Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: Beginning on or after 01/01/2024
@ MEd IcCa. Medica Choice National NE 6100-50% HSA Coverage for: Individual/Family | Plan Type: PPO

The Summary of Benefits and Coveraqs SBC) document will he‘lﬂ you choose a health plan, The SBC shows {ou how you and the 'pjgn would share the
% cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separate g This is only a
A summanal. For more information about your coverage, or to get a copy of the complete terms of covera?e, go to www.Medica.com or call 1-866-209-4222. For
® general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms, see the

alossary. You can view the Glossary at www.healthcare.gov/she-glossary or call 1-866-209-4222 to request a copy.

Important Questions Answers Why This Matters:

$6,100 per person / $12,200 per Generally, you must gay all of the costs from providers up to the deductible amount before this plan

What is the overall family in-network and $12,100 per  |begins to pay. If you have other family members on the plan, each family member must meet their own
deductible? petrsofn / ?24,%00 per family for in |viclilufal gfle@ctcljblet lgptil the total amount of deductible expenses paid by all family members meets the
out-of-network services. overall family deductible.

Kivadilees o : : This plan covers some items and services even if you haven't yet met the deductible amount. But a
Govael bt Yo et reslonsard rl e o (QORTLEf COBSan i spl, For e I lancovers caan preenic snies it
WF"' dg_d_wﬂ_hlg in-natwork providers. hitps://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other

ggrvduicﬂelg’?!e§ for specific |No. You don’t have to meet deductibles for specific services.

What is the $7,050 per person | $14,400 per g oot pocket limit s the most you could pay in a year for covered services. If you have other famil

autotnoc imit for ;asm3n 0'30“352’ ?aﬂr(ﬁ;ﬁ%rs gﬂtﬁ)‘i[n"eeﬁg& gnu%[fg?%fgci‘?e![hli% El%ﬂ. tgey havet to-meet theif own outof-pocket imits unfl the overell family ;
his plan? Senites -of- imit has been met.

What is not included in Premiums, balance-billing charges,

the out-of-pocket limit? gg\clier;ealth care this plan doesn'’t Even though you pay these expenses, they don’t count toward the out-of-pocket limit,

: : This planuses a provider network. You will pay less if you use a provider in the plan’s network. You will
Will you pay less if you ngéfﬁfs%%a%ﬂf—% pa the most you use an out-of-network provider, and you might receive a bill from a provider for the
uSea D_e_&_QLK_DLOJLLdﬂ'? a list of Medica Choice National difference between the provider's charge and what your plan pays (balance billing). Be aware, your
networkioroviders network provider might use an out-of-network provider for some services (such as lab work). Check with
d your provider before you get services.

Do you need a referral to |No. You don’ I ol :
seca gyl spacialist, teed a referral 1o 5ee & |y gan see the specialist you choose without a referral,

1-00124
(202312151450) (220870)
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
Medica Choice National NE 6100-50% HSA

@ Medica.

Coverage Period: Beginning on or after 01/01/2024
Coverage for: Individual/Family | Plan Type: PPO

“ 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

In-Network
Provider

Out-of-Network
Provider

Limitations, Exceptions & Other Important
Information

(You will pay the least)

(You will pay the most)

Primary care: 50% Primary: 60%
: ik %01?5”@“1? : séhiropractlc: 60%
{:gg:ag icn?{l?y"g't fo Chiropractic: 50% coinsurance  [Limited to 30 visits per member, per year for chiropractic
iness Retail Health: 50% e e
If you visit a health care provider's colnsurance Virtual: 60%
office or clinic Virtual: 50% coinsurance ansunangg
Specialist visit 50% coinsurance 60% coinsurance None o
Preventive care/ : ‘ You may have to pay for services that aren't preventive.
screening/ r’;‘& gr;\)%rlge. Reductible does |gne, coinsurance  |Ask your provider i the services needed are greventive.
immunization S Then check what your plan will pay for.
lagnostic test (x-ray, |Lab: 50% coinsurance :
blood work) oy X-ray: 500% coinsurance 60% coinsurance None
If you have a test imaging (CT/PET
s"gggg“%&,s) 50% coinsurance 60% coinsurance  [None
~ |Preventive:Designated | |
Brevent_rve drugs: No charge.
Generic drugs Deductible does not apply.  |60% coinsurance
Retail: 50% coinsurance
Mail order: 50% coinsurance Uptoa %’31-day supply/retail or 93-day supply/mail order
Preventive: Designated el
| reventive druas: No charae. ail p(der drugs not covered out-of-network. :
{fo yt?ga?e%clil rd{llllg:ss Preferred brand drugs Bﬁﬂuﬂtbl&o doeg_s nat apply? 60% coinsurance Lr}zglé?i.pgggru%?tst—share will not exceed $25 per retail
&ng?nﬁ%g i hnngtifg}ggrf’ smmmo% coinsurance dACA pretventilve drugs covered at no charge. Deductible
— ldoes not apply.
p gvaria on. rug cove : S Preventive: Benefit does not i
. on-preferred brand  |apply. :
drugg Retai: 40% coinsurance 60% coinsurance
Mail order: 40% coinsurance
. . 0, |
o 0™ B Lo P e et fon
: ot { : ; ursed or
Specialty drugs e ?é?:m%% Not covered pald%)y a provider or manufacturer, on your behalf for a
lcoinsurance product or service, will not apply toward your cost share.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

© Medica.

Common Medical Event

Services You May
eed

Medica Choice National NE 6100-50% HSA

What You Will Pay

In-Network

Provider

Out-of-Network

Provider

Coverage Period: Beginning on or after U1/U'1/2024
Coverage for: Individual/Family | Plan Type: PPO

Limitations, Exceptions & Other Important
Information

Facility fee (e.g.,

(You will pay the least)

(You will pay the most)

ambulatory surgery  |50% coinsurance 60% coinsurance  [None
If you have outpatient surgery ~ [center)

Fellgsucnanl Surgeon 15094 coinsurance 60% coinsurance  |None

Emergency room care [50% coinsurance 50% coinsurance In-network deductible and out-of-pocket applies.
g »gnuﬁgﬁed immediate medical el = ical. 15094 coinsurance 50% coinsurance  |In-network deductible and out-of-pocket applies.

Urgent care 50% coinsurance 60% coinsurance None

Facility fee (e.g., 50% coi 0L i

_ hospital o coinsurance |60% coinsurance ~ |None

If you have a hospital stay P(;SP ' . rc;om)

fee)éSICIan surgaon 50% coinsurance 60% coinsurance None
If you need mental health, QOutpatient services  [50% coinsurance 160% coinsurance None ; ety L :
behavioral health, or substance danti : T
abuse services Inpatient services 50% coinsurance 60% coinsurance SRgrf/'igggt'al reatment is covered as part of inpatient

Prenatal care: No charge.
Office visits does not apply. laner coingirance

It you are pregnant

Postnatal care: 50%
coinsurance

Cost sharing does not apply to in-network preventive

Childbirth/delivery
professional services

50% coinsurance

60% coinsurance

services. Depending on the zpe of services, a

nent, coinsurance or may apply.
Maternity care may include tests and services described
elsewhere in the SBC (i.e. certain ultrasounds.)

Childbirth/delivery

facility services

50% cainsurance

60% coinsurance
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

© Medica.

Common Medical Event

Services You May

Need

Medica Choice National NE 6100-50% HSA

What You Will Pay

In-Network
Provider

(You will pay theileast)

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

Coverage Period: Beginning on or after 01/01/2024
Coverage for: Individual/Family | Plan Type: PPO

Limitations, Exceptions & Other Important
Information

Home health care

50% coinsurance

60% coinsurance

Limited to 60 visits ger member per year in and
out-of-network combined.

Rehabilitation servi

50% coinsurance

60% coinsurance

Outpatient h¥{sical occupational, and speech therapy
combined for Rehabilitative and Habilita ive, in-network
and out-of-network: 60 visits/year. Visit limits are not
applicable to behavioral healfh conditions.

Outpatient physical, occupational, and speech therapy

check-up

If you need help recovering or have| , .. .. ; - ; combined for Rehabilitative and Habilitative, in-network
other special health needs Habilitation services 50% coinsurance 60% coinsurance |on§ out-of-network: 60 visitsiyear. Visit imits are not
applicable to behgworal health conditions.
: : - : 60-day limit combined in and out-of-network per member
S sing care  |50% coinsurance 60% coinsurance Der year, p
&'&Medical 50% coinsurance 60% coinsurance None
Hospice services 50% coinsurance 60% coinsurance  |None
Children’s eye exam  |Not covered Not covered None _
If your child needs dental Children’s glasses Not covered Not covered Glasses are not covered by the plan.
or eye care . ;
Children’s dental Not covered Not covered

Dental check-ups are not covered by the plan.

I
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: Beginning on or after U1/01/2024
@ Medica. Medica Choice National NE 6100-50% HSA ' Coverage for: Individual/Family | Plan Type: PPO

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 other excluded services.)

e Acupuncture e Dental check-up o |nfertility treatment
e Bariatric surgery o Classes e Long-term care
e Chiropractic care exceeding 30 visits per member o Hearing aids except for members under age 19; e Private-duty nursing
per year coverage is limited to $3,000 every 48 months per ¢ Routine eye care (Adult)
o Cosmeic surgery covered child affected by a hearing impairment « Rontine it care exeept forapscified
e Dental care (Adult) conditions

e Weight loss programs

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

o ﬁosn-emergency care when traveling outside the
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: Beginning on or after 01/01/2024
@ Meclica, Medica Choice National NE 6100-50% HSA Coverage for: Individual/Family | Plan Type: PPO

Your Rights to Continue Coverage: There are agencies that can help if you want to continue Eour coverage after it ends. The contact information for those agencies is:
Medica at 1-866-209-4222 for group health coverage subject to ERISA, Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA s23272) or

www.dol.9ov/ebsa/healthreform; for all other group health coverage, Department of Health and Human Services, Center for Consumer |nformation and Insurance Oversight, at
1-877-267-2323 x61565 or www.cciio.cms.gov. Other coverage options may be available to you, too, |nc|ud|ng1buym individual insurance coverage through the Health

Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.qov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a comﬁlaint 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 %Ig_n dﬂq(_cuments a_lsto provide ?or?pfete
is notice, or assistance, contact: for group

information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, th

health coverage subject to ERISA, Department of Labor’s Emplo%ee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform; for all
i{’ahzez1r 9208 8hsealtq %c>7v79%a6g4e 3c')zusmay also contact Medica at 1-866-209-4222 or the Nebraska Department of Insurance, PO Box 95087, Lincoln, NE 68509-5087,
-471- or 1-877-564-7323.

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 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:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-952-3465.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-952-3455.
Chinese (F137): INRTE P XHFEY, WHIRITIZA-514 1-800-952-3456.

Navaijo (Dine): Dinek'ehgo shika atohwol ninisingo, kwiijigo holne' 1-800-952-3455.

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 Services

@ Medica.

About these Coverage Examples:

Medica Choice National NE 6100-50% HSA

Coverage Period: Beginning on or after 01/01/2024
Coverage for: Individual/Family | Plan Type: PPO

coinsurance) and

This is not a cost estimator. Treatments shown are just examples of how this plan mi
the actual care you receive, the prices yourt
excluded services under

I?ht cover medlcal care. Your acttigl costs will be different depenglng on
Emmdg[s charge, and many other factors, Focus on the cost-sharing amoun Sdedugtlbles Qg?aymgms an

e plan. Use ttgns lnformat|o¥1 to compare the portion of costs you might pay under different health plans. Please
note these coverage examples are based on self-only coverage.

is Having a Baby
(9 months of i m-n work pre -natal care and a hospital
delivery)
m The plan’s overall deductible $6,100
m Specialist coinsurance 50%
m Hospital (facility) coinsurance 50%
m Other coinsurance 50%

This EXAMPLE event includes services like:
.%Qﬁh_ﬂ office visits (prenatal care)
Childbirth/Delivery Pro essional Services

Managing Joe’s type 2 Diabetes

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

condition)
m The plan’s overall deductible $6,100
m Specialist coinsurance 50%
m Hospital (facility) coinsurance 50%
m Other coinsurance 50%

This EXAMPLE event includes services like:

Primary care physician office visits (including disease
eaucation)

Mia's Simple fracture

(in-network emergency room visit and follow up care)

m The plan’s overall deductible $6,100
m Specialist coinsurance 50%
m Hospital (facility) coinsurance 50%
m Other coinsurance 50%

This EXAMPLE event includes services like:

Fmergency room care (including medical supplies)
._ag_QtitLuQS_ X-ray)

Chalgldnbgmgtrl]é[{@esllvjse%l};rgglgyncsig ra\zlrlw(?isnlood work) %agﬂ_ﬁmmgs gg ption dru?(gblow work Rj abllltatlgn services (phys(l(f‘:gjlt?ll)’grsa)py)
Specialist visit (anesthesia) Durable medi ui (glucose meter)
Total Example Cost | $12,700 Total Example Cost | $5,600 Total Example Cost $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing : Cost Sharing Cost Sharing

Deductibles $6,100 Deductibles $2,200  Deductibles $2,800
Copayments $0 nts $0 Copayments $0
Coinsurance $800 Coinsurance $0 Coinsurance $0

What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $60 Limits or exclusions $0 Limits or exclusions $0
The total Peg would pay is $6,960 The total Joe would pay is $2,200 The total Mia would pay is $2,800

Note: The amount the patient pa
Reimbursement Arrangement (H

not covered.

, Including an HRA funded through a
VEBA-HRA, then you may have ad itional funds that could help cover certain out-of-pocket expenses such as

assumes the patient is not arﬂmpatmvn a Flexible Spending Account (FSA), a Health Savings Account (HSA), or a Health
oluntary Employee Beneficiary ssomatlon VEBA-H

). If you have a FSA, HSA, HRA, or

ductibles, copayments, coinsurance, and benefits otherwise

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

Coverage Period: Beginning on or after 01/01/2024
@ Medica. Medica Choice National NE 6100-50% HSA

Coverage for: Individual/Family | Plan Type: PPO

( Discrimination is Against the Law k
Medica complies with applicable Federal civil rights laws and will not disctiminate against any person on the basis of race, color,
national origin, age, disability or sex. Medica: ;v
* Provides free aids and services to people with disabilities to communicate effectively with us, such as:

TTY communication and written information in other formats (large print, audio, other formats).

* Provides free language services to people whose primary language is not English, such as:

Qualified interpreters and information written in other languages. :

If you need these services, call the number included in this document or on the back of your Medica ID card. If you believe that
Medica has failed to provide these services or discriminated in another way on the basis of race, color, national origin, age, disability
or sex, you can file a grievance with: Civil Rights Coordinator, Mail Route CP250, PO Box 9310, Minneapolis, MN 55443-9310,
952-992-3422 (phone/fax), TTY 711, civilrightscoordinator@medica.com.
You can file a grievance in person or by mail, fax, or email. You may also contact the Civil Rights Cootdinator if you need assistance
with filing a complaint. ‘
You canalso file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, electronically
through the Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby:jsf or by mail or phone at:
U.S. Department of Health and Human Services, 200 Independence Avenue, SW Room 509F, HHH Building, Washington, D.C.
20201, 800-368-1019, 800-537-7697 (TDD). Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

If you want free help translating this information, call the number included in this

document or on the back of your Medica ID card.

Sidesea asistencia gratuita para traducir esta informacion, llame 0| HEE HYSH= 0| Ra22 S22 B AOA|H 0 L5 &}
al nimero que figura en este documento o en la parte posterior ﬁﬁTﬂsz} l\?edica lDE}E Eloio ﬁ%}%dﬁg J‘tlj‘iia}léj)klg,l e
de su tarjeta de identificacion de Medica. , . .
B . o Si vous voulez une assistance gratuite pour traduire ces
Yog koj xav tau kev pab dawb kom txhais daim ntawv no, hurau  informations, appelez le numéro indiqué dans ce document ou
tus xov toq;jnyob hauv ’\?éaci‘r_n n’lcng no los yog nyob nraum gab au dos de votre carte d'identification Medica.
vl i sOFSocbonondifieitiofioquiticomeSys RSOt fontaod
?giggggggglﬂ:ﬁiﬂ, B BASETREE TR IMedica  afecidatbbnpangonivggiescchnbatommcitmonmBissSans.

e e o B B T - ) Kung nais mo ng libreng tulong sa pagsasalin ng impormasyong
Neu quy vimuédn trg gilip dich thong tin nay mién phi, hay goivaosécé  ito, tawagan ang numero na kasama sa dokumentong ito o sa
trong tai lieu nay hodc & mat sau thé ID Medica clia quy vi. likod ng iyong Kard ng Medica ID,

Odeeffannoo kana ﬂargaarsa tolaan akka isinii hilkamu yoo LYY AOLT NTOBCHIO YR RCRD POILAT NPT (N 0 (78 T PR e
garbaadkgaa%_jw j Eam.lu kana ﬁ:?atﬁ argamu ykn ka e Medica @oabe NELP ANHECA PADTY LR
ugeaRaiiiwamges EsnyummasMedicalrafroun bIBIES. e vl bl pomot 24 PHIEISY VIR oW, Hazovits
phefaildotogleglioisd ooy, dduil nobaclucosySeasls]  broj naveden uovom dokumentu ili na poledini svoje ID kartice
eyl SIS nsarnpatidiliog g B s legldbdelloin a)lled )] Medica. 1
Ecnvn Bei xotute nony4uts BecnnartHyio NoMolls B repesoie Dif 4 jfik’e shé ata’ hodoonilininfzingo & ninAaltsoos Medica bee
3TOW YHOPMAaLNK, MOIBOHUTE M0 HOMEPY TenedoHa, nétho’dilzinigi bine’déé’ namboo bika’igijji* béésh bee hodiilnih.
VYKa3aHHO (6] HTE obpaTHOW e st y sl
Bame*g"ummag:guﬂgmﬁg Kap;‘;,‘ ?/Iedica. WA Wenn Sie bei der Ubersetzung dieser Informationen kostenlose
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