Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2020 - 12/31/2020
Bright Health: Bronze Plus Plan

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 1-866-239-7194. 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 1-866-239-7194 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?

$5,900 Individual or
$11,800 Family

Yes. Primary Care, some Prescription
Drugs, Urgent Care, and Pediatric
Dental and Vision care are covered
before the deductible.

No.

$8,150 Individual or
$16,300 Family

Premiums, balance-billing charges,
and health care this plan doesn’t
cover.

Yes. See
https://member.brighthealthplan.com
or call 1-866-239-7194 for a list of
network providers.

No.

BHTN0003-0619; 97906TN0010025_01

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

Common SRRV Network P ‘_’:hat Y°”3N't" ?aN I Limitations, Exceptions, & Other
Medical Event y CLWOrK Frovider uEoFINGIWOrK Frovider Important Information
You will pay the least You will pay the most

Primary care visit to treat an $30 first 2 visits, then

0
If you visit a health injury or illness 40% after deductible Not Covered $30 first 2 visits, then 40% after deductible
care provider’s office = Specialist visit 40% coinsurance Not Covered None
or clinic ' '
.P reveqtlvg LS AT No charge Not Covered None
immunization
Diagnostic test (x-ray, blood 40% coinsurance Not Covered None
If you have a test work)
Imaging (CT/PET scans, MRIs) | 40% coinsurance Not Covered Services require pre-authorization.
If you need drugs to Generic drugs $2§ copay/prescrlptlon Not Covered Coverg up tg a 30-day supply (retalll
Preferred brand drugs 40% coinsurance Not Covered prescription); 31-90 day supply (mail order

treat your illness or
condition Non-preferred brand drugs 40% coinsurance Not Covered
More information about
prescription drug
coverage is available at
https://member.brighthe

althplan.com

prescription). Copay shown is per retail
prescription. Mail Order cost is 2.5 times the
Retail cost. Some specialty medications are
available in other tiers. Review our formulary
Specialty drugs 40% coinsurance Not Covered at https://member.brighthealthplan.com to
determine what tier your specialty
medication falls in.

Facility fee (e.g., ambulatory

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

surgery Physician/surgeon fees 40% coinsurance Not Covered Services require pre-authorization.
Emergency room care 40% coinsurance 40% coinsurance None

If . . Emerqency Dz 40% coinsurance 40% coinsurance None

you need immediate | transportation

medical attention Copay applies to facility charges. Ancillary

Urgent care $75 copay/visit 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) | 40% coinsurance Not Covered Services require pre-authorization.
stay Physician/surgeon fees 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




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

Common Limitations, Exceptions, & Other Important
Services You May Need What You Will Pay .
Medical Event Information

If you need mental
health, behavioral
health, or substance
abuse services

If you are pregnant

If you need help
recovering or have
other special health
needs

If your child needs
dental or eye care

Outpatient services

Inpatient services

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

40% coinsurance
40% coinsurance

No charge

Covered in full 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
Not Covered

Not Covered

No charge

None

Services require pre-authorization.
None

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

Limited to 60 visits per calendar year.

Services require pre-authorization.

Limited to 20 Habilitative Outpatient Therapy
visits per type per calendar year and 20
Rehabilitative Outpatient Therapy visits per type
per calendar year.

Visit limit is combined for all diagnoses, including
autism.

Services require pre-authorization.

Limited to 60 days per calendar 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 per calendar year,
including frames and lenses; or a one-year supply
of contact lenses per calendar year.

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 30of5




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, orwhen 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 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 http://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 1-866-239-7194.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-239-7194.
Chinese (F137) @ R FHFZE A SCAFER), HIRITIXA 50 1-866-239-7194.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-866-239-7194.

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 40of 5




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-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

B The plan’s overall deductible $5,900
M Specialist copayment 40%
W 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 $3,190
Copayments $0
Coinsurance $4,960
What isn’t covered
Limits or exclusions $60
The total Peg would pay is $8,210

B The plan’s overall deductible $5,900
M Specialist copayment 40%
W 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 $3,430
Copayments $1,015
Coinsurance $2,285
What isn’t covered
Limits or exclusions $55
The total Joe would pay is $6,785

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

care)
B The plan’s overall deductible $5,900
M Specialist copayment 40%
W 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 $1,155

Copayments $0

Coinsurance $770

What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,925
50f5
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Nondiscrimination Notice and Assistance with Communication

Bright Health does not exclude, deny benefits to, or otherwise discriminate against any individual on the basis
of sex, age, race, color, national origin, or disability. “Bright Health” means Bright Health plans and their
affiliates, which are listed below.

Language assistance and alternate formats:
Assistance is available at no cost to help you communicate with us. Services include, but are not limited to:

e Interpreters for languages other than English;
o Written information in alternative formats such as large print; and
e Assistance with reading Bright Health websites.

To ask for help with these services, please call the Member Services number on your member ID card.

If you think that we failed to provide language assistance or alternate formats, or you were discriminated
against because of your sex, age, race, color, national origin, or disability, you can send a complaint to:

Bright Health Civil Rights Coordinator
Bright Health
P.O. Box 16275
Reading, PA 19612-6275
Phone: (844) 202-2154
Email: OAG@brighthealthplan.com

You can also file a complaint with the U.S Dept. of Health and Human Services, the Office of Civil Rights:

Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html
Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)

Mail: U.S Dept. of Health and Human Services, 200 Independence Avenue,
SW Room 509F, HHH Building, Washington, D.C. 20201

If you need help with your complaint, please call the Member Services number on your member ID card. You
must send the complaint within 60 days of discovering the issue.

Language Assistance and Alternate Formats

This information is available in other formats like large print. To ask for another format, please call the Member
Services number on your member ID card.

ALL100-IFP-LTR-3534 (Updated 7/16/2019)
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Language Assistance and Alternate Formats
This information is available in other formats like large print. To ask for another format, please call the Member
Services number on your member ID card.

English

Arabic

Chinese (S)

French

German

Greek

Italian

Japanese

Korean

Polish

Portuguese

Russian

Spanish (US)

Tagalog

ATTENTION: If vou speak a language other than English, language assistance services, free
of charge, are available to you. Call the Member Services number on your ID card.
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ATTENTION : 51 vous parlez une autre langue que 1'anglais, des services d’assistance
linguistique sont mis gratuitement a votre disposition. Appelez le numeéro des services aux
membres figurant sur votre carte d identification.

ACHTUNG: Falls Sie eine andere Sprache als Englisch sprechen, steht Ihnen sine kostenfreie
fremdsprachliche Unterstiitzung zur Verfiigung. Wihlen Sie die Mitgliederservice-Nummer auf
[hrer ID-Karte.

[MTPOZOXH: Av puihdte wanola vAMooo SO@opETIKT ard To Ayylakd, Hupé;rowm bopedv
VN PECLEs YOOI Ennﬁsmc Kaiéote Tov uptﬂp{: tou Tunpato: Yanmpecwov Meiovog
(Member Services) mov avaypdeetal oty Tavtotnte oo (1D card).

ATTENZIONE: se parla una hingua diversa dall’ inglese, sono disponibili servizi di
assistenza linguistica gratuiti. Chiami 11 numero Member Services che trova sulla Sua tessera
identificativa.
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UWAGA: Jesh nie mowisz po angielsku, mozesz skorzystac z darmowych uslug
thumaczemowvych. Zadzwon na numer obshigi podany na twoje) karcie identvfikacyine;.

ATENCAOQ: Se falar um idioma que nio o mgle'; estdo disponivets servigos gratuitos de
assisténcia de 1dioma para s1. Contacte o niimero de servicos para membros no seu cartio de
identificacio.

BHHMAHHE: ecnu BEI He TOBOPHTE Ha AHIIHHCKOM A3BIKS, BBl MOKESTE BOCIOIB30BATECA
DEeCIUTATHEIMH VCIVIaMH S3RIKOBOH mongeps:kiH. [lossounTte 8 Oroen obcayaHBaHHa
VHIACTHHEOE MPOTPaMMEI IIo Tele(oHY, YEAZaHHOMY Ha Bamlell HIeHTHOHEAITHOHHOH
KapTOIKE.

ATENCION: $i no habla mgleﬁ tiene a su disposicion servicios gratuitos de asistencia

lingiiistica. Comuniquese al mimero de Servicios para miembros que figura en su tajeta de ID.

PAATALA: Kung nagsasalita ka ng 1sang wika bukod sa Ingles, magagamit mo ang mga
serbisyong tulong sa wika nang walang bayad. Tumawag sa numero ng Member Services na
nasa 1vong 1D card.
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Vietnamese E'HL Y- Néu ban no1 mot the tleng nao khac ng-::m tlengAnh ban sé& duoc cap cac dich vu
hé tro ngdn ngir mién phi. Goi s6 Dich vu Héi vién trén Thé ID cia ban.

Navajo Shooh: Bilagaanaa bizaad doo doohts’a’go6. ata™hane’. t"aa niik’eh. nika adoojahigii holo.
Naaltsoos bee eedahozin bikaa’ béésh bee hane’ bika'igii bich’y” hodiilnih.
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Cushite-Oromo  XIY YEEFFANNOO: Afaan Ingiliziin ala afaan kan biraa kan dubbattu voo ta’e,
tajaajilliwwan gargaarsa afaanii. kan tolaa, siif ni jiru. Kaardin Waragaa-eenyummeessaa
keerra kan jiru lakkoofsa Tajaajilawwan Miseensaatti bilbali.

French Creole ATANSYON : 51w pale von 1ot lang ke Angle. gen sévis éd lengwistik ki disponib pou w
gratis. Rele nimewo Sévis pou manm yo nan kat idantite w la.

Gujarti wllel WL %] X 240)%) [Rctaiell o2t sleF el ool el dl dxL H2 el
sl Al [(:965 Gueletl &, dHRL 2USS] 518 UR 3¢l deels(l Aol v
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Hindi ST & ATE 3T SIS & el FIS Hed AT dleld §, ol 39 Tow Jvd #
HTST FEHEIT HalT ITeled g T HEST &% O 8T 30 9eEd &aT A< W
FicT Tl

Hmong TUA Z00O SAIB: Yog tias koj hais 1b hom lus dhau ntawm lus As Kiv, muaj cov kev pab cuam

txhais lus uas tsis xam ngi dab tsi rau koj tau siv. Hu rau Lub Chaw Pab Cuam Tswv Cuab tus
nab npawb xov tooj nvob ntawm koj daim npav ID.
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Kru / Bassa YILE: I balé u mpot hop umpé ebes Ngissi, bot ba nhola mi1 kobol mahop bayé ha 1 nyuu vod.
ngui nsaa wogui wo. Sebel Ndap Mahola 1 nyuu Mbon 1 nsinga 1 vé ntilgaga munu 1 Kat von 1
Mbon.

Kurdish
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Laotian Tuogau: namaubawagaduusnaanuagans9gfio, naudanaugos ifiisaauaagail
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Mon-Khmer BUHIEANE (Uass i AgARwwAM anmgh ATHmanEhE A 1R
SEWMANNWHARAIG AW B AS{EIUHNAHAT AIBSIRINIFIIUS AN U
putn B ATE e SR G M A I E NGB RIIU AEA
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Persian Farsi
Al 2 bad ol Bl sk b (Sl Class 0 e Cusia B 5 e 034048 S psa g2 4
b b oA G G IS 255 2 se (dlmel Dllans o jlad by skl ol (ol 0
Serbo-Croatian  PAZNJA: Ako govorite neki drugi jezik osim engleskog, dostupne su vam besplatne usluge
za jezicnu pomoc. Pozovite broj sluzbe za élanove na vasoy licnog karta.

Synac
losiay Zasaisog oo (a8 wa S ) S @ e VL) LS (B! 8y 08 el
(Member Services) L%, [faxiwsé [iio ofeds widab wido adh (5] Iy adlend N3,
. [ 5 " 2l = L ot = - -
Thai iaAInTL: wnaaldamaunbildamdaenge 1dusnsaYydamaan 19 1E
dalvunanlaglianaldanals 9 daaavunmanbivinsaudniniasdszddinadnn
Turkish DIKKAT: Ingilizce haricinde bir dil kenusuyorsamz, dil vardim hizmetlerinden ticretsiz
olarak faydalanabilirsiniz. Kimlik kartinizin fizerindeki numaradan Uve Hizmetlerini arayin.
Ukrainian YBATA: AKmo BH He PO3MOBIAETe AHIMIACEKOK, TO MOKETe CKOPHCTATHCA De3KOIITOBHHMH

MOCTYTAMH MOBHOI MIOTPHMEH. 3aTeredoryiTe Jo Bigaumny obcIyToEYEAHHA VIACHHKIR
OporpaMH 3a TeasdoHoM, BKASAHHM Ha Balmil 17eHTHG KA I KapTIl.



