Plan Option 1: City of Tulare

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

Coverage Period: Beginning on or after 1/1/2016
Coverage for: Active Employees | Plan Type: PPO

This is only a summary. If you want mote detail about your coverage and costs, you can get the complete terms in the policy ot plan
document at www.hnas.coim or by calling 1-877-356-4666.

Answers

Important Questions

What is the overall
deductible?

Are there othet
deductibles for specific
services?

Is thete an out—of—

pocket limit on my

expenses?
What is not included in
the out—of—pocket limit?

Is thete an overall
annual limit on what the

plan pays?

Does this plan use a
network of providers?

Do I need a referral to
see a specialist?

Are there services this
plan doesn’t cover?

P

Questions: Call {-877-356-0666 or visit us at www . hnas. com,
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary

I Lac

at wwaw bvas.com or call 1-8

In-network: $1,000 person/
$2,000 family; out-of-network:
$3,000 petson/ $9,000 family.

No.

Yes. In-network $4,000 person/
$8,000 family; out-of-network:
$7,500 person/ $22,500 family.

Rx co-pays, premiums, balance-
billed charges, penalties & health

care this plan doesn’t cover.

No.

See www.blueshieldca.com/

- networkppo or call 1-800-810-

2583 for a list of in-network
providers.

No.

Yes.

77-356-0664 to request a copy.

Why this Matters:

You must pay all the costs up to the deductible amount before this plan begins to pay
for covered services you use. Check yout policy ot plan document to see when the

' deductible statts over (usually, but not always, January 1st). See the chatt starting on

page 2 for how much you pay for covered setvices aftet you meet the deductible.

You don’t have to meet deductibles for specific services, but see the chart starting on
page 2 for other costs for services this plan covers.

The out-of-pocket limit, which includes the medical deductible, coinsurance & co-pays,

is the most you could pay during a coverage petiod (usually one yeat) fot your share of
the cost of covered services. This limit helps you plan for health care expenses.

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

The chart starting on page 2 desctibes any limits on what the plan will pay for specific
covered setvices, such as office visits.

If you use an in-network doctor or other health care provider, this plan will pay some or
all of the costs of covered setvices. Be aware, yout in-network doctot ot hospital may use
an out-of-netwotk provider for some services. Plans use the term in-network, preferted,
ot participating for providers in their network. See the chart starting on page 2 for how

this plan pays different kinds of providers.

' You can see the specialist you choose without permission from the plan.

. Some of the services this plan doesn’t cover are listed on i)age 4. See your p_olicy or plan

document for additional information about excluded services.
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Plan Option 1: City of Tulare Coverage Period: Beginning on or after 1/1/2016
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Active Employees | Plan Type: PPO

' . ® Copayments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.
® Coinsurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the setvice. For example, if
the plan’s allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200. This may change if
you haven’t met your deductible.
® The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the
allowed amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 fot an overnight stay and
the allowed amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.)

® This plan may encourage you to use in-network providers by charging you lower deductibles, copayments and coinsurance amounts.

Your Cost If Your Cost If

Common ' You Use an You Use an Ty !
3 Services You May Need Limitations & Exceptions
Medical Event | y In-network Out-of-Network P
| | Provider Provider
Primary cate visit to treat an injury or illness | $10/visit 30%* coinsurance = --none--
Specialist visit $10/visit 30%* coinsurance | --none--

If you visit a health -
10%* coinsurance

cate provider’s office = Other practitioner office visit - chitopractor frer $15/visit Not covered Limited to 20 visits/plan yeat.
or clinic arter visl
I o . Includes all mandated preventive care
Preventive care/screening/immunization No chatge 40%* coinsurance .
reventive / g/ G °  as required under PPACA.
Diagnostic test (x-ray, blood work) 10%* coinsutance = 40%%* coinsurance  --none--
If you have a test . . Precertification requited on select
e Imaging (CT/PET scans, MRIs) 10%* coinsurance | 40%* coinsurance ok q
procedures.
If h Facility fee (e.g., ambulatory surgery center)  10%* coinsurance  40%* coinsurance @ --none--
you have = - ! P - - =
| - . . recertification required on select
outpatient surgery Physician/surgeon fees 10%* coinsurance = 40%* coinsurance ok 9
procedures.*
B m services (Bmergent usc) : 10% coinsurance 10% coinsurance =
mergency room setrvices ergent use . F = =
gency g after $75/visit after $75/visit
If you need | . ' '
mergency room setrvices (Non-emergent . .
immediate medical E )e gency N g 40%%* coinsurance 40%* coinsurance --none--
use
attention —_— = - —— ; '
Emergency medical transportation 10%* coinsurance  10%* coinsurance | --none--
Urgent care $10/visit 40%* coinsurance @ --none--

Questions: Call 1-877-356-0666 or visit us at www.hnas.com.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary 20f8
at www_hnas.com or call 1-877-356-0606 to request a copy.



Plan Option 1: City of Tulare
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Common
Medical Event

| Services You May Need

Your Cost If

You Use an

In-network
Provider

Coverage Period: Beginning on or after 1/1/2016

Your Cost If
You Use an
Out-of-Network
Provider

Coverage for: Active Employees | Plan Type: PPO

Limitations & Exceptions

If you have a
hospital stay

If you have mental
health, behavioral
health, ot substance
abuse needs

If you are pregnant

If you need help
recovering or have
other special health
needs

Facility fee (e.g., hospital room)

- Physician/surgeon fee

Mental/Behavioral health outpatient services
Mental/Behavioral health inpatient services

Substance use disorder outpatient services

Substance use disorder inpatient services

Prenatal & Postnatal care

Delivery and all inpatient services

Home health care

Rehabilitation services — physical,

occupational, speech & other rehabilitative

therapies.

Habilitation services

Skilled nursing care

Durable medical equipment

Hospice service

Questions: Call 1-877-356-06606 or visit us at www.hnas.com.

If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary

at www._hnas.com ot call 1-877-356-0660 to request a copy.

10%* coinsurance

after $100 copay

10%* coinsurance

$10/visit

10%* coinsurance
after $100 copay

$10/visit

10%* coinsurance

| qf_ter $1OQ copay

No charge
10%* coinsurance

afte_r_$100_ copay

10%* coinsurance

10%* coinsurance
after $10/visit

Not Covetred

10%* coinsutrance

10%%* colnsutance

10%* coinsurance

40%* coinsurance

40%* coinsurance

40%* coinsurance

40%* coinsurance

40%* coinsurance

40%* coinsurance

40%* coinsurance

40%* coinsurance

40%* coinsutrance

Not Covered

40%* coinsurance

40%* coinsurance

40%* coinsurance

40%* coinsurance

Precertification required.**

--none--

Certain behavioral setvices are not
covered.

Precertification required. ** Certain
behavioral services are not covered.
Certain behavioral services are not
covered.

Precertification required.** Certain
behavioral services are not covered.

. Limited to ern_plo_yee ot spouse on!y.

Limited to employee or spouse only.

Precertification required for out-of-
network services.** Limited to 100

visits/plan year.

Precertification requj.t-ed for speech
therapy ** Limited to an aggregated 60
in-network visits/plan year & 30 out-

of-network visits/plan year.

--none--

Precertification required.** Limited to
100 consecutive days/plan year in-
network; 60 consecutive days/plan

 year out-of-network.

Precertification required on select

items.**

Precertification required for inpatient
care.** Limited to 180 days/lifetime.
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Plan Option 1: City of Tulare Coverage Period: Beginning on or after 1/1/2016
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Active Employees | Plan Type: PPO

— S ; Eye exam _ Not Covered ' Not Covered | -—-none--
yourichticineeds Glasses Not Covered Not Covered --none--

dental or eye cate
Dental check-up Not Covetred Not Coveted --none--

* Deductible applies.

** Precertification is required before certain medical services. Emergency admissions must be certified within 48 hours following the admission. To
precertify services, call the phone number indicated on your ID card. Failure to precertify out-of-network services will result in a 50% penalty.

Your Cost If You | Your Cost If You |
Common Services You May Use a Retail Use a Mail Order

Medical Event Need Pharmacy Pharmacy Limitations & Exceptions

(30 day supply) (90 day supply)

Individual Maximum The out-of-pocket limit is the most you could pay

Out-Of-Pocket Amount | §2,000 during a coverage petiod (usually one year) for your
Family Maximum $4.000 share of the cost of covered setvices. This limit helps
Out-Of-Pocket Amount ’ you plan for health care expenses.

If you need drugs to C - : :

5 . . ontraceptives that are not generic or single-source
treat your illness or Genetic or single-source $0/prescription $0/prescription brand will be payable under the appropriate co-pa
condition brand contraceptives p P p P level pay PProp pay
More information Generic drugs $15/pesctiption $30/presceiption The Prescription Drug Plan will pay up to the generic

about prescription price, less the generic co-payment, whenever a generic
drug covetage is drug is dispensed. If a brand name drug is dispensed,
available at and a generic equivalent is available, the covered person

Www.usscript.com. Formulary drugs pes]jprescrpton $s0/preseption must pay the difference between the cost of the brand
name drug and the generic equivalent, plus the generic

) less the physici fes “D;
Non-formulary drugs $40/prescription $80/prescription ;;ri}?c?g;zent uplessitheaphuyaicianspeciics “Dispenselag

Questions: Call 1-877-356-0666 or visit us at www.hnas.com.
If you aren’t clear about any of the underlined terms used in this form, see the Glossaty. You can view the Glossary 4 0of 8
at www.hnas.com or call 1-877-356-0666 to request a copy.



Plan Option 1: City of Tulare Coverage Period: Beginning on or after 1/1/2016
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Active Employees | Plan Type: PPO

Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy ot plan document for other excluded services.)

e Acupuncture e Infertility treatment e Private duty nursing

e Cosmetic surgety e Long-term cate e Routine eye care (adult)
 Dental care (aduly) e Non-emergency care when traveling outside ~ ® Routine foot care

o THearing aids the US. e Weight loss programs

Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered services and your costs for these

services.)

e Bariatric surgery

e Chiropractic care

Questions: Call i-877-354-{34666 of visit us at www. hinas. Ui,
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary
at www bnus com ot call {-877-356-45066 to request a copy.
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Plan Option 1: City of Tulare Coverage Period: Beginning on or after 1/1/2016
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Active Employees | Plan Type: PPO

Your Rights to Continue Coverage:

If you lose coverage under the plan, then, depending on your circumstances, Federal and State laws may provide protections that allow you to keep health
coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significanty higher than the premium you pay
while covered under the plan. Other limitations on your rights to continue coverage may also apply.

For more information on your rights to continue coverage, contact the plan at 1-877-356-0666. You may also contact your state insurance department, the
U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-EBSA (3272) ot www.dol.gov/ebsa, or the U.S. Department of
Health and Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov.

Your Grievance and Appeals Rights:

If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a gtievance. For
questions about your rights, this notice, ot assistance, you can contact HNAS at 1-877-356-0666, ot the U.S. Department of Labor, Employee Benefits
Security Administration at 1-866-444-EBSA (3272) ot www.dol.gov/ebsa/healthreform.

Does this Coverage Provide Minimum Essential Coverage?
The Affordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.” This plan ot policy does
provide minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?

The Affordable Care Act establishes 2 minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value). This
health coverage does meet the minimum value standard for the benefits it provides.

Language Access Services:
Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-877-356-0666.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-877-356-0666.

Chinese (F130): I RFEFXHFED), FRITXNTH 1-877-356-0666.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-877-356-0666.

To see excamples of how this plan might cover cosis for a sample medical situation, see the next page.

Questions: Call 1-877-356-00666 or visit us at www.hnas.com.
If you aren’t clear about any of the underlined terms used in this form, see the Glossaty. You can view the Glossary 6 of 8
at www. hnas.com or call 1-877-356-0664 to request a copy.



Plan Option 1: City of Tulare Coverage Period: Beginning on or after 1/1/2016
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Active Employees | Plan Type: PPO

About these Coverage Having a baby Managing type 2 diabetes
. (normal delivery) (routine maintenance of
Exam ples : a well-controlled condition)
These examples show how this plan might cover | B Amount owed to providers: $7,540 ® Amount owed to providers: $5,400
medical care in given situations. Use these H Plan pays $5,490 H Plan pays $4,000
examples to see, in general, how much financial N Patient pays $1,980 B Patient pays $1,480
ptotection a sample patient might get if they are
covered under different plans. Sample care costs: Sample care costs:
Hospital charges (mother) $2,700 Presctiptions $2,900
Routine obstettic care $2,100 }YI;:_@icaﬁl Equipment and Supplies $1,300
. Hospital charges (baby) $900 | Office Visits and Procedures ~ $700
This is Anesthesia $900 | Education $300
nOt_ a cost Labotatory tests $500 Laboratory tests $100
* estimator. Presctiptions $200 Vaccines, other preventive $100
Don’t use these examples to Radiology $200 Total $5,400
estimate your actual costs Vaccines, other preventive $40 )
under this plan. The actual Total $7,540 Patient pays:
care you receive will be Deductibles $380
different from these Patient pays: , Copays $1,020
examples, and the cost of Deductibles $1,000 Coinsurance $0
that care will also be Copays $220 Limits or exclusions $80
different. e SEE $610 Total $1,480
See the next page for Limits or exclusions $150
Total $1,980

important information about
these examples.

Questions: Call 1-877-356-006066 or visit us at www.hnas.com.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary 70f8
at www. hnas.com or call 1-877-356-00066 to request a copy.



Plan Option 1: City of Tulare

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

Questions and answers about the Coverage Examples:

What are some of the
assumptions behind the
Coverage Examples?

e Costs don’t include ptemiums.

e Sample care costs are based on national
averages supplied by the U.S.
Department of Health and Human
Services, and aren’t specific to a
particular geographic area or health plan.

e The patient’s condition was not an
excluded ot preexisting condition.

o All services and treatments started and
ended in the same coverage period.

¢ There ate no other medical expenses for
any membet covered under this plan.

e Out-of-pocket expenses ate based only
on treating the condition in the example.

e The patient received all care from in-
network providers. If the patient had
received care from out-of-network

providers, costs would have been higher.

Coverage Period: Beginning on or after 1/1/2016

What does a Coverage Example
show?

For each treatment situation, the Coverage
Example helps you see how deductibles,
copayments, and coinsurance can add up. It
also helps you see what expenses might be left
up to you to pay because the service or
treatment isn’t coveted or payment is limited.

Does the Coverage Example
predict my own care needs?

No. Treatments shown are just examples.
The care you would receive for this
conditon could be different based on your
doctor’s advice, your age, how serious your
condition is, and many other factors.

Does the Coverage Example
predict my future expenses?

No. Coverage Examples are not cost
estimators. You can’t use the examples to
estitnate costs for an actual condition. They
are for comparative purposes only. Your
own costs will be different depending on
the care you receive, the prices your
providets chatge, and the reimbursement
your health plan allows.

Questions: Call :-877-356-0G66 of VISIt us at wiww.hias. oo,
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary 8of8
at Wy Bras corn of call 1-877-556-3060 to request a copy.

Coverage for: Active Employees | Plan Type: PPO

Can | use Coverage Examples
to compare plans?

Yes. When you look at the Summary of
Benefits and Coverage for other plans,
you’ll find the same Coverage Examples.
When you compate plans, check the
“Patient Pays” box in each example. The
smaller that numbet, the more coverage
the plan provides.

Are there other costs | should
consider when comparing
plans?

“Yes. An important cost is the premium
you pay. Generally, the lower your
ptemium, the more you’ll pay in out-of-
pocket costs, such as copayments,
deductibles, and coinsutance. You
should also consider contributions to
accounts such as health savings accounts
(HSAs), flexible spending arrangements
(FSAs) or health reimbursement accounts
(HRAs) that help you pay out-of-pocket

expenses.



Plan Option 2: City of Tulare Coverage Period: Beginning on or after 1/1/2016
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Active Employees | Plan Type: PPO

This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy ot plan
document at www . hnas.com ot by calling i-877-356-0066.

Important Questions | Answers ' Why this Matters:

You must pay all the costs up to the deductible amount before this plan begins to pay
for covered services you use. Check your policy or plan document to see when the

. deductible statts over (usually, but not always, January 1st). See the chart starting on
page 2 for how much you pay for covered services after you meet the deductible.

In-network: $500 person/
$1,000 family; out-of-network:
$1,500 petson/ $4,500 family.

What is the overall
deductible?

Ate there other

. . You don’t have to meet deductibles for specific services, but see the chart starting on
deductibles for specific ~ No.

page 2 for othet costs for setvices this plan covers.

setvices?

Is there an out—of— Yes. In-network $3,500 person/ = The out-of-pocket limit, which includes the medical deductible, coinsurance & co-pays,
pocket limit on my $7,000 family; out-of-network: is the most you could pay during a coverage period (usually one year) for your share of
expenses? $6,000 person/ $18,000 family. . the cost of covered services. This limit helps you plan for health care expenses.

Rx co-pays, premiums, balance-

What i tincluded i
S SO SRE e. lfl billed charges, penalties & health  Even though you pay these expenses, they don’t count toward the out-of-pocket limit.
the out—of—pocket limit? . R
cate this plan doesn’t cover.

Is there an overall

annual limit on what the  No. The chart starting on page 2 describes any limits on what the plan will pay for specific

covered services, such as office visits.

plan pays?
See blueshieldca.com/ If you use an in-network doctqr ot other health care provider, this plan will pay some or
. all of the costs of covered services. Be awate, your in-network doctor or hospital may use
Does this plan use a networkppo ot call 1-800-810- . . .
. . i an out-of-network provider for some setvices. Plans use the term in-network, preferred,
network of providers? 2583 for a list of in-network L ! 0 thei K he ch : for b
ders or patticipating for providers in their netwotk. See the chart starting on page 2 for how
providers. this plan pays different kinds of providers.
Dol need.a fefettal to No. You can see the specialist you choose without permission from the plan.
see a specialist?
Are thete services this Y Some of the services this plan doesn’t cover are listed on page 4. See your policy or plan
plan doesn’t cover? e document for additional information about excluded services.

Questions: Call 1-877-356-0666 of visit us at www. hgas.com,
If you aren’t cleat about any of the underlined terms used in this form, see the Glossaty. You can view the Glossary 10f8
at www. hnas.com or call 1-877-356-0G66 to request a copy.



Plan Option 2: City of Tulare

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

Coverage Period: Beginning on or after 1/1/2016

Coverage for: Active Employees | Plan Type: PPO

Copayments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.

Coinsurance is yoxr shate of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if

the plan’s allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200. This may change if
you haven’t met your deductible.

® The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the
allowed amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and
the allowed amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.)

® This plan may encourage you to use in-network providers by charging you lower deductibles, copayments and coinsurance amounts.

Common
Medical Event

Services You May Need

Your Cost If
You Use an

Your Cost If
You Use an
In-network

Provider Provider

Out-of-Network

Limitations & Exceptions

If you visit a health
cate provider’s office
or clinic

If you have a test

If you have
outpatient surgery

If you need
immediate medical
attention

Primary care visit to treat an injury or illness

Specialist visit

Other practitioner office visit — chiropractor
Preventive care/screening/immunization
Diagnostic test (x-ray, blood work)

Imaging (CT/PET scans, MRIs)

| Facility fee (e.g.; ambulatory surgery cer_lter) |

Physician/surgeon fees

Emergency room services (Emergent use)

Emergency room services (Non-emergent
use)
Emergency medical transportation

Urgent care

Questions: Call 1-877-356-0066 or visit us at www.hnas.com.

If you aren’t clear about any of the undetlined terms used in this form, see the Glossary. You can view the Glossary

at www._hnas.com or call 1-877-356-0666 to request a copy.

_ $10/visit

$10/visit 40%* coinsurance

40%* coinsurance

10%* coinsurance
.. Not covered
after $15/visit

No charge 40%* coinsurance

10%* coinsurance 40%* colnsurance

10%* coinsurance 40%* coinsurance

10%* coinsurance 40%* coinsurance

10%* colnsutrance 40%* coinsurance

i 1 0%—coi_ns:1ré;1ce
after $75/visit

10% coinsurance
after $75/visit

40%* coinsutrance 40%* coinsurance

10%* coiisurance

$10/visit 40%* coinsurance

10%* coinsutrance

--none--

--none--
Limited to 20 visits/plan year.

Includes all mandated preventive care
as required under PPACA.

--none--

Precettification required on select

proc:cdurcs‘**

--none--
Precettification required on select

procedures.**

--none--

--none--

--none--

--none--
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Plan Option 2: City of Tulare
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Common

Medical Event

If you have a
hospital stay

If you have mental
health, behavioral
health, or substance
abuse needs

If you are pregnant

If you need help
recovering or have
other special health
needs

' Services You May Need

Facility fee (e.g., hospital room)

Physician/surgeon fee

Mental/Behavioral health outpatient services
Mental/Behavioral health inpatient services
Substance use disorder outpatient services

Substance use disorder inpatient services

Prenatal & Postnatal care

Delivery and all inpatient services

Home health cate

Rehabilitation services — physical,
occupational, speech & other rehabilitative
therapies.

Habilitation services

Skilled nutsing care

Durable medical equipment

Hospice service

Questions: Call 1-877-356-0666 ot visit us at www.hnas.com.

If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary

o

at www.hnas.com or call 1-877-356-06606 to request a copy.

Your Cost If
You Use an
In-network
Provider
10%* coinsurance

after $100 copay

10%* coinsurance

$10/visit

10%* coinsurance

 after $100 copay

$10/visit

10%* coinsurance
after $100 copay

No charge
10%* coinsurance

after $100 copay

10%* coinsurance

10%* coinsurance
after $10/visit

Not Covered

10%* coinsurance

10%* coinsurance

10%* coinsurance

40%* coinsurance

Coverage Period: Beginning on or after 1/1/2016

Your Cost If
You Use an
Out-of-Network
Provider

40%* coinsurance
40%* coinsurance
40%* coinsurance
40%* coinsurance
40%* colnsurance

40%* coinsurance

40%* colnsurance

40%* coinsurance

40%* coinsurance
Not Coveted

40%* coinsurance

40%0* coinsutance

40%* coinsurance

Coverage for: Active Employees | Plan Type: PPO

Limitations & Exceptions

Precertification required.**

--none--

Certain behavioral services are not
covered.
Precettification required.** Certain

behavioral services are not covered.

Certain behavioral services are not

covered.

Precettification required. ** Certain

behavioral services are not covered.

Limited to employee ot spouse only.

Limited to employee ot spouse only.

Precertification required for out-of-

network services.** Limited to 100

visits/plan year.

Precertification required for speech
therapy.** Limited to an aggregated 60
in-network visits/plan year & 30 out-
of-network visits/plan year.

--none--

Precertification required.** Limited to
100 consecutive days/plan year in-
network; 60 consecutive days/plan
year out-of-network.

Precettification required on select

items.**

Precettification required for inpatient
care.** Limited to 180 days/lifetime.

3of8



Plan Option 2: City of Tulare Coverage Period: Beginning on or after 1/1/2016
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Active Employees | Plan Type: PPO

If hild d EYC-CXMD | N_(;t Covered —Not C-Iov_ere_d- | --hone--
o Glasses Not Covered Not Covered --none--
dental or eye cate -

Dental check-up Not Covered Not Covered --none--

* Deductible applies.

** Precertification is required before certain medical services. Emergency admissions must be certified within 48 hours following the admission. To
precertify services, call the phone number indicated on your ID card. Failure to precertify out-of-netwotk services will result in a 50% penalty.

Your Cost If You | Your Cost If You
Common | Services You May Use a Retail Use a Mail Order

Medical Event Need Pharmacy Pharmacy Limitations & Exceptions

(30 day supply) (90 day supply)
Individual Maximum $2.000 The out-of-pocket limit is the most you could pay
Out-Of-Pocket Amount ’ duting a coverage period (usually one year) for your

Family Maximum share of the cost of covered setvices. This limit helps

Out-Of-Pocket Amount $4,000 you plan for health care expenses.
If you need drugs to C - . .

. : : ontraceptives that are not generic or single-source
treat yout iliness or Generic or single-soutce $0/prescription $0/presctiption brand will be payable under the approptiate co-pa
condition brand contraceptives p P P P level pay pprop pay
More mformz_lm)'n e T $10/prescription $20/prescription The Prescription Dr.ug Plan will pay up to the genetic
about prescription price, less the generic co-payment, whenever a generic
drug coverage is i drug is dispensed. If a brand name drug is dispensed,
available at - N B - and a generic equivalent is available, the covered petson
WWW.usscript.com. Eomulagyicaigs §25/prescription i50jipresetiption must pay the difference between the cost of the brand

name drug and the genetic equivalent, plus the genetic
- 1 h 11 f “D'
Non-formulaty drugs $40/ prescription $80/presctiption co-payment unless the physician specifies “Dispense as

Written™.

Questions: Call 1-877-356-0666 or visit us at www.hnas.com.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary 4of8
at www hnas.com or call 1-877-356-0666 to request a copy.



Plan Option 2: City of Tulare Coverage Period: Beginning on or after 1/1/2016
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Active Employees | Plan Type: PPO

Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn’t a complete list. Check yout policy or plan document for other excluded setvices.)

e Acupuncture o Infertility treatment e DPrivate duty nursing
e (Cosmetic surgery e Long-term care e Routine eye care (adult)
* Dental care (adult) e Non-emergency care when traveling outside Routine foot care

e [learing aids the U.S. e Weight loss programs

Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered setvices and your costs for these
services.)

e Bariatric surgery

e Chiropractic care

Questions: Call 1-877-356-0G066 or VISIt us at www. htas. Lo,
If you aren’t clear about any of the underlined terms used in this form, see the Glossaty. You can view the Glossary 50f8
at v Bous.cens ot call i-877.556-U666 to request a copy.




Plan Option 2: City of Tulare Coverage Period: Beginning on or after 1/1/2016
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Active Employees | Plan Type: PPO

Your Rights to Continue Coverage:

If you lose coverage under the plan, then, depending on your circumstances, Federal and State laws may provide protections that allow you to keep health
coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium you pay
while covered under the plan. Other limitations on your rights to continue coverage may also apply.

For more information on your rights to continue coverage, contact the plan at 1-877-356-0666. You may also contact your state insurance department, the
U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa, or the U.S. Department of
Health and Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov.

Your Grievance and Appeals Rights:

If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For
questions about your rights, this notice, ot assistance, you can contact HNAS at 1-877-356-0666, ot the U.S. Depattment of Labor, Employee Benefits
Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform.

Does this Coverage Provide Minimum Essential Coverage?
The Affordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.” This plan or policy does
provide minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?
The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value). This
health coverage does meet the minimum value standard for the benefits it provides.

Language Access Services:
Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-877-356-0666.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-877-356-0666.
Chinese (1130): N EB/EHCHOEEE), ERITIXAN S 1-877-356-0666.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-877-356-0666.

To see excamples of how this plan might cover cosls Jor a sample medival situation, see the next page.

Questions: Call 1-877-356-0666 ot visit us at www.hnas.com,
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary 6of 8
at www._hnas.com ot call 1-877-356-0666 to request a copy.



Plan Option 2: City of Tulare

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

About these Coverage
Examples:

These examples show how this plan might cover
medical care in given situations. Use these
examples to see, in general, how much financial
ptotection a sample patient might get if they are
covered under different plans.

This is
not a cost
estimator.

Don’t use these examples to
estimate your actual costs
under this plan. The actual
care you receive will be
different from these
examples, and the cost of
that care will also be
different.

See the next page for
important information about
these examples.

Having a baby

(normal delivery)

Coverage Period: Beginning on or after 1/1/2016

® Amount owed to providers: $7,540

B Plan pays $5,950
B Patient pays $1,530

Sample care costs:
Hospital charges (mother)
Routine obstetric care
Hospital charges (baby)
Anesthesta
Labotatory tests
Prescriptions
Radiology
Vaccines, other preventive

Total

Patient pays:
Deductibles
Copays
Coinsurance
Limits ot exclusions

Total

Questions: Call 1-877-356-0666 or visit us at www.hnas.com,

If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary

-y

at www._hnas.com or call i-877-350-0666 to request a copy.

$2,700
$2,100
$900
$900
$500
$200
$200

$7,540

$500
$220
$660
$150
$1,530

Coverage for: Active Employees | Plan Type: PPO

Managing type 2 diabetes

(routine maintenance of

a well-controlled condition)

® Amount owed to providers: $5,400
E Plan pays $4,260
m Patient pays $1,230

Sample care costs:

Prescriptions $2,900
4 M;dicihc.]’wpment and Supplies $1,300
Office Visits and Procedures $700
Education $300
Laboratoty tests $100
Vaccines, other preventive $100
Total $5,400
Patient pays:
Deductibles $380
Copays $770
Coinsurance i $0
Limits of exclusions ~~ $80
Total $1,230
70f8



Plan Option 2: City of Tulare
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Questions and answers about the Coverage Examples:

What are some of the
assumptions behind the
Coverage Examples?

e Costs don’t include premiums.

e Sample care costs are based on national
averages supplied by the U.S.
Department of Health and Human
Services, and aren’t specific to a
particular geographic area or health plan.

e The patient’s condition was not an
excluded or preexisting condition.

e All services and treatments started and
ended in the same coverage period.

e There are no other medical expenses for
any member covered under this plan.

e Out-of-pocket expenses are based only
on treating the condition in the example.

e The patient teceived all care from in-
network providers. If the patient had
received care from out-of-network

providets, costs would have been higher.

Coverage Period: Beginning on or after 1/1/2016

What does a Coverage Example
show?

For each treatment situation, the Coverage
Example helps you see how deductibles,
copayments, and coinsurance can add up. It
also helps you see what expenses might be left
up to you to pay because the service or
treatment isn’t covered ot payment is limited.

Does the Coverage Example
predict my own care needs?

No. Treatments shown are just examples.
The cate you would receive for this
condition could be different based on your
doctot’s advice, your age, how serious your
conditon is, and many other factors.

Does the Coverage Example
predict my future expenses?

No. Coverage Examples are not cost
estimators. You can’t use the examples to
estimate costs for an actual condition. They
are for comparative purposes only. Your
own costs will be different depending on
the care you receive, the prices your
providers charge, and the reimbursement
your health plan allows.

Questions: Call 1-877-256-0(6G of Visit us at v ww. hinas. oo,
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary 8of8

[

at wewow hinus cons or call 1-877-356-60464 to request a copy.

Coverage for: Active Employees | Plan Type: PPO

Can | use Coverage Examples
to compare plans?

Yes. When you look at the Summary of
Benefits and Coverage for other plans,
you’ll find the same Coverage Examples.
When you compate plans, check the
“Patient Pays” box in each example. The
smaller that number, the more coverage
the plan provides.

Are there other costs | should
consider when comparing
plans?

" Yes. An important cost is the premium
you pay. Generally, the lower your
premium, the mote you’ll pay in out-of-
pocket costs, such as copayments,
deductibles, and coinsurance. You
should also consider contributions to
accounts such as health savings accounts
(HSAs), flexible spending arrangements
(FSAs) or health reimbursement accounts
(HRAs) that help you pay out-of-pocket

e€xpenses.




Plan Option 3: City of Tulare

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

Coverage Period: Beginning on or after 1/1/2016
Coverage for: Active Employees | Plan Type: PPO

This is only a summary. If you want mote detail about your coverage and costs, you can get the complete tetms in the policy or plan
document at www.hnas.com or by calling i-877-356-00666.

Important Questions

What is the ovetall
deductible?

Are there other
deductibles for specific
services?

Is there an out—of—

pocket limit on my
expenses?

What is not included in

the out—of—pocket limit?

Is there an overall
annual limit on what the
plan pays?

Does this plan use a
network of providers?

Do I need a referral to
see a specialist?

Are thete services this
plan doesn’t cover?

Questions: Call 1-877-356-0666 or visit us at www.hnas.com.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossaty

Answers

In-network: $0 person/ $0
family; out-of-network: $200
person/ $600 family.

" No.

Yes. In-network $3,000 petson/
$6,000 family; out-of-network:
$4,700 person/ $14,100 family.

Rx co-pays, premiums, balance-
billed charges, penalties & health
care this plan doesn’t cover.

No.

See www.blueshieldca.com/
netwotkppo ot call 1-800-810-
2583 for a list of in-network
providers.

No.

. Yes.

v

at www hnas.com or call 1-877-350-000606 to request a copy.

! Why this Matters:

You must pay all the costs up to the deductible amount before this plan begins to pay
for covered services you use. Check your policy or plan document to see when the
deductible starts over (usually, but not always, January 1st). See the chart starting on
page 2 for how much you pay for covered services after you meet the deductible.

You don’t have to meet deductibles for specific setvices, but see the chart starting on
page 2 for other costs for services this plan covers.

The out-of-pocket limit, which includes the medical deductible, coinsurance & co-pays,
is the most you could pay during a coverage petiod (usually one year) for your share of
the cost of covered services. This limit helps you plan for health care expenses.

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

The chart starting on page 2 describes any limits on what the plan will pay for specfic
covered services, such as office visits.

If you use an in-network doctor or other health care provider, this plan will pay some or
all of the costs of covered setvices. Be aware, your in-netwotk doctor or hospital may use
an out-of-network provider for some services. Plans use the term in-netwotk, preferred,
ot participating for providets in their networtk. See the chart starting on page 2 for how

this plan pays different kinds of providers.

You can see the specialist you choose without permission from the plan.

Some of the services this plan doesn’t cover are listed on page 4. See your policy ot plan
document for additional information about excluded services.

10f8



Plan Option 3: City of Tulare

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

Coverage Period: Beginning on or after 1/1/2016
Coverage for: Active Employees | Plan Type: PPO

“ ® Copayments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.

® Coinsurance is your share of the costs of a covered setvice, calculated as a percent of the allowed amount for the service. For example, if
the plan’s allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200. This may change if

you haven’t met your deductible.

® The amount the plan pays for covered setvices is based on the allowed amount. If an out-of-network provider chatges more than the
allowed amount, you may have to pay the diffetence. For example, if an out-of-network hospital charges $1,500 for an overnight stay and
the allowed amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.)

® This plan may encourage you to use in-network providers by charging you lower deductibles, copayments and coinsurance amounts.

Your Cost If
You Use an
Out-of-Network

Limitations & Exceptions

Your Cost If
Common ] You Use an
- Services You May Need
Medical Event y In-network
Provider
Primary care visit to treat an injury ot illness = $10/visit
E Specialist visit 10/visit
If you visit a health - pecaTstvis TS" //Vls.
care provider’s Other practitioner office visit - chiropractor ¢ comsu.rgnce
afficelonelinic after $15/visit
Preventive care/screening/immunization No charge

15% coinsurance

-j.Diagnostic test (x-—ray,_ bloc_)d work)

15% coinsutrance

Imaging (CT/PET scans, MRI5s)

Provider
30%* coinsurance --none--

30%* coinsurance --none--

Not covered Limited to 20 visits/plan year.

Includes all mandated preventive care as
required under PPACA.

--none--

30%* coinsurance

30%* coinsurance

. Precertification required on select
30%%* coinsurance !

15% coinsurance

30%* coinsurance = --none--
Precertification required on select

procedures.**

30%* coinsurance

Ifyouhave 7 TOR TSl S s
outpatient surgery  Physician/surgeon fees 15% coinsutance
. = E | ‘ . ices (Emergent use) 15% coinsurance
me -
metgency room services ( g after $75 /visit
If you need .
r i n-emergent .
immediate medical Err;crgency oom services (Non-emerg 30% coinsurance
» use
attention - :

_ 15% coinsurance
$10/visit

Emergency medical transportation

Urgent care

Questions: Call 1-877-356-0666 or visit us at www.hnas.com.

If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary

at www.hnas.com or call 1-877-356-060606 to request a copy.

15% coinsurance

B --none--
after $75/visit
30%%* coinsurance --none--
15% coinsurance --none--
30%* coinsurance

--none--

20f8



Plan Option 3: City of Tulare Coverage Period: Beginning on or after 1/1/2016
Summary of Benefits and Coverage: What this Plan Covers & What it Costs =~ Coverage for: Active Employees | Plan Type: PPO

Your Cost If Your Cost If
Common You Use an You Use an

Services You May Need Limitations & Exceptions

Medical Event In-network Out-of-Network

Provider i Provider

. . 15% coinsurance . . . .
If you have a Facility fee (e.g., hospital room) after $100 copay 30%* coinsurance | Precertification required.**
hospital sta — g —— : —
P ¥ Physician/surgeon fee 15% coinsurance 30%* coinsurance | --none--
' Mental/Behavioral health outpatient - —— . Certain behavioral services ate not
: / P $10/visit 30%* coinsurance 2 .
services covered.
If you have mental — 1 i " . . -
X ; . . . 15% coinsurance TR Precertification required. ** Certain
health, behavioral  Mental/Behavioral health inpatient services 30%* coinsurance . .
feakBrod after $100 copay “behavioral services are not covered.
. - - -
. . . .. . Certain behavioral services are not
substance abuse Substance use disorder outpatient services $10/visit 30%* coinsurance aere] N
c ]
needs - - - T - - = :
. . . } . 15% coinsurance TR Precertification required.** Certain
Substance use disorder inpatient services 30%* coinsurance . ,
after $100 copay - behavioral services are not covered.
Prenatal & Postnatal care No charge 30%* coinsurance | Limited to employee or spouse only.
If you are pregnant . . . ) 15% colnsurance . [, '
y pregn Delivery and all inpatient services ° 30%* coinsurance Limited to employee ot spouse only.
y p after $100 copay POy B Y
Precettification requited for out-of-
Home health care 15% coinsurance 30%* coinsurance | network services.** Limited to 100
visits/plan year.
. ) . Precertification required for speech
Rehabilitation services — physical, o) T q p .
. . 15% coinsurance B et therapy.** Limited to an aggregated 60 in-
occupational, speech & other rehabilitative - 30%* coinsurance .
therani after $10/visit network visits/plan yeat & 30 out-of-
erapies. ..
If you n.eed h“i:P pie _ _ network visits/plan year.
recovenng oL have 1y hilitation services Not Coveted Not Coveted --none--

other special

health needs Precertification required.** Limited to 100

consecutive days/plan year in-network; 60

Skilled nursing care 15% coinsurance 30%* coinsurance .
consecutive days/plan year out-of-
network.
Dutable medical equipment 15% coinsurance 30%%* coinsurance = Precertification required on select items.**
. . : . Precettification required for inpatient
Hospice service 15% coinsurance 30%* coinsurance 9 P

_____ S _cal:e.** Lir_njtqd to 180 ¢ da_l}-'s_/ lifetime.

Questions: Call 1-877-356-0666 ot visit us at www.hnas.com.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary 3of8
at www.hnas.com ot call 1-877-356-0666 to request a copy.



Plan Option 3: City of Tulare
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

”_Not Covered

Coverage Period: Beginning on or after 1/1/2016
Coverage for: Active Employees | Plan Type: PPO

If hild need Eye exam | --none--
yousr CArE neees - ,sses Not Covered Not Covered --none--
dental or eye care . !

Dental check-up Not Covered Not Covered --none--

* Deductible applies.

** Drecertification is required before certain medical services. Emergency admissions must be certified within 48 hours following the admission. To

precertify services, call the phone number indicated on your ID card. Failure to precertify out-of-network services will result in a 50% penalty.

Common
Medical Event

Services You May

Need

Individual Maximum

Your Cost If You
Use a Retail

Pharmacy

(30 day supply)

Pharmacy

Your Cost If You
Use a Mail Order

(90 day supply)

Limitations & Exceptions

$2,000 The out-of-pocket limit is the most you could pay
_ Out-Of-Pocket Amount during a coverage period (usually one year) fot your
Family Maximum share of the cost of covered setvices. This limit helps
If you need drugs to  Out-Of-Pocket Amount $4,000 you plan for health care expenses.
Aty it S el Generi ingl £ | Contraceptives that ate not genetic or single-source
diti enetic ot single-source e e e e o -soutc
Pl - brand contraceptives $0/prescription $0/prescription brand will be payable under the appropriate co-pay level.
More information ' - } .
about prescription Genetic drugs $10/prescription $20/prescription T}.le i Dfug Elankwllpafoiatolhe generic
d is price, less the generic co-payment, whenever a generic
r:ﬂg ;;) vettage drug is dispensed. If a brand name drug is dispensed,
available a . . ; .
. - - and a genetic equivalent is available, the coveted petson
WWW.usscript.com. Formulary drugs $15/ptesctiption $30/prescription must pay the difference between the cost of the brand
name drug and the generic equivalent, plus the generic
. - - t unless the physici ifies “Dis
Non-formulary drugs $30/presctiption $60/prescription ;grf:g;fn uniess the physician speciiles “IISpense as

Questions: Call 1-877-356-0666 or visit us at www.hnas.com.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary
at www. hnas.com ot call 1-877-356-0666 to request a copy.
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Plan Option 3: City of Tulare

Coverage Period: Beginning on or after 1/1/2016

Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Active Employees | Plan Type: PPO

Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy ot plan document for other excluded setvices.)

e Acupuncture
e Cosmetic surgery
e Dental care (adult)

e Hearing aids

Infertility treatment e DPrivate duty nursing

Long-term care e Routine eye care (adult)

Non-emetgency care when traveling outside =~ ® Routine foot care

the U.S. e Weight loss programs

Other Covered Services (This isn’t a complete list. Check your policy ot plan document for other covered services and your costs for these

services.)

e Bariatric surgery

e Chiropractic care

Questions: Call 1-877-356-0666 or visit us at www.hnas.com.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary 50f8
at www.hnas.com or call 1-877-356-0666 to request a copy.




Plan Option 3: City of Tulare Coverage Period: Beginning on or after 1/1/2016
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Active Employees | Plan Type: PPO

Your Rights to Continue Coverage:

If you lose coverage under the plan, then, depending on your circumstances, Federal and State laws may provide protections that allow you to keep health
coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium you pay
while covered under the plan. Other limitations on your rights to continue coverage may also apply.

For more information on your rights to continue coverage, contact the plan at 1-877-356-0666. You may also contact your state insurance department, the
U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa, or the U.S. Department of
Health and Human Setvices at 1-877-267-2323 x61565 or www.Cclio.cms.gov.

Your Grievance and Appeals Rights:

If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For
questions about your rights, this notice, or assistance, you can contact HNAS at 1-877-356-06606, or the U.S. Department of Labot, Employee Benefits
Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform.

Does this Coverage Provide Minimum Essential Coverage?
The Affordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.” This plan or policy does
provide minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?
The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuatial value). This
health coverage does meet the minimum value standard for the benefits it provides.

Language Access Services:
Spanish (Espanol): Para obtener asistencia en Espaifiol, llame al 1-877-356-0666.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-877-356-0666.

Chinese (F30): N BB/EF LHEE), HRITENF 1-877-356-0666.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-877-356-0666.

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

Questions: Call 1-877-356-0666 or visit us at www.hnas.com.
If you aren’t clear about any of the underlined terms used in this form, see the Glossaty. You can view the Glossary 6 of 8
at www.hiras.com ot call 1-877-356-0666 to request a cOpy.



Plan Option 3: City of Tulare

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

About these Coverage
Examples:

These examples show how this plan might cover
medical care in given situations. Use these
examples to see, in genetal, how much financial
protection a sample patient might get if they are
covered under different plans.

This is
not a cost
" estimator.

Don’t use these examples to
estimate yout actual costs
under this plan. The actual
care you receive will be
different from these
examples, and the cost of
that care will also be
different.

See the next page for
important information about
these examples.

Having a baby

(normal delivery)

Coverage Period: Beginning on or after 1/1/2016

m Amount owed to providers: $7,540

® Plan pays $6,040
m Patient pays $1,430

Sample care costs:
Hospital charges (mother)
Routine obstetric care
Hospital charges (baby)
Anesthesia
Prééi:riptions 4444
Radiology
Vaccines, other preventive
Total

Patient pays:
Deductibles
Copays
Coinsurance
Limits or exclusions

Total

Questions: Call 1-877-356-0666 or visit us at www.hnas.com.

If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary

at www_hnas.com or call 1-877-350-0666 to request 2 COpPy.

$2,700
$2,100
$900
$900
$500
$200
$200
$40
$7,540

$0
$220
$1,060
$150
$1,430

Coverage for: Active Employees | Plan Type: PPO

Managing type 2 diabetes

(routine maintenance of

a well-controlled condition)

= Amount owed to providers: $5,400
m Plan pays $4,330
m Patient pays $1,160

Sample care costs:

Prescriptions $2,900
Medical Equipment and Supplies $1,300
Office Visits and Procedutes $700
Education $300
Laboratory tests $100
Vaccines, other preventive $100
Total ” $5,400
Patient pays:
Deductibles $0
Copays $1,020
Coinsurance $60
Limits or exclusions $80
Total $1,160
70f8



Plan Option 3: City of Tulare
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage Period: Beginning on or after 1/1/2016
Coverage for: Active Employees | Plan Type: PPO

Questions and answers about the Coverage Examples:

What are some of the
assumptions behind the

What does a Coverage Example
show?

Can | use Coverage Examples
to compare plans?

Coverage Examples?

e Costs don’t include premiums.

e Sample care costs are based on national
averages supplied by the U.S.
Department of Health and Human
Services, and aren’t specific to a
particular geographic area ot health plan.

e The patient’s condition was not an
excluded or preexisting condition.

e All services and treatments started and
ended in the same coverage period.

e There are no other medical expenses for
any member covered under this plan.

e Out-of-pocket expenses are based only
on treating the condition in the example.

e The patient received all care from in-
network providers. If the patient had
received care from out-of-network
providers, costs would have been higher.

Fort each treatment situation, the Coverage
Example helps you see how deductibles,
copayments, and coinsurance can add up. It
also helps you see what expenses might be left
up to you to pay because the setvice ot
treatment isn’t covered or payment is limited.

Does the Coverage Example
predict my own care needs?

No. Treatments shown are just examples.
The care you would receive for this
condition could be different based on your
doctor’s advice, your age, how setious yout
condition is, and many other factors.

Does the Coverage Example
predict my future expenses?

ﬁg. Coverage Examples are not cost
estimators. You can’t use the examples to
estimate costs for an actual condition. They
are for comparative purposes only. Your
own costs will be different depending on
the care you receive, the prices your
providers chatge, and the reimbutsement
yout health plan allows.

Questions: Call i-%77-336-0666 or visit us at www.hiias.com.

If you aren’t clear about any of the undetlined terms used in this form, see the Glossary. You can view the Glossary

at www, inas.com or call (-877-350-G0660 to request a copy.

Yes. When you look at the Summary of
Benefits and Coverage for other plans,
you’ll find the same Coverage Examples.
When you compate plans, check the
“Patient Pays” box in each example. The
smaller that number, the mote coverage
the plan provides.

Are there other costs | should
consider when comparing
plans?

Yes. An important cost is the premium
you pay. Generally, the lower your
premium, the mote you’ll pay in out-of-
pocket costs, such as copayments,
deductibles, and coinsurance. You
should also consider contributions to
accounts such as health savings accounts
(HSAs), flexible spending arrangements
(FSAs) ot health reimbursement accounts
(HRAs) that help you pay out-of-pocket

CXPCHSCS.
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Plan Option 1: City of Tulare

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

Coverage Period: Beginning on or after 1/1/2016
Coverage for: Pre-65 Retirees | Plan Type: PPO

s This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan
A document at www.hnas.com ot by calling 1-877-356-0666.

Important Questions

What is the overall
deductible?

Are there othet
deductibles for specific
services?

Is there an out—of—

pocket limit on my
expenses?

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

Is there an ovetall
annual limit on what the
plan pays?

Does this plan use a
netwotk of providers?

Do I need a referral to
see a specialist?

Are there services this
plan doesn’t cover?

Questions: Call 1-877-356-0666 or visit us at www.hnas.com.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary

| Answers

In-network: $1,000 petson/
$2,000 family; out-of-network:
$3,000 person/ $9,000 family.

No.

Yes. In-network $3,000 person/
$6,000 family; out-of-network:
$4.500 petson/ $13,500 family.

Deductible, copayments,
ptemiums, balance-billed
charges, penalties, and health

care this plan doesn’t covet.

No.

See www.blueshieldca.com/
netwotkppo of call 1-800-810-
2583 for a list of in-netwotk
providers.

No.

Yes.

at www.hnas.com or call 1-877-356-0666 to request a copy.

Why this Matters:

You must pay all the costs up to the deductible amount before this plan begins to pay
for covered services you use. Check your policy or plan document to see when the
deductible starts over (usually, but not always, January 1st). See the chart starting on
page 2 for how much you pay for covered services after you meet the deductible.

You don’t have to meet deductibles for specific services, but see the chart starting on
page 2 for other costs for services this plan covets.

The out-of-pocket limit is the most you could pay during a coverage period (usually one
year) for your share of the cost of covered services. This limit helps you plan for health
care expenses.

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

The chart starting on page 2 desctibes any limits on what the plan will pay for specfic
covered services, such as office visits.

If you use an in-network doctor ot other health care provider, this plan will pay some ot
all of the costs of covered setvices. Be aware, your in-netwotk doctor or hospital may use
an out-of-network provider for some services. Plans use the term in-netwotk, preferred,
ot patticipating for providets in their network. See the chart starting on page 2 for how

this plan pays different kinds of providers.

You can see the specialist you choose without permission from the plan.

Some of the setvices this plan doesn’t cover are listed on page 4. See your policy or plan
document for additional information about excluded setvices.

10of8



Plan Option 1: City of Tulare
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage Period: Beginning on or after 1/1/2016
Coverage for: Pre-65 Retirees | Plan Type: PPO

' I ® Copayments ate fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.
® Coinsurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if
the plan’s allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200. This may change if

you haven’t met your deductible.

® The amount the plan pays for covered setvices is based on the allowed amount. If an out-of-network provider charges more than the
allowed amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and
the allowed amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.)

® This plan may encourage you to use in-network providers by charging you lower deductibles, copayments and coinsurance amounts.

Your Cost If Your Cost If
Common . You Use an You Use an B e P ;
. Services You May Need Limitations & Exceptions
Medical Event y In-network Out-of-Network P
Provider Provider
Primary cate visit to treat an injury or illness = $10 /visit 40%* coinsurance | --none--
If you visit a health Specialist visit _ $10/visit _ 40%0* coinsurance | --none--

care provider’s office
or clinic

If you have a test

If you have
outpatient surgery

If you need
immediate medical
attention

Preventive care/screening/immunization

Other practitioner office visit - chiropractor

Diagnostic test (x-ray, blood work)

Imaging (CT/PET scans, MRIs)

Facility fee (e.g., arnbulz-lto-ry surgery center)

Physician/surgeon fees

Emergency room setrvices (Emergent use)

Emergency room services (Non-emergent
use)
Emergency medical transportation

Urgent care

Questions: Call 1-877-356-06066 or visit us at www.hnas.com.

If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary

at www.hnas.com or call 1-877-356-0666 to request a copy.

No c'narge

10%* coinsurance

10% coinsurance

10%* coinsurance

after $15/visit Not covered

10%* coinsurance 40%* coinsurance

10%* coinsutance 40%* coinsutance

40%* coinsurance

10%* coinsutance 40%* coinsurance

40%* coinsurance

Limited to 20 visits/plan yeat.

--none--
--none--

Precertification required on select
procedures.**

--none--

Precertification required on select
procedures.**

10% coinsurance

after $75/visit after $75/visit

40%* coinsutrance 40%* coinsurance

10%* coinsurance
$10/visit

10%* coinsurance

40%* coinsurance

--none--

--none--

--none--

--none--
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Plan Option 1: City of Tulare
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Common
Medical Event

If you have a
hospital stay

If you have mental
health, behavioral
health, ot substance
abuse needs

If you are pregnant

If you need help
tecovering ot have
other special health
needs

' Services You May Need

Facility fee (e.g., hospital room)

Physician/surgeon fee

Mental/Behavioral health outpatient services
Mental/Behavioral health inpatient services
Substance use disorder outpatient services

Substance use disorder inpatient services

Prenatal care

Postnatal care

Delivery and all inpatient services

Home health cate
Rehabilitation services — physical,
occupational, speech & other rehabilitative

therapies.
Habilitation services

Skilled nursing care

Durable medical equipment

Hospice service

Questions: Call 1-877-356-0666 or visit us at www.hnas.com.

If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary

at www hnas.com or call 1-877-356-00666 to request a copy.

Your Cost If

You Use an

In-network
Provider

10%* coinsurance

after $100 copay

10%* coinsurance

$10/visit

10%* coinsurance

. after $100 copay

$10/visit

' 10%* coinsurance
 after $100 copay

Coverage Period: Beginning on or after 1/1/2016
Coverage for: Pre-65 Retirees | Plan Type: PPO

Your Cost If
You Use an

Out-of-Network

Provier

40%0* coinsurance

40%* coinsurance

40%* coinsurance

40%* coinsurance

40%0* coinsurance

40%0* coinsurance

Limitations & Exceptions

Precertification required. **

--none--

Certain behavioral services are not

| covered.

Precertification required.** Certain

behavioral services are not covered.

Certain behavioral services are not

covered.

Precertification required.** Certain
behavioral services are not covered.

_ No char_g_e

10%* coinsurance
10%* coinsurance

10%* coinsutance

10%* coinsurance

Not Covered

10%* coinsurance

10%* coinsurance

10%* coinsurance

_ after $1_00_c9_132_11 B

40%* coinsurance

40%0* coinsurance

40%* coinsurance

| Limited to employee or spouse only.

| Limited to employee ot spouse only.

Limited to employee ot spouse only.

40%* coinsurance

40%* coinsurance

_ Not Covered

40%* coinsurance

40%* coinsurance

40%* coinsurance

Precertification required for out-of-
network services.** Limited to 100

| visits/plan year.

Precertification required for speech
therapy.** Limited to an aggregated 60
visits/plan year.

--none--

Precertification required.** Limited to
100 consecutive days/plan year in-
network; 60 consecutive days/plan

| year out-of-network.

Precertification required on select

items.**

Precertification required for inpatient
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Plan Option 1: City of Tulare Coverage Period: Beginning on or after 1/1/2016

Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Pre-65 Retirees | Plan Type: PPO
- | _h'l(; __d_ _ Ey(:. exam - . —— Not Covered Not Covered . ' —none— -
e es Glasses Not Covered | Not Covered | --none--

dental or eye care
Dental check-up Not Covered Not Covered --none--

*  Deductible ap;hTe-s._

** Precertification is required before certain medical services. Emergency admissions must be certified within 48 hours following the admission. To
precertify services, call the phone number indicated on your ID card. Failure to precertify out-of-netwotk services will result in a 50% penalty.

Your Cost If You | Your CostIf You

Common Services You May Use a Retail Use a Mail Order Limitati & E i
Medical Event Need IETETRY Pharmacy e e -
(30 day supply) | (90 day supply)
Individual Maximum $2,000 The out-of-pocket limit is the most you could pay
Out-Of-Pocket Amount ’ during a coverage period (usually one year) for your
If you need drugs to Family Maximum share of the cost of covered services. This limit helps
treat your illness or Out-Of-Pocket Amount $4,000 you plan for health care expenses.
condition ' ' .Th 1 0 .
. - e I e Prescription Drug Plan will pay up to the generic
More information Csnceie i $15/prescription $30/prescription ptice, less the generic co-payment, whenever a generic
about prescription i - drug is dispensed. If a brand name drug is dispensed,
drue coverage is .. .. and a generic equivalent is available, the covered person
. . Sormulary cougs $25/prescription PURERen must pay the difference between the cost of the brand
available at pay :
Www.ussctipt.com. - name drug and the generic equivalent, plus the generic
o o co-payment unless the physician specifies “Dispense as
Non-formulaty drugs $40/presctiption $80/ptesctiption Written”.

Questions: Call 1-877-356-0666 or visit us at www.hnas.com.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary 40f8
at www_hnas.com or call 1-877-356-0666 to request a copy.



Plan Option 1: City of Tulare Coverage Period: Beginning on or after 1/1/2016
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Pre-65 Retirees | Plan Type: PPO

Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy or plan document for other excluded setvices.)

e Acupuncture e Infertility treatment e Private duty nursing
e Cosmetic surgery e Long term care e Routine eye care (adult)
* Dental care (adulp) e Non-emergency care when traveling outside Routine foot care

the U.S. N

e Hearing aids Weight loss programs

Other Covered Services (This isn’t a complete list. Check yout policy or plan document for other covered services and your costs for these
services.)

e Bariatric surgery

e Chiropractic care

Questions: Call 1-877-356-0666 or visit us at www.hnas.com.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary 50f8
at www.hnas.com or call 1-877-356-0666 to request a copy.




Plan Option 1: City of Tulare Coverage Period: Beginning on or after 1/1/2016
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Pre-65 Retirees | Plan Type: PPO

Your Rights to Continue Coverage:

If you lose coverage under the plan, then, depending on your circumstances, F ederal and State laws may provide protections that allow you to keep health
coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium you pay
while covered under the plan. Other limitations on your rights to continue coverage may also apply.

For more information on your rights to continue coverage, contact the plan at 1-877-356-0666. You may also contact your state insurance department, the
U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa, or the U.S. Department of
Health and Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov.

Your Grievance and Appeals Rights:

If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a gtievance. For
questions about your rights, this notice, or assistance, you can contact HNAS at 1-877-356-0666, ot the U.S. Department of Labor, Employee Benefits
Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform.

Does this Coverage Provide Minimum Essential Coverage?
The Affordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.” This plan ot policy does
provide minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?
The Affordable Care Act establishes a2 minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value). This
health coverage does meet the minimum value standard for the benefits it provides.

Language Access Services:
Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-877-356-0666.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-877-356-0666.

Chinese (1 30): AN RBEPLAIAED), ERITIXNFHT 1-877-356-0666.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-877-356-0666.

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

Questions: Call 1-877-356-0666 or visit us at www.hnaus.com.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary 6of8
at www. hnaes.comr or call 1-877-356-0666 to request a copy.



Plan Option 1: City of Tulare

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

About these Coverage
Examples:

These examples show how this plan might cover
medical cate in given situations. Use these
examples to see, in general, how much financial
protection a sample patient might get if they are
covered under different plans.

This is

n not a cost

estimator.

Don’t use these examples to
estimate your actual costs
undet this plan. The actual
care you receive will be
different from these
examples, and the cost of
that care will also be
different.

See the next page for
important information about
these examples.

Coverage Period: Beginning on or after 1/1/2016

Having a baby

(normal delvery)

E Amount owed to providers: $7,540
B Plan pays $5,490
B Patient pays $1,980

Sample care costs:

Hospital charges (mother) $2,700
Routine obstetric care $2,100
Hospital charges (baby) $900
Anesthesia $900
Laboratory tests $500
Prescriptions $200
Radiology $200
Vaccines, other preventive $40
Total $7,540
Patient pays:
Deductibles $1,000
Copays $220
Coinsurance $610
Limits or exclusions $150
Total $1,980

Questions: Call 1-877-356-00666 or visit us at www.hnas.com.

If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary

at www._hnas.com or call 1-877-356-0666 to request a copy.

Coverage for: Pre-65 Retirees | Plan Type: PPO

Managing type 2 diabetes

{routine maintenance of

a well-controlled condition)

E Amount owed to providers: $5,400
B Plan pays $4,000
H Patient pays $1,480

Sample care costs:

Prescriptions $2,900
Medical Equipment and Supplies $1,300
Office Visits and Procedures $700
Education $300
Laboratory tests $100
Vaccines, other preventive $100
“Total | $5,400
Patient pays:
Deductibles $380
Copays $1,020
Coinsurance $0
Limits or exclusions $80
Total $1,480
70f8



Plan Option 1: City of Tulare

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

Questions and answers about the Coverage Examples:

What are some of the
assumptions behind the
Coverage Examples?

e Costs don’t include premiums.

e Sample care costs are based on national
averages supplied by the U.S.
Department of Health and Human
Services, and aren’t specific to a
patticular geographic area or health plan.

e The patient’s condition was not an
excluded or preexisting condition.

e All services and treatments started and
ended in the same coverage petiod.

e There are no other medical expenses for
any member covered under this plan.

e Out-of-pocket expenses are based only
on treating the condition in the example.

e The patient received all care from in-
network providers. If the patient had
received care from out-of-network

providers, costs would have been higher.

Coverage Period: Beginning on or after 1/1/2016

What does a Coverage Example
show?

For each treatment situation, the Coverage
Example helps you see how deductibles,
copayments, and coinsurance can add up. It
also helps you see what expenses might be left
up to you to pay because the service or
treatment isn’t covered or payment is limmted.

Does the Coverage Example
predict my own care needs?

No. Treatments shown are just examples.
The care you would receive for this
condition could be different based on your
doctor’s advice, your age, how serious your
condition is, and many other factors.

Does the Coverage Example
predict my future expenses?

No. Coverage Examples are not cost
estimatots. You can’t use the examples to
estimate costs for an actual condition. They
are for comparative purposes only. Your
own costs will be different depending on
the care you receive, the prices your
providers charge, and the reimbursement
yout health plan allows.

Questions: Call 1-877-356-0066 or visit us at »w» w.hmag.com,
If you aren’t clear about any of the underlined terms used in this form, see the Glossaty. You can view the Glossary 8of8
at www. hnas.cam ot call 1-877-350-0666 to request a copy.

Coverage for: Pre-65 Retirees | Plan Type: PPO

Can | use Coverage Examples
to compare plans?

Yes. When you look at the Summary of
Benefits and Coverage for other plans,
you’ll find the same Coverage Examples.
When you compate plans, check the
“Patient Pays” box in each example. The
smaller that number, the more coverage
the plan provides.

Are there other costs | should
consider when comparing
plans?

" Yes. An important cost is the premium
you pay. Generally, the lower your
ptemium, the more you’ll pay in out-of-
pocket costs, such as copayments,
deductibles, and coinsurance. You
should also consider contributions to
accounts such as health savings accounts
(HSAs), flexible spending arrangements
(FSAs) or health reimbursement accounts
(HRAs5) that help you pay out-of-pocket

expenses.



Plan Option 2: City of Tulare Coverage Period: Beginning on or after 1/1/2016
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Pre-65 Retirees | Plan Type: PPO

This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan
a document at www.hnas.com or by calling 1-877-356-0666.

Important Questions | Answers Why this Matters:

You must pay all the costs up to the deductible amount before this plan begins to pay
for covered setvices you use. Check yout policy or plan document to see when the
deductible starts over (usually, but not always, January 1st). See the chart starting on
page 2 for how much you pay for covered services after you meet the deductible.

In-network: $500 petson/
$1,000 family; out-of-network:
$1,500 person/ $4,500 family.

What is the overall
deductible?

Are there other

; ] You don’t have to meet deductibles for specific services, but see the chart starti n
deductibles for specific ~ No. "y P ’ cHec Starting

page 2 for other costs for services this plan covers.

services?

Is there an out—of— Yes. In-network $3,000 person/ = The out-of-pocket limit is the most you could pay during a coverage period (usually one
pocket limit on my $6,000 family; out-of-network: year) for your share of the cost of covered services. This limit helps you plan for health
expenses? ' $4,500 person/ $13,500 family.  care expenses.

Deductible, copayments,

What i t included i i -bi
atis notineu e. lfl premiums, balgnce billed Fven though you pay these expenses, they don’t count toward the out-of-pocket limit.
the out—of-pocket limit? ~charges, penalties, and health

cate this plan doesn’t cover.

Is there an ovetall

annual limit on what the  No. The chart starting on page 2 describes any limits on what the plan will pay for specific

covered services, such as office visits.

plan pays?
: in- ptovi 1 ill
See blueshieldca.com/ If you use an in-network doctgr ot other health care rovider, this plan wi pay some or
. all of the costs of covered services. Be aware, your in-networtk doctor or hospital may use
Does this plan use a netwotkppo or call 1-800-810- . . .
) ) ' an out-of-network providet for some services. Plans use the term in-networtk, preferred,
network of providets? 2583 for a list of in-network L . : . h . forh
ders or participating for providets in their network. See the chart starting on page 2 for how
providers. this plan pays different kinds of providets.
Dol need_a feferral to No. You can see the specialist you choose without permission from the plan.
see a specialist? '
Are there services this Some of the services this plan doesn’t cover are listed on page 4. See your policy or plan
, Yes. S . . .
plan doesn’t cover? document for additional information about excluded services.

Questions: Call 1-877-356-0666 or visit us at www . hnas coim.,
If you aren’t clear about any of the undetlined terms used in this form, see the Glossary. You can view the Glossary 1o0f8
at www. hnas.com ot call 1-877-356-3666 to request a copy.



Plan Option 2: City of Tulare Coverage Period: Beginning on or after 1/1/2016
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Pre-65 Retirees | Plan Type: PPO

" . e Copayments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.
°

Coinsutance is yonr shate of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if
the plan’s allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200. This may change if
you haven’t met your deductible.

® The amount the plan pays for covered setvices is based on the allowed amount. If an out-of-network provider charges more than the
allowed amount, you may have to pay the diffetence. For example, if an out-of-network hospital charges $1,500 for an overnight stay and
the allowed amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.)

® This plan may encourage you to use in-network ptroviders by charging you lower deductibles, copayments and coinsurance amounts.

. Your Cost If Your Cost If
Common | : You Use an You Use an e ;
] Services You May Need Limitations & Exceptions
Medical Event y In-network Out-of-Network ¥
Provider Provider
Primary care visit to treat an injuty or illness ~ $10/visit ' 40%* coinsurance | --none--
If you visit a health Specialist visit _ $10/visit . 40%* coinsurance | --none--
cate provider’s office . .. : 10%* coinsurance - -
Tocline Other practitioner office visit - chiropractor after $15 /visit Not covered Limited to 20 visits/plan year.
Preventive care/screening/immunization No charge - 40%* coinsurance | --none--
Diagnostic test (x-ray, blood wotk) | 10%* coinsurance | 40%* coinsurance  --none--

If you have a test Precertification tequired on select

Imaging (CT/PET scans, MRIs) 10%* coinsurance  40%* coinsurance o
procedures.
If h Facility fee (e.g., 2mbulatory surgery center) = 10%* coinsurance  40%* coinsurance | --none--
ou have —— - . -
D . o)k : . Precertification required on select
outpatient surgery Physician/surgeon fees 10%* coinsurance 40%* coinsurance e
procedures.
E ices (Emegent 10% coinsurance 10% coinsurance none
mergency room services (Emetgent use AN L - -
crgency g ) after $75/visit after $75/visit
If you need = '
Emergency room services (Non-emergent ) .
immediate medical ) geney N & 40%* coinsurance  40%* coinsurance  --none--
use
attention . . 3 ' . '
Emergency medical transportation 10%* coinsurance = 10%* coinsurance | --none--
Utgent care $10/visit 40%* coinsurance  --none--

Questions: Call 1-877-356-0666 or visit us at www.hnas.com.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary 20f8
at www.hnas.com ot call 1-877-356-006606 to request a copy.



Plan Option 2: City of Tulare
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Common

Medical Event

If you have a
hospital stay

If you have mental

health, behavioral

health, or substance

abuse needs

If you ate pregnant

If you need help

tecovering or have
other special health

needs

i Services You May Need

Facility fee (e.g., hospital room)

Physician/surgeon fee

Mental/Behavioral health outpatient services

Mental/Behavioral health inpatient services

Substance use disorder outpatient services

Substance use disorder inpatient services

Prenatal care

Postnatal care

Delivery and all inpatient services

Home health care

Rehabilitation services — physical,
occupational, speech & other rehabilitative
therapies.

Habilitation services

Skilled nursing care

Durable medical equipment

Hospice service

Questions: Call 1-877-356-0666 or visit us at www.hnas.com.

If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary

at www._hnas.com or call 1-877-356-0666 to request a copy.

_after $100 copay

Your Cost If

You Use an

In-network
Provider
10%* coinsurance
after $100 copay

10%* coinsurance

$10/visit

- 10%* coinsurance
after $100 copay

$10/visit

10%* coinsurance

Coverage Period: Beginning on or after 1/1/2016
Coverage for: Pre-65 Retirees | Plan Type: PPO

Your Cost If
You Use an

Out-of-Network

rvider :

40%* colnsurance

40%* coinsurance

Limitations & Exceptions

Precertification required.**

--none--

40%* coinsurance

40%* coinsurance

40%* coinsurance

40%* coinsurance

No char_ge

10%* coinsurance
10%* coinsurance

it 3100 cop

10%* coinsurance

10%* coinsurance

Not Covered

10%* coinsurance

10%* coinsurance

10%* coinsutance

40%* coinsurance

40%* coinsurance

40%* coinsurance

40%* coinsurance

40%* colnsutrance

._ Not Covered

40%* colnsurance

40%* coinsurance

40%* coinsurance

Certain behavioral services are not
covered.
Precertification required.** Certain

behavioral services are not covered.

Certain behavioral services are not

coveted.

Precertification requited.** Certain
behavioral services are not covered.

Limited to employee or spouse only.

' Limited to employee or spouse only.

Limited to employee or spouse only.
Precertification requitred for out-of-
network services.** Limited to 100

 visits/plan year.

Precertification required for speech
therapy.** Limited to an aggregated 60

 visits/plan year.
--none--

Precertification required.** Limited to
100 consecutive days/plan year in-
network; 60 consecutive days/plan

year out-of-network.

Precertification required on select

items.**

Precertification required for inpatient

| care.** Limited to 180 c_lays/ lifetime.

30of8



Plan Option 2: City of Tulare Coverage Period: Beginning on or after 1/1/2016

Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Pre-65 Retirees | Plan Type: PPO
It s ; Eye exam — 'NotCovered  Not Covered —-none-- -
D A ey Glasses Not Covered ' Not Covered --none--

dental or eye care
Dental check-up Not Covered Not Covered --none--

* Deductible applies.

** Precertification is required before certain medical services. Emergency admissions must be certified within 48 hours following the admission. To
precertify services, call the phone number indicated on your ID card. Failure to precertify out-of-netwotk services will result in a 50% penalty.

Q Your CostIf You | Your CostIf You

Common ' Services You May Use a Retail Use a Mail Order Limitations & Excepti
Medical Event | Need Pharmacy Pharmacy ptions
(30 day supply) (90 day supply)
Individual Maximum $2.000 The out-of-pocket limit is the most you could pay
Out-Of-Pocket Amount ’ during a coverage period (usually one year) for your
If you need drugs to Family Maximum share of the cost of covered services. This limit helps
treat your illness or Out-OFf-Pocket Amount $4,000 you plan for health care expenses.

condition
The Presctiption Drug Plan will pay up to the generic

More information price, less the generic co-payment, whenever a genetic
about prescription drug is dispensed. If a brand name drug is dispensed,

Generic drugs $10/ptescription $20/prescription

drug coverage is - o . and a generic equivalent is available, the covered person
available at jFommlaggedags $25/prescription $50/prescription must pay the difference between the cost of the brand
Wwww.ussctipt.com. - - name drug and the generic equivalent, plus the generic
L - t unless the physici ifies “Di
Non-formulary drugs $40/presctiption $80/presctiption %((;ri ?g:,lfn uniess the physician spectiies “Lspense as

Questions: Call 1-877-356-0666 or visit us at www.hnas.com.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary 40f8
at www.hnus.com ot call 1-877-356-0666 to request a copy.



Plan Option 2: City of Tulare Coverage Period: Beginning on or after 1/1/2016
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Pre-65 Retirees | Plan Type: PPO

Excluded Services-& Other Covered Services:

Services Your Plan Does NOT Cover (This isn’t a complete list. Check yout policy ot plan document for other excluded services.)

e Acupuncture e Infertility treatment e Private duty nursing
e Cosmetic surgery e Long-term care e Routine eye care (adult)
* Dental care (adulf) e Non-emergency care when traveling outside Routine foot care

the U.S. o

e Hearing aids Weight loss programs

Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered services and your costs for these
services.)

e Bariatric surgery

e Chiropractic care

Questions: Call 1-877-356-0666 ot visit us at www.hnas.com.
If you aren’t clear about any of the undetlined terms used in this form, see the Glossary. You can view the Glossary 5of8
at www.hnas.com or call 1-877-356-0666 to request a copy.




Plan Option 2: City of Tulare Coverage Period: Beginning on or after 1/1/2016
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Pre-65 Retirees | Plan Type: PPO

Your Rights to Continue Coverage:

If you lose coverage under the plan, then, depending on your circumstances, Federal and State laws may provide protections that allow you to keep health
coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium you pay
while covered under the plan. Other limitations on your rights to continue coverage may also apply.

For more information on your rights to continue coverage, contact the plan at 1-877-356-0666. You may also contact your state insurance department, the
U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-EBSA (3272) ot www.dol.gov/ebsa, or the U.S. Department of
Health and Human Services at 1-877-267-2323 x61565 or www.cclio.cms.gov.

Your Grievance and Appeals Rights:

If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a gtievance. For
questions about your rights, this noftice, or assistance, you can contact HNAS at 1-877-356-0666, or the U.S. Department of Labot, Employee Benefits
Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform.

Does this Coverage Provide Minimum Essential Coverage?
The Affordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.” This plan ot policy does
provide minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?

The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value). This
health coverage does meet the minimum value standard for the benefits it provides.

Language Access Services:
Spanish (Espanol): Para obtener asistencia en Espafiol, llame al 1-877-356-0666.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-877-356-0666.

Chinese (T 30): MMRFEF XHIEER), BRITIEX NS 1-877-356-0666.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-877-356-0666.

To see examples of bow this plan might cover costs for a sample medical situation, see the next page:

Questions: Call I-877-356-0666 or visit us at www.himag.com,
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary 6of8
at www. himas com or call 1-877-386-0666 to request a copy.



Plan Option 2: City of Tulare Coverage Period: Beginning on or after 1/1/2016

Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Pre-65 Retirees | Plan Type: PPO
About these Coverage Having a baby Managing type 2 diabetes
R (normal delivery) (rouline maintenance of
Exam ples ’ awell-controlled conditon)
These examples show how this plan might cover | W Amount owed to providers: $7,540 B Amount owed to providers: $5,400
medical care in given situations. Use these H Plan pays $5,940 B Plan pays $4,260
examples to see, in general, how much financial B Patient pays $1,530 H Patient pays $1,230
protection a sample patient might get if they are
covered under different plans. Sample care costs: Sample care costs:
Hospital charges (mother) ~ $2,700 Prescriptions $2,900
Routine obstetric care $2,100 Medical Equipment and Supplies $1,300
. - Hospital chatges (baby) $900 Office Visits and Procedures $700
; o Thisis Anesthesia $900 Education $300
A nOt_a cost Laboratory tests $500 Laboratory tests $100
» estimator. Prescriptions $200 Vaccines, other preventive $100
Don’t use these examples to Radiology §200 Total $5,400
estimate your actual costs Vaccines, other preventive $40 )
under this plan. The actual Total $7,540 Pa"ent. pays:
care you receive will be Deductibles $380
different from these Patient pays: Copays $770
examples, and the cost of Deductibles $500 Coinsurance $0
that care will also be Copays $220 Limits or exclusions $80
different. Coinsurance $660 Total $1,230
See the next page for Limits ot exclusions $150
important information about Total $1,530
these examples.

Questions: Call 1-877-356-0666 or visit us at www.hnas.com.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary 70of8
at www.hnas.com or call 1-877-356-0666 to request a copy.



Plan Option 2: City of Tulare
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage Period: Beginning on or after 1/1/2016
Coverage for: Pre-65 Retirees | Plan Type: PPO

Questions and answers about the Coverage Examples:

What are some of the
assumptions behind the
Coverage Examples?

e Costs don’t include ptemiums.

e Sample care costs are based on national
averages supplied by the U.S.
Department of Health and Human
Services, and aren’t specific to a
particular geographic area or health plan.

e The patient’s condition was not an
excluded or preexisting condition.

o All services and treatments started and
ended in the same coverage period.

e There are no other medical expenses for
any member covered under this plan.

e Out-of-pocket expenses are based only
on treating the condition in the example.

e The patient received all care from in-
network providers. If the patient had
received care from out-of-network

providets, costs would have been higher.

What does a Coverage Example
show?

For each treatment situation, the Coverage
Example helps you see how deductibles,
copayments, and coinsurance can add up. It
also helps you see what expenses might be left
up to you to pay because the service or
treatment isn’t covered or payment is limited.

Does the Coverage Example
predict my own care needs?

No. Treatments shown are just examples.
The care you would receive for this
condition could be different based on your
doctot’s advice, your age, how serious your
condition is, and many other factors.

Does the Coverage Example
predict my future expenses?

No. Coverage Examples are not cost
estimators. You can’t use the examples to
estimate costs for an actual condition. They
ate for comparative purposes only. Your
own costs will be different depending on
the care you receive, the prices your
providers charge, and the reimbursement
your health plan allows.

Questions: Call i-877-356-0660 or visit us at www. hinas.Com.

If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary

at www_haas.com or call 1-877-356-0666 to request a copy.

Can | use Coverage Examples
to compare plans?

Yes. When you look at the Summary of
Benefits and Coverage for other plans,
you’ll find the same Coverage Examples.
When you compare plans, check the
“Patient Pays” box in each example. The
smaller that numbet, the more coverage
the plan provides.

Are there other costs | should
consider when comparing
plans?

Yes. An important cost is the premium
you pay. Generally, the lower your
ptemium, the more you’ll pay in out-of-
pocket costs, such as copayments,
deductibles, and coinsurance. You
should also consider contributions to
accounts such as health savings accounts
(HSAs), flexible spending arrangements
(FSAs) or health reimbursement accounts
(HRAs) that help you pay out-of-pocket

expenses.
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Plan Option 3: City of Tulare Coverage Period: Beginning on or after 1/1/2016
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Pre-65 Retirees | Plan Type: PPO

This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan
A document at www.hnas.com or by calling 1-877-356-0666.

Important Questions | Answers Why this Matters:

You must pay all the costs up to the deductible amount before this plan begins to pay
for covered setvices you use. Check your policy or plan document to see when the
deductible statts over (usually, but not always, January 1st). See the chart starting on
page 2 for how much you pay for covered services after you meet the deductible.

In-networtk: $0 person/ $0
family; out-of-network: $200
petson/ $600 family.

What is the overall
deductible?

Ate thete other

. . You don’t have to meet deductibles for ifi ices, b 1
deductibles for specific | No. ot specific services, but see the chart starting on

page 2 for other costs for services this plan covers.

services?

Is there an out—of— Yes. In-network $3,000 person/ | The out-of-pocket limit is the most you could pay duting a coverage period (usually one
pocket limit on my $6,000 family; out-of-network: year) for your share of the cost of covered services. This limit helps you plan for health
expenses? $4,500 person/ $13,500 family.  care expenses.

Deductible, copayments,

What is not included i i -bi
adiSmoGincIdedin |y preminms, batance bilee Even though you pay these expenses, they don’t count toward the out-of-pocket limit.

the out—of-pocket limit? charges, penalties, and health
cate this plan doesn’t cover.

Is there an overall

annual limit on what the  No. The chart starting on page 2 desctibes any limits on what the plan will pay for specific

covered services, such as office visits.

plan pays?
See blueshieldca.com/ If you use an in-network doctqr ot other health care provider, this plan will pay some ot
. all of the costs of covered services. Be aware, yout in-netwotk doctor or hospital may use
Does this plan use a netwotkppo or call 1-800-810- . . :
. . : an out-of-network provider for some setvices. Plans use the term in-network, prefetred,
network of providers? 2583 for a list of in-network L " . . . h
iders or participating for providers in their network. See the chart starting on page 2 for how
providers. this plan pays different kinds of providers.
Dol need'a fefetral 2 No. You can see the specialist you choose without permission from the plan.
see a specialist? R
Are there services this Some of the services this plan doesn’t cover are listed on page 4. See your policy or plan
N Yes. . ) . .
plan doesn’t cover? document for additional information about excluded services.

Questions: Call 1-877-356-0666 ot visit us at www.hnas.com.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary 10f8
at www.hnas.com or call 1-877-356-0666 to request a copy.



Plan Option 3: City of Tulare Coverage Period: Beginning on or after 1/1/2016
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Pre-65 Retirees | Plan Type: PPO

" . e Copayments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the setvice.

e Coinsurance is your share of the costs of a covered setvice, calculated as a petcent of the allowed amount for the service. For example, if
the plan’s allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200. This may change if
you haven’t met your deductible.

® The amount the plan pays for covered setvices is based on the allowed amount. If an out-of-network provider charges more than the
allowed amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and
the allowed amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.)

® This plan may encourage you to use in-network providers by charging you lower deductibles, copayments and coinsurance amounts.

Your Cost If Your Cost If
Common . You Use an You Use an o R ;
: Services You May Need Limitations & Exceptions
Medical Event y In-network Out-of-Network P
Provider , Provider
Primary care visit to treat an injury or ilness | $10/visit 30%* coinsurance  --none--
If you visit a health Specialist visit $10/visit _ 30%* coinsurance | --none--
care provider’s office o .. . 15% coinsurance .. ..
o Other practitioner office visit - chiropractor after $15 /visit | Not covered Limited to 20 visits/plan year.
Preventive care/screening/immunization No charge 30%?* coinsurance & --none--
Diagnostic test (x-tay, blood work) - 15% coinsurance | 30%* coinsurance | --none--

If you have a test Precertification requited on select

Imaging (CT/PET scans, MRIs) 15% coinsurance 30%* coinsurance .
- procedures.
If h Facility fee (e.g., ambulatory surgery center) = 15% coinsurance 30%* coinsurance  --none--
ouhave +—F"—"-—>2>——"—"—"—= e —— - i = = -
yopy . o . o . Precertification required on select
outpatient sutgety Physician/surgeon fees 15% coinsurance 30%* coinsurance o
procedures.
B . rvices(Ermergent use) 15% coinsurance 15% coinsurance e
mergency room services ergent use °F - - --
gency g after $75/visit after $75/visit
If you need : ' '
Emergency room services (Non-emergent ) .
immediate medical ) gency N & 30% coinsurance 30%%* coinsurance  --none--
. use
attention = = ' : = . !
Emergency medical transportation 15% coinsurance 15% coinsurance | --none--
Urgent care $10/visit 30%* coinsurance --hone--

Questions: Call 1-877-356-0666 or visit us at www.hnas.com.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary 20f8
at www_hnas.com or call 1-877-356-0666 to request a copy.



Plan Option 3: City of Tulare
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Common

Medical Event

If you have a
hospital stay

If you have mental
health, behavioral
health, ot substance
abuse needs

If you need help
recovering or have
other special health
needs

Prenatal care

Services You May Need

Facility fee (e.g., hospital room)

Physician/surgeon fee

Your Cost If

You Use an

In-network
Provider

15% colinsutrance

after $100 copay

15% coinsurance

Coverage Period: Beginning on or after 1/1/2016
Coverage for: Pre-65 Retirees | Plan Type: PPO

Your Cost If
You Use an
Out-of-Network

Provider

30%* coinsurance

30%* coinsutrance

Limitations & Exceptions

Precertification required.**

--none--

Mental/Behavioral health outpatient services
Mental/Behaviotal health inpatient setvices
Substance use disorder outpatient services

Substance use disorder inpatient services

Postnatal care

Delivery and all inpatient services

Home health care

Rehabilitation services — physical,
occupational, speech & other rehabilitative
therapies.

Habilitation services

Skilled nursing care

Dutable medical equipment

Hospice service

Questions: Call 1-877-356-0666 or visit us at www.hnas.com.

If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary

at www.hnas.com or call 1-877-356-0666 to request a copy.

$10/visit

15% colnsurance
after $100 copay

$10/visit

15% coinsurance

Certain behavioral services are not

30%* coinsutance

30%* colhsurance
30%* coinsurance

30%* coinsurance

. after $1 00_c9_pay

' No charge

. 15% coinsurance
15% coinsurance
after $1 OQ copay

15% coinsutance

15% coinsurance

Not Covered

15% coinsutrance

15% coinsurance

15% coinsurance

30%* coinsurance

30%* coinsurance

30%%* coinsurance

| covered.
Precertification required.** Certain
_ behavioral services are not covered.
Certain behavioral services are not
| covered. -
Precertification required. ** Certain
behavioral services are not covered.

-_ Litnited to employee or spouse only.

| Limited to employee ot spouse only.

Limited to employee ot spouse only.

30%* coinsurance

30%* coinsurance

_ Not Covered

30%* coinsurance

30%* coinsurance

30%* coinsurance

Precettification required for out-of-
network services.** Limited to 100
| visits/plan year.
Precertification required for speech
therapy.** Limited to an aggregated 60
 visits/plan year.
--none--
Precettification required. ** Limited to
100 consecutive days/plan year in-
network; 60 consecutive days/plan
year out-of-network.
Precettification required on select
| items.**
Precertification required for inpatient
care.** Limited to 180 days/lifetime.
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Plan Option 3: City of Tulare Coverage Period: Beginning on or after 1/1/2016

Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Pre-65 Retirees | Plan Type: PPO
= el - Eye exam ) . - .__ Not Covered _._ Not Covered :_——;n:- . o
pjouc il Smeets Glasses Not Covered Not Covered --none--
dental or eye care - -
Dental check-up ' Not Covered Not Covered --none--

* Deductible applies.

** Precertification is required before certain medical services. Emergency admissions must be cettified within 48 hours following the admission. To
precertify services, call the phone number indicated on your ID card. Failure to precertify out-of-network setvices will result in a 50% penalty.

Your Cost If You | Your Cost If You
Common Services You May Use a Retail Use a Mail Order

Medical Event Need Pharmacy Pharmacy Limitations & Exceptions

(30 day supply) (90 day supply)

Individual Maximum $2.000 ' The out-of-pocket limit is the most you could pay during
Out-Of-Pocket Amount i a coverage period (usually one year) for your share of the
If you need drugs to  Family Maximum $4,000 cost of covered services. This limit helps you plan for
treat yout illness o  Out-Of-Pocket Amount ’  health care expenses.
condition — . :
@enericdiugs $10/prescription $20/prescription The Prescription Drug Plan will pay up to the genetic
Neorcinformation price, less the generic co-payment, whenever a genetic
about prescription | drug is dispensed. If a brand name drug is dispensed, and
drug coverage is Formulary drugs $15/prescription $30/presctiption a generic .equlvalent is available, the covered person must
availaBleiat pay the difference between the cost of the brand name
usscript.com drug and the generic equivalent, plus the genetic co-
' N - - t unless the physici ifies “Di
Non-formulary drugs $30/prescription $60/prescription g;zi:::,,.un G [RRlfetan SEECHES spense as

Questions: Call 1-877-356-0666 or visit us at www.hnas.com.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary 40f8
at www.hnas.com or call 1-877-356-0666 to request a copy.



Plan Option 3: City of Tulare Coverage Period: Beginning on or after 1/1/2016
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Pre-65 Retirees | Plan Type: PPO

Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy or plan document for other excluded services.)

e Acupuncture e Infertility treatment e Private duty nursing
e Cosmetic surgery e Long-term care e Routine eye care (adult)
* Dental care (adulf) e Non-emergency cate when traveling outside Routine foot care

e [Hearing aids the US. e Weight loss programs
g & prog

Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered services and yout costs for these
setrvices.)

e Bariatric surgery

e Chiropractic care

Questions: Call 1-877-356-0666 ot visit us at www.hnas.com.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary 50of8
at www.hnas.com or call 1-877-356-00666 to request a copy.




Plan Option 3: City of Tulare Coverage Period: Beginning on or after 1/1/2016
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Pre-65 Retirees | Plan Type: PPO

Your Rights to Continue Coverage:

If you lose coverage under the plan, then, depending on your circumstances, Federal and State laws may provide protections that allow you to keep health
coverage. Any such tights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium you pay
while covered under the plan. Other limitations on your rights to continue coverage may also apply.

For more information on your rights to continue coverage, contact the plan at 1-877-356-0666. You may also contact your state insurance department, the
U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-EBSA (3272) ot www.dol.gov/ebsa, or the U.S. Department of
Health and Human Services at 1-877-267-2323 x61565 or www.cclio.cms.gov.

Your Grievance and Appeals Rights:

If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For
questions about your rights, this notice, or assistance, you can contact HNAS at 1-877-356-0666, or the U.S. Department of Labot, Employee Benefits
Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform.

Does this Coverage Provide Minimum Essential Coverage?
The Affordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.” This plan or policy does
provide minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?

The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value). This
health coverage does meet the minimum value standard for the benefits it provides.

Language Access Services:
Spanish (Espafol): Para obtener asistencia en Espanol, llame al 1-877-356-0660.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-877-356-0666.

Chinese (1130): IR T/BEH LHEED), ERITIXNF 1-877-356-0666.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-877-356-0666.

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

Questions: Call 1-377-356-0666 or visit us at www. hras.com,
If you aren’t clear about any of the underlined terms used in this form, see the Glossaty. You can view the Glossary 6 of 8
at www.hnas cony or call 1-877-256-0066 to request a copy.



Plan Option 3: City of Tulare Coverage Period: Beginning on or after 1/1/2016

Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Pre-65 Retirees | Plan Type: PPO
About these Coverage Having a baby Managing type 2 diabetes
. (normal delivery) (routine maintenance of
Exam ples ' awell-controlled conditon)
These examples show how this plan might cover | B Amount owed to providers: $7,540 B Amount owed to providers: $5,400
medical care in given situations. Use these B Plan pays $6,040 ® Plan pays $4,580
examples to see, in general, how much financial B Patient pays $1,430 m Patient pays $910
protection a sample patient might get if they are
covered under different plans. Sample care costs: Sample care costs:
Hospital charges (moth-—er) - $2,700 Prescriptions $2,900
Routine obstetric care i $2,100 Medical Equipment and Supplies $1,300
. Hospital charges (baby) $900 Office Visits and Procedures $700
This is Anesthesia $900 | Education $300
u nOt_a cost Laboratory tests $500 Laboratory tests $100
estimator. Prescriptions $200 Vaccines, other preventive $100
Don’t use these examples to Radiology $200 Total $5,400
estimate your actual costs Vaccines, other preventive $40 ]
under this plan. The actual Total $7,540 | Patient pays:
care you receive will be Deductibles $0
different from these Patient pays: Copays $770
examples, and the cost of Deductibles $0 Coinsurance $60
that care will also be Copays $220 Limits ot exclusions $80
different. Coinsurance $1,060 Total $910
See the next page for Limits ot exclusions $150
impottant information about Total $1,430
these examples.

Questions: Call 1-877-356-0666 or visit us at www.hnas.com.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary 7of8
at www.hnas.com or call 1-877-356-06066 to request a copy.



Plan Option 3: City of Tulare

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

Questions and answers about the Coverage Examples:

What are some of the
assumptions behind the
Coverage Examples?

e Costs don’t include premiums.

e Sample care costs are based on national
averages supplied by the U.S.
Department of Health and Human
Services, and aren’t specific to a
particular geographic area or health plan.

e The patient’s condition was not an
excluded ot preexisting condition.

e All services and treatments started and
ended in the same coverage period.

e There are no other medical expenses for
any member covered under this plan.

e Out-of-pocket expenses are based only
on treating the condition in the example.

o The patient received all care from in-
network providess. If the patient had
received care from out-of-network
providers, costs would have been higher.

Coverage Period: Beginning on or after 1/1/2016

What does a Coverage Example
show?

For each treatment situation, the Coverage
Example helps you see how deductibles,
copayments, and coinsutance can add up. It
also helps you see what expenses might be left
up to you to pay because the service or
treatment isn’t covered ot payment is limited.

Does the Coverage Example
predict my own care needs?

No. Treatments shown ate just examples.
The care you would receive for this
condition could be different based on your
doctor’s advice, your age, how serious your
condition is, and many other factors.

Does the Coverage Example
predict my future expenses?

No. Coverage Examples are not cost
estimatots. You can’t use the examples to
estimate costs for an actual condition. They
are for comparative putposes only. Your
own costs will be different depending on
the care you receive, the prices your
providets charge, and the reimbutsement
your health plan allows.

Questions: Call i-877-356-0666 or visit us at www. hus.con.

If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary

at www. hinas. com or call 1-877-356-0666 to request a copy.

Coverage for: Pre-65 Retirees | Plan Type: PPO

Can | use Coverage Examples
to compare plans?

Yes. When you look at the Summary of
Benefits and Coverage for other plans,
you’ll find the same Coverage Examples.
When you compare plans, check the
“Patient Pays” box in each example. The
smaller that number, the more coverage
the plan provides.

Are there other costs | should
consider when comparing
plans?

Yes. An important cost is the premium
you pay. Generally, the lower your
premium, the mote you’ll pay in out-of-
pocket costs, such as copayments,
deductibles, and coinsutance. You
should also consider contributions to
accounts such as health savings accounts
(HSAs), flexible spending arrangements
(FSAs) ot health reimbursement accounts
(HRAs5) that help you pay out-of-pocket

expenses.

8 of 8



Plan Option 4: City of Tulare

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

Coverage Period: Beginning on or after 1/1/2016
Coverage for: Pre-65 Retirees | Plan Type: PPO

This is only a summary If you want mote detail about your coverage and costs, you can get the complete terms in the policy or plan

document at

Important Questions

sva ot by calling 3-877-356-

G560,

What is the ovetrall
deductible?

Are there other
deductibles for specific
services?

Is thete an out—of—

pocket limit on my
expenses?

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

Is there an overall
annual limit on what the
plan pays?

Does this plan use a
netwotk of providers?

Do I need a referral to
see a specialist?

Are there services this
plan doesn’t cover?

Questions: Call 1-&77-3%

At WL A O

J"/ 7 A‘;,ﬂ_w

or call i-

. Answers

In-network: $3,000 person/
$6,000 family, out-of-network:
$5,950 person/ $11,900 family.

No.

Yes. In-network $5,950 person/
$11,900 family; out-of-network:
$5,950 person/ $11,900 family.

Copayments, premiums,
balance-billed charges, penalties,
and health care this plan doesn’t
cover.

No.

See www.blueshieldca.com/
networkppo or call 1-800-810-
2583 for a list of in-network
providers.

No.

Yes.

G-45466 or vislt us at wowow hsas oo
If you aren’t clear about any of the underhned terms used in thls form, see the Glossary. You can view the Glossary

s to request a copy.

' Why this Matters:

You must pay all the costs up to the deductible amount before this plan begins to pay
for covered services you use. Check your policy or plan document to see when the
deductible starts over (usually, but not always, January 1st). See the chart starting on

page 2 for how much you pay for covered services after you meet the deductible.

You don’t have to meet deductibles for specific services, but see the chart starting on
page 2 for other costs for services this plan covers.

The out-of-pocket limit is the most you could pay during a coverage petiod (usually one

yeat) for your share of the cost of covered services. This limit helps you plan for health
care expenses.

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

The chart starting on page 2 desctibes any limits on what the plan will pay for specific
covered services, such as office visits.

If you use an in-network doctor or other health cate providet, this plan will pay some or
all of the costs of covered services. Be aware, your in-network doctor or hospital may use
an out-of-network provider for some setvices. Plans use the term in-network, preferred,
or participating for ptoviders in their network. Sce the chart starting on page 2 for how

this plan pays different kinds of providets.

You can see the specialist you choose without permission from the plan.

' Some of the services this plan doesn’t cover are listed on page 4. See your policy or plan

document for additional information about excluded services.

10f8



Plan Option 4: City of Tulare Coverage Period: Beginning on or after 1/1/2016
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Pre-65 Retirees | Plan Type: PPO

' . e Copayments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.

e Coinsurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if
the plan’s allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200. This may change if
you haven’t met your deductible.

® The amount the plan pays for covered setvices is based on the allowed amount. If an out-of-network provider charges more than the
allowed amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and
the allowed amount is $1,000, you may have to pay the $300 difference. (This is called balance billing.)

® This plan may encourage you to use in-network providets by charging you lower deductibles, copayments and coinsurance amounts.

Your Cost If Your Cost If
Common You Use an You Use an
. Services You May Need Limitations & Exceptions
Medical Event y In-network Out-of-Network P
Provider Provider

Primary care visit to treat an injury orillness = 15%* coinsurance  30%* coinsurance  --none--
If you visit a health Specialist visit 15%* coinsurance  30%* coinsurance | --none--
cate provider’s office — - : o [ —

. Other practitioner office visit - chitopractor = 15%* coinsurance  Not covered Limited to 20 visits/plan year.

or clinic p P | plany

Preventive care/scteening/immunization No charge 30%* coinsurance  --none--

Diagnostic test (x-ray, blood work) 15%* coinsurance = 30%* coinsurance --none--
If you have a test ) ) Precertification required on select

J Imaging (CT/PET scans, MRlIs) 15%* coinsurance = 30%* coinsurance - 9
_ — ~ procedures.
If h Facility fee (e.g., ambulatory surgery center) 15%* coinsurance = 30%* coinsurance @ --none--
you have = r P = - -
s Ny . . recertification required on select
outpatient susgery Physician/surgeon fees 15%* coinsurance  30%* coinsurance - 9
- ~" | procedures.

Emergency room setvices (Emergent use) 15%* coinsutance = 15%%* coinsurance = --none--

Em room services (Non-emergent ; .
'Ifyou rfeed R S ces (N & 30%* coinsurance 30%* coinsurance | --none--
immediate medical  use) |
attention Emergency medical transportation 15%* coinsurance = 15%* coinsurance | --none--

Urgent care 15%* coinsurance = 30%* coinsurance @ --none--
If you have a Facility fee (e.g., hospital room) 15%* coinsurance = 30%* coinsurance = Precertification required.**
hospital stay Physician/surgeon fee 15%* coinsurance  30%* coinsurance  --none--

Questions: Call 1-877-356-0666 or visit us at www.hnus.com.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary 20f8
at www.hnas.com or call 1-877-356-0666 to request a copy.



Plan Option 4: City of Tulare Coverage Period: Beginning on or after 1/1/2016
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Pre-65 Retirees | Plan Type: PPO

Your Cost If Your Cost If
Common You Use an You Use an

Services You May Need Limitations & Exceptions

In-network Out-of-Network
Provider Provider

Medical Event

Certain behavioral services are not
covered.
Precertification required.** Certain

Mental/Behavioral health outpatient services = 15%* coinsurance | 30%* coinsurance

If e m . . . . . .
you have mental Mental/Behavioral health inpatient services 15%* coinsurance 30%* coinsurance

health, behavioral . _ ~ behavioral services are not covered.
health, ot substance ] ) . . . Certain behavioral services are not
i Substance use disorder outpatient services 15%* coinsurance = 30%* coinsurance
abuse needs | covered.
n . . . . . . Precertification required.** Certain
Substance use disorder inpatient services 15%* coinsurance  30%* coinsurance . red
behavioral services are not covered.
Prenatal care ' No charge 30%* coinsurance | Limited to employee ot spouse only.
If you are pregnant Postnatal care 15%* coinsurance  30%* coinsurance = Limited to employee ot spouse only.
Delivery and all inpatient services 15%%* coinsurance  30%%* coinsurance = Limited to employee or spouse only.
Precertification required for out-of-
Home health care 15%* coinsurance | 30%* coinsurance | network services.** Limited to 100
_ | visits/plan year.
Rehabilitation setvices — physical, Precettification required for speech
occupational, speech & other rehabilitative 15%* coinsurance  30%%* coinsurance = therapy.** Limited to an aggregated 60
o . therapies. | | visits/plan year.
you n‘ee cp Habilitation setvices Not Covered Not Covered --none--
recovering or have | - i — —

A Precertification required.** Limited to
other epecial health 100 consecutive days/plan year in
needs Skilled nursing care 15%* coinsurance 30%* coinsurance ys/pran y

network; 60 consecutive days/plan
year out-of-network.
. . . . Precertification required on select
Dutable medical equipment 15%* coinsurance 30%* colnsurance iterms A+ 4
. . ) . Precertification required for inpatient
Hospice service 15%* coinsurance 30%* coinsurance 9 P

care.** Limited to 180 c_iay_s/ lifetime.

Questions: Call 1-877-356-0666 or visit us at www.hnas.com.
If you aren’t clear about any of the undetlined terms used in this form, see the Glossary. You can view the Glossary 3of8
at www_hnas.com ot call 1-877-356-0666 to request a copy.



Plan Option 4: City of Tulare
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

If your child needs
dental or eye care

* Deductible applies.

Eye exam
Glasses

Dental check-up

j Not Covered
Not Covered

. Not Covered

Coverage Period: Beginning on or after 1/1/2016
Coverage for: Pre-65 Retirees | Plan Type: PPO

Not Covered --none-—-
Not Covered --none--
--none--

Not Covered

** Precertification is required before certain medical services. Emergency admissions must be certified within 48 hours following the admission. To

precertify services, call the phone number indicated on your ID card. Failure to precertify out-of-netwotk setvices will result in a 50% penalty.

Common

Medical Event

If you need drugs to
treat your illness or
condition

More information
about presctiption
drug coverage is
available at

www.ussctipt.com.

Services You May
Need

Individual Maximum
Out-Of-Pocket Amount
Family Maximum

Out-Of-Pocket Amount

Genetic drugs

Formulary drugs

Non-formulary drugs

Your Cost If You

Use a Retail
Pharmacy

(30 day supply)

15%* coinsurance

15%* coinsutance

15%* coinsurance

Questions: Call 1-877-356-0666 ot visit us at www.hnas.com,

If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary

at www.hnas.com or call 1-877-356-0666 to request a copy.

Your Cost If You

Use a Mail Order

Pharmacy

$2,000

$4,000

15%* coinsurance

15%* coinsurance

15%* coinsurance

Limitations & Exceptions

(90 day supply)

The out-of-pocket limit is the most you could pay
' during a coverage period (usually one yeat) for your
share of the cost of covered setvices. This limit helps
_ you plan for health care expenses.

The Presctiption Drug Plan will pay up to the genetic
price, less the generic co-payment, whenever a genetic
drug is dispensed. If a brand name drug is dispensed,
and a generic equivalent is available, the covered person
must pay the difference between the cost of the brand
name drug and the genetic equivalent, plus the genetic
co-payment unless the physician specifies “Dispense as
Written”.

40f 8



Plan Option 4: City of Tulare

Coverage Period: Beginning on or after 1/1/2016

Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Pre-65 Retirees | Plan Type: PPO

Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy or plan document for other excluded services.)

e Acupuncture
e Cosmetic surgery
e Dental care (adult)

e Hearing aids

Infertility treatment * Private duty nursing

Long-term cate e Routine eye care (adult)

Non-emergency care when traveling outside ~ ® Routine foot care

the U.S. e Weight loss programs

Other Covered Services (This isn’t a complete list. Check yout policy or plan document for other covered setvices and your costs for these

services.)

e Bariatric surgery

e Chiropractic care

Questions: Call 1-877-356-0666 or visit us at www.hnas.com,
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary 50f8
at www.hnas.com ot call 1-877-356-0666 to request a copy.




Plan Option 4: City of Tulare Coverage Period: Beginning on or after 1/1/2016
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Pre-65 Retirees | Plan Type: PPO

Your Rights to Continue Coverage:

If you lose covetrage under the plan, then, depending on your citcumstances, Federal and State laws may provide protections that allow you to keep health
coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium you pay
while covered under the plan. Othet limitations on your rights to continue coverage may also apply.

For more information on your rights to continue coverage, contact the plan at 1-877-356-0666. You may also contact your state insurance department, the
U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa, or the U.S. Department of
Health and Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov.

Your Grievance and Appeals Rights:

If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For
questions about your rights, this notice, or assistance, you can contact HNAS at 1-877-356-0666, ot the U.S. Department of Labor, Employee Benetfits
Security Administration at 1-866-444-EBSA (3272) ot www.dol.gov/ebsa/healthreform.

Does this Coverage Provide Minimum Essential Coverage?
The Affordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.” This plan ot policy does
ptovide minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?

The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value). This
health coverage does meet the minimum value standard for the benefits it provides.

Language Access Services:
Spanish (Espafol): Para obtener asistencia en Espafiol, llame al 1-877-356-0666.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-877-356-0666.

Chinese (1 30): MR FEF CHIFER), BRITXNF 1-877-356-0666.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-877-356-0666.

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

Questions: Call 1-877-356-0G56 or Visit us at wvw. fenas.com.
If you aren’t clear about any of the underlined terms used in this form, see the Glossaty. You can view the Glossary 6 of 8
at www, hinas.com or call 1-877-356-9660 to request a copy.



Plan Option 4: City of Tulare Coverage Period: Beginning on or after 1/1/2016

Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Pre-65 Retirees | Plan Type: PPO
About these Coverage Having a baby Managing type 2 diabetes
. (normal delivery) (routine maintenance of
Exam ples ) a well-controlled condition)
These examples show how this plan might cover | B Amount owed to providers: $7,540 B Amount owed to providers: $5,400
medical care in given situations. Use these ® Plan pays $3,670 B Plan pays $2,070
examples to see, in general, how much financial B Patient pays $3,790 B Patient pays $3,420
protection a sample patient might get if they are
covered under different plans. Sample care costs: Sample care costs:
Hospital charges (mother) $2,700 Prescriptions $2,900
Routine obstetric care $2,100 Medical Equipment and Supplies $1,300
- E Hospital charges (baby) $900 Office Visits and Procedures $700
- This is Anesthesia ’ $900 | Education $300
n nOt_a cost Laboratory tests $500 Laboratory tests $100
estimator. Prescriptions $200 Vaccines, other preventive $100
Don’t use these examples to Radiology $200 Total $5,400
estimate your actual costs Vaccines, other preventive $40 .
under this plan. The actual Total $7,540 Pat'ent_ pays:
cate you receive will be Deductibles $3,000
different from these Patient pays: Copays $0
examples, and the cost of Deductibles $3,000 Coinsurance $340
that care will also be Copays $0 Limits or exclusions $80
different. Coinsurance $640 Total $3,420
See the next page for Limits ot exclusions $150
important information about Total $3,790
these examples.

Questions: Call 1-877-356-0666 or visit us at www.hnas.com.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary 70f8
at www.hnas.com or call 1-877-356-006606 to request a copy.



Plan Option 4: City of Tulare

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

Questions and answers about the Coverage Examples:

What are some of the
assumptions behind the
Coverage Examples?

e Costs don’t include premiums.

e Sample care costs are based on national
averages supplied by the U.S.
Department of Health and Human
Services, and aten’t specific to a
patticular geographic area or health plan.

e The patient’s condition was not an
excluded or preexisting condition.

e All services and treatments started and
ended in the same coverage period.

e There are no other medical expenses for
any member covered under this plan.

e Out-of-pocket expenses are based only
on treating the condition in the example.

e The patient received all care from in-
network providers. If the patient had
received care from out-of-network

providers, costs would have been higher.

Coverage Period: Beginning on or after 1/1/2016

What does a Coverage Example
show?

For each treatment situation, the Coverage
Example helps you see how deductibles,
copayments, and coinsurance can add up. It
also helps you see what expenses might be left
up to you to pay because the service or
treatment isn’t covered or payment is limited.

Does the Coverage Example
predict my own care needs?

* No. Treatments shown are just examples.
The cate you would receive for this
condition could be different based on your
doctot’s advice, your age, how serious your
condition is, and many other factors.

Does the Coverage Example
predict my future expenses?

No. Coverage Examples are not cost
estimators. You can’t use the examples to
estimate costs for an actual condition. They
are for compatrative purposes only. Your
own costs will be different depending on
the care you receive, the prices your
providers charge, and the reimbursement
yout health plan allows.

Questions: Call 1-R77-356-3666 or visit us at wwwv.das.com.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary 8of8
at www.hinas.com ot call 1-877-356-0666 to request a copy.

Coverage for: Pre-65 Retirees | Plan Type: PPO

Can | use Coverage Examples
to compare plans?

" Yes. When you look at the Summary of
Benefits and Coverage for other plans,
you’ll find the same Coverage Examples.
When you compare plans, check the
“Patient Pays” box in each example. The
smaller that numbert, the more coverage
the plan provides.

Are there other costs | should
consider when comparing
plans?

Yes. An important cost is the premium
you pay. Generally, the lower your
premium, the more you’ll pay in out-of-
pocket costs, such as copayments,
deductibles, and coinsurance. You
should also consider contributions to
accounts such as health savings accounts
(HSAs), flexible spending arrangements
(FSAs) or health reimbursement accounts
(HRAS) that help you pay out-of-pocket

expenses.




