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

v J Health New England PPO Wise Max 2000 National HDHP LG

Coverage Period: 01/01/2020 - 12/31/2020
Coverage for: Individual + family | Plan Type: PPO

“ummary 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
or 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, call 1-800-310-2835 or visit
healthnewengland.org and sign into the Member Portal. 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/ or call 1-800-310-2835 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?

Do you need a referral to
see a specialist?
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Individual coverage: $2,000
person. Family coverage: $2,800
person / $4,000 family

Yes. Preventive care services are
covered before you meet your
deductible.

No.

In plan: $5,000 person / $10,000
family. Out-of-plan: $7,500 person
/ $15,000 family

Your cost-sharing for benefits that
are not Essential Health Benefits
under national health care reform,_
premiums, health care this plan
doesn’t cover.

Yes. Visit healthnewengland.org
or call 1-800-310-2835 for a list of
network providers.

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 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.

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/.

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 (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.

You can see the specialist you choose without a referral.
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n 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 . - i Limitations, Exceptions, & Other Important
Medi Services You May Need 1L PIan_ Al Out-of-Plan Provider > . .
edical Event (You will pay the (You will pay the most) Information
least

Primary care visit to treat an

injury or iliness No charge 20% coinsurance None
No charge. . , - .
If you visit a health Specialist visit Chiropractor: No 20% coinsurance gar}ggg;arctg:atr:are imited to 12 visits per
care provider’s office charge. year.
or clinic No charge You may have to pay for services that aren’t
Preven'tlvel care/screening/ Deductible does not 20% CoinsUrance preventive. Ask your M if the services
immunization aolv. . you need are preventive. Then check what
pply. your plan will pay for
V[\)/l(?rgk;\oshc test (x-ray, blood F:S}?\ch;ggl:] :lrg :harge. 20% coinsurance None
Includes CT Scans, PET Scans, MRIs, MRAs,
If you have a test and Nuclear Cardiac Imaging. Prior approval is
Imaging (CT/PET scans, MRIs) | No charge 20% coinsurance required for services from in-plan PHCS

providers and out-of-plan providers. Without
prior approval, services will not be covered.

$10 retail copay, $20 $10 retail copay, then 20%

If you need drugsto  Tier 1 (Generic drugs) mail order copay . -

treat your illness or - coinsurance / prescription.

condi){ion ggigtgflgg' ay. $50 Covers up to a 30-day supply (retail); up to a
More information about | Tier 2 (Brand/Formulary drugs) | mail ord er?c?—ay’ $25 retail copay, then 20% | 90 day supply (mail order). Prior approval is
prescription drug Jprescript o_p_yn. coinsurance / prescription. | required for some prescription drugs. Without

$45 retail copay. $135 prior approval, a drug may not be covered.

mail order copay

coverage is available at

Tier 3 (Brand/Non-formula
http://www.hnedirect.co ( i

drugs)

$45 retail copay, then 20%
coinsurance / prescription.

m/FormularyLookup/Def [prescription. o T -
rior approval is required for some
aultaspx Specialty drugs t%rw SE IS O e Not covered prescription drugs. Without prior approval, a
' drug may not be covered.
If you have outpatient | Facility fee (e.g., ambulatory No charge 20% coinsurance Prior approval is required for some services.
surgery surgery center) For in-plan PHCS providers and out-of-plan
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If you need immediate
medical attention

If you have a hospital
stay

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

If you are pregnant

Physician/surgeon fees
Emergency room care

Emergency medical
transportation

Urgent care

Facility fee (e.g., hospital
room)

Physician/surgeon fees

Outpatient services

Inpatient services

Office visits

Childbirth/delivery professional
services

Childbirth/delivery facility
services

No charge
No charge

No charge

No charge

No charge

No charge

No charge

No charge

No charge

No charge

No charge

20% coinsurance

No charge

No charge

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

providers, without prior approval, benefit could
be reduced by $1,000.

None

None

For ground ambulance services from out-of-
plan providers, only ambulance transport and
mileage are covered. Ancillary supplies or
services (such as ECG tracing, drugs,
intubation and measuring of oxygen in the
blood) will not be covered if billed as separate
line items.

None

60 days per calendar year limit for inpatient
rehabilitation. 100 days per calendar year limit
for skilled nursing facility care. Prior approval
is required for non-emergency admissions to
in-plan PHCS facilities and out-of-plan
facilities. Without prior approval, benefit could
be reduced by $1,000.

None

Prior approval is required for some services.

Prior approval is required for non-emergency
admissions to in-plan PHCS facilities and out-
of-plan facilities. Without prior approval,
benefit could be reduced by $1,000.

Cost sharing does not apply for preventive
services. Depending on the type of services,

deductible and copays may apply.

None

Coverage for child is limited to routine
newborn nursery charges. For continued
coverage, child must be enrolled within 30
days of date of birth. Prior approval is
required. For in-plan PHCS providers and out-
of-plan providers, if you don’t get prior
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approval, benefit could be reduced by $1,000.

Prior approval is required. For in-plan PHCS
providers and out-of-plan providers, without
prior approval, benefit could be reduced by
$1,000.
Limited to 60 visits per calendar year for
physical or occupational therapy. Prior
approval is required for speech therapy after
Rehabilitation services No charge 20% coinsurance the initial evaluation. For in-plan PHCS
providers and out-of-plan providers, without
prior approval, benefit could be reduced by

Home health care No charge 20% coinsurance

If d hel $1,000.
youneed he'p S , o) i Early intervention services covered for children
recovering or have Habilitation services No charge 20% coinsurance from birth to age 3
tr:g;rsspemal health Prior approval is required. For in-plan PHCS
Skilled nursing care No charge 20% coinsurance pid;c;\ngeerts ;?odr g;;g;g?l epirr](:;iltd gchSu,l (ij t})/gu
reduced by $1,000.
Prior approval is required. For in-plan PHCS
Durable medical equipment No charge 20% coinsurance pid(r)c:]\ngeerts parin:r g;:?g;glalep—;oe\;;? c?;il(lif ggu
reduced by $1,000.
Prior approval is required. For in-plan PHCS
Hospice services No charge 20% coinsurance M BRI O 1) (LM BT

don't get prior approval, benefit could be
reduced by $1,000.

No charge for routine

Children's eye exam exams. 20% CoiNSUrance Routine exams limited to one per calendar
If your child needs Deductible does not - year.
dental or eye care apply.

Children’s glasses Not covered Not covered None

Children’s dental check-up Not covered Not covered None

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 Acupuncture o Dental Care (Adult) (except for the limited e Private Duty Nursing
e Children’s Dental Check-up services specified in your plan materials) e Routine Foot Care (Routine foot care is covered
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e Children’s Glasses e Long Term Care if you have diabetes)

e Cosmetic Surgery e Non-emergency care when traveling outside the e  Weight Loss Programs
U.S.
Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
e Bariatric Surgery (requires prior approval) e Hearing Aids (limited to members age 21 and e Infertility Treatment (requires prior approval)
e Chiropractic Care under, $2,000 per hearing aid per ear each 36 ¢ Routine eye care (Adult)
months)

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: the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. 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 18003182596.

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; the Department of Labor’'s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. Or you can contact the
Massachusetts Division of Insurance at 877-563-4467, or doicss.mailbox@state.ma.us, or http://www.mass.gov/ocabr/government/oca-agencies/doi-Ip/.

Does this plan provide Minimum Essential Coverage? Yes
If you don’t have Minimum Essential 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.
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About these Coverage Examples:

o

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)

B The plan’s overall deductible $2,000
M Specialist copay $0
W Hospital (facility) copay $0
W Other copays $10

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)

Total Example Cost $12,800
In this example, Peg would pay:
Cost Sharing

Deductibles $2,000

Copayments $40

Coinsurance $0

What isn’t covered
Limits or exclusions $0

The total Peg would pay is

$2,040

Managing Joe’s type 2 Diabetes

(a year of routine in-network care of a well-
controlled condition)

M The plan’s overall deductible $2,000
M Specialist copay $0
W Hospital (facility) copay $0
W Other copays $10

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)

Total Example Cost $7,400
In this example, Joe would pay:
Cost Sharing

Deductibles $2,000

Copayments $600

Coinsurance $0

What isn’t covered
Limits or exclusions $0
The total Joe would pay is $2,600

The plan would be responsible for the other costs of these EXAMPLE covered services. 6 of 6



Mia’s Simple Fracture

(in-network emergency room visit and follow up

care)
B The plan’s overall deductible $2,000
M Specialist copay $0
W Hospital (facility) copay $0
B Other coinsurance 0%

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 $1,900
In this example, Mia would pay:
Cost Sharing
Deductibles $1,900
Copayments $0
Coinsurance $0
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,900

The plan would be responsible for the other costs of these EXAMPLE covered services. 7 of 6



Notice Informing Individuals of Nondiscrimination and Accessibility

Health New England complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex.
Health New England does not exclude people or treat them differently because of race, color, national origin, age, disability, or sex.

Health New England:
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 Susan O’Connor, Vice President and General Counsel.

If you believe that Health New England 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: Susan O’Connor, Vice President and General Counsel, One Monarch Place, Suite 1500, Springfield, MA 01104-1500, Phone:
(888) 270-0189, TTY: 711, Fax: (413) 233-2685 or ComplaintsAppeals@hne.com. You can file a grievance in person or by mail, fax, or email. If you need help filing a
grievance, Susan O’Connor, Vice President and General Counsel is available to help you.

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, (800) 3681019, (800) 537-7697 (TDD). Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

Multi-Language Services

We're here to help you. We can give you information in other formats and different languages. All translation services are free to members. If you have questions

regarding this document please call the toll-free member phone number listed on your health plan ID card, (TTY:711), Monday through Friday, 8:00 a.m.-6:00 p.m.
Last reviewed: 7/31/2019

English You have the right to get help and information in your language at no cost. To request an interpreter, call the toll-free member phone
number listed on your health plan ID card, press 0. (TTY: 711)

Spanish Tiene derecho a recibir ayuda e informacién en su idioma sin costo. Para solicitar un intérprete, llame al numero de teléfono gratuito
para miembros que se encuentra en su tarjeta de identificacion del plan de salud y presione 0. (TTY: 711)

Portuguese Vocé tem o direito de obter ajuda e informagdo em seu idioma e sem custos. Para solicitar um intérprete, ligue para o nimero de
telefone gratuito que consta no cartéo de ID do seu plano de saude, pressione 0. (TTY: 711)




Chinese

AEERE DI AVNES BEEIAE - WFLEE - ST ORETE] 1D R LI HARE S 5 EEIt
520 (TTY: 711)

French Creole

Ou gen dwa pou jwenn éd ak enfomasyon nan lang natifnatal ou gratis. Pou mande yon entéprét, rele nimewo gratis manm lan ki
endike sou kat ID plan sante ou, peze 0. (TTY: 711)

Vietnamese Quy vi c6 quyén duoc gitp d& va cap thdng tin bang ngdn ngit cua quy vi mién phi. D& yéu cau duoc thdng dich vién gidp d, vui
long goi s& dié n thoa i mién phi da nh cho hd i vién duoc néu trén the ID chuong trinh ba o hiém y t& cta quy vi, bAm sé 0. (TTY:
711).

Russian Bbl meeTe npaBo Ha 6ecnnatHoe noJiy4eHne NomMoLLM U MHGopMaLUMM Ha Ballem A3blke. YTobbl NoaaTb 3anpoc
nepeBoA4YnKa No3BoHMTE No becnaaTHoOMy HoMmepy TesiedoHa, YKa3aHHOMY Ha 06paTHOM CTOpOHeE Ballen
naeHTUUKaLUMOHHOM KapTbl U HaxmuTe 0. JInHua (Tenetann: 711)

Arabic e Taaal 2 cipaall @liha Cay jad Ay Lo laall gonall Ciila o8 5 Joail canie dlal Ulaa clialy e slaal) g sacbaall Lo J geaal) @l 3oy

(711:TTY) .0

'\Cflon-ghdmeﬂ HAMSSgigW Sulfifns MmUY WISH)IET d vTnuSa Javapu

ambodian B . - N o -
ﬁjuﬂglﬁmSlﬁ]ﬁIUBﬁﬁlumlﬁnll'lﬂnjﬂ'lﬁn U USanlinaSuon | aiihiic 3n]l‘|liln]!i JUiE 1w 1 (TTY: 711)

French Vous avez le droit d'obtenir gratuitement de I'aide et des renseignements dans votre langue. Pour demander a parler a
un interprete, appelez le numéro de téléphone sans frais figurant sur votre carte d’affilié du régime de soins de santé et
appuyez sur la touche 0. (ATS: 711).

Italian Hai il diritto di ottenere aiuto e informazioni nella tua lingua gratuitamente. Per richiedere un interprete, chiama il
numero telefonico verde indicato sulla tua tessera identificativa del piano sanitario e premi lo 0. Dispositivi per non
udenti (TTY: 711).

Korean Hote ESU EEE Aot HdHZ HIE REE0 22 = U= el USLICH SSAE QG| oA =
Aot EH IDIIEN I 22 ol & MpHS 2 Moot 0HE 2 A L. TTY 711

Greek ‘Exete 1o Sikailwpa va AdaPete BorBela kal mAnpodopieg otn yYAwooo oag xwpic xpéwon. Na va ntnoete dlepunvéa,
kah€ote To dwpeav aplBpd tnhedpwvou nou PBpioketal otnv kapta pedoug achaiiong, matnote 0. (TTY: 711).

Polish Masz prawo do uzyskania bezptatnej informacji i pomocy we wtasnym jezyku. Po ustugi tumacza zadzwon pod bezptatny numer
umieszczony na karcie identyfikacyjnej planu medycznego i wcisnij 0. (TTY: 711).

Hindi HIF & 9 YA AT H WG Ud FHN e I R H HAEAFN | GHITIT & T AT
et & T, ¥97 godl oo 1D F13 9 Fdidg oid-Wl Ad? 99 Bl &y, 0 gard| TTY 711

Gujarati Rl ellsHl (Qett YR HEE val HIEl Rnaicloll dia 2U[Es 8 geulauell (Qotcdl sc 12 dHiRl dea wtet

D 518 UR %RUACL 2led_5l ol6lR UR Slet 53 el j Eollel (TTY: 711)




Lao m'mu S om axlo” s UT)‘)DQ oy _eccare v n2 203U 'CUva‘)S?QS‘)m'?DU
v'e ‘722 590w _ 925 59190WIT, imws m?mmecznimo 3 U
99 vzrIg "N~ 0 aru lo” T 0grwag “nzegwn aw,n " acan 0. (TTY: 711).

Albanian Ju keni té drejté té merrni ndihmé dhe informacion falas né gjuhén tuaj. Pér té kérkuar njé pérkthyes, telefononi né numrin gé gjendet
né kartén e planit tuaj shéndetésor, shtypni 0. (TTY: 711).
Tagalog May karapatan kang makatanggap ng tulong at impormasyon sa iyong wika nang walang bayad. Upang humiling ng tagasalin, tawagan

ang toll-free na numero ng telepono na nakalagay sa iyong ID card ng planong pangkalusugan, pindutin ang 0. (TTY: 711).




