Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period 11/1/2024 - 10/31/2025

Chap. Alliance Health HAP PPO Custom 4209 / Rx PPO Custom 4209

¥ and Life | ompan,

Benefit Period: 1/1/2025 - 12/31/2025
Coverage for: Individual + Family | Plan Type: PPO
PPS01973 / XRS02857

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, call 1-888-999-4347 or visit
http://www.hap.org. 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 https://www.healthcare.gov/sbc-glossary/ or call 1-888-999-

4347 to request a copy.

important Questions Why This Matters

What is the overall
deductible?

Are there services
covered before you meet
your deductible?

Are there other
deductibles for specific
services?

IN-NETWORK
$500 individual / $1,000 family

OUT-OF-NETWORK
$1,000 individual / $2,000 family

Yes. Chiropractic, Emergency Services, Office
Visits, Pharmacy, Preventive Services,
Rehabilitation Services, Urgent Care

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.
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Important Questions Why This Matters:

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?

IN-NETWORK:
Out-of-Pocket Limit:
$6,800 individual/$13,600 family

OUT-OF-NETWORK:

Out-of-Pocket Limit:

$13,600 individual / $27,200 family

Premiums, balance-billing charges, and health
care this plan doesn't cover. All other cost share
accumulates unless otherwise specified in Plan
Documents.

Yes. See www.hap.org or call 1-888-999-4347 for
a list of network providers.

No.

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 plans 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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u All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common .
Medical Event Services You May Need

If you visit a
health care
provider's
office or clinic

Primary care visit to treat an
injury or illness

$20 Copay; deductible does
not apply

What You Will Pay

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

40% Coinsurance after
deductible

Limitations, Exceptions, & Other

Important Information

Specialist visit

$20 Copay; deductible does
not apply

40% Coinsurance after
deductible

Other practitioner office visit

Telehealth Visit:
$20 Copay; deductible does
not apply

Chiropractic Visit:
$20 Copay; deductible does
not apply

40% Coinsurance after
deductible

Telehealth: Through our contracted
telehealth services provider. Not Covered
Out-of-Network.

Chiropractic: Manipulation of the spine
for subluxation only.

Up to 20 visits per benefit period.
(Combined In-Network and
Out-of-Network)

Preventive
care/screening/immunization

No Charge; deductible does
not apply

Not Covered

Coverage information available at
www.hap.org. You may have to pay for
services that aren't preventive services.
Ask your provider if the services needed
are preventive services. Then check what
your plan will pay for.

If you have a
test

Diagnostic test (x-ray, blood
work)

20% Coinsurance after
deductible

40% Coinsurance after
deductible

Some services require preauthorization.

Imaging (CT/PET scans, MRIs)

20% Coinsurance after
deductible

40% Coinsurance after
deductible

Services require preauthorization.
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Common [ WhatYouWillPay = |
. Services You May Need Network Provider Out-of-Network Provider
Medical Event . .
(You will pay the least) (You will pay the most)

If you need
drugs to treat
your illness or
condition.
More
information
about
prescription
drug coverage
is available at

www.hap.org

Limitations, Exceptions, & Other

Important Information

Costs shown apply to a 30-day supply of
drugs. A 90-day supply of non-
$15 Copay / prescription maintenance drugs must be filled at our
Preferred Generic drugs (retail) ; deductible does Not Covered designated mail order pharmacy. Other
not apply exclusions & limitations may apply.
Applies to all Generic and Brand type
drugs.
$15 Copay / prescription
Non-preferred Generic drugs (retail); deductible does Not Covered
not apply
$40 Copay / prescription
Preferred Brand drugs (retail) ; deductible does Not Covered
not apply
$80 Copay / prescription
Non-preferred Brand drugs (retail); deductible does Not Covered
not appply
All specialty drugs are limited to a 30-day
supply at a specialty pharmacy only.
Certain specialty drugs may be approved
for 60 or 90 days. In this case, if a Copay
20% Coinsurance / or max is shown, You will pay 2 times that
Preferred Specialty drugs prescription (retail); Not Covered amount for a supply up to 60 days, and 3
deductible does not apply times that amount fo_r a supply _of up to
- 90 days. Other exclusions & limitations
may apply.
Preferred Specialty drugs : ( $200 Max) 30
day supply.
20% Coinsurance / : .
Non-preferred Specialty drugs  prescription (retail); Not Covered lr:lﬂon )Parg Igerred SpFaaIty drugs : ($300
deductible does not apply ax ay supply.
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Common .
Medical Event Services You May Need

If you have

Facility fee (e.g., ambulatory

What You Will Pay

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

20% Coinsurance after

40% Coinsurance after

Limitations, Exceptions, & Other

Important Information

Some services require preauthorization.

. surgery center(ASC)) deductible deductible
SLLGELS .. 20% Coinsurance after 40% Coinsurance after
surgery Physician/surgeon fees deductible deductible
$150 Copay; deductible $150 Copay; deductible . . . .
:Hﬁﬂgﬁg Emergency room care does not apply does not apply Copay will be waived if admitted
5 Emergency medical 20% Coinsurance after In- 20% Coinsurance after In-

medlcgl transportation Network deductible Network deductible Emergency transport only.
UG Ureent care $30 Copay; deductible does | $30 Copay; deductible does

~reentcare not apply not apply

Facility fee (e.g., hospital 20% Coinsurance after 40% Coinsurance after . . N
Eronihaves el deductible deductible Some services require preauthorization.

hospital stay

Physician/surgeon fees

20% Coinsurance after
deductible

40% Coinsurance after
deductible

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

Outpatient services

$20 Copay; deductible does
not apply

40% Coinsurance after
deductible

Some services require preauthorization.
Services can be accessed by calling 1-800-
444-5755.00N benefits do not apply to
ABA.

Inpatient services

20% Coinsurance after
deductible

40% Coinsurance after
deductible

Services require preauthorization.
Services can be accessed by calling 1-800-
444-5755.

50f9


https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/

Common .
Medical Event Services You May Need

What You Will Pay

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

No Charge; deductible does

Limitations, Exceptions, & Other

Important Information

Routine Prenatal and Routine Postnatal

Office visits not apply Not Covered covered under Preventive Services.
Ifr‘;mr'laa;: Childbirth/delivery 20% Coinsurance after 40% Coinsurance after
preg professional services deductible deductible
Childbirth/delivery facility 20% Coinsurance after 40% Coinsurance after . . ..
services deductible deductible Some services require preauthorization.
Does not include Rehabilitation Services.
Home health care 20% Coinsurance after 40% Coinsurance after Up to 100 visits per benefit period.
deductible deductible (Combined In-Network and
Out-of-Network).
May be rendered at home.Up to 60
s . $20 Copay; deductible does | 40% Coinsurance after combined visits per benefit period .
Rehabilitation services not apply deductible (Combined In-Network and
Out-of-Network).
Limited to Applied Behavior Analysis
If you need (ABA) and Physical, Speech, and
:‘:‘!g ering or Occupational Therapy services associated
veri . ; : ;
have other Habilitation services $20 Copay; deductible does Not Covered with the treatment of Autism Spectrum

special health
needs

not apply

Disorders through age 18. Covered for
authorized services only. See Outpatient
Mental Health for ABA cost sharing
amount.

Skilled nursing care

20% Coinsurance after
deductible

40% Coinsurance after
deductible

Up to 100 days per benefit period.
(Combined In-Network and
Out-of-Network).

Durable medical equipment

20% Coinsurance after
deductible

40% Coinsurance after
deductible

Covered for approved equipment only.

Hospice services

20% Coinsurance after
deductible

40% Coinsurance after
deductible

Unlimited

If your child
needs dental
or eye care

Children's eye exam

$20 Copay; deductible does

40% Coinsurance after

One routine eye exam per benefit period

not apply deductible at no cost share(In-Network only).
Children's glasses Not Covered Not Covered
Children's dental check-up Not Covered Not Covered
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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.)

* Acupuncture * Cosmetic Surgery * Dental Care (Adult)
* Hearing Aids * Long-Term Care * Non-Emergency Care Outside the U.S.
* Private Duty Nursing * Routine Foot Care * Vision Hardware

* Voluntary Termination of Pregnancy

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

« Bariatric Surgery * Chiropractic Care « Infertility Treatment
* Routine Eye Care (Adult) *  Weight Loss Programs

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: contact the plan at 1-888-999-4347; you may also contact your state insurance department, the U.S. Department of Labor,
Employee Benefits Security Achlnlstratlon at 1-866-444-3272 or www.dol. gov/ebsa/healthreform, or the U.S. Department of Health and Human
Services, Center for Consumer Information and Insurance Oversight, 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 the plan at 1-888-999-4347; you may also contact the Department of Insurance and Financial
Services, Healthcare Appeals Section, Office of General Counsel, 611 Ottawa, 3rd Floor, P.O. Box 30220, Lansing, M| 48909-

7720, http://michigan.gov/difs; call 1-877-999-6442 or the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA
(3272) or http://www.dol.gov/ebsa/healthreform. Additionally, a consumer assistance program can help you file your appeal. Contact Michigan
Health Insurance Consumer Assistance Program (HICAP), Michigan Department of Financial and Insurance Regulation, P.O. Box 30220, Lansing, Ml
48909, phone 1-877-999-6442, website: http://michigan.gov/difs or e-mail difs-HICAP@michigan.gov.

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 o# Minimum Essential Coverage, you may not be
eligible for the premium tax credit.

Does this plan meet 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.

Language Access Services:

Please see a full list of Language Access Services following the Coverage Examples at the end of the Summary of Benefits of Coverage.
———————————————— 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

5

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)

of costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

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

= The plan’s overall deductible $500
= Specialist copayment $20
= Hospital (facility) coinsurance 20%
= QOther coinsurance 20%

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 $12,700
In this example, Peg would pay:
Cost Sharing
Deductibles $500
Copayments $10
Coinsurance $2,413
What isn’t Covered
Limits or exclusions $61
The total Peg would pay is $2,984

= The plan’s overall deductible $500
= Specialist copayment $20
= Hospital (facility) coinsurance 20%
= Other coinsurance 20%

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 $5,600
In this example, Joe would pay:
Cost Sharing
Deductibles $500
Copayments $859
Coinsurance $82
What isn’t Covered
Limits or exclusions $22
The total Joe would pay is $1,463

= The plan’s overall deductible $500
= Specialist copayment $20
= Hospital (facility) coinsurance 20%
= Other coinsurance 20%

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic tests (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $500
Copayments $295
Coinsurance $169
What isn’t Covered
Limits or exclusions $0
The total Mia would pay is $964

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

We want you to easily get the information you need. To request assistance in a language other than English. call (800) 422-4641 (TTY: 711).
VINI RE: Nése flisni shqip. ju ofrohen shé&rbime ndihme gjuhésore falas. Telefononi numrin (800) 422-4641 ose TTY: 711.
T11 el gl dedd 61 (800) 422-4641 a2 b Joal) Ulae & galll Baslecal) ilead Gl 8 5 L (i yad) ARll) Soaat Cu€ 13) A
TS [Te: STl I ST FUT I, S WIS NI (AR AT Sely S1e@1 (800) 422-4641 IITTY: 711 THE 9 Feal|
R MR E AR A R EE G E S IR INIRTS - FEEEE (800) 422-4641 BR TTY AI W aRE(EE 711 -
HINWEIS: Wenn Sie Deutsch sprechen. stehen Thnen kostenlos Sprachassistenzdienste zur Verfiigung. Rufnummer: (800) 422-4641 oder TTY: 711.

ATTENZIONE: In caso la lingua parlata sia 1'italiano. sono disponibili servizi di assistenza linguistica gratuiti.
Chiamare il numero (800) 422-4641 (TTY: 711).

EEEE BAREBEZEINIEE. BHOSEXEZXCHAW-EITET, (800)422-4641 T, HEBEEICTTEH L ELN,
TTY A —H—I(F 711 EFETTEKRLLZELY,

Fo: BT E ALEFHANE B, T2 Ao} A HHI2E 0] §5H2 + A& th 800-422-4641 W EE TTY: 711 MO 2 A s) FAA L.

UWAGA: jezeli méwisz po polsku. mozesz skorzystaé¢ z bezplatnej pomocy jezykowej. Zadzwon pod numer (800) 422-4641 lub TTY: 711.

BHIIMAHIE! Ecian Bam poIHOH A3BIK PYCCKHIH, BaM MOTYT OBITh IIPEIOCTABICHBI OSCIITATHBIE NepeBoIUecKHe yeayrH. OopamaiiTech o HOMEPY
(800) 422-4641 (temetaiim: 711).

NAPOMENA: Ako govorite hrvatski/srpski, dostupna Vam je besplatna podréka na Vasem jeziku. Kontaktirajte (800) 422-4641 ili tekstualni telefon
za osobe osteé¢ena sluha: 711.

ATENCION: si habla espaiiol. los servicios de asistencia de idiomas se encuentran disponibles gratuitamente para usted. Llame al (800) 422-4641.
los usuarios TTY deben llamar al 711.

(800) 422-irzn 1L ¥uian els RLIND FRio L adulney Lokl 5 cGiah R\ iion < el ml L adumpmas e Lol LY Iido
TJTY: 711 M o 4641

PAG-UKULAN NG PANSIN: Kung Tagalog ang wikang ginagamit mo. may makukuha kang mga serbisyong tulong sa wika na walang bayad.
Tumawag sa (800) 422-4641 o TTY: 711.

CHU Y: Néu quy vi néi tiéng Viét. ching t6i ¢6 cac dich vu hd tro ngén ngit mién phi danh cho quy vi. Hay goi (800) 422-4641 hodc TTY: 711.
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