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

'JJ UnitedHealthcare UHC Silver Copay Focus

Coverage Period: 01/01/2024 - 12/31/2024
Coverage for: Individual, 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 1-888-832-0969 or visit unc.com/aca-sample-policy. 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/shc-glossary!/ or call 1-866-487-2365 to request a copy.

Important Questions
What is the overall deductible?

%0

See the Common Medical Events chart below for your costs for services this plan covers.

Are there services covered
before you meet your

No

You will have to meet the deductible before the plan pays for any services.

deductible?
Are there other deductibles for |Yes, Prescription drugs - $1,500 Individual /  |You must pay all of the costs for these services up to the specific deductible amount before this plan
specific services? $3,000 Family begins to pay for these services.

Deductible does not apply to Generic drugs.
There are no other deductibles.

What is the out-of-pocket limit

Network: $7,850 Individual / $15,700 Family

for this plan?

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 not included in the out-
of-pocket limit?

Premiums, balance-billing charges, and health

care this plan doesn't cover.

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

Will you pay less if you use a
network provider?

Yes. See uhc.com/xwadocfindg2024 or call 1-
888-832-0969 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?

Yes.

This plan will pay some or all of the costs to see a specialist for covered services but only if you have

a referral before you see the specialist.

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

Common Medical
Event

What You Will Pay

Network Provider (You will

Limitations, Exceptions, & Other Important Information
Out-of-Network Provider

If you visit a health | Primary

care provider’s office an injury or illness

pay the least)
$20 copay /visit, deductible

care visit to treat

(You will pay the most)

Not Covered None

does not apply

UnitedHealthcare of Oregon, Inc.
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Common Medical
Event

Services You May Need

What You Will Pay

Limitations, Exceptions, & Other Important Information

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

or clinic Specialist visit $50 copay Mvisit, deductible Not Covered None
does not apply
Preventive care/ No Charge Not Covered You may have to pay for services that aren't preventive. Ask
screening/ immunization your provider if the services needed are preventive. Then
check what your plan will pay for.
If you have a test Diagnostic test (x-ray, Lab Testing: Not Covered None
blood work) Free Standing/Office: $20
copay /service, deductible
does not apply
Hospital: $120 copay
Iservice, deductible does not
apply
X-Ray/Diagnostics:
Free Standing/Office: $65
copay /service, deductible
does not apply
Hospital: $120 copay
Iservice, deductible does not
apply
Imaging (CT/PET scans, Free Standing/Office: $275 Not Covered None
MRIs) copay /service, deductible
does not apply
Hospital: $600 copay
Iservice, deductible does not
apply
If you need drugs to | Generic Drugs $30 copay /prescription, Not Covered Provider means pharmacy for purposes of this section.
treat your illness or deductible does not apply Retail: One month supply up to a 30-day supply or a 90-day
condition Preferred Brand Drgus $85 copay /prescription Not Covered supply at 2.5x the 30-day cost share.
More information Mhall-Order: Up to a 90-day supply at 2.5x the 30-day cost
I Non-Preferred Brand % Coi share.
wat Mpt'.ﬂ Drugs 0% colnstrance Not Covered Specialty drugs limited to a 30-day supply at a network
W . Specialty Drugs 50% coinsurance Not Covered pharmacy. o .

: Certain drugs may have a preauthorization requirement. If you
uhc,com/xwadruglist20 don't get preauthorization, benefits will not be covered. Certain
= preventive medications (including certain contraceptives) are

covered at No Charge.
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Common Medical
Event

Services You May Need

What You Will Pay

Limitations, Exceptions, & Other Important Information

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

See the website listed for information on drugs covered by your
plan. Not all drugs are covered.

Insulin products listed on the Prescription Drug List are
covered at No Charge at a network pharmacy.

professional services

EXWA24HM0116792_000

If you have Facility fee (e.g., $750 copay /service, Not Covered None
outpatient surgery  ambulatory surgery deductible does not apply
center)
Physician/surgeon fees Free Standing/Office: $750 Not Covered None
copay /service, deductible
does not apply
Hospital: $1,500 copay
Iservice, deductible does not
apply
If you need Emergency room care $1,500 copay Mvisit, $1,500 copay /visit, deductible |None
immediate medical deductible does not apply does not apply
attention Emergency medical 30% coinsurance, deductible = 30% coinsurance, deductible None
transportation does not apply does not apply
Urgent care $75 copay Mvisit, deductible Not Covered Virtual visits - No Charge by a Designated Virtual Provider.
does not apply
If you have a hospital | Facility fee (e.g., hospital $2,500 copay /day up to 3 Not Covered None
stay room) days /admission, deductible
does not apply
Physician/surgeon fees 30% coinsurance, deductible Not Covered None
does not apply
If you need mental | Outpatient services Office Visit: $50 copay /visit, Not Covered None
health, behavioral deductible does not apply
health, or substance Outpatient: $750 copay
abuse services Ivisit, deductible does not
apply
Inpatient services $2,500 copay /day up to 3 Not Covered None
days /admission, deductible
does not apply
If you are pregnant  Office visits No Charge Not Covered Cost-sharing does not apply for preventive services.
Childbirth/delivery 30% coinsurance, deductible Not Covered Depending on the type of service, a copayment, coinsurance or

deductible may apply. Maternity care may include tests and
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Common Medical
Event

Services You May Need

What You Will Pay

Limitations, Exceptions, & Other Important Information

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

does not apply services described elsewhere in the SBC (i.e. ultrasound.)
Childbirth/delivery facility $2,500 copay /day up to 3 Not Covered
services days /admission, deductible
does not apply
If you need help Home health care 30% coinsurance, deductible Not Covered Limited to 130 visits/year.
recovering or have does not apply
other special health  Rehabilitation services Outpatient; Not Covered Limits/year: Occupational, Physical, Speech: combined limit 25
needs $50 copay /visit, deductible visits; Cardiac, Pulmonary: Unlimited visits each
does not apply Inpatient rehabilitation and habilitative services limited to 30
Inpatient; days/year. No limits apply for covered Neurodevelopmental
$2,500 copay /day up to 3 thera_py or therapies for cancer or other similar chronic
days /admission, deductible conditions.
does not apply
Habilitative services Outpatient: Not Covered Limits/year: Occupational, Physical, Speech: combined limit 25
$50 copay /visit, deductible visits;
does not apply Inpatient rehabilitation and habilitative services limited to 30
Inpatient; dgys/year. No limits apply for treatment of covered mental
$2,500 copay /day up to 3 disorders.
days /admission, deductible
does not apply
Skilled nursing care $2,500 copay /day up to 3 Not Covered Skilled Nursing is limited to 60 days/year.
days /admission, deductible
does not apply
Durable medical 30% coinsurance, deductible Not Covered None
equipment does not apply
Hospice services 30% coinsurance, deductible Not Covered Respite care limited to 14 days/lifetime.
does not apply
If your child needs  Children’s eye exam No Charge Not Covered Limited to 1 exam/12 months.
dental oreye care | Children’s glasses No Charge Not Covered Limited to 1 pair/12 months.
Children’s dental check-up Not Covered Not Covered No coverage for Children's Dental check-up
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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.)

* Bariatric surgery * Hearing aids * Private duty nursing

» Cosmetic surgery * Infertility treatment * Routine eye care (Adult)

* Dental care (Adult) * Long-term care * Routine foot care - except as covered for diabetes
» Glasses (Adult) * Non-emergency care when traveling outside the U.S. * Weight loss programs

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

* Abortion * Acupuncture - 12 visits/year » Chiropractic (manipulative) care - 10 visits/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:
UnitedHealthcare of Oregon, Inc. at 1-888-832-0969 or U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or dol.gov/agencies/ebsa/about-
ebsa/ask-a-question/ask-ebsa or Washington State Office of the Insurance Commissioner, 5000 Capitol Blvd., SE, Tumwater, WA 98501, 1-800-562-6900 orinsurance.wa.gov or
osi.state.nm.us or Office of Personnel Management Multi State Plan Program: opm.gov/healthcare-insurance/multi-state-plan-program/external-review/ . 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 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 plandocuments also provide complete information on
how 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: the Member Service number listed
on the back of your ID card or myuhc.com/exchange or the Employee Benefits Security Administration at 1-866-444-3272 or dol.gov/agencies/ebsa/about-ebsa/ask-a-question/ask-
ebsa or Washington State Office of the Insurance Commissioner at 1-800-562-6900 or insurance.wa.gov .

Additionally, a consumer assistance program may help you file your appeal. Contact dol.gov/agencies/ebsa/about-ebsa/ask-a-question/ask-ebsa.

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? Not Applicable.
If your plan doesn't meet the Minimum Value Standards, you may be eligible for a premium tax creditto help you pay for a plan through the Marketplace.

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-888-832-0969

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-888-832-0969
Chinese (F3X): aN R FZ A XHIFEBN, 154 T/~ 5 05 1-888-832-0969

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-888-832-0969

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 hospital

delivery)
B The plan’s overall deductible $0
B Specialist copayment $50
W Hospital (facility) copayment $2,500
B Other coinsurance 30%

This EXAMPLE event includes services like:
Specialist office visits (pre-natal 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 $0
Copayments $3,500
Coinsurance $0
What isn’t covered
Limits or exclusions $60
The total Peg would pay is $3,560

Managing Joe’s Type 2 Diabetes

(a year of routine in-network care of a well-controlled

condition)
M The plan’s overall deductible $0
W Specialist copayment $50
W Hospital (facility) copayment $2,500
M Other coinsurance 30%

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 $0
Copayments $800
Coinsurance $0
What isn’t covered

Limits or exclusions $0
The total Joe would pay is $800

Mia’s Simple Fracture
(in-network emergency room visit and follow up care)
M The plan’s overall deductible $0
M Specialist copayment $50
W Hospital (facility) copayment $2,500
B Other coinsurance 30%

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 $0
Copayments $1,400
Coinsurance $300
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,700

Note: This plan has other deductibles for specific services included in this coverage example. See "Are there other deductibles for specific services?" row above.
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The plan would be responsible for the other costs of these EXAMPLE covered services
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UnitedHealthcare of Oregon, Inc., on behalf of itself and its affiliated companies complies with applicable Federal and Washington state
civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, sex, gender identity, or sexual
identity. UnitedHealthcare does not exclude people or treat them differently because of race, color, national origin, age, disability, sex,
gender identity, or sexual orientation.

UnitedHealthcare provides free aids and services to people with disabilities to communicate effectively with us, such as:

. Quialified sign language interpreters

. Written information in other formats (large print, audio, accessible electronic formats, other formats)

. Provides free language services to people whose primary language is not English, such as: Qualified interpreters

. Information written in other languages
If you need these services, please call the toll-free member phone number listed on your health plan ID card or 1-888-383-9253, TTY
711.
1 Spanish Tiene derecho a recibir ayuda e informacion en su idioma sin costo. Para solicitar un intérprete, llame al nimero de teléfono
gratuito para miembros que se encuentra en su tarjeta de identificacion del plan de salud y presione 0. TTY 711
2 Chinese THREFNSELEHNBERIIEDNAR, fH—UHEE FRITERAHIGERLNAGEEES
BEERNE BIZ0, BAOESEEIRFER 11
3 Vietnamese Quy vi c6 quyén dugc gilip d& va cap thong tin bang ngdn ngir cta quy vi mién phi. D& yéu cau duic thdng dich vién gitp
da, vui long goi s diin tholi miln phi danh cho hii vién duic néu trén thil ID chuong trinh bilo hilm y i cla quy vi, bam s6 0.
TTY 711
4 Korean Hote Tl EEE Aot HHZ H|E REEI0 22 = U= HelJ USLICH SSAE REGH]|
oilAl= ot S IDILEO JIMeE P2 23 MIHSZ M3I6HH 0B E 28 A 2. TTY 711
S Russian Bbl MMeeTe npaBo Ha 6ecnnatHoe nomnyyeHne NOMOLM U MHGOPMaLMK Ha BalleM si3bike. YTobbI NoAaTh 3anpoc nepeBogUmMka
no3BoHNTE Mo BecnnaTHoMy HoOMepy TenedoHa, ykasaHHOMY Ha 06paTHON CTOPOHE BaLLe MAEHTUDUKALMOHHON KapTbl 1
Haxmute 0. JuHna TTY 711
6 Tagalog May karapatan kang makatanggap ng tulong at impormasyon sa iyong wika nang walang bayad. Upang humiling ng tagasalin,
tawagan ang toll-free na numero ng telepono na nakalagay sa iyong ID card ng planong pangkalusugan, pindutin ang 0. TTY
711
7 Ukrainian Y Bac € npaBo otpumaTtit 6e3K0LITOBHY AONOMOry Ta iHchopmaLito Ha Bawwii pigHii MoBi. LLlo6 nogaTy 3anuT npo HagaHHs
nocnyr nepeknagava, 3atenedoHynte Ha 6e3KOLTOBHUI HOMEP TeNEeOHY y4acHUKa, BKasaHWil Ha BaLliil ineHTUdiKaLliiHin
KapTi nnaHy Meau4Horo cTpaxyBaHHs, HaTucHiTe 0. TTY 711
8 Mon-Khmer, SRS S SNIGSH SHOSEUS thmaniUngs S ssaio 8gjigaigmusiju
Cambodian SESINDIFHUSSMGIIGHONUAENSS BUESSSEIDaUN D SiNS SNy
ACSHTIRITR0SE 09 TTY 711

Language-Nondiscrimination-UHCOR-WA




9 Japanese :‘ﬁ-*ﬁwiiﬁfﬂﬂ-ﬁ F2ZHY., BREAFLEYTEZIENTEET, HEFIMMY FEA,
BRECHFLDBEIEX. EETS VDD A—FKRIZEHEINTWEAVUN—FHAD I ) -S54 VILETH
BEDOLE, 0ZBLTLLCESL, TIYEASZEX 1T,

10 Ambharic PA 9o NEP NEIRP hCEAS ool E 00T ool haTues AFCATL ATRFCNAP NEAT MG TAT oo DEPPF AL OAD-
(148 eofeeC AN $TC LR 0F £ TTY 711
11 Cushite Kaffaltii male afaan keessaniin odeeffannoofi deeggarsa argachuuf mirga ni gabdu. Turjumaana gaafachuufis sarara bilbilaa
kan bilisaa waragaa eenyummaa karoora fayyaa keerratti tarreefame bilbiluun, 0 tugi. TTY 711
12 Arabic elzac YU (alall ) Cailed) a8 5 Juail ¢y 58 an e callal 4415 6l Jasi () 50 izl il slaall s 3aclisal) e J gaanll b 3al) &l

eaill il 0 e arcal 5 cdonall @lihdy Aalal) 4 paall iy dlay 2l (TTY) 711

13 Panjabi (D000 000 0000 X000 0000 D000 (10 (100000 00000 (0000 D00 00 000000 (0] 0000000 (0 G0A000 (000 0000 0000 (0000 (10 0000 00000 (0000 0000 D000 (000000 744 00 0000 0, O 0o

14 German Sie haben das Recht, kostenlose Hilfe und Informationen in Ihrer Sprache zu erhalten. Um einen Dolmetscher anzufordern,
rufen Sie die gebihrenfreie Nummer auf Ihrer Krankenversicherungskarte an und driicken Sie die 0. TTY 711

1 " Ty fa A ar v [ - ¥ o ' oo 5y
15 Laotian wnBSoiiezldsSunivgoaciiscozayngioziicluwizregnmiienlga9e.

tBoasauIewIz,linwEmouieconino=guand
vELIFNHlaa:uldluCosIinasyuin, Hocon 0. TTY 711

If you believe that the UnitedHealthcare has failed to provide these services or discriminated in another way on the basis of race, color,

national origin, age, disability, sex, gender identity, or sexual orientation you can file a grievance in writing by mail or email. A grievance
must be sent within 60 calendar days of the date that you become aware of the discriminatory action and contain the name and address
of the person filing it along with the problem and the requested remedy. A written decision will be sent to you within 30 calendar days. If
you disagree with the decision, you may file an appeal within 15 calendar days of receiving the decision.

Civil Rights Coordinator
UnitedHealthcare Civil Rights Grievance
P.O. Box 30608
Salt Lake City, UT 84130
UHC_Civil_Rights@uhc.com
If you need help with your complaint, please call the toll-free number on your health plan ID card, TTY 711.
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You can also file a civil rights complaint directly with:

The U.S. Department of Health and Human Services online, by phone or mail:
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 1-800-868-1019, 800-537-7697 (TDD)

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

The Washington State Office of the Insurance Commissioner online or by phone:
Online: https://www.insurance.wa.gov/file-complaint-or-check-your-complaint-status_

Complaint forms are available at
https://fortress.wa.gov/oic/onlineservices/cc/pub/complaintinformation.aspx

Phone: 1-800-562-6900 or (360) 586-0241 (TDD)
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