Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

Scott & White Health Plan: HDHP100-$6,450

Coverage Period: On or after 01/01/2017
Coverage for: Individual + Family | Plan Type: HMO

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

share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit http://swhp.org/plandocs, or call 1-800-
321-7947. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined
terms see the Glossary at www.cciio.cms.gov.

Important Questions

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?

Do you need a referral to
see a specialist?

Network Provider: $6,450
individual / $12,900 family; Non-
Network Provider: N/A individual /
N/A family

Yes. Preventive care and
primary care services are covered
before you meet your
deductible.

No.

Network Provider: $6,450 per
individual / $12,900 per family;
Non-Network Provider: N/A
individual / N/A family

Copayments on certain services,
premiums, balance-billing
charges, and health care this plan
does not cover.

Yes. See www.swhp.org or call 1-
800-321-7947 for a list of network

roviders.

No

Generally, you must pay all of the costs from providers up to the deductible amount before this
plan begins to pay. If you have other family members on the plan, each family member must
meet their own individual deductible until the total amount of deductible expenses paid by all
family members meets the overall family deductible.

This plan covers some items and services even if you have not 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 do not have to meet deductibles for specific 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, the overall family out-of-pocket limit must be met.

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

This plan uses a provider network. You will pay less if you use a provider in the plan’s
network. You will pay the most if you use an out-of-network provider, and you might receive
a bill from a provider for the difference between the provider’s charge and what your plan
pays (balance billing). Be aware your network provider might use an out-of-network
provider for some services (such as lab work). Check with your provider before you get
Services.

You can see the specialist you choose without a referral.
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M 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 Limitations, Exceptions, & Other
Medical Event Services You May Need Network Provider Out-of-Network Provider Important Information
(You will pay the least) (You will pay the most)

Primary care visit to treat an

I you visit a health injury or ilness 0% after deductible Not Covered You may have to pay for services that
care provider’s office | Specialist visit 0% after deductible Not Covered zgf\r;iége::;;gg'aésgrisg:]%;;the
or clinic ' i : '

iPn:(rer:/l?r:]itzl\e/l(tai g:re/screenlnq/ No Charge Not Covered check what your plan will pay for.

Diagnostic test (x-ray, blood No Charge Not Covered N
If you have a test work) one

Imaging (CT/PET scans, MRIs) | 0% after deductible Not Covered
If you need drugsto  preferred generic drugs 0% after deductible Not Covered Copays are per 30-day supply. Generic
treat your iliness or and brand preferred and non-preferred
condition Preferred brand drugs 0% after deductible Not Covered copayments will be two times the
More information about Non-oreferred aeneric druas applicable amount for a 90-day supply if a
et L and rf)on- refersr;ed Brand dgru s | 0% after deductible Not Covered maintenance drug is obtained through a
coverage is available at and all otrr)1er Druas g ° — Baylor Scott & White pharmacy OR when
http://swhp.org/en- g using the mail order prescription service.
us/members/manage- Specific preventative medications will
y(])cur-plat_n/ pharmacy- Preferred Specialty drugs 0% after deductible Not Covered be covered with no cost to the member.
information.

Non-formulary drugs: 50% after deductible

If you have outpatient z:%lgg/yfgsn(;g” ambulatory 0% after deductible Not Covered None
surgery Physician/surgeon fees 0% after deductible Not Covered

Emergency room care 0% after deductible 0% after deductible
m::;:r :&;:::Eﬁd'ate E;quggggoﬁedlcal 0% after deductible 0% after deductible None

Urgent care 0% after deductible 0% after deductible

Facility fee (e.g., hospital room) | 0% after deductible Not Covered For prior authorization requirements and
If vou have a hospital penalties see http://www.swhp.org/ind-

y P - o , fam/tools-resources. Failure to obtain

stay Physician/surgeon fees 0% after deductible Not Covered

* For more information about limitations and exceptions, see the plan or policy document at http://www.swhp.org

Prior Authorization will result in the lesser
of $500 or 50% reduction in benefits, or
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Common '
Medical Event Services You May Need

If you need mental

What You Will Pay

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

Limitations, Exceptions, & Other

Important Information

denial in the case of Health Care Services,
other than Emergency Care, provided by
an In-Network Provider.

. Outpatient services 0% after deductible Not Covered None
health, behavioral
L, 1 s_ubstance Inpatient services 0% after deductible Not Covered None
abuse services
Office visits 0% after deductible Not Covered No charge for prenatal visits; postnatal
visits are covered at the specialist copay.
g::\l/?:;rsth/dehvery professional 0% after deductible Not Covered Depending on tr]e type of services, a _
If you are pregnant copayment, coinsurance, or deductible
may apply.
Ch||<;lb|rth/del|very I 0% after deductible Not Covered None
services
Home health care 0% after deductible Not Covered 60 visit limit per year.
If you need help Rehabilitation services 0% after deductible Not Covered 35 visit limit per year.
recovering or have Habilitation services 0% after deductible Not Covered 35 visit limit per year.
other special health Skilled nursing care 0% after deductible Not Covered 25 visit limit per year.
needs Durable medical equipment 50% after deductible Not Covered None
Hospice services No Charge Not Covered None
o rese Children’s eye exam 0% after deductible Not Covered One exam limit per year.
dental or eye care Children’s glasses Not Covered Not Covered None
Children’s dental check-up Not Covered Not Covered None

Excluded Services & Other Covered Services:

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

e Acupuncture o Infertility treatment ¢ Routine foot care

e Bariatric surgery e long-term care o Weight loss programs
o Cosmetic surgery o Non-emergency care when traveling outside U.S.

e Dental care (Child and Adult) e Private-duty nursing

* For more information about limitations and exceptions, see the plan or policy document at http://www.swhp.org
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Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Manipulative therapy (35 visit limit per calendar year)

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: Scott and White Health Plan, visit http://www.swhp.org , or call 1-800-321-7947; Department of Labor Employee Benefits Security Administration, visit
http://www.dol.gov/ebsa/healthreform , or call1-866-444-EBSA (3272); Department of Health and Human Services, Center for Consumer Information, visit
http://www.cciio.com.gov, or call 1-877-267-2323 x61565; Texas Department of Insurance, visit http://www.tdi.texas.gov, or call1-800-578-4677. 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; Scott and White Health Plan, visit http://www.swhp.org , or call 1-800-321-7947; Department of Labor Employee Benefits Security Administration, visit
http://www.dol.gov/ebsa/healthreform , or call 1-866-444-EBSA (3272); Texas Department of Insurance, visit http://www.tdi.texas.gov , or call 1-800-252-3439.

Does this plan provide Minimum Essential Coverage? Yes

If you don’t have Minimum Essential 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 (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-321-7947.
To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

u
L )

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

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

Peg is Having a Baby

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

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

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

B The plan’s overall deductible $6,450
W Specialist copayment 0%
M Hospital (facility) coinsurance 0%
m Other coinsurance 0%

This EXAMPLE event includes services like:
Sample Care Costs
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 $6,450
Copayments
Coinsurance
What isn’t covered
Limits or exclusions $60
The total Peg would pay is $6,510

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

B The plan’s overall deductible $6,450
M Specialist copayment 0%
M Hospital (facility) coinsurance 0%
M Other coinsurance 0%

This EXAMPLE event includes services like:
Sample Care Costs
Primary care physician office visits
(including disease education)
Diagnostic tests (blood work)
Prescription drugs
Durable medical equipment (glucose

meter)
Total Example Cost $7,389
In this example, Joe would pay:
Cost Sharing

Deductibles $6,116
Copayments

Coinsurance $334

What isn’t covered

Limits or exclusions $55
The total Joe would pay is $6,505

H The plan’s overall deductible $6,450

B Specialist copayment 0%
M Hospital (facility) coinsurance 0%
B Other coinsurance 0%

This EXAMPLE event includes services like:
Sample Care Costs
Emergency room care (including
medical supplies)
Diagnostic test (x-ray)
Durable medical equipment (crutches)
Rehabilitation services (physical

therapy)
Total Example Cost $1,925
In this example, Mia would pay:
Cost Sharing
Deductibles $1,907
Copayments $0
Coinsurance $18
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,925
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English:
ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call 1-800-321-7947 (TTY: 1-800-735-2989). Scott & White
Health Plan complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex.

Spanish:

ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingtiistica. Llame al 1-800-321-7947 (TTY: 1-800-735-2989). Scott

& White Health Plan cumple con las leyes federales de derechos civiles aplicables y no discrimina por motivos de raza, color, nacionalidad,
edad, discapacidad o sexo.

Vietnamese:
CHU Y: Né&u ban ndi Tiéng Viét, c6 cac dich vu hd tro ngdn nglt mién phi danh cho ban. Goi s6 1-800 321-7947 (TTY: 1-800-735-2989). Scott & White Health Plan
tuan thu luat dan quyén hién hanh cda Lién bang va khéng phan biét d6i x(r dua trén chiing tdc, mau da, ngudn gbc qudc gia, do tudi, khuyét tat, hodc gidi tinh.

Chinese
ﬁu%‘%uﬁﬁﬁ?%ﬁ'@qji 1A LA B S E SRR, 58 1-800-321-7947 (TTY : 1-800-735-2989) ., Scott & White Health
Plan SEiE A RO R E R, AR, R Eb‘%mm\ CEH . B M I T AR AT A,

Korean:
T g0 & AFESIA = AT, o] A AH|AE FEE o] 8514 Q54 T 1-800-321-7947 (TTY: 1-800-735-2989) W1 0. = 7 &}-3]]
T4 Al 2. Scott & White Health Plan (=) & AW 31U S 55 AE, IAHA, ZA4 o77) AH, Foll £ AHEE o=

A A ey,

Arabic:
%) 800-321-7947-1 28 ad 2Yaalplel 3 lé 5 W g aule 38 Aaalch aly cdalll 13 ) Tiaadh S5 |3 rals glad

(800-735-2989-1 : 5LSx lLan alica
\} mjd \} \h)é L..Au.u .GJG e ) ‘jy _14.\. \Luu}d UAJJ\LA \me U;s)d _\s)\_uu Scott & Wh|te Health P|an "LU?
T W |5 Ly 15 ko, 15m)
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Urdu:
S\.d-_‘x..gu bl gy w8 Al S o w0 S }LQS}I 233 ‘U:‘Z’T’}EC \JJ}I 2 \§J Al
1-800-321-7947 (TTY: 1-800-735-2989). S _xu
2= S S S5 Bl S - 2843 Ly s 88 WG :J 3L Scott & White Health Plan
SJS\.._Q‘,.}U \Aﬁﬁ\j;\‘)_.\.'\:\\.ds‘s;jw:\\.mljj Q¢ yac (e gl ¢ X & ¢JuiSo a0 g )

Tagalog:

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 1-800-3217947
(TTY: 1-800-735-2989). Sumusunod ang Scott & White Health Plan sa mga naaangkop na Pederal na batas sa karapatang sibil at hindi nandidiskrimina
batay sa lahi, kulay, bansang pinagmulan, edad, kapansanan o kasarian.

French:

ATTENTION: Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-800-321-7947 (ATS: 1-800-7352989).
Scott & White Health Plan respecte les lois fédérales en vigueur relatives aux droits civiques et ne pratique aucune discrimination basée sur la race, la
couleur de peau, I'origine nationale, I'age, le sexe ou un handicap.

Hindi:
eI < R s £ siterd €t STaen FLae o | ST s dandsuersy € 1-800-321-7947 (TTY: 1-800-735-2989) w=ia =i Scott & White Health Plan
TARY BT EefRT TR f3TeIshR T o7 UTeT oheaT 9ofR ST, 4, Tedir e, 31, fiashetiman, & et & tream o v et et 2

Persian:
sk a5 5 S A€ K s o K fgad K0 aial 41-800-321-7947 (TTY: 1-800-735-2989H ~liiaa o8 len 5Sida s dunaaa i shot
a3 )Y a2j o a8 433 5l 3Scott & White Health Plan 13 lasincd 25 6l c@c&\mﬂg&c&uﬁ)ﬁ ca\_‘}i\ul.w_)igg.\.b‘s.@:\%i_,h .Jja%ﬁgd

German:

ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche Hilfsdienstleistungen zur Verfligung. Rufnummer: 1-800-321-7947 (TTY: 1-
800-735-2989). Scott & White Health Plan erfiillt geltenden bundesstaatliche Menschenrechtsgesetze und lehnt jegliche Diskriminierung aufgrund von
Rasse, Hautfarbe, Herkunft, Alter, Behinderung oder Geschlecht ab.
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Guijarati:

~iUoll: %l AN iRl AL 8, Al otvges eiidil Usl2d AR dAHIRL Hz~ GUdsl B, Sot 5 _

1-800-321-7947 (TTY: 1-800-735-2989). Scott & White Health Plan Gllvg; USEl AHAR] allolv s RIAUSIR Sl2AEL AU ~Rldld B ol ~fd,
0L, Al v, mHR, HRSTLAL AU ~EAOlotL A LER GLEGLCL AMCHL xtelcll otell

Russian:

BHUMAHWE: Echm Bbl roBOpUTE Ha PYCCKOM A3bIKE, TO BaM A0CTYMHbI 6ecnnatHble ycayr nepesosa. 3soHute 1-800-321-7947 (tenetaiin: 1-800-735-2989).
Scott & White Health Plan cobntogaeT npumeHumoe deaepasibHoe 3aKOHOAATE/IbCTBO B 061aCTM FpaXKAaHCKMX MPaB U He A0MYCKaeT AUCKPMMUHALUMK MO
NPU3HaKaM pPacbl, LiBETa KOXM, HALMOHAIbHOM NPUHAANEXKHOCTW, BO3pacTa, MHBAZIMAHOCTU UAM NOAa.

Japanese:

HEFH: AAREZHE SNLA5E . BEOSFEIE %2 ZFH W21 £9, 1-800-321-7947

(TTY:1-800-735-2989) % T BEZHIZ T TH#E < 72 & U Scott & White Health Plan (3 ] & 41 2@ FA RAMEE 2 3E5F L. AT Lot
CHEE A REEE IR E S ERA W LER AL

Laotian:

TOKI0: 1999 9 1 MEDMWIFI 290, NMIVO 3 MV BT BAMWIT, 108V ¢ 38 9, ¢ LD WoLLEIK 2. TS 1-800-321-7947 (TTY: 1-800-
735-2989). Scott & White Health Plan Us® 009079001900 90085 0 W o92098nuinmgin B9auly

ccar0 9 2wcuN0eS 915 B LIYPLANREFIO, TIG 0, FION 4D 0, 298, IR NN, B CWO.
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