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

FEHB High Option Plan- Fam

Coverage Period: 01/01/2019-12/31/2019
Coverage for: Self Only, Self Plus One or Self and Family | Plan Type: HMO

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. Please read the FEHB Plan brochure (RI 73-563) that contains the complete terms of this plan. All benefits are subject to the
definitions, limitations, and exclusions set forth in the FEHB Plan brochure. Benefits may vary if you have other coverage, such as Medicare. 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 get the FEHB Plan brochure at www.phs.org, and view the Glossary at www.healthcare.gov/glossary/ You can call 1-800-356-2219 to request a copy of

either document.

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?

$ 0/Self Only
$ 0/ Self Plus One
$ 0/Self and Family

Yes. Preventive Services

Yes

$6,350 person/
$12,700 family

Copayments for certain services,
premiums, balance-billing charges,
and health care this plan doesn’t
cover.

Yes. See www.phs.org or call 1-
855-780-7737 for a list of network

Generally, you must pay all of the costs from providers up to the deductible amount before this
plan begins to pay. Copayments and coinsurance amounts do not count toward your deductible,
which generally starts over January 1. When a covered service/supply is subject to a deductible,
only the Plan allowance for the service/supply counts toward the 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, or catastrophic maximum, 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

roviders.

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.
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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.

A 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

Out-of-Network Provider
(You will pay the most,
plus you may be balance

Limitations, Exceptions, & Other Important

Network Provider

(You will pay the least) Information

billed)

_Prlmary care visit to treat an $25 copayvisit adult. Not covered No charge for children up to age 26
injury or iliness
If you visit a health $40 copay/visit adult
care provider’s office | Specialist visit $20 copay/visit child Not covered None
or clinic
!Dreven_tlvg Gare/screening/ No charge Not covered None
immunization
Diagnostic test (x-ray, blood No charge Not covered None
If you have a test work)
Imaging (CT/PET scans, MRIs) | $100 copay/test Not covered Prior authorization may be required.
$10 copay/prescription Coverage is limited to a 30-day supply up to
, (retail) the max dosing recom by the manuf or FDA
Generic drugs - Not covered . .
$20 copay/prescription max recom dosage (retail); 90-day supply (mail
(mail order) order)
If you need drugs to $50 copay/prescription Coverage is limited to a 30-day supply up to
treat your illness or (retail) the max dosing recom by the manuf or FDA
e Preferred brand drugs - Not covered . .
condition $100 copay/prescription max recom dosage (retail); 90-day supply (mail
More information about (mail order) order)
prescription drug $75 copay/prescription Coverage is limited to a 30-day supply up to
coverage is available at (retail) the max dosing recom by the manuf or FDA
www.[insert].com Non-preferred brand drugs $150 copay/prescription Not covered max recom dosage (retail); 90-day supply (mail
(mail order) order)
50% coinsurance
. prescription up to a , .
Specialty drugs e Not covered Not available (mail order)
(retail)
If you have outpatient | Facility fee (e.g., ambulatory $150 copay/visit Not covered Prior authorization may be required.

For more information about limitations and exceptions, see the FEHB Plan brochure RI 73-563 at www.phs.org.
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Common
Medical Event

Services You May Need

Network Provider
(You will pay the least)

Out-of-Network Provider
(You will pay the most,
plus you may be balance

Limitations, Exceptions, & Other Important

Information

billed)

surgery surgery center) Deductible will apply.
Physician/surgeon fees No charge Not covered
. . Waived if admitted into a hospital, than
Emergency room care $150 copay/visit $150 copay/visit hospital copay applies.
If you need immediate = Emergency medical $50 copay grqgndi $50 copay grc.n.md; Prior authorization may be required for inter-
medical attention transportation D00 covayal D00 oty facility services
$0 interfacility $0 interfacility '
$40 copay/visit adult $40 copay/visit adult
Urgent care $20 copayvisit child $20 copaylvisit child None
If you have a hospital Facility fee (e.g., hospital room) | $100 copay/day Not covered anr a}:;:)rlmorlzll'clltlon lmal\);I bg required. -
stay Physician/surgeon fees No charge Not covered oeCuCibe WIT apply. Viaximum copay o
for stays 5 days or longer.

If you need mental : . $25 copay/visit adult

health, behavioral ~ OUPatient services S0 copayivisitchild | Ot covered

health, or substance Inpatient services $100 copav/da Not covered Prior authorization may be required. Maximum

abuse services P copayiaay copay of $500 for stays 5 days or longer.
Office visits $25 copay/visit Not covered Maximum copay of $150 per pregnancy.
Childbirth/delivery professional . . N .

If you are pregnant SEIVCes $25 copay/visit Not covered Prior authorization may be required
Childbirth/delivery facility Prior authorization may be required. Maximum
services $100 copay/day MIBEEIE copay of $500 for stays 5 days or longer.
Home health care No charge Not covered Prior authorization may be required

I . $40 copay/visit adult
fabazlig e el $20 copay/visit child NOEBIEE Coverage is limited to 2 months per condition.
Habilitation services $40 cogay/v!s!t ad.ult Not covered Prior authorization maybe required.
$20 copay/visit child

If you need help c s limited up to 60 davs/calend

ecovrng oriave T

:g;%rsspeclal health Skilled nursing care $100 copay/day Not covered Maximum copay of $500 for stays 5 days or

longer.
Prior authorization may be required. Hearing
Durable medical equipment 30% coinsurance Not covered aids are covered for school aged children

under 21 if still attending high school every 36
months/hearing impaired ear.

For more information about limitations and exceptions, see the FEHB Plan brochure RI 73-563 at www.phs.org.
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Common Out-of-Network Provider
Services You May Need Network Provider (You will pay the most,
(You will pay the least) | plus you may be balance
billed)

Limitations, Exceptions, & Other Important

Medical Event Information

Prior authorization may be required. Maximum

Hospice services $100 copay/day Not covered copay of $500 for stays 5 days or longer.
Children’s eye exam No charge Not covered One exam per year. Discounts available
If your child needs Children’s glasses Discounts available, see Not covered through VSP. Contact VSAP at 800-877-7195
dental or eye care comments or online at www.vsp.com
Children’s dental check-up Not covered Not covered

Excluded Services & Other Covered Services:
Services Your Plan Generally Does NOT Cover (Check your plan’s FEHB brochure for more information and a list of any other excluded services.)
o Non-emergency care when traveling outside the
u.S. ¢ Routine foot care
e Private-duty nursing
o Routine Eye Care (Adult)

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

e Acupuncture e Chiropractic care e Hearing aids (for children under 18 or 21 years of
o Weight loss programs P age if still attending high school)

o Cosmetic Surgery
o Dental Care (adult)
e Long-term Care

Your Rights to Continue Coverage: You can get help if you want to continue your coverage after it ends. See the FEHB Plan brochure, contact your HR
office/retirement system, contact your plan at [contact number] or visit www.opm.gov.insure/health. Generally, if you lose coverage under the plan, then, depending
on the circumstances, you may be eligible for a 31-day free extension of coverage, a conversion policy (a non-FEHB individual policy), spouse equity coverage, or
receive temporary continuation of coverage (TCC). 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: If you are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal. For information about
your appeal rights please see Section 3, “How you get care,” and Section 8 “The disputed claims process,” in your plan's FEHB brochure. If you need assistance, you
can contact: [insert applicable contact information from instructions].

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.

For more information about limitations and exceptions, see the FEHB Plan brochure Rl 73-563 at www.phs.org. 4 0f 6



Language Access Services:
[Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al [insert telephone number].]
[Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa [insert telephone number].]

[Chinese (F132): 4nRFFZ b ey 88, EIRFTIXAN S [insert telephone number].]
[Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' [insert telephone number].]
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 FEHB Plan brochure Rl 73-563 at www.phs.org. 5 of 6



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

hospital delivery)

® The plan’s overall deductible $0

M Specialist $40
W Hospital (facility) $100
M Other

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 $0

Copayments $1,380

Coinsurance $0

What isn’t covered
Limits or exclusions $150
The total Peg would pay is $1,530

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

controlled condition)

B The plan’s overall deductible $0
M Specialist $40
B Hospital (facility)

M Other

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 $0

Copayments $790

Coinsurance $380

What isn’t covered
Limits or exclusions $80
The total Joe would pay is $1,250

up care)
® The plan’s overall deductible $0
M Specialist $40
W Hospital (facility) $100
M Other

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 $1,900
In this example, Mia would pay:
Cost Sharing
Deductibles $0
Copayments $420
Coinsurance $0
What isn’t covered
Limits or exclusions $150
The total Mia would pay is $670
6 of 6



Notice of Nondiscrimination and Accessibility
Discrimination is Against the Law

Presbyterian Healthcare Services complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national
origin, age, disability, or sex.

Presbyterian Healthcare Services does not exclude people or treat them differently because of race, color, national origin, age, disability, or sex.

Presbyterian Healthcare Services:
e Provides free aids and services to people with disabilities to communicate effectively with us, such as:
o Qualified sign language interpreters
0 Written information in other formats (large print, audio, accessible electronic formats, other formats)
e Provides free language services to people whose primary language is not English, such as:
o0 Qualified interpreters
o Information written in other languages

If you need these services, contact the Presbyterian Customer Service Center at 505- 923-5420, 1-855-592-7737, TTY 711.

If you believe that Presbyterian Healthcare Services 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. You can file a grievance in person, or by mail, fax, or email. If you need help filing a
grievance, the Privacy Officer and Civil Rights Coordinator is available to help you.

Presbyterian Privacy Officer and Civil Rights Coordinator

P.O. Box 27489

Albuquerque, NM 87125

Phone: 866-977-3021, TTY 711
Fax: 505-923-5124
Email: info@phs.org

You can also 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

Phone: 1-800-868-1019, 800-537-7697 (TDD)
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

YO055_MPC071651_Acce pted_08202016 & PR Es BYTERIAN



Multi-Language Interpreter Services

English ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call 505-923-5420,
1-855-592-7737 (TTY: 711).

Spanish ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiistica. Llame al 505-923-5420, 1-
855-592-7737 (TTY: 711).

Navajo Dii baa aké ninizin: Dii saad bee y4nilti’go Diné Bizaad. saad bee dkd’4nida’dwo’déé’, t°44 jiik eh, &1 na holo, koji’
hodiilnih 505-923-5420. 1-855-592-7737 (TTY: 711).

Vietnamese CHU Y: Né&u ban néi Tiéng Viét, ¢ cac dich vu hd tro ngdn ngit mién phi danh cho ban. Goi s6
505-923-5420, 1-855-592-7737 (TTY: 711).

German ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfligung.
Rufnummer: 505-923-5420, 1-855-592-7737 (TTY: 711).

Chinese AR MEGEREREPX, GRALUKEEGESEYRS. FRE  505-923-5420, 1-855-592-7737 (TTY: 711),

Arabic pdaldsapald s a3, 1-855-592-7737 505-923-5420, (TTY:711), s duadl olzalda dd sl siases sg dIJ g | sald iladz ol g JId el
Gy G ) ek g

Korean FO: St =2 E MEBSIAN= B2, A N3 MBIAE S22 0| E0tA &= UASLICH
505-923-5420, 1-855-592-7737 (TTY: 711)H 2 2 M3tof = Al 2.

Tagalog- PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad.

Filipino Tumawag sa 505-923-5420, 1-855-592-7737 (TTY: 711).

Japanese EEEIE  HARBZHEINDGE, BEHOESEXZEFZ AWV ETEY,
505-923-5420, 1-855-592-7737 (TTY:711) £ T. HB/EEICTTEK LIS,

French ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 505-923-
5420, 1-855-592-7737 (ATS : 711).

Italian ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il
numero 505-923-5420, 1-855-592-7737 (TTY: 711).

Russian BHMMAHMUE: Ecnm Bbl FOBOPUTE HA PYCCKOM fA3blKe, TO BaM AOCTynHbl 6ecnaaTtHble ycayrn nepesoga. 3soHuTe 505-923-
5420, 1-855-592-7737 (Tenetann: 711).

Hindi T & AR o fgdl arerd & A7 s fore qo # AT ST {4 Suersy
505-923-5420, 1-855-592-7737 (TTY: 711) 9T &ie F<L|

Farsi 1-855-592-7737 505-923-5420 L .23 (e pl b Lk (51 0 (81 <y om0 et (i€ o SER b L) 4 KT 4 g

A& el (TTY:711)
Thai Fou: guyane neguansaldusmssremasmanelans Tns 505-923-5420, 1-855-592-7737 (TTY: 711).
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Notice of Nondiscrimination and Accessibility
Discrimination is Against the Law

Presbyterian Healthcare Services complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national
origin, age, disability, or sex.

Presbyterian Healthcare Services does not exclude people or treat them differently because of race, color, national origin, age, disability, or sex.

Presbyterian Healthcare Services:
e Provides free aids and services to people with disabilities to communicate effectively with us, such as:
o Qualified sign language interpreters
0 Written information in other formats (large print, audio, accessible electronic formats, other formats)
e Provides free language services to people whose primary language is not English, such as:
o0 Qualified interpreters
o Information written in other languages

If you need these services, contact the Presbyterian Customer Service Center at 505- 923-5420, 1-855-592-7737, TTY 711.

If you believe that Presbyterian Healthcare Services 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. You can file a grievance in person, or by mail, fax, or email. If you need help filing a
grievance, the Privacy Officer and Civil Rights Coordinator is available to help you.

Presbyterian Privacy Officer and Civil Rights Coordinator

P.O. Box 27489

Albuquerque, NM 87125

Phone: 866-977-3021, TTY 711
Fax: 505-923-5124
Email: info@phs.org

You can also 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

Phone: 1-800-868-1019, 800-537-7697 (TDD)
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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Multi-Language Interpreter Services

English ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call 505-923-5420,
1-855-592-7737 (TTY: 711).

Spanish ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiistica. Llame al 505-923-5420, 1-
855-592-7737 (TTY: 711).

Navajo Dii baa aké ninizin: Dii saad bee y4nilti’go Diné Bizaad. saad bee dkd’4nida’dwo’déé’, t°44 jiik eh, &1 na holo, koji’
hodiilnih 505-923-5420. 1-855-592-7737 (TTY: 711).

Vietnamese CHU Y: Né&u ban néi Tiéng Viét, ¢ cac dich vu hd tro ngdn ngit mién phi danh cho ban. Goi s6
505-923-5420, 1-855-592-7737 (TTY: 711).

German ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfligung.
Rufnummer: 505-923-5420, 1-855-592-7737 (TTY: 711).

Chinese AR MEGEREREPX, GRALUKEEGESEYRS. FRE  505-923-5420, 1-855-592-7737 (TTY: 711),

Arabic pdaldsapald s a3, 1-855-592-7737 505-923-5420, (TTY:711), s duadl olzalda dd sl siases sg dIJ g | sald iladz ol g JId el
Gy G ) ek g

Korean FO: St =2 E MEBSIAN= B2, A N3 MBIAE S22 0| E0tA &= UASLICH
505-923-5420, 1-855-592-7737 (TTY: 711)H 2 2 M3tof = Al 2.

Tagalog- PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad.

Filipino Tumawag sa 505-923-5420, 1-855-592-7737 (TTY: 711).

Japanese EEEIE  HARBZHEINDGE, BEHOESEXZEFZ AWV ETEY,
505-923-5420, 1-855-592-7737 (TTY:711) £ T. HB/EEICTTEK LIS,

French ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 505-923-
5420, 1-855-592-7737 (ATS : 711).

Italian ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il
numero 505-923-5420, 1-855-592-7737 (TTY: 711).

Russian BHMMAHMUE: Ecnm Bbl FOBOPUTE HA PYCCKOM fA3blKe, TO BaM AOCTynHbl 6ecnaaTtHble ycayrn nepesoga. 3soHuTe 505-923-
5420, 1-855-592-7737 (Tenetann: 711).

Hindi T & AR o fgdl arerd & A7 s fore qo # AT ST {4 Suersy
505-923-5420, 1-855-592-7737 (TTY: 711) 9T &ie F<L|

Farsi 1-855-592-7737 505-923-5420 L .23 (e pl b Lk (51 0 (81 <y om0 et (i€ o SER b L) 4 KT 4 g

A& el (TTY:711)
Thai Fou: guyane neguansaldusmssremasmanelans Tns 505-923-5420, 1-855-592-7737 (TTY: 711).
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