Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
Community Health Choice : Community Enhanced Gold 005- Off-Exchange

Coverage Period: 01/01/2021-12/31/2021
Coverage for: Individual + Family| Plan Type: HMO

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 1-855-315-
5386 or https://www.communityhealthchoice.org/en-us/plans-benefits/marketplace/know-the-details-2021. 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 1-855-315-5386 to request a copy.

What is the overall
deductible?

$2,000/ Individual | $4,000/family

Important Questions Why This Matters:

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.

Are there services
covered before you meet
your deductible?

Yes. Preventive Services, Primary
Care, Specialist, Urgent Care and
Generic drugs.

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/.

Are there other
deductibles for specific
services?

No.

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

What is the out-of-pocket
limit for this plan?

$8,550/individual / $17,100/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-of-pocket limits until the
overall family out-of-pocket limit has been met.

What is not included in
the out-of-pocket limit?

Premiums, balance-billing charges,
and healthcare this plan does not
cover.

Even though you pay these expenses, they don't count towards the out-of-pocket limit.

Will you pay less if you
use a network provider?

Yes. See
https://providersearch.communityh

ealthchoice.org or call 1-855-315-

5386 for a list of network providers.

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 of 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 our network provider might use an out-of-network provider for some services

(such as lab works). Check with your provider before you get services.

Do you need a referral to
see a specialist?

No.

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

What You Will Pay

. . . . . Non-Participating Limitations, Exceptions, & Other
Common Medical Event Services You May Need I;artmﬁrtmgt:ro;"detr Provider Important Information
(You will pay the least) | o Wil ay the most)
, . $20 copay/visit
Prlmary care VIS (T Deductible does not Not Covered None
injury or illness
apply.
$40 copay/visit
I you vislt a health care Specialist visit m’_ctlble does not Not Covered None
provider’s office or :
lini
clinic You may have to pay for services that aren't
. , No Charge . L .
Preventive care/screening/ . preventive. Ask your provider if the services
, —_— Deductible does not Not Covered :
immunization 200l needed are preventive. Then check what
PPl your plan will pay for.
Diagnostic test (x-ray, blood $20 copay/wsn after Not Covered None
work) deductible
If you have a test Imaging (CT/PET scans, 95% coinsurance after Requires .Qreguthorlzatlon Eallure. to obtain
TRV Not Covered an authorization may result in denial of
MRIs) deductible/test - :
benefits. *See Section 3(g)
If you need drugs to
treat your iliness or $10 copay/prescription Covers up to 30 day supply (retail). Covers
condition (retail) up to 90 day supply (mail order). Please
More information about Generic drugs $25 copay/prescription Not Covered refer to formulary for cost share tiers. Tier 1
prescription drug (mail order) Deductible includes preferred generics and some lower
coverage is available at does not apply cost brand products. *See Section 3(n).
https://www.communityh
ealthchoice.org/en- $50 copay/prescription
us/plans- after Covers up to 30 day supply (retail). Covers
benefits/marketplace/kno Firoee el Cgs deductible/prescription MBI up to 90 day supply (mail order).
w-the-details-2021 (retail) Preauthorization may be required for a

* For more information about limitations and exceptions, see the plan or policy document https://www.communityhealthchoice.ora/media/3349/eoc-deductible-
2021.pdf
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Common Medical Event

Services You May Need

Participating Provider

(You will pay the least)

What You Will Pay

Non-Participating
Provider

Limitations, Exceptions, & Other
Important Information

(You will pay the most)

$125 copay after branded medication when the generic
deductible/prescription equivalent is preferred on the formulary.
(mail order). Failure to obtain preauthorization to show
medical necessity may increase your costs.
Note: If a generic drug is available and you
choose to buy the preferred brand drug, you
will pay the generic copay plus the cost
difference between the preferred and
generic. Tier 2 includes high cost generics
and preferred brand.
$75 copay/prescription
after Covers up to 30 day supply (retail). Covers
deductible/prescription up to 90 day supply (mail order). Tier 3
Non-preferred brand drugs (retail) Not Covered includes non-preferred formulary products
$187.5 copay after (can include non-preferred generic
deductible/prescription products).
(mail order).
35% coinsurance after 0\
: = Covers up to 30 day supply (retail) Tier 4
Specialty drugs W/prescnptlon Not Covered includes specialty druas.
. . Requires preauthorization for certain
. Facility fee (e.g., ambulatory §5°dA, Tﬂ after Not Covered ser(\]/ices, failure to obtain preauthorization
If you have outpatient surgery center) deductible may result in denial of benefits.
surgery
o
Physician/surgeon fees ggfumw 2l Not Covered None
25% coinsurance after 25% coinsurance after
Emergency room care None

If you need immediate
medical attention

deductible

deductible

Emergency medical

$40 copay after

$40 copay after

Requires preauthorization services such as

deductible/transportation | deductible/transportation = air transportation, non-emergency ground

transportation

* For more information about limitations and exceptions, see the plan or policy document https://www.communityhealthchoice.ora/media/3349/eoc-deductible-
2021.pdf
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What You Will Pay

Non-Participating

Limitations, Exceptions, & Other

Common Medical Event Important Information

Services You May Need Participating Provider

(You will pay the least) Provider

(You will pay the most)

transportation, facility-to-facility transfers,
out-of-network and out of area transfers.
$40 copay/visit.
Urgent care Deductible does not Not Covered None
apply
. . , Requires preauthorization for certain
0,
if h hosital rFsocrLI:;ry I (2 TESE] ggfumw 2ieh Not Covered services, failure to obtain preauthorization
you'have a hospita EE— may result in denial of benefits.
stay
Physician/surgeon fees $0 copay after Not Covered None
deductible/visit
1 copay/offlce visit Requires preauthorization for certain
Deductible does not . , , -
. . apply and 25% services, fa.||ure tq obtain Qrgauthorlzatlgn
If you need mental Outpatient services coinsurance after Not Covered may result in denial of benefits. Depending
health, behavioral TSN on type of services, a copayment or
h Ith, bst deductible for cther coinsurance may appl
ealth, or substance outpatient services coinsurance may apply.
abuse services
95% coinsurance after Requires preauthorization for certain
Inpatient services 0 LSS Not Covered services, failure to obtain preauthorization
deductible ) ) :
may result in denial of benefits.
Cost sharing does not apply for preventive
Office visits $40 copay after Not Covered services. Depenc}mg on the type of services,
deductible/occurrence a copayment, coinsurance, or deductible
may apply. *See section 3(l)
If you are pregnant Childbirth/delivery $0 copay after Maternity care may include tests and
. . . Not Covered : , .
professional services deductible services described elsewhere in the SBC
—_ . . , (i.e. ultrasound)
0
S:Q\I/(iif;rsth/dellvery (il ng Cc—t?tl)r;:urance Al Not Covered Requires preauthorization for certain
deductivte services, failure to obtain preauthorization

* For more information about limitations and exceptions, see the plan or policy document https://www.communityhealthchoice.ora/media/3349/eoc-deductible-

2021.pdf
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What You Will Pay

Non-Participating Limitations, Exceptions, & Other

Common Medical Event Services You May Need Participating Provider

i | Inf i
(You will pay the least) P mportant Information

(You will pay the most)

may result in denial of benefits. Depending
on the type of services, a copayment or
coinsurance may apply.

Requires preauthorization for certain

$40 copay after Not Covered services, failure to obtain preauthorization
deductible/visit may result in denial of benefits. Limited to
60 visits per year.

Requires preauthorization for certain

Home health care

Rehabilitation services $40 copay a_ft er Not Covered services, failure to obtain preauthorization
deductible/visit ) ) ,
may result in denial of benefits.
$40 copay after Requires preauthorization for certain
Habilitation services pay aft Not Covered services, failure to obtain preauthorization
deductible/visit ) ) :
may result in denial of benefits.
If you need help Requires preauthorization for certain
recovering or have Syl s e 25% coinsurance after Not Covered services, failure to obtain preauthorization
other special health deductible may result in denial of benefits. Limited to
needs 25 days per year.

Requires preauthorization for certain

30% coinsurance after Not Covered services, failure to obtain preauthorization
deductible may result in denial of benefits. Limited to
plan requirements. *See Section 3(e).

Depending on the type of services, a

Durable medical equipment

gigucgtﬁg ﬁ:;r copayment or coinsurance may apply.
Hospice services 25% coinsurance after Not Covered |§I(;T)1Ited AL CIEL S e ]
deductible in an inpatient
setting.
Children's eye exam $40 copay aftgr Not Covered One. routine eye exam annually. *See
. deductible/visit section 3(w)
It your child needs For select frames, standard lenses, and
I ] ) )
dental or eye care Children’s glasses xgucc(ﬁg/;:ﬁr Not Covered contact lenses only, for children 18 years old

and younger. Limited to plan requirements.
* For more information about limitations and exceptions, see the plan or policy document https://www.communityhealthchoice.ora/media/3349/eoc-deductible-
2021 .pdf
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What You Will Pay

Non-Participating Limitations, Exceptions, & Other

Common Medical Event Services You May Need Participating Provider

i I Inf i
(You will pay the least) LT L] mportant Information

(You will pay the most)

*See Section 3(w)
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 Abortion with exception of limited services o Cosmetic Surgery ¢ Non-emergency care when traveling outside the
*See Section 4(16) of your plan document e Dental care (Adult) U.S.

e Acupuncture e Infertility treatment ¢ Routine eye care (Adult)
Bariatric surgery e Long-term care e Weight loss programs

e Children’s dental check-up

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

e Chiropractor care (35 visits per year) e Private-duty nursing (Inpatient private duty
e Hearing aids (each ear, every three years) nursing)

¢ Routine foot care (diabetes related services)

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: Texas Department of Insurance, 333 Guadalupe, Austin TX 78701 at 1-800-578-4677 or the issuer at 1-855-315-5386. 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 on how 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: Texas Department of Insurance, 333 Guadalupe Austin, TX 78701 or 1-800-578-4677.

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

Does this plan meet the Minimum Value Standards? Not Applicable
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:
Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-855-315-5386
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-855-315-5386

* For more information about limitations and exceptions, see the plan or policy document https://www.communityhealthchoice.ora/media/3349/eoc-deductible-
2021.pdf
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Chinese (A X): sNRFEHXHIFEBN, 15K ITIXA 584 1-855-315-5386
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-855-315-5386

] 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:

.‘,:' . i "

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)

Managing Joe’s Type 2 Diabetes
(a year of routine in-network care of awell-
controlled condition)

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

B The plan’s overall deductible $2,000
B Specialist copayment $40
M Hospital (facility) coinsurance 25%
W Other cost sharing 25%

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)

B The plan’s overall deductible $2,000
B Specialist copayment $40
M Hospital (facility) coinsurance 25%
B Other cost sharing 25%

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)

care)
B The plan’s overall deductible $2,000
W Specialist copayment $40
M Hospital (facility) coinsurance 25%
B Other cost sharing 25%

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 ‘ $12,700
In this example, Peg would pay:
Cost Sharing

Deductibles $2,000
Copayments $300
Coinsurance $1,800

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $4,160

Total Example Cost ‘ $5,600
In this example, Joe would pay:
Cost Sharing

Deductibles $2,000
Copayments $900
Coinsurance $100

What isn’t covered
Limits or exclusions $20
The total Joe would pay is $3,120

Total Example Cost ‘ $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $2,000
Copayments $300
Coinsurance $10
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $2,310

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

Community Health Choice, Inc. is required by federal law to provide the following information.

NON-DISCRIMINATION STATEMENT (MARKETPLACE)

Community Health Choice, Inc. complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex. Community Health Choice, Inc. does not
exclude people or treat them differently because of race, color, national origin, age, disability, or sex. Community Health Choice, Inc. provides free aids and services to people with disabilities to communicate effectively
with us, such as qualified sign language interpreters, written information in other formats (large print, audio, accessible electronic formats, other formats). Community Health Choice, Inc. provides free language services
to people whose primary language is not English, such as qualified interpreters and information written in other languages. If you need these services, contact the Community Health Choice, Inc. Member Services
Department at 1.855.315.5386. If you believe that Community Health Choice, Inc. 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.

You can file a grievance in person or by mail, fax or email:

Service Improvement Department
2636 South Loop West, Suite 125
Houston, Texas 77054

Phone: 1.855.315.5386

N
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HEALTH CHOICE

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.gov/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, D.C. 20201

Email: Servicelmprovement@CommunityHealthChoice.org 1.800.368.1019, 800.537.7697 (TDD)
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English

This Notice has Important Information. This notice has important
information about your application or coverage through
Community Health Choice. Look for key dates in this notice.
You may need to take action by certain deadlines to keep your
health coverage or help with costs. You have the right to get
this information and help in your language at no cost. Call
1.855.315.5386.

German

Diese Mitteilung enthélt wichtige Informationen. Diese
Mitteilung enthdlt wichtige Informationen zu lhrem Antrag
auf Krankenversicherung bzw. lhren Versicherungsschutz mit
Community Health Choice. Achten Sie auf wichtige Termine
in dieser Mitteilung. Eventuell missen Sie zu bestimmten
Stichtagen Ma nahmen ergreifen, um die Beibehaltung Ihres
Versicherungsschutzes bzw. finanzieller Unterstitzung in lhrer
Sprache. Rufen Sie an unter 1.855.315.5386.

Hindi
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Spanish or Spanish Creole

Este aviso contiene informacién importante. Este aviso contiene
informacién importante acerca de su solicitud o cobertura a
través de Community Health Choice. Preste atencion a las fechas
clave que se incluyen en este aviso. Es posible que deba tomar
alguna medida antes de determinadas fechas para mantener su
cobertura médica o ayuda con los costos. Usted tiene derecho a
recibir esta informacién y ayuda en su idioma sin costo alguno.
Llame al teléfono 1.855.315.5386.

Urdu
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French

Cet avis contient d'importantes informations. Cet avis contient
d'importantes informations concernant votre demande ou votre
couverture avec Community Health Choice. Consultez les dates
figurant dans le présent avis car il est possible que vous ayez a
prendre certaines mesures avant ces dates pour conserver votre
assurance santé ou profiter de meilleurs coits. Vous étes en
droit de recevoir ces informations et de bénéficier gratuitement
d'une aide dans votre langue. Appelez le 1.855.315.5386.

Gujarati

L Al Hesdal Hislll 8. 24 ARl Community Health
Choice gdRl dHiA 2R 24 sR% Al Hsdal wIBISRL 8. 24l
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Japanese
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Laotian

&Ea

HacTosiLLiee yBeioMNeHMe COAEPXMT BaXKHYHO MHGOPMaLIMI0
O Balllem 3asiB/IeHUN UK CTPaX0BOM MOKPbITUN,
npegocrasnsieMbiM Community Health Choice. ObpaTute
BHVMaHVe Ha OCHOBHbIe 1aThbl, YKa3aHHble B HacTosLLeM
yBeZjoMaeHNN. BO3MOXHO, byseT He06X0AMMO NPeANpPUHATL
p,eﬁcmvm A0 HacTynjaeHusi KOHeYHOro cpoka AJisi CoxpaHeHns
CTPaxoBOro noaunca nauv Ansi Nosiy4eHns noMoLLu B onsare
pacxoZoB. Bbl MMeeTe NpaBo Ha 6ecnnaTHoe nonyyeHvie
3TO MHGOPMALIK 1 MOMOLLM Ha BaLlieM si3blke. 3BOHMTE No
TenedoHy: 1.855.315.5386.

Tagalog

Ang Notisyang ito ay naglalaman ng Importanteng
Impormasyon. Maayroon itong importanteng impormasyon
tungkol sa inyong aplikasyon o pagpapaseguro sa
pamamagitan Community Health Choice. Hanapin ang

mga importanteng petsa sa notisyang ito. Maaaring may
kailangan kayong gawin bago ang mga itinakdang deadline
para manatiling nakaseguro o para matulungan kayo sa mga
kailangang babayaran. Kayo ay may karapatang makatanggap
nitong impormasyon at makatanggap ng pagsasalin sa inyong
wika na wala kayong babayaran. Tawagan ang 1.855.315.5386.

Vietnamese

Thong bao nay c6 Théng Tin Quan Trong. Théng béo nay c6
théng tin quan trong v& mau don cda ban hodc bao hiém qua
chuong trinh Community Health Choice. Xem nhitng ngay quan
trong trong théng béo nay. Ban c6 thé can phai thuc hién trong
thai gian nhat dinh dé git bao hiém strc khde cta ban hay gitp
dd chi phi. Ban c6 quyén dugc thong tin nay va gitp d& trong
ngdn ngif cia minh mién phi. Xin goi 1.855.315.5386.
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1.855.315.5386.



