Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services
State of Illinois Health Plan: HEALTHLINK OPEN ACCESS III

45

Coverage Period: 07/01/2020 — 06/30/2021
Coverage for: Individual + Family | Plan Type: OAP

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, visit www.illinois.gov/cms. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment,
deductible, provider, or other undetlined terms see the Glossaty. You can view the Glossaty at www.healthcare.gov/sbc-glossary/ or call (800) 624-2356 to

request a copy.

What is the overall
deductible?

Are there services
covered before you

meet your deductible?

Are there other
deductibles for
specific services?

What is the out-of-

pocket limit for this
plan?

What is not included
in the out-of-pocket

limit?
Will you pay less if
you use a network

provider?

$0/individual for Tier I
Providers. $275/individual for
Tier II Network Providers.
$375/individual for Out-of-
Network Providets.

Yes. Preventive care for Tier 1
and Tier II Network Providers.

Yes. $125/individual for
Prescription Drug. There are no
other specific deductibles.

$3,000/individual or

$6,000/ family for Tier I
Providers and Tier II Network
Providers combined. Unlimited
for Out-of-Network Providers.
Premiums, Balance-Billing
charges, and Health Care this
plan doesn't cover.

Yes, see www.healthlink.com or
call (800) 624-2356 for a list of
network providets.

Generally, you must pay all of the costs from providers up to the deductible amount before
this plan begins to pay. If you have other family members in this plan, they have to meet their
own deductible before the plan begins to pay.

This plan covers some items and services even if you haven’t yet met the deductible amount.
But a copayment or coinsurance may apply. For example, this plan covers certain preventive
services without cost-sharing and before you meet your deductible. See a list of covered
preventive services at https://www.healthcare.gov/coverage/preventive-care-benefits/.
You must pay all of the costs for these services up to the specific deductible amount before
this plan begins to pay for these services.

The out-of-pocket limit is the most you could pay in a year for covered services. If you have

other family members in this plan, they have to meet their own out-of-pocket limits until the

overall family out-of-pocket limit has been met.

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

You pay the least if you use a provider in Tier I. You pay more if you use a provider in Tier II.
You will pay the most if you use an out-of-network provider, and you might receive a bill

from a provider for the difference between the provider’s charge and what your plan pays
(balance billing). Be aware your network provider might use an out-of-network provider for

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

* For more information about limitations and exceptions, see plan or policy document at https://www.illinois.gov/cms.
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Do you need a referral | No.

to see a specialist?

This plan will pay some or all of the costs to see a specialist without a referral.

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

What You Will Pay
Common Services You May Need Tier I Provider | Tier II Provider Outif’ f'l\.lstwork Limitations, Exceptions, &
Medical Event (You will pay the (You will pay rOVIGEL Other Important Information
least) more) (You will pay the
most)
Primary care visit to treat an $25 10% coinsurance 40% coinsurance none
injury or illness copayment/visit e of MAA
. . . $35 copayment o) 40% coinsurance
If you visit a Specialist visit . 10% coinsurance none
/visit of MAA
health care °
provider’s office You may have to pay for services
or clinic Preventive care/screening/ that gren"t preventive. el o
munization No charge No charge Not covered provider if the services needed are
© preventive. Then check what your
plan will pay for.
Diagnostic test (x-ray, blood No char 10% coinsurance 40% coinsurance non
work) at Lab or Doctor’s Office © charse — of MAA one
If you have a test $25 40% co
Imaging (CT/PET scans, MRI5s) T 10% coinsurance oocfoifn [S ‘ur !rmce Pre-authorization required.
et | ¥ parent Plan Year Pharmacy Deductible -
(retail), $32.50 (retail), $32.50 3125 per enrollee. Preventive
If you need copayment copayment Prescription Drugs — $0. Retail is

drugs to treat
your illness or
condition

Tier I - Typically Generic

/presctiption (mail
order) and $16.25

/presctiption (mail
order) and $16.25

See Summary Plan
description

30 day supply. Mail order is 90
day supply. Maintenance Choice is
a 90 day supply for chronic

copayment/prescri | copayment/prescti iy
paymen /p paymen /p conditions filled at through CVS
ption (maintenance | ption (maintenance . .
. . Caremark mail service or at any
choice) choice)

* For more information about limitations and exceptions, see plan or policy document at https://www.illinois.gov/cms.
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Common
Medical Event

More information
about

prescription

drug coverage is
available at

WWW.CVS.COm

Services You May Need

Tier II - Typically Preferred /
Brand

Tier I Provider
(You will pay the
least)

$31 copayment

/presctiption

(retail), $77.50

copayment
/presctiption (mail
order) and $38.75
copayment/prescti
ption (maintenance
choice)

What You Will Pay

Tier II Provider

(You will pay
more)

$31 copayment

/presctiption

(retail), $77.50

copayment
/presctiption (mail
order) and $38.75
copayment/prescti
ption (maintenance
choice)

Out-of-Network "

Provider
(You will pay the
most)

See Summary Plan
description

Tier III - Typically Non-

$55 copayment
/prescription
(retail), $137.50
copayment
/prescription (mail

$55 copayment
/prescription
(retail), $137.50
copayment
/prescription (mail

See Summary Plan

Preferred / Specialty Drugs order) and $68.75 | order) and $68.75 description
copayment/prescti | copayment/prescti
ption (maintenance | ption (maintenance
choice) choice)
Tier IV - Typically Specialty Not Applicable Not Applicable Not Applicable

Drugs

Limitations, Exceptions, &
Other Important Information

CVS Pharmacy location. See
Summary Plan description .

$275 copayment

$275 copayment

/visit

of MAA

. o o
If you have Facility fee (e.g., ambulatory $275 copayment Jvisit then 10% / visit then 40% none
) surgery center) /visit . coinsurance of
outpatient coinsurance MA
surgery i
. . 40% coinsurance
0

Physician/surgeon fees No charge 10% coinsurance of MA/ none

Emergency room care 3275 copayment 3275 copayment 3275 copayment Copay waived if admitted.
If you need /visit /visit /visit
mme diate Emergencv. il No charge No charge No charge none
medical transportation
attention % coi

Urgent care 325 copayment 10% coinsurance 40% colnsurance none

If you have a
hospital stay

Facility fee (e.g., hospital room)

$375 copayment
/admission

$425 copayment
/admission then

10% coinsurance

$525 copayment
/admission then

Pre-authorization required for
Out-of-Network care.

* For more information about limitations and exceptions, see plan or policy document at https://www.illinois.gov/cms
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What You Will Pay

Out-of-Network |
Provider
(You will pay the

Common
Medical Event

Tier II Provider Limitations, Exceptions, &

(You will pay

Tier I Provider

Services You May Need
(You will pay the

Other Important Information

least)

more)

most)

40% coinsurance

of MAA
. . 40% coinsurance
Physician/surgeon fees No charge 10% coinsurance of MA/ none
Office Visit Office Visit
$35 copayment Office Visit 40% coinsurance | Office Visit
Outpatient services /visit 10% coinsurance of MAA Other none
If you need P Other Outpatient | Other Outpatient Outpatient Other Outpatient
mental health, $35 copayment 10% coinsurance 40% coinsurance none
behavioral /visit of MAA
health, or Pre-authorization required for
substance abuse $425 copayment $525 copayment Out-of-Network care; if not
services . . $375 copayment copay /admission then | obtained, there will be a reduction
Inpatient services . /admission then . .
/admission 10% coinsuran 40% coinsurance | in benefits of a $500 penalty per
0 COMSUIAnee of MAA hospital confinement, course of
treatment or therapy.
. $50 copayment / . 40% coinsurance
Office visits pregnZn oy 10% coinsurance Ooﬂ TAA Maternity care may include tests
Childbirth/delivery professional Included with . 40% coinsurance ?md serv1ces.descr1bed clsewhere
. . 10% coinsurance in the SBC (i.e. ultrasound.)

If you are services Office visit copay of MAA S .
reonant Pre-authorization required for
preg il Ak — - $425 copayment $535 .copaym};ent Out-of-Network care or for all

vt G eleiy Taclfiey $375 copayment | on then | /Admission then e ifonger then 48/96 hour
services /admission 10% coinsurance 40% coinsurance stays.
— of MAA
Home health care $35 c/o&zsliytment 10% coinsurance Not covered none
0 .
If you need help = Rehabilitation services $35 c/o\g)izsliytment 10% coinsurance 40 /OO—CfOIm[ s!ur! ance
recovering or PR See Summary Plan Description
_— . $35 copayment . 40% coinsurance
have other Habilitation services e 10% coinsurance
. /visit of MAA
special health ; ; : — :
needs Skilled nursing care No charge 10% coinsurance Not covered 120 day limit/benefit petriod.

Durable medical equipment

20% coinsurance

20% coinsurance

40% coinsurance

of MAA

Pre-authorization is required;
Excluded: Repair services on
durable medical equipment.

* For more information about limitations and exceptions, see plan or policy document at https://www.illinois.gov/cms
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What You Will Pay

Common Services You May Need Tier I Provider Tier IT Provider Outi)o f-Ngtwork Limitations, Exceptions, &
Medical Event (You will pay the (You will pay rO_VI et Other Important Information
(You will pay the
least) more)
most)
Hospice services No charge 10% coinsurance Not covered none

If your child Children’s eye exam Not covered Not covered Not covered See https:// llinod /
ee :/ /www.illinois.gov/cm
needs dental or | Children’s glasses Not covered Not covered Not covered bs >BOV/ €IS
eye care Children’s dental check-up Not covered Not covered Not covered See https://www.illinois.gov/cms

Excluded Services & Other Covered Setvices:

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 Dental care (adult) e Routine foot care unless you have been
e Cosmetic surgery e  Weight loss programs diagnosed with diabetes
e Long- term care e Routine eye care (adult)

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

e Hearing aids $2500/heating instrument e Private-duty nursing e Chiropractic care
(each ear) maximum every 24 months e Most coverage provided outside the o Infertility Treatment
e Pediatric hearing aids every 36 months, United States

no dollar limit.
e Bariatric surgery

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: Department of Labot’s Employee Benefits Security Administration at (866) 444-EBSA (3272) or www.dol.gov/ebsa/healthreform. Other
coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For more
information about the Marketplace, visit www.HealthCare.gov or call 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:

HealthLink Grievances and Appeals, P.O. Box 411424 St. Louis, MO 63141-1424
Department of Labor, Employee Benefits Security Administration, (866) 444-EBSA (3272), www.dol.gov/ebsa/healthreform

* For more information about limitations and exceptions, see plan or policy document at https://www.illinois.gov/cms
50f9



https://www.illinois.gov/cms
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.dol.gov/ebsa/healthreform
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.dol.gov/ebsa/healthreform

Does this plan provide Minimum Essential Coverage? Yes

If you don’t have Minimum FEssential Coverage for a month, you’ll have to make a payment when you file your tax return unless you qualify for an exemption
from the requirement that you have health coverage for that month.

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

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

* For more information about limitations and exceptions, see plan or policy document at https://www.illinois.gov/cms
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About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will
be different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost
sharing amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the

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

Peg is Having a Baby

(9 months of in-netwotk pre-natal care and a

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

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

hospital delivery)
B The plan’s overall deductible $0
B Specialist copayment $50
B Hospital (facility) copayment $375
B Other coinsurance 0%

This EXAMPLE event includes services
like:

Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (#/trasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost $15,271
In this example, Peg would pay:
Cost Sharing
Deductibles $0
Copayments $3,000
Coinsurance $0
What isn’t covered
Limits or exclusions $60
The total Peg would pay is $3,060

B The plan’s overall deductible $0
B Specialist copayment $35
M Hospital (facility) copayment $375
B Other coinsurance 0%

This EXAMPLE event includes services
like:

Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (g/ucose meter)

Total Example Cost $8,805
In this example, Joe would pay:
Cost Sharing
Deductibles $125
Copayments $1,096
Coinsurance $0
What isn’t covered
Limits or exclusions $55
The total Joe would pay is $1,276

up care)
B The plan’s overall deductible $0
B Specialist copayment $35
M Hospital (facility) copayment $375
B Other coinsurance 0%

This EXAMPLE event includes services
like:

Emergency room care (including medical supplies)
Diagnostic test (x-7ay)

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

Total Example Cost $2,192
In this example, Mia would pay:
Cost Sharing
Deductibles $0
Copayments $503
Coinsurance $7
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $510

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Language Access Services:

(TTY/TDD: 711)

Spanish (Espanol): Si tiene preguntas acerca de este documento, tiene derecho a recibir ayuda e inforMAAién en su idioma, sin costos. Para hablar con un
intérprete, llame al (800) 624-2356

Polish (polski): W przypadku jakichkolwiek pytan zwiazanych z niniejszym dokumentem masz prawo do bezplatnego uzyskania pomocy oraz inforMAAji w
swoim jezyku. Aby porozmawia¢ z ttuMAAzem, zadzwon pod numer (800) 624-2356

Chinese (I:P I) yu%:u\¥T$X1¢;ﬁ{i1—I§}%Fﬁ ' :u\;ﬁ*gﬁﬁﬁ n..\ nl:l = ﬁ%ﬁ TDDE]*D,&HR ﬂﬂ |:| JEE
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Korean (Bt 0]): = ZA10f| CHoll O{LE ot Zo[AteOl2te RS E2, Hoto A= H3t7t AAEot= Qo2 R2 =8 Sl YES &s A7t
UEL|C S ARt 0]OF7| 8t T (800) 624-2356 2 |Gt Al 2.

Tagalog (Tagalog): Kung mayroon kang anumang katanungan tungkol sa dokumentong ito, may karapatan kang humingi ng tulong at impormasyon sa
iyong wika nang walang bayad. Makipag-usap sa isang tagapagpaliwanag, tawagan ang (800) 624-2356

(800) 624-2356 o sl can e M) aatll Lbe g ctialy il gladll g Brelaall o J peanll ol Sad cxtil] e il Sl it i 2Ll 1Y (3 all) Arabic

Russian (Pycckmii): ecal 7 BaC €CTh KAKHE-AHOO BOMPOCH B OTHOIIEHHH AAHHOTO AOKVMEHTA, BRI HMEETE IIP4BO HA OECIAATHOE MOAVIEHHE TOMOIIH H

HH(OPMAIIHHE Ha BaIlleM f3hKe. YTOOH CBA3aThCA C TCTHRIM MEPEBOATHKOM, HosBoHHTe mo Tea  (800) 624-2356

~ =~

Gujarati (AUSRUdl): 71 2l 2216y 2{3L 2UUA SITUBL UL 1A dl, SIOURL A AR DAL AL Hee e WUl Hadaidl dud 21E512 9. ceuli «1E did
5241 HIZ, 514 521 (800) 624-2356

S oSl e S o deals 3218 S als laglie e e Gl G gl ate Sl B Jlsm SRS QT e o b S pdiun ol &1 i(52))) Urdu
-5 JE ¢ (800) 624-2356.  +=H

Vietnamese (Tleng Vlet) Néu quy vi co bat ky thic mac nio vé tai lidu nay, quy vi co quyen nhan sy trg giap va thong tin bang ngdn ngir clia quy vi hoan
toan mién phi. Dé trao d6i voi mot thong dich vién, hay goi (800) 624-2356

Italian (Italiano): In caso di eventuali domande sul presente documento, ha il diritto di ricevere assistenza e informazioni nella sua lingua senza alcun costo
aggiuntivo. Per parlare con un interprete, chiami il numero (800) 624-2356
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Language Access Services:

Hindi (f§E): 3R 31193 919 58 GEd0 & R 7 IS U §, dl ATTe! fo1:9[ew 37711 87797 3 A AR ATASRT UTed ddel bl HIOFR |
SR & a1 aer & ForT, e a5t (800) 6242356, |

French (Frangais) : Si vous avez des questions sur ce document, vous avez la possibilité d’accéder gratuitement a ces informations et a une aide dans votre
langue. Pour parler a un interpréte, appelez le (800) 624-2356

Greek (EAMAnvind) Av eyete Tuydv anopleg oXeTnd e 0 Topdy Eyyeayo, exete To duaiwpa va AdBete Bonbsta xow TAnpogopies oty yAwoon oog dwoedy. o vor
UiAvoete pe xamotov dteppnvéa, aepwviote oto (800) 624-2356

German (Deutsch): Wenn Sie Fragen zu diesem Dokument haben, haben Sie Anspruch auf kostenfreie Hilfe und Information in Ihrer Sprache. Um mit
einem Dolmetscher zu sprechen, bitte wihlen Sie (800) 624-2356

It’s important we treat you fairly

That’s why we follow federal civil rights laws in our health programs and activities. We don’t discriminate, exclude people, or treat them differently on the
basis of race, color, national origin, sex, age or disability. For people with disabilities, we offer free aids and services. For people whose primary language isn’t
English, we offer free language assistance services through interpreters and other written languages. Interested in these services? Call the Member Services
number on your ID catd for help (TTY/TDD: 711). If you think we failed to offer these services or discriminated based on race, color, national origin, age,
disability, or sex, you can file a complaint, also known as a grievance. Or you can file a complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights at 200 Independence Avenue, SW; Room 509F, HHH Building; Washington, D.C. 20201 or by calling 1-800-368-1019 (TDD: 1- 800-
537-7697) or online at https://ocrportal.hhs.gov/ocr/portal /lobby.jsf. Complaint forms are available at http://www.hhs.gov/ocr/office/file /index.html.
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