Harvard Pilgrim

Health Care
The Harvard Pilgrim Focus Network™ HMO

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

Covered Services

Massachusetts

Coverage Period: 01/01/2022 — 12/31/2022
Coverage for: Individual + Family | Plan Type: HMO

Q 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, ot to get a copy
of the complete terms of coverage, www.harvardpilgrim.org/LGsample EOC. For general definitions of common terms, such as
allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms, see the Glossary.

Important Questions Answers
What is the overall $0
deductible? Benefits are administered on a Plan Year basis.

You can view the Glossary at www.healthcare.gov/sbc-glossary or call 1-888-333-4742 to request a copy.

Why this matters

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

Are there services covered | Yes: durable medical equipment, emergency room

before you meet your care, emergency medical transportation, prescription
deductible? drugs, outpatient mental health services, preventive

care, provider office visits, rehabilitation services,

habilitation services, routine eye exams, are covered
before you meet your deductibles.

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/

Are there other No.
deductibles for specific
services?

You don’t have to meet deductibles for specific services

What is the out—of-pocket | $2,500 member/ $5,000 family
limit for this plan?

The out-of-pocket limit is the most you could pay in a year
of covered services. If you have other family members in
this plan, they have to meet their own out-of-pocket limit
until the overall family out-of-pocket limit has been met.
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Important Questions

What is not included in
the out—of-pocket limit?

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

Answers

Premiums, balance-billing charges, and health care this

plan doesn’t cover.

Why this matters

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 https:/ /www.harvardpilgrim.org/public/
find-a-provider or call 1-888-333-4742 for a list of

preferred 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, some exceptions apply.

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

Services You May Need

What You Will Pay

Network Provider
(You will pay the least)

Limitations, Exceptions,
& Other Important
Information

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

If you visit a health care
provider’s office or clinic

Primary care visit to treat an

Level 1: $20 copay/visit

Not covered

No copay for the first 2

injury or illness office visits/Member.
Specialist visit Level 1: $20 copay/visit Not covered None

Level 2: $35 copay/visit

Preventive care/

screening/
immunization

No charge

Not covered You may have to pay

for services that aren’t
preventive. Ask your
provider if the services
needed are preventive. Then
check what your plan will

pay for.
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Common Medical Event

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

Services You May Need

Network Provider

Out-of-Network Provider

Limitations, Exceptions,
& Other Important
Information

If you have a test

Diagnostic test (x-ray,

(You will pay the least)
X-rays: No charge

(You will pay the most)

Not covered

None

blood work) Laboratory: No charge

Imaging (CT/PET scans, $100 copay/procedure Not covered Cost sharing may vary for

MRIs) certain imaging services.
If you need drugs to treat | Generic drugs Retail: $15 Not Covered 30-day supply - retail /

your illness or condition

More information about
prescription drug coverage is
available at -
www.optumrx.com or call 1
855-546-3439.

This plan follows the
OptumRx Premium
Formulary.

[Mail Order: $30

90-day supply - mail
order.

You may need to obtain
certain drugs, including

Preferred brand drugs

Retail: $40
[Mail Order: $80

Not Covered

certain specialty drugs,
from a pharmacy
designated by
OptumRx.

Some prescriptions

Non-preferred brand drugs

Retail: $60
[Mail Order: $120

Not Covered

require prior
authorization.

Certain preventive
medications (including
certain contraceptives)
are covered at no

Specialty drugs

Generic: $15
Preferred brand: $40

Non-preferred: $60

Not Covered

charge.

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

If you have outpatient
surgery

None

Facility fee (e.g., ambulatory | $125 copay/visit Not covered
surgery center)
Physician/sutgeon fees No charge Not covered
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Common Medical Event

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

Services You May Need

Network Provider

Out-of-Network Provider

Limitations, Exceptions,
& Other Important

If you need immediate
medical attention

(You will pay the least) (You will pay the most) Information
Emergency room care $100 copay/visit None
Emergency medical No charge None

transportation

Utrgent care

Convenience care clinic:
$20 copay/visit

Urgent care center:

$20 copay/visit
Hospital urgent care
center:

Convenience care clinic:
Not Covered

Urgent care center

Not Covered

Hospital urgent care
center

Same As Participating

Services with
non-participating providers
are only covered outside of
the service area.

$20 copay/visit Provider

If you have a hospital stay | Facility fee (e.g., hospital $250 copay/admit Not covered None
room)

Physician/surgeon fee No charge Not covered

If you have mental health, [ Outpatient services $20 copay/visit Not covered No copay for the first 2

behavioral health, or Inpatient services No charge Not covered mental .h.ealth/ substance

substance abuse needs abuse visits/Member.

If you are pregnant Office visits $20 copay/visit Not covered Cost sharing does not
Childbirth/delivery No charge Not covered apply for preventive
professional services SEIvices.
Childbirth/delivery facility $250 copay/admit Not covered

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

Limitations, Exceptions,

Common Medical Event Services You May Need Network Provider Out-of-Network Provider & Other Important
(You will pay the least) (You will pay the most) Information
Ifyou need help recovering | Home health care No charge Not covered None
EZ;’:‘ZZE:;? special Rehabilitation services Physical Therapy: Not covered Occupational & pl.lysical. .
Habilitation services $20 copay/visit therapy — 60 combined visits
Occupational Therapy: /Plan Year
$20 copay/visit
Speech Therapy:
$20 copay/visit
Skilled nursing care $250 copay/admit Not covered 100 days/Plan Year
Durable medical 30% coinsurance Not covered Wigs — $350/Plan Year
equipment
Hospice services No charge Not covered For inpatient see “If you
have a hospital stay”.
If your child needs dental | Children’s eye exam No charge Not covered 1 exam/Plan Year
oreye care Children’s glasses Not covered Not covered None
Children’s dental check-up $20 copay/visit Not covered 2 exams/Plan Year
— Up to age of 13

Excluded Services & Other Covered Setvices:

Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy or plan document for other excluded services.)

* Long-Term (Custodial) Care * Private-duty nursing
* Most Cosmetic Surgery * Routine foot care
*  Most Dental Care (Adult) * Services that are not Medically Necessary

* Non-emergency care when traveling outside [ ¢ Weight Loss Programs
the US.

Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered services and your costs for
these services.)

* Acupuncture * Chiropractic Care * Infertility Treatment

* Bariatric surgery * Hearing Aids - $2,000/aid every 36 months, [ Routine eye care (Adult) — 1 exam/Plan Year
for each impaired ear up to age 22
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered
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: the U.S. Department of
Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the U.S. Department of Health and Human Setvices at
1-877-267-2323 x61565 or www.cciio.cms.gov. 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 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:

HPHC Member Appeals-Member Department of Labor’s Employee Health Care for All

Services Department Benefits Security Administration 30 Winter Street, Suite 1004
Harvard Pilgrim Health Care, Inc. 1-866-444-3272 Boston, MA 02108

1600 Crown Colony Drive www.dol.gov/ebsa/healthreform 1-800-272-4232

Quincy, MA 02169 http:/ /www.hcfama.otrg/helpline

Telephone: 1-888-333-4742
Fax: 1-617-509-3085

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 Coverage Meet the Minimum Value Standard? 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:

To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered

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 (deductible, copayment 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 care)

m The plan’s overall $0
deductible
m Specialist copayment $35
m Hospital (facility) $250
copayment
m Other $0

This EXAMPLE eventincludes services
like:

Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (u/trasounds and blood work)

Specialist visit (anesthesia)

Total Example Cost $12,700
In this example, Peg would pay:
Cost Sharing

Deductibles $0
Copayments $300
Coinsurance $0

What isn’t covered
Limits or exclusions $0
_The total Peg would pay $300
is

m The plan’s overall $0
deductible
m Specialist copayment $35
m Hospital (facility) $250
copayment
m Other $0

This EXAMPLE eventincludes services
like:
Primary care physician office visits (¢nc/uding

disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (g/ucose meter)

m The plan’s overall $0
deductible
m Specialist copayment $35
m Hospital (facility) $250
copayment
m Other $0

This EXAMPLE event includes services
like:

Emergency room care (including medical supplies)

Diagnostic test (x-72y)
Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $5,600 Total Example Cost $2,800
In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing

Deductibles $0 Deductibles $0
Copayments $200 Copayments $300
Coinsurance $0 Coinsurance $70

What isn’t covered What isn’t covered
Limits or exclusions $0 Limits or exclusions $0
The total Joe would pay is $200 Thetotal Miawould pay is $370

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

Espanol(Sparsh) ATENCI6N: Si usted hali espanol,servicios de asistencia lingistca, de forma gratuita, estan a su disposicién. Uame al 1888-333-
4742 (TIY: 71D).

Portugues (Portuguese) ATEN<;AO:Sevoce fala portugues,encontram-se disponiveis serviosingufsticos gratuitos. Ligue para 1888-333-4742 (TIY:
71).

KreyolAyisyen (French Creole) ATANSYON: Sinou pale Kreyol Ayisyen,genasistans pou sevis kidisponib nankng nou pou gratis. Rele 1888-333-
4742 (TIY: 710).

M ch I (Traditional Chinese) ;I & : MR EAEMDX  SoLIGRHSEEEDRE. AT 1-888-333-4742 (TTY : 711) .

TiengViet (Viethamese) CHUY :Neu qufvin6iTiengViet,djchvuthongdjchcuachUngtoi nsangphucVU quiVi mi n phf. Goiso 1888-333-4742
(TIY: 7179).

PyccKHH (Russian) BHIIMAHIIE: ECJIHBblroeopHT e HapyccK OMR3b1Ke, TOB3MAOCTYnHbl6ecn11aTHbleycllyrl1l nepeBOAa.3BOHHTe 1888-333-4742
(rellera'in: 710.

_,JI (Arabic)
1883-333-4742CJ&- ;... 0 JILA ), 0, il 0) i, UidiSiUL.e A T
(TTY:711)
\  (Cambodian) LO 1(tSnlitl :tUtF Fi WIWFIIAJI t§8!1, tWitl1=fIStAJtIFi1:;ItIFItU 1(tSHUI FitfFite:I'l W2?IFiFiFil,, | eifi:li;;i 1888-333-4742

(TIY: 7173,

Franais (French) ATTENTION: Sivous parlez fran ais,des services d'aide linguistique vous sent proposes gratuitement. Appelezk 1888-333-4742
ATS:71]).

taliano {Italian) ATTENZIONE: Incaseh lingua parlata sia I'italiano, sono disponibiliservizidiassigenza linguistica gratuiti. Chiamareinumero :888-
333-4742(TIY:711).

- Harvard Pigrm Health Carencludes Harvard Pigrim Hedh Care, Harvard Hgrim Health Care of New Engandand HPHC Insurance Company.
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Oj (Korean) ' 'S": 0l  AtofAl:: . 0j:adtd Adt ! jr.ste dbf ) Ljg.1-888-333-4742 (TIv: 711y O£  foH
2/ Al.2..

EM11viKa(Greek) nPOIOXH: Av uV cit€ v.AriviKa, uncipxouv oui6u'x6€otjom; 6wp€av unrip€oi€'y>..wo01Ktj' unoOttjp 1J,. Ka>.€0t€ 1:888-333-4742
(TIY:71D.

Polski IPolishl UWAGA: Jeieli m6wisz oo oolsku. moiesz skorzvstacz bezolatnei oomocv iezvkowei. Zadzwon ood numer 1-888-333-4742 CTIY :711L

ftcft (Hindl) WR 3fl'l ('If TI\I<KII . JI01q;1fl g;)0:J oR. 1-:888-333
4742 (TIY:711)

Qls'’<Irtl (Gujaratiy utlot W :'I?\ctil @'ls'<Irtl c.Udctl  Cit 4.0 lile <1HI$1.GI  <AGI ctf>.ot ligct C34.ckkt . [CI  lil@dl lile $1.ot
1i.1-888-333-4742(ATY:7)

wWLry.))o(Lao)tuoiu:ti0luhucBIwl 11no,muu8nlu:;iovci2jenluwl ::il,tov0diJiii,ccJ..iu.UwelJ?muhu. tUJs 1888-333-4742
(TIY:71)).

ATLENTION: Ifyou speak alanguage other than English, language assistance services, free of charge, are available nyou. Call 1-888-333-4742
(ITY:711).

\)vJ HarvardPilgrim Health Care includes Harvard Pigrim Health care, Harvard Pilgrim Health Care of New Enfgnd and HPHChsurance Company.
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GeneJalNotice About Nondiscriminationand Accessibiity Recuirements

Hervard RyrimHealhCare andts affiiates as ncied below (‘HPHC')comply v.ilh applicab e federaldvl rightslaws and
does notdscrimnate onthe basisof race,cdornationalorign,age dsabiky orsex. HPHC does noteio.:lude people er
treatthemdifferentlybecaureofra::e,color,nationaloriginage dsabiityorrex.

HPHC:
*Provides free aids and services topeopk v.ilh dsabities to communiate effectielyv.ith us,such asqualified sign
h1"9uagaterprelers and wiiten nfonratiomotl“er fcrmats (large prirtaudio, otl"er fonnals)
* Povides free nguage seivices topeople whose prinaryang.Jage is not Ellgish.suchas qualifiedinlerpreters.

Ifyou need these sernvcescontactold' CMIRights Compliance Offleer.

Ifyoubelevethat HPHChas failked to provide these serfé or dscriminated nanotherway onthe bassofrace. oolcr,
national crignage dsabiity or sexyou canfiea grievance wih:CdRights CQI11)1liance Officer93WorcestEJ S|,
Wellesey,MA02481,(866) 750-2074,TIY service:711 Fax: (617)509-3085 .Email:dvil_righls@harvar¢igiorg. Yoo
can file a gevance inperson 0lby mailfaxor emai. ff k>u need NEp fing agrievance, the Cwil Rghts Compliaoce Cfficer
savakhbetohebyouYoo canalsoeacivilrigh'scomplaiw hthe $.Department of Healthand Human Services,
Officefor CiviRpits,electronicallylhroughthe Office for Civil Rights Compkint Portal.avalatle al
httpsJocrportal hhsgov ocr portalAobb<jsfor bymailor phoneat
U.S.Departmentof Heath aidHuman Services
200Independence Avenue.SW
Room509F.HHH Bukcing
Washngon.0C.20201
(800)368-1019,(800)537-7697 (TTY)

Complaintfonns are availbeat httpJwww!'lhgovfoe<ofic& fileindexhinl.

Harvard Pilgrim Health Care includes Hatvard Pigrim Health Care,Harvard Filgrim Health Care of New Engl.and
and HPHC Insurance Company.
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