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

Providence Health Plan: Balance 750 Gold

Coverage Period: 01/01/2017 - 12/31/2017
Coverage for: Employees + Dependents | 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, www.ProvidenceHealth
Plan.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.cciio.cms.gov or call 1-800-878-4445 to request a copy.

Important Questions

What is the overall
deductible?

Are there services
covered before you
meet your deductible?

Are there other
deductibles for specific
services?

What is the out-of-

pocket limit for this
plan?

What is not included in

the out-of-pocket limit?

Will you pay less if you
use a network provider?

In-Network: $750/per petson
$1,500/per family (2 or more).
Out-of-Network: $1,500/per person
$3,000/per family (2 or more).

Yes. Most office visits, most
preventive care, urgent care services
and outpatient lab/x-ray in-network.

No.

In-Network: $4,700/per person
$9,400/per family (2 or more).
Out-of-Network: $9,400/per person
$18,800/per family (2 or more).
Premiums, penalties, copays for adult
vision services or chiropractic
manipulation and acupuncture,

services not covered, fees above UCR.

Yes. For a list of participating
providers see www.Providence
HealthPlan.com/providerdirectory ot

Do you need a referral

to see a specialist?

call 1-800-878-4445.

No.

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 member on the policy, the
overall family deductible must be met before the plan begins to pay.

This plan covers some items and services even if you haven’t yet met the annual
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/.

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

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.

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

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 (a balance bill). 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.

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

What You Will Pay

Common Services You May Need Network Provider Out-of-Network Limitations, Exceptions, & Other

Medical Event (You will pay the Provider Important Information

least) (You will pay the most)
Deductible does not apply.
Primary care visit to treat an . o) Some services such as lab and x-ray will
injury or illness $25 copay/visit SU% coinsurance include additional member costs. Phone and
video visits are covered in full in-network.
Deductible does not apply.
If you visit a health | Specialist visit $50 copay/visit 50% coinsurance Some services such as lab and x-ray will
care provider’s office include additional member costs.
or clinic Deductible does not apply.
Some preventive services will include
.Preven‘gve'care /screening/ N dhesise 50% coinsurance gddmongl member costs. For more
immunization information see: https://healthplans.
providence.org/pdfs/members/documents/
preventive-care-costs.pdf.
i i - 5 . . . .
WD_gizkr)lostlc test (x-ray, blood 20% coinsurance 50% coinsurance Deductible does not apply in-network.
If you have a test
ﬁlﬁlgsl )n (Gl e e 20% coinsurance 50% coinsurance Prior authorization required.

For more information about limitations and exceptions, see the plan or policy document at www.ProvidenceHealthPlan.com 20of7
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What You Will Pay

Network Provider Out-of-Network
(You will pay the Provider
least) (You will pay the most)

Common
Medical Event

Limitations, Exceptions, & Other

Services You May Need .
Important Information

If you need drugs to
treat your illness or
condition

More information

about prescription

drug coverage is
available at

Preferred generic drug

$15 copay retail
$45 copay mail order

Not covered

Non-preferred generic drug

$20 copay retail
$60 copay mail order

Not covered

Preferred brand-name drug

$50 copay retail
$150 copay mail order

Not covered

Non-preferred brand-name

50% coinsurance retail
and mail order

Not covered

ACA Preventive drugs are covered in full in-

network.

Deductible does not apply to Preferred
generic, Non-preferred generic, Preferred
brand-name and Non-preferred brand-name
drugs.

Covers up to a 30-day supply (retail
prescription); 90-day supply (mail order
prescription).

outpatient surgery

surgery center)

Physician/surgeon fees

20% coinsurance

50% coinsurance

www.ProvidenceHealth | drug Prior authotization may apply.
Plan.com :
If a brand-name drug is requested when a
Specialty drug 50% coinsurance retail | Not covered generic is available, you will pay the
difference in cost, plus your copay.
If you have Facility fee (e.g., ambulatory 20% coinsurance 50% coinsurance

Prior authorization required.

If you need
immediate medical
attention

Emergency room care

$250 then 20%
coinsurance

$250 then 20%
coinsurance

For emergency medical conditions only. If
admitted to hospital, all services subject to
inpatient benefits.

Emergency medical

transportation

20% coinsurance

20% coinsurance

none

Utgent care

$50 copay/visit

50% coinsurance

Deductible does not apply.
Some services will include additional
member costs.

If you have a hospital
stay

Facility fee (e.g., hospital
room)

20% coinsurance

50% coinsurance

Physician/surgeon fees

20% coinsurance

50% coinsurance

Prior authorization required.

If you need mental
health, behavioral
health, or substance
abuse services

Outpatient services

$25 copay/
provider office visit
20% coinsurance all
other services

50% coinsurance

Inpatient services

20% coinsurance

50% coinsurance

All services except provider office visits
must be prior authorized. Deductible does
not apply to provider office visits. See your
benefit summary for ABA services.

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

Commol’l . Network Provider Ollt_of_Network Limitations, EXCCptiOI’lS, & Other
. Services You May Need ) ) .
Medical Event (You will pay the Provider Important Information
least) (You will pay the most)
Children’s eye exam No charge Covered up to Deductible does not apply. Limited to 1
$45 exam per calendar year.
Deductible does not apply. Limited to 1 pair
If your child needs Children’s glasses No charge Covered up to $170 per calendar year. Coverage maximum
dental or eye care depends on lens type.
Deductible does not apply to preventive
Children’s dental check-up No charge 30% coinsurance services. Limited to 2 services in a benefit
period.

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 Bariatric surgery e Infertility treatment e Routine foot care (covered for diabetics)
e Cosmetic surgery (with certain exceptions) e Long-term care e Voluntary Termination of Pregnancy
e Dental care (Adult) e Private-duty nursing 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 Acupuncture (limits apply) e Hearing Aids (limits apply) e Routine eye care (Adult)

e Chiropractic care (limits apply) e Non-emergency care when traveling outside
the U.S. See www.ProvidenceHealthPlan.com

For more information about limitations and exceptions, see the plan or policy document at www.ProvidenceHealthPlan.com 50f7
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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: U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or http://www.dol.gov/ebsa, or the U.S.
Department of Health and Human Services at 1-877-267-2323 x61565 or http://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.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 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: Providence Health Plan at 1-800-878-4445, the Department of Labor’s Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or http://www.dol.gov/ebsa/healthreform, or you can contact the Oregon Insurance Division by:

eCalling (503) 947-7984 or the toll free message line at (888) 877-4894

oWriting to the Oregon Insurance Division, Consumer Protection Unit, 350 Winter Street NE, Salem, OR 97301-3883

eThrough the Internet at http://www.oregon.gov/DCBS /insurance/gethelp/Pages/fileacomplaint.aspx

eE-mail at: cp.ins@state.ot.us

Does this plan provide Minimum Essential Coverage? Yes
If you don’t have Minimum Fssential Coverage for a month, you’ll have to make a payment when you file your tax return unless you qualify for an
exemption from the requirement that you have health coverage for that month.

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.

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

For more information about limitations and exceptions, see the plan or policy document at www.ProvidenceHealthPlan.com 60of7
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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 Managing Joe’s type 2 Diabetes Mia’s Simple Fracture
(9 months of in-network pre-natal care and a (a year of routine in-network care of a well- (in-network emergency room visit and follow up
hospital delivery) controlled condition) care)
B The plan’s overall deductible $750 B The plan’s overall deductible $750
B Specialist copayments $50 B Specialist copayments $50
B Hospital (facility) coinsurance 20% B Hospital (facility) coinsurance  20%
B Other coinsurance 20% B Other coinsurance 20%
This EXAMPLE event includes services This EXAMPLE event includes services
like: like:
Specialist office visits (prenatal care) Primary care physician office visits (zncluding
Childbirth/Delivery Professional Services disease education)
Childbirth/Delivery Facility Services Diagnostic tests (blood work)
Diagnostic tests (wltrasounds and blood work) Prescription drugs
Specialist visit (anesthesia) Durable medical equipment (glucose meter)
Total Example Cost $7,540  Total Example Cost - $5,400
In this example, Peg would pay: In this example, Joe would pay:
Cost Sharing Cost Sharing
Deductibles $750 Deductibles $750
Copayments $20 Copayments $1,740
Coinsurance $1,300 Coinsurance $220
What isn’t covered What isn’t covered
Limits or exclusions $150 Limits or exclusions $80
The total Peg would pay is $2,220 The total Joe would pay is $2,790

The plan would be responsible for the other costs of these EXAMPLE covered services. Tof7
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Non-Discrimination Statement:

Providence Health Plan and Providence Health Assurance comply with applicable Federal civil rights laws and do not discriminate on the basis of race, color,
national origin, age, disability, or sex. Providence Health Plan and Providence Health Assurance do not exclude people or treat them differently because of race,
color, national origin, age, disability, or sex.

Providence Health Plan and Providence Health Assurance:
e Provide 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 Provide free language services to people whose primary language is not English, such as:

o Qualified interpreters

o Information written in other languages

If you are a Medicare member who needs these services, call 503-574-8000 or 1-800-603-2340. All other members can call 503-574-7500 or 1-800-878-4445.
Hearing impaired members may call our TTY line at 711.

If you believe that Providence Health Plan or Providence Health Assurance 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 with our Non-discrimination Coordinator by mail:

Providence Health Plan and Providence Health Assurance
Attn: Non-discrimination Coordinator
PO Box 4158
Portland, OR 97208-4158

If you need help filing a grievance, and you are a Medicare member call 503-574-8000 or 1-800-603-2340. All other members can call 503-574-7500 or 1-800-
878-4445. (TTY line at 711) for assistance. 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.qov/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, DC 20201

1-800-868-1019, 1-800-537-7697 (TTY)

Complaint forms are available at http://www.hhs.qov/ocr/office/file/index.html.
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Language Access Services:
ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call 1-800-878-4445 (TTY: 711).

ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia lingiistica. Llame al 1-800-878-4445 (TTY: 711).

CHU Y: N&u ban néi Tiéng Viét, cé cac dich vu hd trg ngén ngit mién phi danh cho ban. Goi s6 1-800-878-4445 (TTY: 711).

AR MREERREPX, GRALUSBEGESEYRG. FBE 1-800-878-4445 (TTY: 711).

BHUMAHMWE: Ecnv Bbl roBOpPMTE Ha PYCCKOM A3bIKe, TO Bam AOCTYMNHbI 6ecnnaTHble ycnyrn nepesoaa. 3soHuTe 11-800-878-4445 (tenertaiin: 711).
FO: Bt =2 E MEStAl= 82, 60 XNI& AMHIAE 22 0/ Eota == USLICH 1-800-878-4445 (TTY: 711) B1IL 2 Matoll =& Al 2

YBATA! AIKLLLO BY PO3MOB/ISIETE YKPATHCbKOIO MOBOIO, BU MOKETe 3BepHYTUCA A0 6e3KOLTOBHOT C1y»K6M MOBHOI NiaTPUMKN. TenedoHyiTe 3a Homepom 1-800-
878-4445 (tenetaiin: 711).

ARFER: BREZHESINDBE. BEHOSEIEZ CRAVLITET, 1-800-878-4445 (TTY: 711) T, HEFEICTITERK LN,
(TTY:711 ‘,S.J\j mall Caila a3)) 4448-878-800-1 48 Jaail ol @l ) o5 4 galll sac Ll chlead 18 Al SA) Ehaati i 1) -ak gala

ATENTIE: Daca vorbiti limba romana, va stau la dispozitie servicii de asistenta lingvistica, gratuit. Sunati la 1-800-878-4445 (TTY: 711).
loutis: 10108SHASW 108 1, 10N STIWNA 10WBSAS WU SGSAIUUL01 HAY 51 $180M 1-800-878-4445 (TTY: 711)+
XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni argama. Bilbilaa 1-800-878-4445 (TTY: 711).
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung. Rufnummer: 1-800-878-4445 (TTY: 711).

253 8ol e N3R35 S and SO gm Sl )G )ma 20K el aled 200K 2wk 31-800-878-4445 (TTY: 711) L 2 s L 5 e
ATTENTION : Si vous parlez francgais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-800-878-4445 (ATS : 711).

Few: framuyanmngguamnsnldiEnnstaemdentannméng Tns 1-800-878-4445 (TTY: 711)





