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

PriorityHealth

Shelby Public Schools Teachers
POS- CPA 2017

Coverage Period: 01/01/2017 - 12/31/2017

Coverage for: Subscriber/Dependent | Plan Type: POS

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how yeoulthd hiaeepliae
cost for covered health care servichste: Information about the cost of this plan (called the premium) will be provided sdpasatebnly a
summary.For more information about your coverage or to get a copy of the complete terms of coverage, visit us atcBHbB604d&Tt ¢oniror
general definitions of common terms, sillowad amoubglancéillingcoinsuranceopaymenteductiblg@rovideror otheunderlinetérms see the
Glossary. You can view the Gloss#nsatwww.healthcare.qgogsissamor call-8084465674t0 request a copy.

Important Questions Answers Why this Matters

For participating providers $500 person / $1,000 family
For non-participating providers $1,000 person / $2,000 family

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

for specific services?

deductible? e deductible for each benefit level is calculated separately. Amounts |plan, each family member must meet their own individual deductible until the
uiibfits el The deductible for each benefit level is calculated separately. Amounts |plan, each family member must meet their own individual deductible until th
EE— you pay toward the deductible do not count toward any co-insurance  |total amount of deductible expenses paid by all family members meets the
’ toward the deductible do not t toward i total t of deductibl id by all famil b ts th
maximums. overall family deductible.
This plan covers some items and services even if you haven’t yet met the
Are there services covered . . , . deductible amount. But a copayment or coinsurance may apply. For example,
. p s e o : : ] : ]
before you meet your z:IS‘tatilIlleng'sif(e:g eglgjin;ftlgs ﬁi;d&lgltll;)rlecioeasns ;i%pgégcﬂr;;iiug?ucge this plan covers certain preventive services without cost-sharing and before you
deductible? Lot " |meet your deductible. See a list of covered preventive services at
https.//www.healthcare.gov/coverage/preventive-care-benefits/ .
Are there other deductibles

No.

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

What is the out-of-pocket

Yes. For participating providers $7,150 person / $14,300 family
For non-participating providers $14,300 person / $28,600 family
Your plan also has a co-insurance maximum.

For participating providers $0 person / $0 family

For non-participating providers $2,500 person / $5,000 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-

limit for this plan? The co-insurance maximum limits the total amount of co-insurance you Iy X . g
pan will pay for certain covered services during a coverage period. The Zo- of-pocket limits until the overall family out-of-pocket limit has been met.
insurance maximum is included in the out-of-pocket limit. The out-of-
pocket limit and co-insurance maximum for each benefit level is
calculated separately.
. . . Premiums, balance-billed charges, health care this plan doesn't cover, \
Xllzl(t) fl.spl(;g{( g:céﬁgf?d in the services that exceed an annual dayAvisit limit, and any co-pays and co- E\Iﬁlr: though you pay these expenses, they don't count toward the out-of-pocket
’ insurance you pay for any non-essential health benefit. —
This plan uses a provider participating. You will pay less if you use a provider in
the plan’s participating. You will pay the most if you use an out-of-participating
Does this plan use a Yes. See PriorityHealth.com provider, and you might receive a bill from a provider for the difference between
participating of providers? |or call 1-800-446-5674 for a list of participating providers. the provider’s charge and what your plan pays (balance billing). Be aware your

participating provider might use an out-of-participating provider for some
services (such as lab work). Check with your provider before you get services.

Do I need a referral to see a
specialist?

No, you don't need a referral in order to receive the preferred benefit
for services provided by a participating specialist.

Yes, you do need a referral in order to receive the preferred benefit for
services provided by a non-participating specialist.

You can see the in-participating specialist you choose without a referral. This
plan will pay some or all of the costs to see an out-of-network specialist for
covered services but only if you have a referral before you see the specialist.
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https://www.healthcare.gov/sbc-glossary
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Allcopaymerdindcainsuranceosts shown in this chart are afteteguatibleas been met, ifleductiblapplies.

Common _ ' What You Will Pay | _
ServicesYou May Nee Participatind’rovider | NonParticipatindrovidel Limitations, Exceptions & Other Important Informa

Medical Event You will pay the least| (You will pay the most

P rjmary care Visit to treat an $20 co-pay/ visit 20% co-insurance/ visit
injury or illness
Specialist visit $35 co-pay/ visit 20% co-insurance/ visit
.tffz?l CO,['.p ?]3;/ visit for ¢ eEvaluation/management Preferred benefit level deductible does not apply to services
servl'l(?eéoonlm:tn?éggillli% Alth services only at retail health |subject to flat dollar co-pays.
oli 'lcs y clinics covered at the Prescription drug co-pay may also apply when selected injectable
. 0;1 co-insurance/ visit for preferred benefit level drugs are provided.
famoil lanning/ infertility eFamily planning/ infertility  |Prescription drugs for infertility treatment covered only with
L. Other pr actitioner office visit . Y P services not covered prescription drug addendum.
If you visit a health care SEIVICES *50% co-insurance for
provider's office or *50% co-insurance for Temporomandibular Joint
clinic %‘emp or O%ﬁ%bum Joint | pinction (TM]) treatment
unction treatment .
and Orthognathic surgery and Orthognathic surgery
Preventive care services are those listed in Priority Health's
Preventive Health Care Guidelines, including women's preventive
. . health care services. Preferred benefit level deductible does not
&%ﬁﬁ;;i%fe/screemng/ No charge 20% co-insurance/ visit apply.
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.
Diagnostic test (x-ray, blood No charge 20% co-insurance none
work)
Prior Approval required for certain radiology examinations.
If you have a test Preferred benefits co-pay waived if performed while confined in a
Imaging (CT/PET scans, $100 co-pa 20% co-insurance hospital as an inpatient.
MRIs) pay 7 Maximum of 10 co-pays per individual per contract year for
imaging services.
Preferred benefit level deductible does not apply.

* For more information about limitations and exceptiopéuses guicy document at PriorityHealth.com. 20f7



Common
Medical Events

Services You May Ne

What You Will Pay

Participatindg’rovider

(You will pay the least]

$10 co-pay/ retail prescription

NonParticipatindProvidel  Limitations, Exceptions & Other Important Informa
(You will pay the most,

Generic drugs $20 co-pay/ mail order Not covered Costs shown in the "Your Cost" columns apply to drugs on the
If you need drugs to prescription approved drug list when obtained from a Participating Provider.
treat your illness or Covers up to a 31-day supply (retail prescription); Covers up to a
condition $40 co-pay/ retail prescription 90 day supply (mail order prescription)
More information Preferred brand drugs $80 co-pay/ mail order Not covered Up to a 90-day supply of medication (excluding Specialty Drugs)
about prescription prescription may be obtained at one time for three applicable Copayments at a
drug coverage is retail Participating Pharmacy.
available at $40 co-pay/ retail prescription 50% co-insurance/ prescription for infertility drugs.
hitps://www.priorityhea Non-preferred brand drugs |$80 co-pay/ mail order Not covered Deductible does not apply.
1th.com/prog/pharmac prescription
y/pharmacy.cgi

Preferred specialty drugs  |$40 co-pay/ retail prescription|Not covered

. Deductible does not apply.
lggligreferred st fy $40 co-pay/ retail prescription Not covered ooy

Facility fee (e.g., ambulatory

surgery center) No charge 20% co-insurance/ visit Including outpatient care, observation care and ambulatory
' surgery center care. Prior approval may be required.
If you have outpatient Prior approval is required for bariatric surgery.
surgery Coverage is limited to one bariatric surgery per lifetime. Unless
medically necessary, a second bariatric surgery is not Covered,
Physician/surgeon fees No charge 20% co-insurance/ visit even if the first procedure occurred prior to joining this plan.
. . Covered at the preferred po-pgy waived if you become confined in a Hospital as an
Emergency room services  [$100 co-pay/ visit benefit level inpatient.
Preferred benefit level deductible does not apply.
Emergency medical ) Covered at the preferred . .
If you need immediate|rAnSpOrtation $100 co-pay benefit level Preferred benefit level deductible does not apply.
medical attention Urgent Care services received from a Non-Participating Provider
who is located in our Service Area are Covered at the Alternate
Urgent care $50 co-pay/ visit 20% co-insurance/ visit Benefit level. Urgent Care services received from a Non-

Participating Provider who is located outside of our Service Area
are Covered at the Preferred Benefit level.
Preferred benefit level deductible does not apply.

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

M e(cii(;;rglnllz(i/nents Services You May Ne| ParticipatindProvider 'NonParticipatingProvidel Limitations, Exceptions & Other Important Informa:
(You will pay the least, (You will pay the most
Prior Approval is required at least 5 working days in advance,
Facility fee (e.g., hospital | charge 20% co-insurance/ visit except in emergencies or for Hospital stays for a mother and her
room) Newborn of up to 48 hours following a vaginal delivery and 96
hours following a cesarean section.
If you have a hospital Notification must be provided for all admissions following
stay emergency room care.
Prior approval is required for bariatric surgery.
Coverage is limited to one bariatric surgery per lifetime. Unless
Physician/surgeon fee No charge 20% co-insurance/ visit medically necessary, a second bariatric surgery is not Covered,
even if the first procedure occurred prior to joining this plan.
No charge for first three visits with participating provider within 90
. days of discharge from a participating hospital for mental health
gﬁnzﬁigi?‘ggls health $20 co-pay/ visit 20% co-insurance/ visit inpatient care.
P Including medication management visits.
Preferred benefit level deductible does not apply.
Including partial hospitalization.
Mental/Behavioral health o s . Except in an emergency, prior approval required.
Egﬁ&hﬁg:‘:sﬁl inpatient services N alrge VLR Residential Treatment is subject to the skilled nursing care
health, or substance benefits described below. .
abuse needs Substance use disorder Prior Approval required for intensive outpatient treatment.
outpatient services $20 co-pay/ visit 20% co-insurance/ visit Including medication management visits.
Preferred benefit level deductible does not apply.
Including partial hospitalization.
Substance use disorder o s . Except in an emergency, prior approval required.
inpatient services No charge Al CETEN TS Residential Treatment is subject to the skilled nursing care
benefits described below.
Routine prenatal and postnatal visits are covered under your
Routine prenatal and Preventive Health Care Services benefit.
postn ata%) care No charge 20% co-insurance/ visit Appropriate office visit charge (PCP or specialist) may apply for
It N physician office services or home visits and consultations for
you are preghan complications of pregnancy.
gi,lgf g and alliinpatient No charge 20% co-insurance/ visit none

* For more information about limitations and exceptions, see the plan or policy document at PriorityHealth.com.
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C __What You Will Pay |
Medic::rglmE?/nents Services You May Ne ~ Participating®rovider ' NonParticipatingProvidel Limitations, Exceptior& Other Important Informatiol
(You will pay the least/(You will pay the most)

Including hospice care services; excluding rehabilitation and
habilitation services.

Prior approval required except for hospice care services in the
Home health care No charge 20% co-insurance/ visit home.

Rehabilitation and habilitation services provided in the home are
subject to the limitations of the Rehabilitation Services and
Habilitation Services benefits described below.

Physical and occupational therapy (Including osteopathic and
chiropractic manipulation) limited to a combined 50 visits per

Rehabilitation services not contract year.
for the treatment of Autism |$20 co-pay/ visit 50% co-insurance/ visit Speech therapy limited to a combined 50 visits per contract year.
Spectrum Disorder Cardiac rehabilitation & pulmonary rehabilitation limited to a

combined 50 visits per contract year.
Preferred benefit level deductible does not apply.

$20 co-pay/ visit for Physical, Prior Approval required for Applied Behavioral Analysis (ABA).
Habilitation services for Occupational and Speech Services are Covered for children and adolescents under age 19
If you need help : Therapy r - only.
recovering or have tSre:értII}sIIg Bfli)li%i? o *No charge for Applied S GEATT IR st Multiple charges may apply during one day of service.
other special health P 4 Behavioral Analysis (ABA) Preferred benefit level deductible does not apply to flat dollar co-
needs services pays.
Habilitation services not for
the treatment of Autism Not covered Not covered Not covered
Spectrum Disorder
Services received in a skilled nursing care facility, subacute
facility, behavioral health Residential Treatment facility, inpatient
Skilled nursing care No charge 20% co-insurance/ visit rehabilitation care facility or hospice care facility are limited to a

No charge co-insurance
No charge 50% co-

This
No charge 20% co-insurance/ visit

* For more information about limitations and exceptions, see the plan or policy document at PriorityHealth.com. 50f 7



