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

Coverage Period: 01/01/2019 - 12/31/2019
Coverage for: Family | Plan Type: EPO

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

share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call us at 1-855-827-4448. 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 https://member.brighthealthplan.com/ or call 1-855-827-4448 to request a copy.

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?
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$5,500 Individual or
$11,000 Family

Yes. Primary Care, Specialty Care,
Urgent Care, Generic and
Preferred Brand Name
Prescription Drugs, and Pediatric
Dental and Vision are covered
before the deductible.

No.

$7,900 Individual or
$15,800 Family

Premiums, balance-hilling
charges, and health care this plan
doesn't cover.

Yes. See
https://member.brighthealthplan.c
om/ or call 1-855-827-4448 for a
list of network providers.

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 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 don’t 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, 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.

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.

OMB Control Numbers 1545-2229, 1210-0147, and 0938-1146

Released on April 6, 2016 1ofs

31070C0O0010008-00


https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#premium
https://www.healthcare.gov/sbc-glossary/#allowed-amount
https://www.healthcare.gov/sbc-glossary/#balance-billing
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#preventive-care
https://www.healthcare.gov/sbc-glossary/#preventive-care
https://www.healthcare.gov/sbc-glossary/#cost-sharing
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#preventive-care
https://www.healthcare.gov/coverage/preventive-care-benefits/
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#out-of-pocket-limit
https://www.healthcare.gov/sbc-glossary/#out-of-pocket-limit
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#out-of-pocket-limit
https://www.healthcare.gov/sbc-glossary/#network-provider
https://www.healthcare.gov/sbc-glossary/#network-provider
https://www.healthcare.gov/sbc-glossary/#network-provider
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#network
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#network
https://www.healthcare.gov/sbc-glossary/#out-of-network-provider
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#balance-billing
https://www.healthcare.gov/sbc-glossary/#balance-billing
https://www.healthcare.gov/sbc-glossary/#network-provider
https://www.healthcare.gov/sbc-glossary/#out-of-network-provider
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#referral
https://www.healthcare.gov/sbc-glossary/#specialist

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

What You Will Pa Limitations, Exceptions, & Other Important

Common

Medical Event Services You May Need

Information

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

Primary care visit to treat an

. s - $40 copay/visit Not Covered None
If you visit a health injury or illness
care provider’s office | Specialist visit $75 copay/visit Not Covered None
or clinic i '
_Preven_tlvg care/screening/ No charge Not Covered None
immunization
Diagnostic test (x-fay, blood 40% coinsurance Not Covered None

If you have a test

If you need drugs to
treat your illness or
condition

work)

Imaging (CT/PET scans, MRISs)

Generic drugs

Preferred brand drugs

40% coinsurance
$25 copay/prescription
$100 copay/prescription

Not Covered
Not Covered

Not Covered

Services require pre-authorization.

Covers up to a 30-day supply (retail
prescription); 31-90 day supply (mail

order prescription). Copay shown is per retall

prescription. Mail Order cost is 2.5 times the

More information about = Non-preferred brand drugs 40% coinsurance Not Covered ; . o
orescription drug Retall cost. Some.speualty.medlcatlons are
coverade is available at available in other tiers. Review our formulary
https://member.brighthe | Specialty drugs 40% coinsurance Not Covered at https://member.brighthealthplan.com to

determine what tier your specialty medication

althplan.com/. falls in.

Facility fee (e.g., ambulatory

If you have outpatient 40% coinsurance Not Covered Services require pre-authorization.

suraer surgery center)
gery Physician/surgeon fees 40% coinsurance Not Covered Services require pre-authorization.
Emergency room care 40% coinsurance 40% coinsurance None
i you need 'm!‘“ed'ate Emerqency DG 40% coinsurance 40% coinsurance None
medical attention transportation
Urgent care $75 copaylvisit $75 copay/visit None

Facility fee (e.g., hospital room) | 40% coinsurance Not Covered Services require pre-authorization.

If you have a hospital

stay Physician/surgeon fees 40% coinsurance Not Covered Services require pre-authorization.
If you need mental 0 : : -

. utpatient services $75 copay/visit Not Covered None
health, behavioral > by
health, or substance _ _ o _ _ o
abuse services Inpatient services 40% coinsurance Not Covered Services require pre-authorization.

* For more information about limitations and exceptions, see the plan or policy document at https://member.brighthealthplan.com/. 20f5
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Common : :
Medical Event Services You May Need What You Will Pay

If you are pregnant

If you need help
recovering or have
other special health
needs

If your child needs
dental or eye care

Office visits

Childbirth/delivery professional
services

Childbirth/delivery facility
services

Home health care

Rehabilitation services

Habilitation services

Skilled nursing care

Durable medical equipment
Hospice services

Children’s eye exam

Children’s glasses

Children’s dental check-up

40% coinsurance

40% coinsurance
40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance
40% coinsurance

No charge

No charge up to the
provider’s contracted
amount.

No charge

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered
Not Covered
Not Covered

Not Covered

No charge

Limitations, Exceptions, & Other Important

Information

None

Delivery stays exceeding 48 hours for vaginal
deliver or 96 hours for a cesarean delivery
require pre-authorization.

Limited to 28 hours per week.
Services require pre-authorization.
Combined Network/Non-Network
limit of 20 therapy visits per year for
speech therapy.

Combined Network/Non-Network
limit of 20 visits per therapy type for
physical therapy and occupational
therapy.

Not limited for children up to age 5
with congenital defects;

No therapy limitation for autism.
Limited to 100 days per year.
Services require pre-authorization.
Services require pre-authorization.
Services require pre-authorization.

Limited to 1 exam per year.

Limited to 1 pair of glasses, including frames
and lenses or contact lenses, every 2 years.

Refer to the Schedule of Benefits for covered
services and limitations.

* For more information about limitations and exceptions, see the plan or policy document at https://member.brighthealthplan.com/. 30f5
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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 Abortion (except in cases of rape, incest, or when e  Dental Care (Adults) e Routine eye care (Adults)
the life of the mother is endangered) e Long Term Care e Routine foot care

e Acupuncture e Non-emergency care when traveling outside the e  Weight loss programs

e Cosmetic Surgery U.S.

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

e Bariatric Surgery e Hearing Aids : :

e Chiropractic Care e Infertility Treatment *  Private-duty nursing

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. You may contact your state insurance
department at 303-894-7499 or Toll Free 1-800-930-3745 or via FAX 303-894-7455 or e-mail at insurance@dora.state.co.us. Other coverage options may be
available to you too, including buying individual insurance coverage through Connect for Health Colorado. For more information about the Connect for Health
Colorado, visit www.connectforhealthco.com or call 1-855-PLANS-4-YOU.

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: Bright Health at www.brighthealthplan.com or 1-855-827-4448.

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 1-855-827-4448.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-855-827-4448.

Chinese (H132): a2 75 2 rh ey #38), OOFT04 5[0 1-855-827-4448.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-855-827-4448.

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 https://member.brighthealthplan.com/. 40f5
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About these Coverage Examples:

Y 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

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

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

hospital delivery)

® The plan’s overall deductible $5,500
W Specialist copayment $75
M Hospital (facility) coinsurance 40%
B Other coinsurance 40%

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 $12,800
In this example, Peg would pay:
Cost Sharing

Deductibles $2,940

Copayments $0

Coinsurance $4,960

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $7,960

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

controlled condition)

m The plan’s overall deductible $5,500
W Specialist copayment $75
M Hospital (facility) coinsurance 40%
B Other coinsurance 40%

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 $7,400
In this example, Joe would pay:
Cost Sharing

Deductibles $1,120

Copayments $2,550

Coinsurance $740

What isn't covered
Limits or exclusions $60
The total Joe would pay is $4,470

up care)
® The plan’s overall deductible $5,500
W Specialist copayment $75
M Hospital (facility) coinsurance 40%
B Other coinsurance 40%

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 $1,925
In this example, Mia would pay:
Cost Sharing
Deductibles $980
Copayments $230
Coinsurance $650
What isn't covered
Limits or exclusions $0
The total Mia would pay is $1,860
50f5
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Colorado Supplement to the Summary of Benefits and Coverage Form

INSURANCE COMPANY NAME

Bright Health Plan

NAME OF PLAN

Silver Direct

1. Type of Policy

Individual Policy

2. Type of plan

Exclusive Provider Organization (EPO)

available.

3. Areas of Colorado where plan is

Arapahoe, Boulder, Broomfield, Denver, Douglas, El Paso, Jefferson and Summit Counties.

SUPPLEMENTAL INFORMATION REGARDING BENEFITS

Important Note: The contents of this form are subject to the provisions of the policy, which contains all terms, covenants and conditions of coverage. It
provides additional information meant to supplement the Summary of Benefits of Coverage you have received for this plan. This plan may exclude coverage
for certain treatments, diagnoses, or services not specifically noted. Consult the actual policy to determine the exact terms and conditions of coverage.

Description

4. Annual Deductible Type

INDIVIDUAL — The amount that each member of the family must meet prior to claims being paid. Claims will not be
paid for any other individual until their individual deductible or the family deductible has been met.

FAMILY — The maximum amount that the family will pay for the year. The family deductible can be met by 2 or
more individuals.

5. Out-of-Pocket Maximum

INDIVIDUAL — The amount that each member of the family must meet prior to claims being paid at 100%. Claims
will not be paid at 100% for any other individual until their individual out-of-pocket or the family out-of- pocket has
been met.

FAMILY — The maximum amount that the family will pay for the year. The family out-of-pocket can be met by
2 or more individuals.

6. What is included in the In-
Network Out-of-Pocket
Maximum?

Any out-of-pocket expenses for In-Network Covered Health Services, including Deductible, Copayment and
Coinsurance amounts.

7. s pediatric dental
covered by this plan?

Yes, pediatric dental is covered at 100% of allowable charges.

8. What cancer screenings
are covered?

Mammogram, Pap, PSA, and Colorectal cancer screening

BHCO0004-0418
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USING THE PLAN

IN-NETWORK OUT-OF-NETWORK
9. If the provider charges more for a covered service than the plan normally No Yes
pays, does the enrollee have to pay the difference?
10. Does the plan have a binding arbitration clause? Yes

Questions: Call 1-855-827-4448 or visit us at www.brighthealthplan.com.

If you are not satisfied with the resolution of your complaint or grievance, contact:

Colorado Division of Insurance

Consumer Services, Life and Health Section 1560
Broadway, Suite 850, Denver, CO 80202

Call;: 303-894-7490 (in-state, toll-free: 800-930-3745)
Email: dora_insurance@state.co.us

Si desea mas informacién en espafiol sobre la cobertura y los precios, puede obtener los formas del plan o términos de la pdliza, llamandonos al

1-855-827-4448.
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Language Assistance Services
If You or someone you're helping has questions about Bright Health, You have the right to get help and
information in Your language, at no cost. To talk to an interpreter, call (855) 827-4448.

Spanish

Si usted, o alguien a quien usted esta ayudando, tiene preguntas acerca de Bright Health, tiene derecho
a obtener ayuda e informacién en su idioma sin costo alguno. Para hablar con un intérprete, llame al
(855) 827-4448.

Vietnamese

Néu quy vi, hay ngudi ma quy vi dang gitp d&, cé cau hdi vé Brlght Health, quy vi s& c6 quyén duwoc
gilp va c6 thém théng tin bang ngdn ngir ctia minh mién phi. D& néi chuyén véi mét théng dich vién, xin
goi (855) 827-4448.

Chinese

R, EE%@IETT%;BM@%#% HRAREASBMIE BHHI4L T8 Bright Health F EHIRIRE, AR
FARELUGHBESINEMIGAR, A (HEE, HBEE [FLEART (855)827-4448,

Korean
okok 1ot EE= 7 &0 A= OfH AFEHO| Bright HealthOf] 2+si{A| Z-20| QICHH Fst= d2{st =1t
HEE ool A0Z2 H EFel0] ¥ 2 &= A A7t ASLICH DA SHALR 0§ 7|8H7| lsiM &=

18 £H
(855) 827-4448 2 HE}SHAA L.

=
e

Russian

Ecnu y Bac unu nuua, KOTopomy Bbl MOMOraeTe, MMetoTcs Bonpockl No nosody Bright Health, 1o Bl
umeeTe npaBo Ha BecnnaTHoe nonyyYeHne NOMoLM U HOpPMaLmM Ha BalleM A3blke. [Ins pasroBopa ¢
nepeBOAYMKOM NO3BOHUTE MO TenedoHy (855) 827-4448.

Ambharic
ACNPT MEI® ACNP P PthF 9IANNT NA Bright Health mf% hATUT PA 9192 N&P NRILP ACSFT ABLE
P95t ANt AATU: NANHCATR, JC AGRYICE (855) 827-4448 £2M-fx

Arabic
U sad Al sae s (e ool ff dlal S o) Bright Healthe < slaall s sacbusall e Jsasll 3 3all clali
@ il aa yie pe Gaaill AASSAY) (553 e ialy &y ) 5yl )855) 827-4448.

German

Falls Sie oder jemand, dem Sie helfen, Fragen zum Bright Health 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 (855) 827-4448 an.

BHCO0007-0417
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French

Si vous, ou quelqu'un que vous étes en train d'aider, a des questions a propos de Bright Health, vous
avez le droit d'obtenir de I'aide et I'information dans votre langue a aucun codt. Pour parler a un
interpréte, appelez (855) 827-4448.

Nepali

g qurg 3% A1 A STl & ,dr ﬁ?ﬂ% Aed It
H 3T 1 HIGHTSTHT G- Y[ech FEIAdT d1 SHDRI U3 3fEPR B |
827-4448 W1 BH o, 81 |

S0gI8" @, Bright Health SRURYTE &+
LAY @ERUReR) W ROFAR(655)

Tagalog

Kung ikaw, o ang iyong tinutulangan, ay may mga katanungan tungkol sa Bright Health, may karapatan
ka na makakuha ng tulong at impormasyon sa iyong wika ng walang gastos. Upang makausap ang isang
tagasalin, tumawag sa (855) 827-4448.

Japanese

CARAG., FEEBEHOEDOEY DA TH, Bright HealthlIZDW T ZBMA S EWELIZS, CHFED
BETHR—FEZHEY., FTHREAFLEYTHIIENTEET, BEEIMIMNY FEHA, BREBEE
INDBIGE. (855)827-4448F THEFES =LY,

Cushite-Oromo

Isin yookan namni biraa isin deeggartan Bright Health irratti gaaffii yo qabaattan, kaffaltii irraa bilisa haala
ta’een afaan keessaniin odeeffannoo argachuu fi deeggarsa argachuuf mirga ni gabdu. Nama isiniif ibsu
argachuuf, lakkoofsa bilbilaa (855) 827-4448 tiin bilbilaa.

Persian
A)sa 33 Jlsm ¢ wSae S8 i aS WS sl..d)i\ Bright Health ¢« S 48 a )l | o) G adly adila
il Juals (ulad). 855) 827- 4448 e il pa g8l Hsh 4 ) asa gl 4 el

Kru

| bale we, tole mut u ye hola, a gwee mbarga inyu Bright Health, U gwee Kunde | kosna mahola ni
biniiguene | hop wong nni nsaa wogui wo. | Nyu ipot ni mut a nla koblene we hop, sebel (855)
827-4448.

Ibo
O buru gi, ma o bu onye | na eyere-aka, nwere ajuju gbasara Bright Health, | nwere ohere iwenta nye
maka na omuma na asusu gi ha akwu gi ugwo. | choro | kwuru onye-ntapia okwu, kpo (855) 827-4448.

Yoruba

Bi iwo, tabi enikeni ti o n ranlowo, ba ni ibeere nipa Bright Health, o ni eto lati ri iranwo ati ifitoniléti gba
ni edeé re laisanwé. Lati b4 ongbufo kan soro, pé sori (855) 827-4448.

BHCO0007-0417
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