —
%)e Cgfsmlan/ surgeon 20% coinsurance Not covered Facility claim only
Emergency room - - Waived if admitted into a hospital,
servic%s ! $175 copay/visit $175 copay/visit then hospital copay applies. P
If you need immediate : - -
b . Emergency medical $30 copay/trip ground; $100 | $30 copay/trip ground; $100
médical attention transgorta};ion copay tri};) airp & copay tri};) airp & W
Urgent care $50 copay/visit $50 copay/visit None
If you have a hospital Eg(s:gigl%g o(rCﬁ ” $500 copay/admission Not covered Prior authorization may be required.
sta’
4 Physician/surgeon fee | No change Not covered Prior authorization may be required.
Mental Behavioral
Health Outpatient | $25 copay/visit Not covered None
Services
Mental Behavioral
If you have mental Health Inpatient $500 copay/admission Not covered Prior authorization may be required.
health, behayioral Services
, or substance |5 bcrance use
use nee disorder outpatient | $25 copay/visit Not covered None
services
Substance use
disorder inpatient $500 copay/admission Not covered Prior authorization may be required.
services
f;félatal and postnatal | ¢55 opay initial visit Not covered ﬁ?t glhcagrgg yf.or all other visits after the
If you are pregnant r T
}1)1; ;i‘t,ieergtas?zrvailces $500 copay/pregnancy Not covered Prior authorization may be required.

Questions; Call 1-855-593-7737 or visit us at www.phs.org. If you aren't clear about any of the bolded terms used in_this form, see the ?:{ 2f g
Glossary. You can view the Glossary at http://www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf or call 1-855-5693-7737 to request a copy. HWH10042_HH ? 229



%
A PRESBYTERIAN Ssanta Fe County HMO Coverage Period: 01/01/2017 - 12/31/2017
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual or Individual + Family | Plan Type: HMO

Common Medical Services You May Your cost if you use an | Your cost if you use an Out-

Event Need In-network Provider of-network Provider Limitations & Exceptions

No charge for nursing services. Not
Home health care $40 copay/physician services | Not covered subject to deductible. Prior
authorization may be required.
Inpatient: $500 S . .
e L . I . Oftice visit Not subject to deductible.
Rehabilitation services cz%ay/ adm1§S{on, Outpatient: | Not covered Prior authorization may be required.
$40 copay/visit
If you need help Habilitation services | $40 copay/visit Not covered Prior authorization may be required.
ri‘}:lovemg:lr}ll‘eﬁ:h ' . o Admission copz%waived if readmitted
other spect Skilled nursing care | $500 copay/admission Not covered within 15 days. Prior authorization
hee may be required.
et Hearirfl Aids- planhpays 100% up t(? a
Durable medic 0 g max of $2,500 per hearing impaire
equipment 20% coinsurance Not covered ear every 36 months. Prior
authorization may be required.
. . Not subject to deductible. Prior
Hospice service No charge Not covered authorization may be required.
. Coverage is limited to refraction eye
Eye exam 20% Coinsurance Not covered exam associated with post cataract
surgery or Keratoconus correction.
. Coverage is limited to
If your child needs ' eyeglasses/contact lenses within 12
ental or eye care Glasses 20% Coinsurance Not covered months following cataract surgery or
the correction of Keratoconus. Prior
authorization may be required.
Dental check up Not covered Not covered None

Excluded Services & Other Covered Services:
| Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy or plan document for other excluded services.)

o Cosmetic Surgery o Glasses (Child) e Private-Duty Nursing

e Dental Care (Adult) o Infertility Treatment (Only limited services e Routine Eye Care (Adult)
covered)

e Dental check-up (Child) o Long-Term Care ¢ Routine Foot Care

e Eyeexam (Child) e Non-Emergency Care When Traveling o  Weight Loss Programs (Morbid obesity
Outside the U.g. treatment only)

Questions; Call 1-855-593-7737 or visit us at www.phs.org. If you aren't clear about any of the bolded terms used in_this form, see the AR 2f g
Glossary. You can view the Glossary at http://www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf or call 1-855-5693-7737 to request a copy. HWH10042_HH ? 229



A PRESBYTERIAN Santa Fe County HMO Coverage Period: 01/01/2017 - 12/31/2017

Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage for: Individual or Individual + Family | Plan Type: HMO

Excluded Services & Other Covered Services:

Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered services and your costs for these

services.)

Acupuncture

Bariatric Surgery

o Chiropractic Care e Hearing Aids

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 under the plan. Other limitations on your rights to continue coverage may also apply.

For more information on your rights to continue coverage, contact the plan at 1-888-275-7737. You may also contact your state insurance department, the
U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the U.S. Department of Health and
Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov.

Questions; Call 1-855-593-7737 or visit us at www.phs.org. If you aren't clear about any of the bolded terms used in_this form, see the % 2f g
Glossary. You can view the Glossary at http://www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf or call 1-855-5693-7737 to request a copy. HWH10042_HH ? 229



%
A PRESBYTERIAN Ssanta Fe County HMO Coverage Period: 01/01/2017 - 12/31/2017
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual or Individual + Family | Plan Type: HMO

Your Grievance and Appeals Rights:

If you have a complaint or are dissatistied 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: 1-855-593-7737.

Does this Coverage Meet the Minimum Value Standard?

The Affordable Care Act establishes a minimum 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.

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.

Language Access Services

Para obtener asistencia en Espafiol, llame al 1-888-275-7737.

Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-888-275-7737.

IR E AR SCR S, AT S 1-888-275-7737.

Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-888-275-7737.

Questions; Call 1-855-593-7737 or visit us at www.phs.org. If you aren't clear about any of the bolded terms used in_this form, see the ?Q 2f g
Glossary. You can view the Glossary at http://www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf or call 1-855-5693-7737 to request a copy. HWH10042_HH ? 229



A PRESBYTERIAN Santa Fe County HMO Coverage Period: 01/01/2017 - 12/31/2017

Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual or Individual + Family | Plan Type: HMO
Having a baby Managing type 2 diabetes
About these Coverage oing maenance or
Examples: B Amount owed to providers: $7,540 a well-controlled condition
These examples show how this plan might B Plan pays $6390 B  Amount owed to providers: $5,400
cover medical care in given situations. [%se m  Patient pays $1150 m  Plan pays $1680
these examples to see, in general, how much Sample care costs: m Patient pays $3720
financial protection a sample patient might Hospital charges (mother) $2.700 Sample care costs:
get if they are covered under different plans. - : —
Routine obstetric care $2,100 Prescriptions $2,900
A This is not a Hospital charges (baby) $900 Medical Equipment and Supplies |$1,300
A cost estimator Anesthesia $900 Office Visits and Procedures $700
' Laboratory tests $500 Education $300
Don’t use these examples to Prescriptions $200 Laboratory tests $100
estimate your actual costs under Radiology $200 Vaccines, other preventive $100
i}i 1131 %Ivtiilf}gz zciggeai'leirfrgz?these Vaccines, other preventive $40 Total $5,400
examples, and the cost of that care Tota! $7,540 Patient pays:
will also be different. Patient pays: Deductibles $320
See the next page for important Deductibles $330 Cojpavs $250
information about these examples. Co-pays $530 Coinsurance $220
Coinsurance $120 Limits or exclusions $2930
Limits or exclusions $170 Total $3720
Total $1150

Questions and answers about the Coverage Examples:

What are some of the What does a Coverage Example Can |l use Coverag)e Examples
assumptions behind the show? to compare plans?
Coverage Examples?
For each treatment situation, the Coverage v Yes. When you look at the Summary of
e  Costsdon’t include premiums. Example helps you see how deductibles, Benefits and Coverage for other plans,
copayments, and coinsurance can add up. It you’ll find the same Coverage Examples.
o  Sample care costs are based on national also helps you see what expenses might be left When you compare plans, check the
averages supplied by the U.S. Department up to you to pay because the service or “Patient Pays” box in each example. The
of Health and Human Services, and treatment isn’t covered or payment is limited. smaller that number, the more coverage
aren’t specific to a particular geographic the plan provides.

area or health plan.

Questions; Call 1-855-593-7737 or visit us at www.phs.org. If you aren't clear about any of the bolded terms used in_this form, see the T? 2f g
Glossary. You can view the Glossary at http://www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf or call 1-855-5693-7737 to request a copy. HWH10042_HH ? 229



A PRESBYTERIAN Santa Fe County HMO Coverage Period: 01/01/2017 - 12/31/2017

Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual or Individual + Family | Plan Type: HMO

Questions and answers about the Coverage Examples:

o  The patient’s condition was not an Does the Coverage Example Are there other costs | should
excluded or preexisting condition. predict my own care needs? ch)nS|ger when comparing

ans¢

e  Allservices and treatments started and X No. Treatments shown are just examples. P

ended in the same coverage period. The care you would receive for this v Yes. An important cost is the premium
. condition could be different based on you pay. Generally, the lower your

o Thereare no other medical expenses for your doctor’s advice, your age, how premium, the more you’ll pay in out-of-

any member covered under this plan. serious your condition is, and many other pocket costs, such as copayments,

factors. deductibles, and coinsurance. You should
also consider contributions to accounts

such as health savings accounts (HSAs),

e Out-of-pocket expenses are based only on
treating the condition in the example.

e The patient received all care from in- Does the Coverage Example flexible spending arrangements ((FPSIQX o
network providers. If the patient had predict my future expenses? ca it TeUnbuIsement accounts )

that help you pay out-of-pocket expenses.

received care from out-of-network

providers, costs would have been higher. %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.

Questions; Call 1-855-593-7737 or visit us at www.phs.org. If you aren't clear about any of the bolded terms used in_this form, see the z?:{ 2f g
Glossary. You can view the Glossary at http://www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf or call 1-855-5693-7737 to request a copy. HWH10042_HH ? 229



Notice of Nondiscrimination and Accessibility
Discrimination is Against the Law

Presbyterian Healthcare Services complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national
origin, age, disability, or sex.

Presbyterian Healthcare Services does not exclude people or treat them differently because of race, color, national origin, age, disability, or sex.

Presbyterian Healthcare Services:
e Provides free aids and services to people with disabilities to communicate effectively with us, such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, other formats)
e Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters

o Information written in other languages
If you need these services, contact the Presbyterian Customer Service Center at 505- 923-5420, 1-855-592-7737, TTY 711.

If you believe that Presbyterian Healthcare Services has failed to provide these services or discriminated in another way on the basis of race, color,
national origin, age, disability, or sex, you can file a grievance. You can file a grievance in person, or by mail, fax, or email. If you need help filing a
grievance, the Privacy Officer and Civil Rights Coordinator is available to help you.

Presbyterian Privacy Officer and Civil Rights Coordinator

P.O. Box 27489

Albuquerque, NM 87125

Phone: 866-977-3021, TTY 711
Fax: 505-923-5124
Email: info@phs.org

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
200 Independence Avenue SW, Room 509F, HHH Building
Washington, D.C. 20201

Phone: 1-800-868-1019, 800-537-7697 (TDD)
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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Multi-Language Interpreter Services

English ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call 505-923-5420,
1-855-592-7737 (TTY: 711).

Spanish ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame al 505-923-5420, 1-
855-592-7737 (TTY: 711).

Navajo Dii baa aké ninizin: Dii saad bee y4nilti’go Diné Bizaad, saad bee dkd’4nida’dwo’déé’, t°44 jiik eh, éi na hélo, koji’
hodiilnih 505-923-5420, 1-855-592-7737 (TTY: 711).

Vietnamese CHU Y: Né&u ban néi Tiéng Viét, ¢ cac dich vu hd tro ngdn ngit mién phi danh cho ban. Goi s6
505-923-5420, 1-855-592-7737 (TTY: 711).

German ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfligung.
Rufnummer: 505-923-5420, 1-855-592-7737 (TTY' 711).

Chinese TR MBRERERERETX, BALUREERFESEIRE. BFRE  505-923-5420, 1-855-592-7737 (TTY: 711),

Arabic 25 apald e o3 1-855-592-7737 505-923-5420,(TTY:711), ad s doadl . Ozpldadd sl sacsis ¢ I g lomald lad oles g dIJ il
Gy G ) ik g

Korean FO S FHEAEOIAN=E R, A0 XA AMEIAE RS2 0/ E06tA == JUSLILCH
505-923-5420, 1-855-592-7737 (TTY: 711)H 2 2 M 3toff = Al 2.

Tagalog- PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad.

Filipino Tumawag sa 505-923-5420, 1-855-592-7737 (TTY: 711).

Japanese AEREE: BREBEZFHEINDSGES., BEHOEEXEX FHWZTET,
505-923-5420, 1-855-592-7737 (TTY: 711) £ T, HBEEICTTEK LS,

French ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 505-923-
5420, 1-855-592-7737 (ATS : 711).

Italian ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il
numero 505-923-5420, 1-855-592-7737 (TTY: 711).

Russian BHMMAHMUE: Ecnv Bbl FOBOPUTE Ha PYCCKOM A3blKe, TO BaM A0CTYyNHbl 6ecnnaTHble ycayrn nepesosa. 3BoHuTe 505-923-
5420, 1-855-592-7737 (tenetann: 711).

Hindi T & AR o f@dl averd & AT s fore o # AT Sgredt {4 Suersy
505-923-5420, 1-855-592-7737 (TTY: 711) 9T &I FL|

Farsi 1-855-592-7737 505-923-5420 L 2Ly (o at) i La (51 Gl ) gamn (AL ) S g ei€ o S o Jla Ly 40 K) da gl

A& el (TTY:711)
Thai Fou: dguyane neguansaldusmssromaemanelans Tns 505-923-5420, 1-855-592-7737 (TTY: 711).
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