k2 Health

SW° Alliance
Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 07/01/2019 - 06/30/2020
State of lllinois: CIP Coverage for: Individual + Family | Plan Tvpe: HMO

A The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the

plan would share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be
provided separately. This is only a summary For more information about your coverage, or to get a copy of the complete terms of coverage,
www.healthalliance.org/stateofillinois or call 1-800-851-3379. For general definitions of common terms, such as allowed amount, balance billing,
coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary. You can view the Glossary at www.healthalliance.org or call 1-
800-851-3379 to request a copy.

Important Questions m Why This Matters:

What is the overall
deductible?

$0 See the Common Medical Events chart below for your costs for services this plan covers.

Are there services
covered before you meet | No.
your deductible?

Are there other
deductibles for specific | No. You don’t have to meet deductibles for specific services.

services?

The out-of-pocket limit is the most you could pay in a year for covered services. If you
have other family members in this plan, they have to meet their own out-of-pocket limits
until the overall family out-of- pocket limit has been met.

What is the out-of-pocket | $3,000 Individual/ $6,000
limit for this plan? Family

What is not included in Premiums, healthcare this plan

the out-of-pocket limit? does ot cover. Even though you pay these expenses, they don’t count toward the out—of—pocket limit.
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Yes. See: . . . ) : : ,
healthalliance.org/state This plan uses a provider network. You will pay less if you use a provider in the plan’s

Will you pay less if you ofillinois or call 1.800-851.3379 network. You will pay the most if you use an out-of-network provider, and you might
use a network provider? for a list of Participatine (In- receive a bill from a provider for the difference between the provider’s charge and what

s ) e, your plan pays (balance billing).

Yes, this plan may require
referrals to in-network
specialists.

Do you need a referral

This plan will pay some or all of the costs to see a specialist for covered services but only
to see a specialist?

if you have a referral before you see the specialist.

* For more information about limitations and exceptions, see the plan or policy document at www.healthalliance.org/stateofillinois. 20f9



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

Common
Medical Event

Services You May Need

What You Will Pay 7
Non-Participating (Out of | Limitations, Exceptions, & Other Important

Participating (In-
Network) Provider

You will pay the least

Network) Provider
You will pay the most

Information

Primary care visit to treat an

inury of llness $30 co-pay/visit Not Covered --none--
If you visit a health 1oty
care provider’s office = Specialist visit $30 co-pay/visit Not Covered --none--
or clinic Preventive care/screening/
i mmunization No Charge Not Covered Refer to Wellness Brochure
; ; ey, '
WD_g—;ikI)]OSUC test (x-ray, blood 0% co-insurance Not Covered --none--
If you have a test .
i?;lg; )n g (CT/PET scans, 0% co-insurance Not Covered Preauthorization Required
Preferred Formulary Generic | $12 co-pay / Not Covered Covers up to a 30-day supply; 90 day supply
drugs prescription v available for 2.5 co-pays.
If you need drugs to Preferred Formulary brand $24 co-pay / Not Covered Covers up to a 30-day supply; 90 day supply
treat your illness or drugs prescription v available for 2.5 co-pays.
condi_tion _ Non-preferred Formulary $48 co-pay / Not Covered Covers up to a 30-day supply; 90 day supply
More |n.for.mat(|’on about | brand drugs prescription available for 2.5 co-pays.
prescription drug X
coverage is available at Prefe.rred Formulary (Tier 4) | $96 co-pay / Not Covered Preauthotization is required.
Thealthalliance, | Specialty drugs prescription
org/stateofillinois _ -
I(\IT?:r 153; esf;::rceii;odrﬁ;iary ﬁi:szsipfggn/ Not Covered Preauthorization is required.
ls\;zfl?;?;ﬂ;y (Tier 6) ﬁeGsz;)iiapt?gn/ Not Covered Preauthorization is required.
. Preauthorization may be required for
If you have outpatient ij;elg iiit(:;;g" ambulatory $200 co-pay/surgery | Not Covered certa.in procedu.res. 'Contact customer
surgery Service for detailed information.
Physician/surgeon fees No Charge Not Covered --none--

If you need immediate
medical attention

Emergency room care

$200 co-pay / visit

$200 co-pay / visit

Participating Benefit Applies

Emergency medical
transportation

No Charge

No Charge

Participating Benefit Applies

* For more information about limitations and exceptions, see the plan or policy document at www.healthalliance.org/stateofillinois. 30of9




Common
Medical Event

Services You May Need

Participating (In-
Network) Provider

Non-Participating (Out of | Limitations, Exceptions, & Other Important

Network) Provider

Information

| (You will pay the least)

(You will pay the most)

Utrgent care $30 co-pay / visit Not Covered --none--
Facility fee (e.g., hospital S .
If you have a hospital | room) $250 co-pay / stay Not Covered Preauthorization is required.
S5y Physician/surgeon fees No Charge Not Covered Preauthorization may be required.
Ilfga(::h?gzgarcﬁ;taall Outpatient services $30 co-pay/visit Not Covered --none--
Uil o s.UbStance Inpatient services $250 co-pay / stay Not Covered Preauthorization is required.
abuse services
Office visits $50 co-pay/pregnancy | Not Covered --none--
Chﬂdbl.rth/dehve'ry No Charge Not Covered --none--
If you are pregnant professional services
Chﬂdblrth/dehvery facility $250 co-pay / stay Not Covered --none--
services
Home health care $30 co-pay/visit Not Covered Preauthorization is required.
Rehabilitation setrvices $30 co-pay/visit Not Covered Preagt'horlzatlon 1S requlred.' S0 wlsis fper
liyou need help condition per plan year maximum.
y . Habilitation services $30 co-pay/visit Not Covered See rehabilitation visit maximum.
recovering or have : . T :
. Skilled nursing care $0 co-pay / stay Not Covered Preauthorization is required.
other special health T .
il Preauthorization may be required for
Durable medical equipment | 20% co-insurance Not Covered certain medical equipment. Contact
Customer Service for detailed information.
Hospice services $0 co-pay Not Covered --none--
if hild need Children’s eye exam Not Covered Not Covered --none--
deynot::' ::r Ie e“g:res Children’s glasses Not Covered Not Covered --none--
y Children’s dental check-up Not Covered Not Covered --none--

* For more information about limitations and exceptions, see the plan or policy document at www.healthalliance.org/stateofillinois.
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Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

e Acupuncture e Long-Term Care e Non-Emergency Care When Traveling Outside
e Cosmetic Surgery(limited) . the U.S.
e Hearing Aids * Weight Loss Programs e Routine eye Care

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

e Bariatric Surgery
e Chiropractic Care o Infertility Services e Routine foot care

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact
information for those agencies is: For group health coverage subject to ERISA, Department of Labor’s Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. For non-federal governmental group health plans, Department
of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov.
Church plans are not covered by the Federal COBRA continuation coverage rules. If the coverage is insured, individuals should contact their
State insurance regulator regarding their possible rights to continuation coverage under State law.

Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For
more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights:

There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance or appeal.
For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this
notice, or assistance, contact:

For non-federal governmental group health plans and church plans that are group health plans, contact Health Alliance at 1-800-851-3379 and
State of Illinois Department of Insurance at 1-877-527-9431 or consumer complaints@jins.state.il.us.

Additionally, a consumer assistance program can help you file your appeal. Contact 1-800-851-3379. A list of states with Consumer Assistance
Programs is available at: www.dol.gov/ebsa/healthreform and http://www.cms.gov/CCIIO /Resources/Consumer-Assistance-Grants/.

* For more information about limitations and exceptions, see the plan or policy document at www.healthalliance.org/stateofillinois. 50f9




Does this plan provide Minimum Essential Coverage? Yes
If you don’t have Minimum Hssential Coverage for a month, you’ll have to make a payment when you file your tax return unless you qualify for an
exemption from the requirement that you have health coverage for that month.

Does this plan meet the Minimum Value Standards? Yes
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:
Spanish (Espafol): Para obtener asistencia en Espanol, llame al 1-800-851-3379.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-851-3379.

Chinese ("130): ARFREZE ST, IR ITIXANSES1-800-851-3379.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-851-3379.
To see examples of how this plan might cover costs for a sample medical situation, see the next section.

* For more information about limitations and exceptions, see the plan or policy document at www.healthalliance.org/stateofillinois. 6 of 9



This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing

Peg is Having a Baby

(9 months of in-network pre-natal care and a
hospital delivery)

M The plan’s overall deductible $0

B Specialist $30 co-pay/visit

m Hospital (facility) $250 co-pay/stay
B Other 0% coinsurance

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost $12,731
In this example, Peg would pay:
Cost Sharing

Deductibles $0

Copayments $700

Coinsurance $0

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $760

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

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

M The plan’s overall deductible $0
B Specialist $30 co-pay/visit

m Hospital (facility) $250 co-pay/stay
H Other 0% coinsurance

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $7,390
In this example, Joe would pay:
Cost Sharing

Deductibles $0

Copayments $900

Coinsurance $200

What isn’t covered
Limits or exclusions $200
The total Joe would pay is $1,300

amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of
costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Mia’s Simple Fracture

(in-network emergency room visit and follow
up care)

M The plan’s overall deductible $0

B Specialist $30 co-pay/visit

m Hospital (facility) $250 co-pay/stay
B Other 0% coinsurance

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

Diagnostic test (x-ray)

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

Total Example Cost $1,900
In this example, Mia would pay:
Cost Sharing
Deductibles $0
Copayments $500
Coinsurance $40
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $540
7 of 9



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

e DProvides free aids and services to
people with disabilities to
communicate effectively with us, such
as:

e Qualified sign language interpreters

e Written information in other formats
(large print, audio, accessible
electronic formats, other formats)

e Provides free language services to
people whose primary language is not
English, such as:

e Qualified interpreters

e Information written in other

languages
[ ]

If you need these services, contact customer
service.

If you believe that Health Alliance Medical
Plans has failed to provide these services or
discriminated in another way on the basis of
race, color, national origin, age, disability, or
sex, you can file a grievance with: Health
Alliance Medical Plans, Customer Service, 301
South Vine, Urbana, IL. 61801, telephone: 1-
800-851-3379, TTY: 711 or 1-800-526-0844,
fax: 217-365-7494, You can file a grievance in
person or by mail, fax, or email. If you need
help filing a grievance, Customer Service is
available to help you. You can also file a civil
rights complaint with the U.S. Department of
Health and Human Setrvices, Office for Civil
Rights electronically through the Office for
Civil Rights Complaint Portal, available at

https://octportal.hhs.gov/oct/portal /lobby.j
sf, or by mail or phone at: U.S. Department of
Health and Human Services, 200
Independence Avenue SW., Room 509F,
HHH Building, Washington, DC 20201,
1-800-868-1019, 800-537-7697 (TDD).

Complaint forms are available at
http://www.hhs.gov/oct/office/file/index.ht
ml.

Language Access Services:

English:

If you, or someone you’re helping, has
guestions about Health Alliance Medical
Plans, you have the right to get help and
information in your language at no cost. To
talk to an interpreter, call 1-800-851-3379.

Spanish:

Si usted, o alguien a quien usted estd
ayudando, tiene preguntas acerca de Health
Alliance Medical Plans, tiene derecho a
obtener ayuda e informacion en su idioma
sin costo alguno. Para hablar con un
intérprete, llame al 1-800-851-3379.

Polish:

Jesli Ty lub osoba, ktorej pomagasz ,macie
pytania odnos$nie Health Alliance Medical
Plans, masz prawo do uzyskania bezptatne;j
informacji I pomocy we wlasnym jezyku
.Aby porozmawia¢ z thumaczem, zadzwon
pod numer 1-800-851-3379.

Chinese:

MRE, JZ2EEERBNHEER, BHRER
[ A SBMIE B #144 #8 Health Alliance
Medical

Plans, | A EMIREIRE, EHEENRE LR
BEGIEWMAR, A—AES,
FERERE (TR LA BT 1-800-851-3379

Korean:

Otek 25t = Aot S0 U= oH

t 20| Health Alliance Medical Plans, Of
oA 2=Z0! AUCHH Hot= 1o 8t
SHEEE Aol AdZ HIZ2
Sl €S = U= AHelJF USLICH
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Tagalog:

Kung ikaw, o ang iyong tinutulangan, ay
may mga katanungan tungkol sa Health
Alliance Medical Plans, may karapatan ka na
makakuha ng tulong at impormasyon sa
iyong wika ng walang gastos. Upang
makausap ang isang tagasalin, tumawag sa
1-800-851-3379.

Arabic:

Ol oS elia 1 gl ol yad Seacl adli
uas—ais Health Alliance Medical Plans
a5l 8yl o sacl )
Al sladll g

A s—all el e a4,

G aill ae aa s Id—al 0 1-800-851-3379.

Russian:

Ecnu y Bac niu sinna, KOTOpoMy Bbl
MTOMOTaeTe, MMEIOTCS BOITPOCHI IO MTOBOTY
Health Alliance Medical Plans, To BBl nMeeTe
MpaBo Ha OECTUTATHOE TIOYYECHHUE TTOMOIIU 1
nH(pOpMaIMU Ha BalieM si3bike. J{is
pasroBopa ¢ MePEeBOJYUKOM MTO3BOHUTE 11O
tenedony 1-800-851-3379.

Gujarati:
% dA WAl AR S\BA HEE 53|

Re0lold AM alddl slea (AUl
5 AsMal ol ot U U 5] (AA Yl 81R

Al dHa HEE U H sl AAE o

UAs D, AvA (Aot AU A K

Sl Ul 53l aAs R B, £ AR (2
A 53 H 2, [l € WA 5 oliedR ]
UR 8ld 8. 1-800-851-3379.

Urdu:

PR S sS e )y o gl ) Ui
S J)sw — Health Alliance Medical Plans,
S e Do S Q) Qs sS Ol Ol
e e 32a 5l Sl gllae Joals 5 S LS 3a
G Sl S S
800-851-3379 ({58 (3 —S-

Vietnamese:

Néu quy vi, hay nguoi ma quy vi dang giup
dd, c6 cau hoi vé Health Alliance Medical
Plans quy vi s& c6 quyén dugc giup va co
thém thong tin bang ngdn ngir ciia minh
mién phi. Dé néi chuyén v6i mot théng dich
vién, xin goi 1-800-851-3379.

Italian:

Se tu o qualcuno che stai aiutando avete
domande su Health Alliance Medical
Plans, hai il diritto di ottenere aiuto e
informazioni nella tua lingua
gratuitamente. Per parlare con un
interprete, puoi chiamare 1-800-851-3379.

Hindi:

ITE 39k AT 31T GIRT HETIT hehT
ST I el SeFdd & Health Alliance
Medical Plans & ST & 92T g ,dl 39
UTH 39T 78T 7 A% 3 e X
AT ITe e T HTUHR &1 e
FEGHTINT & a1 &6 & flT 1-800-
851-3379 UX ITS Y|

French:

Si vous, ou quelqu'un que vous €tes en train
d’aider, a des questions a propos de Health
Alliance Medical Plans, vous avez le droit
d'obtenir de l'aide et l'information dans
votre langue a aucun coit. Pour parler a un
interpréte, appelez 1-800-851-3379.

Greek:

Edv goeic 1 kamolog mov Bonbdrte xete
gepmtnoelg yopw oo to Health Alliance
Medical Plans, éxete 10 dikaiopo vo
AGPete Ponbeta ko TANpoPopieg 6N
YADGGA oo xwpic ypémon.l o va uAnocete
o€ évav dlepunvéa, karéote 1-800-851-
3379.

German:

Falls Sie oder jemand, dem Sie helfen,
Fragen zum Health Alliance Medical Plans
haben, haben Sie das Recht, kostenlose
Hilfe und Informationen in Ihrer Sprache
zu erhalten. Um mit einem Dolmetscher zu
sprechen, rufen Sie bitte die Nummer 1-
800-851-3379.
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