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

Moda Health Plan, Inc.: PEBB - +100 Synergy Part Time Non-HEM Plan

Coverage Period: 01/01/2021 — 12/31/2021
Coverage for: Family | Plan Type: PPO CCM

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
M8  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, contact Moda Health at
www.modahealth.com or by calling 1-844-776-1593. 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 www.healthcare.gov/sbc-glossary or call 1-844-776-1593 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?

For network providers $600 individual / $1,800 family; for out-of-
network providers $1,100 individual / $3,300 family

Yes. Examples of some services: In-network preventive care,
chronic condition visits, e-visits, outpatient mental health, chemical
dependency and diabetes services, maternity professional services,
outpatient diagnostic x-rays and labs, self-administered chemo,
nutritional therapy, breastfeeding support, and the first four primary
care visits, as well as in and out of network hospice care, routine
nursery care, diabetic supplies, and breastfeeding supplies are
covered before you meet your deductible. Copayments do not count
toward your deductible.

Yes. $50 individual / $150 family for generic and brand prescription
drugs.

For network providers $2,500 individual / $7,500 family; for out-of-
network providers $6,000 individual / $18,000 family; $1,000
individual / $3,000 family for prescription drugs.

Maximum cost share: for network providers $6,850 individual /
$13,700 family

Premiums, balance-billing charges, deductibles, spinal manipulation
and acupuncture, emergency care, imaging, infertility, hearing exam
& aids, sleep studies, additional cost tier, non-essential health
benefits, and copays for out-of-network surgery.

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 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.
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Why This Matters:

Important Questions Answers

Will you pay less if you
use a network provider?

Yes. See http://www.modahealth.com/pebb or call 1-844-

776-1593 for a list of network providers.

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.

Do you need a referral
to see a specialist?

No.

You can see the specialist you choose without a referral.

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

Common

Medical Event

Services You May

Need

What You Will Pay

Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other Important
Information

Primary care visit to
treat an injury or

(You will pay the least)
No cost sharing for
chronic condition or E-
visits. $40 copay for other

(You will pay the most)

E-visits are not covered.
50% coinsurance for other

No charge for virtual care visit with CirrusMD.

iiness primary care visits, visits If a member does not select and properly use a PCP
deductible does not apply 360, claims will be paid at a lower benefit level.
to first 4 visits
Includes office visits by chiropractors, naturopathic
If you visit a health physicians and acupuncturists. $1,000 calendar year
care provider’s office maximum for acupuncture care, spinal manipulation
or clinic Specialist visit $40 copay/visit 50% coinsurance and massage therapy. Prior authorization is required

for some spinal manipulation and acupuncture
services. Failure to obtain prior authorization results in
denial.

Preventive

care/screening/
immunization

No charge for most
services, $40 copay/visit
for remaining services.

deductible does not apply.

50% coinsurance

You may have to pay for services that aren’t
preventive. Ask your provider if the services you need
are preventive. Then check what your plan will pay for.
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Common Services You May
Medical Event Need

What You Will Pa

Network Provider
You will pay the least

Out-of-Network Provider

Limitations, Exceptions, & Other Important
Information

If you have a test

If you need drugs to
treat your illness or
condition

More information about
prescription drug
coverage is available at

www.modahealth.com/
pdl

If you have outpatient
surgery

If you need immediate
medical attention

Diagnostic test (x-ray,
blood work)

Imaging (CT/PET
scans, MRIs)

Value drugs

Generic drugs

Brand drugs

Facility fee (e.g.,
ambulatory surgery
center)

Physician/surgeon
fees

Emergency room care

Emergency medical
transportation
Urgent care

No charge, deductible
does not apply for
services at Quest Labs,
20% coinsurance for all
other providers;

$100 copay/visit and 20%
coinsurance for sleep
studies.

$100 copay/service and
20% coinsurance

No cost sharing for retail
or mail-order

$20 copay/retail,
$50 copay/mail-order
$100 copay/specialty

$50 copay/retail,
$125 copay mail-order,

$100 copay and specialty.

$40 copay/visit

$40 copay/visit

$150 copay/visit

$75 copay/trip
$30 copay/visit

50% coinsurance /

$100 copay/visit and 50%
coinsurance for sleep
studies

$100 copay and 50%
coinsurance

No cost sharing for retail
prescription

$20 copay/retail
prescription

$50 copay/retail
prescription

$100 copay and 50%
coinsurance

50% coinsurance

$150 copay/visit

$75 copay/trip
$30 copay/visit

Includes other tests such as EKG, allergy testing and
sleep study.

Prior authorization is required for many services.
Failure to obtain Prior authorization results in denial.
Copay does not apply to cancer diagnosis and
treatment.

Covers up to a 30-day supply (retail prescriptions); 84
to 90-day supply (participating Choice 90 pharmacies)
and 90 day supply (mail-order prescription). Prior
authorization may be required. Mail order at exclusive
mail order pharmacy only.

Cost Sharing for self-administered chemotherapy
medication is $40 copay for a 30 day supply.

Prior authorization may be required. Failure to obtain
prior authorization results in denial. Out-of-network
bariatric surgery is not covered.

Prior authorization may be required. Failure to obtain
prior authorization results in denial. An additional $100
or $500 copay is required for additional cost tier
procedures.

In-network deductible and maximum cost share apply.
Copay waived if hospital admission immediately
follows. Plan coinsurance may apply to some services.

None

No charge for virtual care visit with CirrusMD.
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Common Services You May N P ‘_’:hat You \(I)Vill P:N < Provid Limitations, Exceptions, & Other Important
Medical Event Need etwork Provider ut-of-Network Provider Information
You will pay the least

Prior authorization is required. Failure to obtain prior

0
Facility fee (e.g., $500 copay per admission $5.0 0 copay and 50% authorization results in denial. Qut-of-network bariatric
hospital room) coinsurance .
If you have a hospital surgery is not covered.
sta Prior authorization is required. Failure to obtain prior
y Physician/surgeon 0 e 50% coinsurance authorization results in denial. An additional $100 or
fees copay S $500 copay is required for additional cost tier
procedures.
: , $40 copay/visit, o No cost sharing for substance abuse services from
Itreyac:tuhngggan\:; n:ll Outpatient services deductible does not apply 50% coinsurance network providers.
’ Prior authorization is required. Failure to obtain prior
:g:lst:, Sc;rr:it::l;ztance Inpatient services Egoa@%:;;go/f%o 50% coinsurance authorization results in denial. No cost sharing for
copay p substance abuse services from network providers.
Office visits Zlgecshr?g?zbg%du_c’uble 50% coinsurance Cost sharing does not apply to certain preventive
Childbirth/delivery No charge, deducible services. Depending on the type of services, a copay,
If you are pregnant rofessional services | does not a’ oy 50% coinsurance coinsurance, or deductible may apply. Maternity care
E)hildbirth/delive pply. may include tests and services described elsewhere in
y $500 copay per admission | 50% coinsurance the SBC (i.e. ultrasound).

facility services

Calendar year maximum of 180 visits. Prior

Home health care $40 copay/visit 50% coinsurance authorization is required. Failure to obtain prior
authorization results in denial.
Rehabilitation $40 copay/visit outpatient; Calendar year maximum for inpatient of 30 days with
services $500 copay per admission | 50% coinsurance an additional 30 days for head or spinal cord injury or
= for inpatient treatment of a stroke. Calendar year maximum of 60
If you need help . ) N s
- sessions for outpatient rehabilitation. Habilitation
recovering or have . L : )
other special health $40 copay/visit outpatient; SEIVICEs are “ml.t ed.to Services thg t qualify under
needs Habilitation services | $500 copay per admissior; 50% coinsurance LA UGS El L1 (G Sseely) 1
for i ;[ﬁa_n\i P S treat a mental health condition. Prior authorization may
P be required. Failure to obtain prior authorization results
in denial.
$50 copay per day / $250
Skilled nursing care copay per admission for | 50% coinsurance Calendar year maximum of 180 days
inpatient
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Common Services You May N P \_I(\ilhat You \(I)Vill PfaN < Provid Limitations, Exceptions, & Other Important
Medical Event Need etwork Provider ut-of-Network Provider Information
You will pay the least You will pay the most

Includes supplies and prosthetics. No cost sharing for

If you nc_eed help Durgble medical 90% Coinsurance 50% coinsurance d|ab§t|c supphes or |nsu!|n. Enor authgnzghon may pe
recovering or have equipment E— E— required. Failure to obtain prior authorization results in
other special health denial.
needs . , No charge, deductible No charge, deductible
Hospice services None
does not apply does not apply

No charge, deductible Preventive eye exam limited to in-network for children

Children’s eye exam Not covered
) does not apply age 3-5. Eye exams are not covered for other ages.
If your child needs : ,
Children’s glasses Not covered Not covered None
dental or eye care Childrers dental
LS Not covered Not covered None
check-up

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 Cosmetic Surgery, except as required for certain : Long Term Care e Routine eye care (Adult)

Y Naturopathic supplies . ,
situations Non-emeraency care when traveling outside the Routine Foot Care, except for diabetes
o Dental Care (Adult) except for accident related gency g Weight Loss Programs (except for Weight

oo U.S.
njunes e Private Duty Nursing Watchers)

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

e Abortion e Bariatric Surgery e Hearing Aids
e Acupuncture e Chiropractic Care o Infertility Treatment

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: U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or http://www.dol.gov/ebsa/healthreform for group health coverage subject
to ERISA, the U.S. Department of Health and Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov for non-federal governmental group health plans, and
the Oregon Division of Financial Regulation at 1-888-877-4894 or www.dfr.oregon.gov for Church plans. 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:
Moda Health at 1-844-776-1593. For group health coverage subject to ERISA, you may also contact the Employee Benefits Security Administration, U.S. Department
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of Labor at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. Additionally, a consumer assistance program can help you file your appeal. Contact the Oregon
Division of Financial Regulation at 1-888-877-4894 or www.dfr.oregon.gov.

Does this plan provide Minimum Essential Coverage? Yes.
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid,
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

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 888-786-7461.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 888-873-1395.

Chinese (H130): AN SCAYEE), BIRITIX AN 55 888-873-1395.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 888-873-1395.
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:

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 up

hospital delivery)

M The plan’s overall deductible $600
B Specialist copayment $40
W Hospital (facility) copayment $500
B Other coinsurance 20%

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 $12,700
In this example, Peg would pay:
Cost Sharing
Deductibles $600
Copayments $1,000
Coinsurance
What isn’t covered

Limits or exclusions

The total Peg would pay is $1,650

controlled condition)

M The plan’s overall deductible $600
B Specialist copayment $40
W Hospital (facility) copayment $500
B Other coinsurance 20%

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 $5,600
In this example, Joe would pay:
Cost Sharing
Deductibles
Copayments $1,500
Coinsurance
What isn’t covered

Limits or exclusions

The total Joe would pay is $2,120

care)
M The plan’s overall deductible $600
B Specialist copayment $40
B Hospital (facility) copayment $500
B Other coinsurance 20%

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 $2,800
In this example, Mia would pay:
Cost Sharing

Deductibles $600

Copayments $700

Coinsurance $50

What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,350

The plan would be responsible for the other costs of these EXAMPLE covered services. 7 of 7



Nondiscrimination notice

We follow federal civil rights laws. We do not discriminate based
on race, color, national origin, age, disability, gender identity,
sex or sexual orientation.

We provide free services to people with disobilities so that they con communicate with
us. These include sign language interpreters and other forms of communication.

If your first longuoge is not English, we will give you free interpretation
sarvices andfor materials in other languages.

If vou nead any of the above, If you need help filing o complaint,
call Customer Service at: please call Customer Service.
8B8-217-2363 (TDDYTTY 711} You can also file a civil rights complaint

; ; with the U.5. Department of Health ond
If you think we did not offer these Human Services Qffice for Civil Rights ot
services or discriminated, you ocrportal.hhs.goviocrportalflobby. jsf,
can file a written complaint. or by mail or phone:
Please mail or fax it to: LS. Department of Haalth
Mada Partners, Inc. and Human Services
Attention: Appeal Unit 200 Independence Ave. 5W, Room S09F
601 5SW Second Ave. HHH Building, Washington, DC 20201
Fortlond, OR 97204 800-368-1019, B00-537-7697 (TDD)

Fax: 503-412-4003 You can get Office for Civil Rights comploint

forms at hhs.govfocrfoffice/filefindex. html.

Dave MNesseler-Cass coordinates
our nondiscrimination worlk:

Dove Nesseler-Cass,

Chief Compliance Cfficer

601 5W Second Ave.

Portland, OR 97204
B55-232-9111
compliance@modahealth.com

moda
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ATENCION: Sihobia espaniol, hay
deponibles servicios de ayuda con el
idicma sin costo alguno paro usted.
Llame gl 1-877-605-3229 (TTY: 71T

CHU Y: Néu ban ndi tiéng Vidt, ed dich
vu hé trg ngén ngid mign phi cho ban.
Goi 1-877-605-3229 (TTY:711)

A NRACERE - RS20 REAE NENH
SAEE-877-605-3220 ( ME0D LA - 711)

#3; #Z0E & N Zj#H MU|AE
0| gstAl e H ChE HEEHE HebelFA7]
HigLICh. &} 1-877-606-3228 (TTY:711)

PALIMAWA: Kung nogsasabto ko ng Tagakog,
ang mga serbisyong tubong sa weka, ay
wialang bovad, at maogagarmit mo. Tumawag
sanumerong 1-B77-605-3229 (TTY: 711)

Cand i s pall a0 VY el
ab Lol Ul ol Rale d gal hoe s
{711 2 all BB} 1-B77-605-3229

”,.-'__..l_.- .H-J._..-"‘" “_JRDU}}...—-':’LJ.L:
e .__.-L-"' —ryl i q'l_ f ___..T = e
1-877-605-3229 CTTY: T11) oo/ J8 ¢

BEHUMAHWE! Ecnit Bl rosopute No-pycckm,
BOCNOABIYATECH DECNNATHOW AIBIKOBOH
nopgepHron, No3soHnTe no Ten.
1-877-605-3229 (rekcroabi@ Tenedon: 711).

ATTEMNTION : sivous &tes locuteurs
froncophones, e service d'ossistance
linguistique gratuit est disponible. Appelaz
ou1-B77-B05-3229(TTY: 711)

Ty mniah 3 e e Lo g o ) 5 Sy g g A
dp b s (TTY: 711) 1-877-605-3229

w3 afy o RED e & A s sl e faen #n
fen Ry Fuereg 1 1-877-605-3220 we wfa w4 {TTY: 711)

Achtung: Folls Se Deutsch sprachen, stehen
lhnen kostenlos Sprochossistenzdienste zur
Verfligung, Rufen sie 1-B77-605-3229 (TTY: 711)

A HEFErC®MPOAICE. xS

Y= 2AEERETRELTEYET.
1-B77-605-3229 (TYY. TLRAA4 T4 9—
ECHAOEETNEFTERE T,

modahealth.com

St el AR (A2 s i
il £azal) sl Bl AL A ML AME
HIZ [l Wl wsin GUssH 8, 1-877-
605-3229 (TTY: 711) 4a #4331

Tdogo: frmrucimememas, nougo
vefistruusargiuiintruionoco
69, & 1-877-605-3229 (TTY: 711)

YBATA! Axllo BM ropopuTe YRpaHCREOK,
ANA BaC QOCTYNHI DEIKOWTORHI KOHCY NBTaW
pigHOI0 MoBoio, 3aTenedoHyATe
1-B77-605-3229 TTY¥:711)

ATENTIE: Daca vorbiti limba romana, va punem
la dispozitie serviciul de asistenta lingvistica in
mod gratuit. Sunati la 1-877-605-3220 (TTY 711)

THOV CEEB TOOM: Yog hois tios ko hais les
Hmooh, mug) cov key Eabcuam tdwms us, pub
dowb rau koj. Hu rau 1-877-605-3229(TTY: 711}

mm::jms rign 8 N wmanign it
munmAgdgwigamanhwraAal]

MBENIYBIONAHA AfHFIATOIFIMEINIS
1-B77-605-3229 (TTY: 711)

HUBACHISA: Yoo afaan kshtik kon
dubbottan to'e tojoajiloonni
gargaarsao isinif jira 1-877-605-3229
CTTY:711) thin Dilbiloo.

TaEE T W rfw_]fm-;,:-aur1wﬂutr R
EV TS0 LSS e LW E B S ALA 10

Lo Tws 1-877-605-3229 (TTY: 711)

FA'AUTAGIA: Afai e te tautala i le gogana
LSomoo, o loo avanod fesoasoani tou
Gagand mo oe e 2 totogio. valoau

e 1-B77-605-3229 (TTY: 711)

IPANGAG: Mu agsasacka it lncono, sidadaan
ti tulong it lengguohe par kenko nga owan
boyodno. Umawag it 1-877-605-2229{TTY: 711}

LUWAGA: Dlo osob mowigeych po paolsku
dostepna jest bazplabtng pormiod jexykowa.
Zodzwod: 1-877-605-322% (obstuga TTY: 711)
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