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

Mountain Health CO-OP: LINK SILVER NALC

Coverage Period: 01/01/2021 - 12/31/2021

Coverage for: Individual/Family Plan Type: POS

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, go to www.mountainhealth.coop or call 1-855-447-2900 . 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/.com or call 1-800-318-2596 to request a copy.

What is the overall
deductible?

For network providers: $3,400
individual /$6,800 family; for out-of-
network providers: $6,800
individual / $13,600 family

Important Questions m 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. 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/.

Are there other
deductibles for specific
services?

No

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

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

For network providers: $7,500
individual / $15,000 family; for out-
of-network providers: $15,000
individual / $30,000 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?

Copayments on certain services,
premiums, balance-billing charges,
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.mountainhealth.coop
or call 1-855-447-2900 for
information regarding network

roviders.

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 All 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 Out-of-Network Limitations, Exceptions,

Common Medical Event | Services You May Need | Provider (IHCP) (You Network Provider Provider & Other Important

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

Primary care visit to treat 50% coinsurance

an injury or illness No charge gt hicl after deductible N
If you visit a health care O i
provider’s office or Specialist visit No charge $85.00 copayment 5]9#’ W None
clinic after deductible

SR No ch 50%coinsurance

i 0 charge 0o g oo
%ﬁsnﬁztaigl:g/ g No Charge after deductible None

This benefit does not
include diagnostic services

Diagnostic test (x-ray, No charge 50% coinsurance after | 50% coinsurance such as _blopf,;]est, which
blood work) deductible after deductible are services fnal are
If you have a test routinely covered under
the Surgical Services
Benefit.
Imaging (CT/PET scans, 50% coinsurance after | 50% coinsurance
MRIs) No charge deductible after deductible N
o i 30-day supply retail; 90-
If you need drugs to Generic drugs No charge $10.00 copayment g?te/? % day supply mail order for
treat your illness or — 2x copay.
condition 30-day supply retail; 90-
More information about day supply mail order. If
prescription drug No charge you choose a higher Tier
coverage is available 30% co fer | 50% coi drug when a lower Tier
at plans/drug-list Preferred brand drugs d d° (ﬂ)r;ajwa o ﬁ ° W drug is available, you must
https.//www.mountainhealth. eductible after deductible pay an ancillary charge in
coopipharmacy addition to the deductible
and/or coinsurance, as
applicable

[* For more information about limitations and exceptions, see the plan or policy document atwww.mountainhealth.coop.] Page 2 of 8




Common Medical Event

Services You May Need

What You Will Pay

Indian Health Care
Provider (IHCP) (You
will pay the least)

Network Provider
(You will pay the least)

Out-of-Network
Provider
(You will pay the

Limitations, Exceptions,
& Other Important
Information

most)

30-day supply retail; 90-
day supply mail order. If
you choose a higher Tier

Non-preferred brand No charge 50% coinsurance after | 50% coinsurance drug when a lower Tier
. , drug is available, you must
drugs deductible after deductible . )
pay an ancillary charge in
addition to the deductible
and/or coinsurance, as
applicable
30-day supply; Mail order
Specialty druas 50% coinsurance after | 50% coinsurance not available. In-Network
slev b DS No charge deductible after deductible coverage limited to select
pharmacies.
Facilty fee (.9, No charge 40% coinsurance after | 50% coinsurance
. ambulatory surgery e e None
If you have outpatient deductible after deductible
y P center)
surgery ; ;
- 40% coinsurance after | 50% coinsurance
No charge somraer T
FIEIETSUTEEN (2 9 deductible after deductible N
50% coinsurance after | 50% coinsurance
No charge T TR
Emergency room care J deductible after deductible None
If you need immediate = Emergency medical No charge 50% coinsurance after | 50% coinsurance None
medical attention transportation deductible after deductible
YW
Urgent care No charge $125.00 copayment g?te/? % None
Facility fee (e.g., hospital | o charge 40% coinsurance after | 50% coinsurance
If you have a hospital room) J deductible after deductible Nane
0 1 0, i
stay Physician/surgeon fees No charge ;‘2 ;:J(mwaﬁer g?te/: % None
If you need mental . . No charge $25.00 copayment 50% coinsurance
health, behavioral Outpatient services g after deductible None
health, or substance . : 40% coinsurance after 50% coinsurance
S No charge SO E Y T
abuse services Inpatient services g deductible after deductible None

[* For more information about limitations and exceptions, see the plan or policy document atwww.mountainhealth.coop.]
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What You Will Pay

Indian Health Care Out-of-Network | Limitations, Exceptions,
Common Medical Event | Services You May Need | Provider (IHCP) (You Network Provider Provider & Other Important
will pay the least) | (You will pay the least) | (You will pay the Information
most)
Office visits No charge Included in delivery Included in delivery | None
Childbirth/delivery No charge 40% coinsurance after | 50% coinsurance
If you are pregnant professional services g deductible after deductible None
Childbirth/delivery facility No charge 40% coinsurance after | 50% coinsurance
services g deductible after deductible None
40% coinsurance after | 50%coinsurance e
No charge e et
Home health care g deductible after deductible 180 visit limit/year
_— . 50% coinsurance e
No charge e -
Rehabilitation services g $85.00 copayment after deductible PT, OT, ST- 20 visits limit
I . 40% coinsurance after | 50% coinsurance
No charge —— o T
Habilitation services 9 deductible after deductible None
LT GEEL! s No charge 40% coinsurance after | 50% coinsurance
recovering or have Skilled nursing care g M P2 =S| 60-day limitiyear
other special health deductible after deductible
needs Prea.uthofrizatiqr! is
Durable medical No charge 40% coinsurance after | 50% coinsurance required for original
equipment deductible after deductible purchase or replacement
I E— of Durable Medical
Equipment over $500
. . 40% coinsurance after | 50% coinsurance
No charge e aac2 =g
Hospice services g deductible after deductible NI
Coverage is limited to one
Vision Examination per
dran’ No charge 25% coinsurance_ Covered
Children’s eye exam $0.00 copayment after deductible Dependent Child, under
If your child needs ¢22r19’ per Calendar
dental or eye care Coverage is limited to one
95% coinsurance frame per Covered
Children’s glasses No charge $0.00 copayment === | Dependent Child, under

after deductible

[* For more information about limitations and exceptions, see the plan or policy document atwww.mountainhealth.coop.]

age 19, per Calendar
Year.
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What You Will Pay

Indian Health Care Out-of-Network Limitations, Exceptions,

Common Medical Event | Services You May Need | Provider (IHCP) (You Network Provider Provider & Other Important
will pay the least) | (You will pay the least) | (You will pay the Information
most)

Not Covered Not Covered Not Covered None

Children’s dental check-
up
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 Abortion (except in the case of rape, incest, e Long-term care e Self-help programs
or when the life of the mother is endangered) e Private-duty nursing e Temporomandibular joint dysfunction
Bariatric surgery ¢ Religious counseling e Transplants of non-human/artificial organs
e Dental care and treatment o Reversal of an elective sterilization e Weight loss programs
e Hearing Aids, except pediatric ¢ Rolfing therapy
¢ Routine eye care (Adult)

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

e Chiropractic care (Up to 20 visits/year) o Cosmetic surgery (Only if medically ¢ Non-emergency care when traveling outside
e Acupuncture (Up to 12 visits/year) necessary or for certain reconstructive the United States. See
surgeries) www.mountainhealth.coop
¢ Routine foot care provided to a member with
Diabetes

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: www.yourhealthidaho.org, HHS, DOL, and/or other applicable agency contact information]. 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: www.mountainhealth.coop or call 1-855-447-2900 .

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.

[* For more information about limitations and exceptions, see the plan or policy document atwww.mountainhealth.coop.] Page 5 of 8




Does this plan meet the Minimum Value Standards? 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.

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: www.HealthCare.gov, HHS, DOL, and/or other applicable agency contact information]. 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: [WWW.healthcare.gov applicable contact information from instructions).

Language Access Services:
SPANISH: ATENCION: si habla espanol, tiene a su disposicion servicios gratuitos de asistencia linguistica. Llame al 1-855-447-2900.

CHINESE: ‘2 I NREFERERPX, ERIUGRERSESENRY, FEE 1-855-447-2900.

SERBO-CROATION: U ovom obavjestenju su sadrzane vazne informacije. U ovom obavjesStenju su sadrZzane vazne informacije o
Vasoj prijavi ili osiguranju preko MHC. Pogledajte

nalaze li se u ovom obavjestenju nekikljuéni datumi. Mozda ¢ete morati poduzeti odredenje radnje u datom roku kako biste i dalje zadrzali svoje
osiguranje ili pomoc¢ pri pla¢anju.Imate pravo da ove informacije, kao i pomo¢, dobijete besplatno na svom jeziku. Nazovite 1-855-447-2900.

KOREAN: F2|: 5t 0] E AI&5tA|= 42, 20| X| @ MH[AE FEE 0|83 = AUSLICE 1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx)H 2 2 T 2}5}

FM A2, 1-855-447-2900

VIETNAMESE: CHU Y: Néu ban néi Tiéng Viét, cé cac dich vu hé trg ngdn ngir mién phi danh cho ban. Goi s6 1-855-447-2900.

ARABIC:Olous 0 cdalll [S3 coasd coS 3] dbgbo f ) sill e Enal Jog e Aiarilll o J peaall @il m gendy dage Glaslan Jladi 130 (s onn Aals Cilaglaa ladi) 138 (5 5a

B Luwad!

2900-447-855 - 1: Sl uall il 03y) 2900-447-855 - 1 03y Juasl. Olaxalls el ,81935 g2l )

GERMAN: ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche Hilfsdienstleistungen zur Verfigung. Rufnummer: 1-855-
447-2900.

TAGALOG: PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag
sa 1-855-447-2900.

RUSSIAN: BHUMAHWE: Ecnun Bbl roBOpUTE Ha PyCCKOM £3blke, TO BaM AOCTYMHbI 6ecnnaTHble ycnyrn nepesoga. 3soHute 1-855-447-2900.
FRENCH: ATTENTION : Si vous parlez francgais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-855-447-2900.
ITALIAN: ATTENZIONE: In caso la lingua parlata sia I'italiano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero 1-855-
447-2900.

JAPANESE: T 2=%18 : HAZBZFE N5 E, EROEETIEAX THAWLITET, 1-855-447-2900 (TTY:1-855-447-2900) F£ T. HFEEEIC
TTEE LIS,

THAI: Bou: fhaaiyanu lnsaaainsaTgusmsthomdonunenlgns Tns 1-855-447-2900 (TTY: 1-855-447-2900).

ROMANIAN: ATENTIE: Daca vorbiti limba romana, va stau la dispozitie servicii de asistenta lingvistica, gratuit. Sunati la 1-855-447-2900.
SUDANIC-FULFULDE: Anndinoore nde’e e woodi habaru kimminiidum. TAnndinoore nde’e e woodi habaru kimminiidum dow dereewol tefal
maadamaada malla ko yaali dow laawol MHC. Maanda nyalaade lewru nder anndinoorende’e. Teema a gideteedo ngada goddum bako godde
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nyalaade ngam ko yaali njamu maada malla walla dow njobdi. Hakke maada annda habaru ngu’u ewalliinde nder wolde maada naa maa a yobii.
Noddu 1-855-447-2900.

UKRAINIAN: YBATA! AKW0 BU pO3MOBIISETE YKPATHCLKOK MOBOI), BM MOXETe 3BEPHYTUCSA 40 O6e3KOLTOBHOI Criy>X6n MOBHOT NiATPUMKN.
TenedoHyiTe 3a Homepom 1-855-447-2900 (TeneTtainn: 1-855-447-2900).

NEPALI: YYYUY YYUYUYY: YYYYYUYYY YYUYYY YYUYYUYUYYY YYY YYYUYYYYY YUY YYYUT YYUYYY UYUIUYY YUYYUYUY YUY
YYUYYY Y U UYY YUYYYYYUYY 1-855-447-2900 (YUYYYYY: 1-855-447-2900)

SERBO-CROATIAN: OBAVJESTENJE: Ako govorite srpsko-hrvatski, usluge jezitke pomoéi dostupne su vam besplatno. Nazovite 1-855-447-2900
(TTY- Telefon za osobe sa ostec¢enim govorom ili sluhom: 1-855-447-2900).

BANTU: ICITONDERWA: Nimba uvuga lkirundi, uzohabwa serivisi zo gufasha mu ndimi, ku buntu. Woterefona 1-855-447-2900 (TTY: 1-855-447-
2900).

FARSI: 2900-447-855-1 L. uisb (2 021y lads (Sl O8Ol Coygums O 5 b cMagaad S (5 9558 (qwy6 OL) 4 ,S): g5 (TTY: 1-855-447-2900) sy S olad,
NORWEGIAN: MERK: Hvis du snakker norsk, er gratis sprakassistansetjenester tilgjengelige for deg. Ring 1-855-447-2900.

PENNSYLVANIA DUTCH: Wann du Deitsch (Pennsylvania German / Dutch) schwetzscht, kannscht du mitaus Koschte ebber gricke,
ass dihr helft mit die englisch Schprooch. Ruf selli Nummer uff: Call 1-855-447-2900.

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

PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control

number. The valid OMB control number for this information collection is 0938-1146. The time required to complete this information collection is estimated to average 0.08 hours per response,
including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy
of the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland
21244-1850.
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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 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
hospital delivery)

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

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

B The plan’s overall deductible $3,400
B Specialist [cost sharing] $85
B Hospital (facility) [cost sharing] 40%
M Other [cost sharing] 40%

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)

B The plan’s overall deductible $3,400
B Specialist [cost sharing] $85
B Hospital (facility) [cost sharing] 40%
W Other [cost sharing] 40%

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 $3,400
B Specialist [cost sharing] $85
B Hospital (facility) [cost sharing] 40%
M Other [cost sharing] 40%

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 $3,400
Copayments $10
Coinsurance $2,600

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $6,070

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

Deductibles $3,400
Copayments $500
Coinsurance $200

What isn’t covered
Limits or exclusions $20
The total Joe would pay is $4,120

Total Example Cost \ $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $2,100
Copayments $600
Coinsurance $0
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $2,700

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