Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2019 - 12/31/2019
Bright Health: Bronze HSA 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 1-866-238-7195. 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 1-866-238-7195 to request a copy.

Important Questions Why This Matters:

Generally, you must pay all of the costs from providers up to the deductible amount before this

What is the overall $6,750 Individual or plan begins to pay. If you have other family members on the plan, each family member must
deductible? $13,500 Family meet their own individual deductible until the total amount of deductible expenses paid by all

family members meets the overall family deductible.

Are there services

covered before you meet | No. You will have to meet the deductible before the plan pays for any services.
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 | $6,750 Individual or
limit for this plan? $13,500 Family

Premiums, balance-billing
charges, and health care this plan Even though you pay these expenses, they don’t count toward the out—of-pocket limit.
doesn’t cover.

What is not included in
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

Yes. See
Will you pay less if you https://member.brighthealthplan.com/
use a network provider? | or call 1-866-238-7195 for a list of

ot B, services (such as lab work). Check with your provider before you get services.
Do you need a referral to No. You can see the specialist you choose without a referral.

see a specialist?
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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.

Common SRV 5 _\(/that You Will F;a < Provid Limitations, Exceptions, & Other Important
Medical Event y NetV\_/or Provider Out-o -Networ Provider et
You will pay the least

!;nn;aryr ﬁf:e visitto treat an $0 after deductible Not Covered None
If you visit a health Injury Or Fin€ss
care provider’s office | Specialist visit $0 after deductible Not Covered None
or clinic : -

.P Ll EAE STy No charge Not Covered None

immunization

Diagnostic test (x-fay, blood $0 after deductible Not Covered None
If you have a test work)

Imaging (CT/PET scans, MRIs) | $0 after deductible Not Covered Services require pre-authorization.
Ifyou need drugs to | Generic drugs $0 after deductible Not Covered Covers up to a 30-day supply (retail
treat your illness or _ prescrlptlon)_; 3_1-90 day supply (mr;ul .
condition Preferred brand drugs $0 after deductible Not Covered order prescription). Copay shown is per retail
More information about = Non-preferred brand drugs $0 after deductible Not Covered prescription. Mal Order cost s 2.5 times the

Retail cost. Some specialty medications are
available in other tiers. Review our formulary
at https://member.brighthealthplan.com to
determine what tier your specialty medication

prescription drug

coverage is available at

https://member.brighthe = Specialty drugs $0 after deductible Not Covered
althplan.com/.

falls in.
If you have outpatient Ejfgiitr};fgsn(tee.rg)% ambulatory $0 after deductible Not Covered Services require pre-authorization.
surgery Physician/surgeon fees $0 after deductible Not Covered Services require pre-authorization.
Emergency room care $0 after deductible $0 after deductible None
e $0 after deductible | $0 after deductible None

If you need immediate transportation

medical attention Copay applies to facility charges. Ancillary

Urgent care $0 after deductible Not Covered charges such as lab or x-ray services will apply
the plan’s deductible and coinsurance.
If you have a hospital Facility fee (e.g., hospital room) | $0 after deductible Not Covered Services require pre-authorization.
stay Physician/surgeon fees $0 after deductible 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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M 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

Services You May Need Network Provider Out-of-Network Provider
You will pay the least [

Common
Information

Medical Event

If you need mental

health. behavioral Outpatient services $0 after deductible Not Covered None
health, or substance . . , , . o
abuse services Inpatient services $0 after deductible Not Covered Services require pre-authorization.
Office visits $0 after deductible Not Covered None
If you are pregnant ggrl\ll?f ;r;h/dellvery professional $0 after deductible Not Covered Delivery stays exceeding 48 hours for vaginal
Childbirth/delivery facilit deliver or 96 hours for a cesarean delivery
: y y $0 after deductible Not Covered require pre-authorization.
services
Home health care $0 after deductible Not Covered L|m|t_e dio 60 VISILS per Ca'ef‘da_f year.
Services require pre-authorization.
Limited to 20 Habilitative Outpatient Therapy
I . . visits per type per calendar year and 20
Rehabilitation services $0 after deductible Not Covered Rehabilltative Outpatient Therapy visits per
type per calendar year.
If you need help
recovering or have Visit limit is combined for all diagnoses,
other special health Habilitation services $0 after deductible Not Covered including autism.
needs
Services require pre-authorization.
Skilled nursing care $0 after deductible Not Covered L|m|tg d1o 60 Qays per calendar year.
Services require pre-authorization.
Durable medical equipment $0 after deductible Not Covered Services require pre-authorization.
Hospice services $0 after deductible Not Covered Services require pre-authorization.
Children’s eye exam No charge Not Covered Limited to 1 exam per year.
_ Limited to 1 pair of glasses per calendar year,
If your child needs Children’s glasses $0 after deductible Not Covered including frames and lenses; or a one-year
dental or eye care supply of contact lenses per calendar year.
Children’s dental check-up No charge Not Covered 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  Cosmetic Surgery e  Private-duty nursing

the life of the mother is endangered) e Dental Care (Adults) e Routine eye care (Adults)
e Acupuncture e Long Term Care e Weight loss programs
e Bariatric Surgery e Non-emergency care when traveling outside the U.S.

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

e Chiropractic Care o Infertility Treatment (diagnosis only) e Routine foot care (when provided in connection
e Hearing Aids (limited to members under age 18) to treatment of diabetes only)

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: Tennessee Department of Commerce and Insurance at 1-800-342-4029. 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: Tennessee Department of Commerce and Insurance at 1-800-342-4029.

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 1-866-238-7195.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-238-7195.
Chinese (F130): anRFFEH xry#38), OOFT04 %0 1-866-238-7195.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne" 1-866-238-7195.

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)

m The plan’s overall deductible $6,750
M Specialist coinsurance 0%
M Hospital (facility) coinsurance 0%
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 (ultrasounds and blood work)
Specialist visit (anesthesia)

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

Deductibles $6,750

Copayments $0

Coinsurance $0

What isn't covered
Limits or exclusions $60
The total Peg would pay is $6,810

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

controlled condition)

® The plan’s overall deductible $6,750
W Specialist coinsurance $29%
M Hospital (facility) coinsurance 0%
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 (glucose meter)

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

Deductibles $6,750

Copayments $0

Coinsurance $0

What isn't covered
Limits or exclusions $60
The total Joe would pay is $6,810

up care)
W The plan’s overall deductible $6,750
M Specialist coinsurance 0%
M Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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 $1,925
Copayments $0
Coinsurance $0
What isn't covered
Limits or exclusions $0
The total Mia would pay is $1,925
50f5
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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
866-283-9427.

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 866-283-9427.

Arabic
o sady Aiud saelus (add sl ol @bl oIS o) Bright Healthe saclud) e J seanll 8 3al) elali
9427-283-866 « Juail ax sia pe Gaaill, QA4 (93 (e izl 4y ) 9 piall Silaglaall,

Chinese

MR%E, HZEEEGENER, FEEANR[IEASBMIER 48 Bright Health 75 T B R RE
RAEMNGRELUGHBESIEMIIAR, SR uPEs, BERESE [(FLEART

866-283-9427,

Viethamese

Neu quy vi, hay ngwdi ma quy vi dang giup d&, c6 cau hdi vé Bright Health, quy vi sé c6
quyén dwoc gitp va c6 thém théng tin bang ngén ngir cia minh mién phi. D& noéi
chuyén vé&i mét théng dich vién, xin goi 866-283-9427.

Korean

3hoF Bt S BT B U OfT AFRHO| Bright HealthOfl 26 A 2 20| QAT
o= Azt =210t HEE F5te| 0= H| & FEHQI0| E= = U= A7t

USLICH DA SHALRL O 7|5H7| fi A= 866-283-9427 2 T3S A2,

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 l'aide et l'information dans votre langue a aucun
co(t. Pour parler a un interpréte, appelez 866-283-9427.

Laotian

7w, mE & ‘L) ‘g N 9F 95 oecwT ©, » ""a‘m‘w:r"r yory UBright
Health, u3 20WL ! 30 P nenld & VNIV o’ BAEE »H VB 10IFIVY VLY
VWIFIZOYUF 2D HVL) € v?a. F BNIVIS D LI UD‘)E)&)‘?S‘),(ZU} tvma 866-283-

9427.

Ambharic
RCAPT MLIR ACHP P Pttt SIAATE NA Bright Health M P hATU-E PATRYIR N&EP N2 ILP ACRFS
/8 0a9e) Tt aF AT NANTCAT, JC AR I 866-283-9427 £ LM s
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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 866-283-9427 an.

Gujarati

o) dil Wedl di sloa Hee s eolols AUl <l S84 [amﬂau s AsHol 515 ol HUS
1] (a9l wsll €1R dl dMel Hee WA U sl AN o) 24[E52 D. A Wl [@el dH 2] ey Y
SO UH ST ASR Y. & ANl [0d 5R U 2,3l [AS] & Wa 5] R T UR 514 531,

Japanese

CARANER, EIEEEHRDOBEDEY DA TE. Bright HealthlZDW T ZERBIANA T S LVE
Lz, CHFEDEBTHR—FZZ2HY., BHREAFLIEYTEENTEET,
HEIEIMDY FEFBA, BREBEINDIES. 866-283-9427F THBIEL =LY,

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 866-283-9427.

Hindi

aﬁ&rrw T 39 gRoT Feadel e S Y80 $Hdl oddd @ Bright Health &
TR 7 usmg;;;;a‘r&rrqa? ol 30T HoT¥aT | HWH::::::G—S’]TIHT@?
¥g Aol Jollid B0 $ol WT-2HoR ol fdcl Ty « k

foTT ,866-283-9427 W Hol 2

o P |

Russian

Ecnn y Bac unu nuuya, KoTopoMy Bbl NOMOraeTe, UMeTCA BONpock! No nosoay Bright
Health, To BbI UMeeTe npaBo Ha GecnnaTHoe NonyyYeHne NOMOLLM N MHOPMaLUK Ha
BalleM A3bike. [1ns pasroBopa ¢ nepeBogYMKOM NO3BOHUTE MO TenedoHy 866-283-
9427.

Persian
3yse 3 e ¢ 2e S ol 43 Ll aS S L el &1 Bright Health « <SS 48 ay jla 1 o) s 2l 4sdi
alai Juala i, 9427-283-866 wiai il yn I8l Sska4n 1 253 gl 4 Gle Wl



