SCHEDULE OF BENEFITS

Individual Engage Comprehensive Health Insurance Policy

Benefit Plan: Engage Gold PPO — Native American Zero Cost Share Plan

Policy Effective Date: January 1, 2019
Type of Coverage: Individual/Family

Benefit Period: Calendar Year

This Benefit Plan is only available for an Indian, as defined by Section 4 of the Indian Health Care Improvement Act, who
is determined by Us to be eligible to enroll in this Benefit Plan, and, therefore, is not required to pay any cost sharing on
any Covered Benefit for which services are furnished directly by an Indian Health Service, an Indian Tribe, a Tribal

Mode of Payment: Monthly

Premium Due Date: The first day of each month

Organization, or an Urban Indian Organization (each as defined in 25 U.S.C. 1603).

*Qut-of-Network Maximum — Be aware that your actual costs for services provided by an out-of-network
provider may exceed this policy’s maximum out-of-pocket for out-of-network services because out-of-
network providers can bill you for the difference between the amount charged by the provider and the
amount allowed by the insurance company. Amounts in excess of the allowed amount are not counted
toward the out-of-network deductible or maximum out-of-pocket.

INDIAN
HEAL AN IN OUT OF
BENEFIT INFORMATION SERVICES NETWORK NETWORK
NETWORK
Maximum Lifetime Benefit
e Perlnsured Unlimited Unlimited Unlimited
Deductible
e Individual Deductible (per Insured per None $0 $0
Calendar Year)
e Family Deductible (per family per Calendar None $0 $0
Year)
Annual Out-of-Pocket Maximum
e Individual Annual Out-of-Pocket Maximum N/A $0 $0
(per Insured per Calendar Year)
e Family Annual Out-of-Pocket Maximum N/A $0 $0
(per family per Calendar Year)
Coinsurance 0% 0% 0%
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SCHEDULE OF BENEFITS (continued)
Individual Engage Comprehensive Health Insurance Policy

COVERED BENEFITS

This Policy will pay Covered Medical Expenses incurred for Covered Benefits provided in Section 5, Covered Benefits: (1)
based on the Allowable Fee; and (2) unless otherwise indicated below, subject to the Deductible, Coinsurance, and
Annual Out-of-Pocket Maximum amounts shown under the Benefit Information section of this Schedule of Benefits. If a
Copayment applies to a Covered Benefit, it will be indicated below in this Covered Benefits section.

YOUR COST
INDIAN AND YOUR COST YOUR COST
TRIBAL HEALTH IN OUT OF
GOMERED BIENEA SERVICES NETWORK NETWORK
NETWORK
All Covered Benefits shown in Section $0 $0 $0
5, unless otherwise specified below in
this Schedule of Benefits
Daily Hospital Room and Board $0 $0 $0
Miscellaneous Hospital Services $0 $0 $0
Surgical Services $0 $0 $0
Anesthesia Services $0 $0 $0
In-Hospital Medical Services $0 $0 $0
Out-of-Hospital Care $0 $0 $0
Chemical Dependency
e Inpatient/Outpatient Facility $0 $0 $0
e Office Visit $0 $0 $0
Chiropractic Services $0 $0 $0
e Limit of 20 Office Visits per
Calendar Year
Convalescent Home Services $0 $0 $0
e Limit of 30 days per Calendar
Year
Durable Medical Equipment (DME) $0 $0 $0

¢ Rental (up to the purchase
price), Purchase and Repair
and Replacement of DME

Preauthorization is required for
original purchase or replacement
of DME over $500.
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YOUR COST

Brand Drugs
o Tier 4 -- Preferred Specialty
Drugs

2019 _ID_NAZCS_Engage_Gold_SOB

INDIAN AND YOUR COST YOUR COST
TRIBAL HEALTH IN OUT OF
GOSN IS S AU SERVICES NETWORK NETWORK
NETWORK
Emergency Services $0 $0 $0
Home Health Care Services $0 $0 $0
e Limit of 30 days of Home
Visits per Calendar Year
Laboratory Services $0 $0 $0
Mental Health Services
e Inpatient/Outpatient Facility $0 $0 $0
e Office Visit $0 $0 $0
Physician Medical Services
e Physician Office Visits (Non- $0 $0 $0
Specialist)
e Physician Specialist Visits $0 $0 $0
Prescription Drugs Benefit
e Retail Pharmacy
Prescriptions (31-day supply)
e Tier 0 — Preventive Drugs $0 $0 $0
including contraceptives
e Tier 1 — Preferred Generic $0 $0 $0
Drugs $0 $0 $0
e Tier 2 - Preferred Brand and
Non-Preferred Generic
Drugs $0 $0 $O
e Tier 3 - Non-Preferred
Brand Drugs $0 $0 $0
o Tier 4 -- Preferred Specialty
Drugs
e Mail Order Maintenance $0
(90-day supply) $0 $0
e Tier 0 — Preventive Drugs
including contraceptives $0 $0 $0
e Tier 1 — Preferred Generic $0 $0
$0
Drugs
e Tier 2 - Preferred Brand and $0 $0 $0
Non-Preferred Generic
Drugs
e Tier 3 - Non-Preferred N/A N/A N/A




YOUR COST

INDIAN AND YOUR COST YOUR COST
TRIBAL HEALTH IN OUT OF
GOSN IS S AU SERVICES NETWORK NETWORK
NETWORK
Preventive Health Care Services $0 100% $0
¢ Includes well baby, child and Covered,
adult preventive services Deductible
e Includes covered and Annual
immunizations Out-of-
Pocket
Maximum do
not apply
Prostheses Benefit (Non-Dental) $0 $0 $0
¢ Rental (up to the purchase
price) Purchase, Repair,
Replacement of Prosthetics
Preauthorization required for the
original purchase or replacement
of prosthetics over $500
Therapeutic Services — $0 $0 $0
Inpatient/Outpatient
e Habilitative: Limit of 20 visits
per year for PT, OT, and ST
combined
e Rehabilitative: Limit of 20
visits per year PT, OT, and ST
combined
Transplant Services $0 $0 $0
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SCHEDULE OF BENEFITS (continued)

Individual Engage Comprehensive Health Insurance Policy

YOUR COST YOUR

INDIAN AND COST OUT
TRIBAL HEALTH YOUR COST OF
COVERED BENEFIT SERVICES IN NETWORK NETWORK
NETWORK

Vision Care Benefit — Pediatric Vision
Care Services

This Vision Care Benefit only applies to

Insured Dependent Children under age

19.

e Vision Care Services
e Vision Examination $0 100% Covered $0

Frequency of Services: One Vision

Examination per Insured Dependent

Child per Calendar Year

e Vision Care Materials

e Lenses

e Single Vision $0 100% Covered* $0
e Bifocal $0 100% Covered* $0
e Trifocal $0 100% Covered* $0
e Lenticular $0 100% Covered* $0

*Coverage includes lenses in
polycarbonate, plastic or glass, scratch
resistant or UV coatings also covered.

Frequency of Services: One set of
lenses per Insured Dependent Child per
Calendar Year
e Vision Care Materials
e Frames $0 100% Covered $0

Frequency of Services: One frame per
Insured Dependent Child per Calendar
Year. Frame selection will be from a
Pediatric Exchange Collection.

e Contact Lenses
e Necessary Professional Fees and $0 100% Covered*** $0
Materials
e Elective Professional Fees** and $0 100% Covered*** $0
Materials

**15% discount applies to the Provider’s usual and customary professional fees for contact lens evaluation and fitting

***The following service limitations apply to In-Network benefits for Contact Lenses: (1) Standard (one pair annually) = 1
contact lens per eye (total 2 lenses); (2) Monthly (six-month supply) = 6 lenses per eye (total 12 lenses); (3) Bi-weekly (3
month supply) = 6 lenses per eye (total 12 lenses); and (4) Dailies (one month supply) = 30 lenses per eye (total 60
lenses).
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Si usted, o alguien a quien usted estd ayudando, tiene preguntas acerca de Mountain Health CO-OP, tiene derecho a
obtener ayuda e informacion en su idioma sin costo alguno. Para hablar con un intérprete, llame al 855-447-2900.
MEE, FREEEBMHEER, FRRMEEA EERATE Mountain Health CO-OP, A EAIIE, & AHEF
SRELGHEEFINEDMAL., BH—MMEE FRER [ELHEARTF 855-447-2900.

Ukoliko Vi ili neko kome Vi pomazete ima pitanje o Mountain Health CO-OP, imate pravo da besplatno dobijete
pomoc¢ i informacije na Vasem jeziku. Da biste razgovarali sa prevodiocem, nazovite 855-447-2900.

OFoF 35t EE= 37 &1 e O AEHO| Mountain Health CO-OP, Off 2t A &-E0]| JUCHH 5=
Jdejot =20t YE S Fotel A2 H|E 20| 25 + A= A7t AL AZAH SHA <t

Of 7|3} 7| Q8H M= 855-447-29002 TS} A| 2.

Néu quy vi, hay ngudi ma quy vi dang giup dd, ¢ cu hoi vé Mountain Health CO-OP, quy vi s& ¢6 quyén dugc gitp
va c6 thém thong tin bang ngdn ngir ctia minh mién phi. Dé noi chuyén véi mot thong dich vién, xin goi 855-447-
2900.

Jsa Y gl 4 aclie Jslad e padcd i el ciS 13 Mountain Health CO-OP« (8 @il sladl) 5 saclusdll e J seanll b @al) el
3scall g sa;).mtnclmaiﬂ S\Aﬁé\ O Slial

855-447-2900.

Falls Sie oder jemand, dem Sie helfen, Fragen zum Mountain Health CO-OP, 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 855-447-2900 an.

Kung ikaw, o ang iyong tinutulangan, ay may mga katanungan tungkol sa Mountain Health CO-OP, may karapatan ka
na makakuha ng tulong at impormasyon sa iyong wika ng walang gastos. Upang makausap ang isang tagasalin,
tumawag sa 855-447-2900.

Ecnu y Bac wium jiinia, KOTOpOMY BbI TIOMOT'aeTe, HIMEIOTCS BOMPOCHI 110 noBoay Mountain Health CO-OP, 1o BB
uMeeTe MpaBo Ha OecIuIaTHOE MOyYeHUE MOMOIIY 1 MHPOPMAIK Ha BalieM s3bike. J[is pasroBopa ¢ nepeBoJYnKOM
mo3BoHUTE 10 Tenedony 855-447-2900.

Si vous, ou quelqu'un que vous étes en train d’aider, a des questions a propos de Mountain Health CO-OP, vous avez
le droit d'obtenir de l'aide et I'information dans votre langue a aucun coQt. Pour parler a un interpréte, appelez 855-
447-2900.

CAANB, FREBEHOEDOEY DA TH. Mountain Health CO-OP, ITDWT ZEBMN TS WWvELE 5
. CHEOEETHR—bEZHRY, BREAFLEYVTEHIENTEEY, HEFIDMY FEHA, B
REBFEINBIHEE. 855-447-2900F THEFEL 2Ly,

Dacéd dumneavoastra sau persoana pe care o asistati aveti Intrebari privind Mountain Health CO-OP, aveti dreptul de a
obtine gratuit ajutor si informatii in limba dumneavoastra. Pentru a vorbi cu un interpret, sunati la 855-447-2990.

To aan, malla goddo mo mballata, e yama dow Mountain Health CO-OP, a woodi baawde hebuki habaru malla
wallireeki wolde maada naa maa a yobii. Mbolda e pirtoowo, nodda 855-447-2900.

350 0 Y g s SaS gl 5 Jla 0 ladi 4SS L i S Mountain Health CO-OP« 4 cile Sl 5 (SaeS Cily j0 s Ladi
&k 2900-447-855 ¢pa sie So by Cuna (g o, 254 430 48 maa 50 ) 28 gl

Skmo y Bac um y xorock, XTo oTpumye Banry normomory, BuHHKar0Th utands mpo Mountain Health CO-OP, y Bac €

NpaBo OTPUMATH OE3KOIITOBHY JOMOMOTY Ta iHpopmanito Ha Bamiit pigniii MoBi. LL{o0 3B’s13aTHCh 3 epekiazadem,
3a13BOHITE Ha 855-447-2900.
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