Summary of Benefits and Coverage: Whatthis Plan Covers & What You Pay for Covered Services Coverage Period: 01/01/2024-12/31/2024

‘>COX HEALTHPLANS Silver Standard 12.2 AI/AN Zero Cost Sharing Coverage for: Individual+ Family | Plan Type: EPO

CoxHealth

A The Summary of Benefitsand Coverage (SBC)document will help you choose a health plan. The SBC shows you how you and the plan would

: share the cost forcovered healthcare services. NOTE: Informationabout 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 1-800-869-1093 or visit
www.thinkinghealthforward.com. 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 healthcare.gov or call 1-800-869-1093 to request a copy.

Important Questions Why This Matters:

What is the overall . : :

deductible? $0 See the Common Medical Events charts below for your costs for services this plan covers.
ngtp:;/eoierrxleceetsyg%\fred Yes. This plan covers some items and services even if you haven't yet met the deductible amount.
deductible?

%ﬁesreeéiigggiig’ljcﬂ No. You don't have to meet deductibles for specific services.

What is the out-of- _ . .

pocket limit for this Not Applicable. This plan does not have an out-of-pocket limit on your expenses.

plan?

Whatis notincludedinthe . , .
o This plan does not have an out-of-pocket limit on your expenses.
out-of-pocket limit? Not Applicable. plan. b y P

Will you pay less if you ot BT Thislplﬂdoes not use a provider network. You can receive covered services from any
use a network provider? |'O! APPlicabie. provider.

Do you need areferral | No.
to see a specialist?

You can see the specialist you choose without a referral.
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A All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

Common Services You May Need | Indian Health Care | Non-IHCP In- Non-IHCP Out-of- Limitations, Exceptions, &

Medical Event Provider (IHCP) | Network Provider | Network Provider Other Important Information
(You \;VIII p)ay the ' (Youwillpay | (You will pay the
east

Primary care visit o treatan 5 charge No charge Not covered
injury or iliness
If you visit a health o No charge No charge Not covered None
care provider's office | Specialist visit
or clinic
You may have to pay for services that
WI o No charge No charge i Emeaes aren't preventive. Ask your le the
screening/immunization services needed are preventive. Then
check what your plan will pay for.
—g—v?li;k;'osm test (x-ray, blood Ny charge No charge Not covered \ N )
If you have a test e CTPET IHOC(;?Stl’gvingg at in-network non-
I\r/lnRaI%I)ng ( scans, No charge No charge Not covered S
It]; ggtuygﬁ?t?l ﬁ]rggssg? Generic drugs (Tier 1) No charge No charge Not covered
condition Covers up to a 30-day supply (retail
More information about Preferred brand drugs (Tier 2) |No charge No charge Not covered prescription); 31-90 day supply (mail order
prescription drug B
coverage Is available at Non-preferred brand drugs P el
minghealthfor (Tier 3) No charge No charge Not covered
ward.com _ _
Specialty drugs (Tier 4) No charge No charge Not covered
Facility fee (e.g., ambulatory |y, charge No charge Not covered Preauthorization is required. If you don’t
surgery center) = = ; get preauthorization, benefits could be
If you have outpatient MO B No charge Not covere reduced by 50% of the total cost of the
surgery Physician/surgeon fees service. No costd sharing at in-network
non-IHCP providers.
Emergency room care No charge No charge No charge
Ifyouneed Emergency medical No charge No charge No charge
immediate medical transportation None
attention Urgent care No charge No charge No charge
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Common
Medical Event

If you have a
hospital stay

Services You May Need

Facility fee (e.g., hospital
room)

Indian Health Care
Provider (IHCP)
(You will pay the
least)

No charge

What You Will Pay

Non-IHCP In-
Network Provider
(You will pay
more)

No charge

Non-IHCP Out-of-

Network Provider

(You will pay the
most)

Not covered

Limitations, Exceptions, &
Other Important Information

Preauthorization is required. If you don't
get Preauthorization benefits could be
reduced by 50% of the total cost of the
service.No cost sharing at in-network
IHCP providers.

Physician/surgeon fees

No charge

No charge

Not covered

Preauthorization is required. If you
don't get Preauthorization benefits
could be reduced by 50% of the total
cost of the service. No cost sharing
at in-network IHCP providers.

If you need mental
health, behavioral
health, or substance
abuse services

Outpatient services

No charge

No charge

Not covered

Preauthorization is required. Covered
services include two Mental Health
Sessions per calendar year for the
diagnosis or assessment of Mental lliness
to an Out-of-Network provider acting within
the scope of their license.

Inpatient services

No charge

No charge

Not covered

Preauthorization is required. Covered
services include two Mental Health
Sessions per calendar year for the
diagnosis or assessment of Mental lliness
to an Out-of-Network provider acting within
the scope of their license.

If you are pregnant

Office visits

No charge

No charge

Not covered

Maternity care may include tests and
services described elsewhere in the SBC
(i.e. ultrasound). Cost sharing does not
apply for preventive services. No cost
sharing at in-network IHCP providers.

Childbirth/delivery
professional services

No charge

No charge

Not covered

Childbirth/delivery facility
services

No charge

No charge

Not covered

Maternity care may include tests and
services described elsewhere in the
SBC (i.e. ultrasound). Cost sharing
does not apply for preventive services.
No cost sharing at in-network IHCP
providers.
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What You Will Pay \

Non-IHCP In- Non-IHCP Out-of-

Provider (IHCP) | Network Provider | Network Provider

(Youwillpay the | (Youwillpay | (You will pay the
least) more) most)

Services You May Need Indian Health Care

Common
Medical Event

Limitations, Exceptions, & Other

Important Information

If you need help
recovering or have
other special health
needs

Home health care

No Charge

No charge

Not covered

100 visits per Benefit Year.

Rehabilitation services

No Charge

No charge

Not covered

Physical Therapy & Occupational Therapy
each limited to 20 visits per Benefit Year.
Speech Therapy unlimited. No cost
sharing at in-network non-IHCP providers.

Habilitation services

No Charge

No charge

Not covered

Physical Therapy & Occupational Therapy
each limited to 20 visits per Benefit Year.
Speech Therapy unlimited. No cost.
sharing at in-network non-IHCP providers.

Skilled nursing care

No Charge

No charge

Not covered

Skilled nursing, Physical Medicine, and
Rehabilitation limited to 150 combined
inpatient days per Benefit year. No
cost sharing at in-network non-IHCP

providers.

Durable medical equipment

No Charge

No charge

Not covered

Excludes vehicle modifications, home
modifications, exercise, and bathroom
equipment. No cost sharing at in-
network non-IHCP providers.

Hospice services

No Charge

No charge

Not covered

Preauthorization is required. No
cost sharing at in-network non-IHCP

providers.

If your child needs
dental or eye care

Children's eye exam

No charge

No charge

Not covered

Coverage limited to one exam per
calendar year. Cost sharing waived
at non-IHCP with IHCP referral.

Children's glasses

No charge

No charge

Not covered

Coverage limited to one pair of glasses
per calendar year. Cost sharing waived
at non-IHCP with IHCP referral.

Children's dental check-up

No charge

No charge

Not covered

One diagnostic exam every six months
beginning before age one. Cost sharing
waived at non-IHCP with IHCP referral.
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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.)
« Abortion (except when the life of the mother is « Dental care (Adult) + Routine eye care(Adult)
endangered) o « Routine foot care
* Infertility treatment

. Acu'purmture + Long-term care + Weight loss programs
* Bariatricsurgery

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

. C_eropractic cehre (26 visits per calendar year * Hearing aids * Private-duty nursing (Outpatient only, 82 visits
without preauthorizafion) « Non-emergency care when traveling outside theU.S.  per benefit year/164 visits per lifetime)

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:
Missouri Department of Commerce and Insurance, P.O. Box 690, Jefferson City, MO 65102, phone: 800-726-7390 or fax: 573-526-4536. You may also contact Cox
HealthPlans at www.thinkinghealthforward.com or call 800-869-1093. 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 800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan fora denial of a claim. This complaint s 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 the insurer at 1-800-869-1093. You may also contact the Missouri Department of Commerce & Insurance at 1-800-726-7390.

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 Minimum Value Standards? Not Applicable.
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 (Espanol): Para obtener assistencia an Espanol, llame al 1-844-563-0782.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-844-563-0782.
Chinese ( 1 30): S 75 E e 5 B, W 4R T XSS5 1-844-563-0782.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-844-563-0782.

To see examples of how this plan might cover costs for a sample medical situation, see the next section.

PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The
valid OMB control number for this information collection is 0938-1146. The time required to complete this information collection is estimated to average 0.08 hours per response, including the time
to review instructions, search existing data resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of the time
estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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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'sType 2 Diabetes
(a year of routine in-networkof a well-

Mia's Simple Fracture
(in-network emergency room visitan d follow up

hospital delivery)

controlled conditiocna)re

care)

m The plan's overall deductible $0 m The plan's overall deductible $0 m The plan's overall deductible $0
m Specialist coinsurance 0% m Specialist coinsurance 0% m Specialist coinsurance 0%
m Hospital (facility) coinsurance 0% m Hospital (facility) coinsurance 0% m Hospital (facility) coinsurance 0%
m Other coinsurance 0% m Other coinsurance 0% m Other coinsurance 0%
ThisEXAMPLEeventincludesserviceslike: This EXAMPLE event includes serviceslike: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) Childbirth/ Primary care physician office visits Emergency room care (including medical
Delivery Professional Services Childbirth/ (including diseaseeducation) supplies)
Delivery Facility Services Diagnostic tests (blood work) Diagnostic test (x-ray)
Diagnostic tests (ultrasounds and blood work) Prescription drugs Durable medical equipment (crutches)
Specialist visit (anesthesia) Durable medical equipment (glucose meter) Rehabilitation services (physical therapy)
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 $0  Deductibles $0 Deductibles $0
Copayments $0  Copayments $0 Copayments $0
Coinsurance $0  Coinsurance $0  Coinsurance $0

What isn't covered What isn't covered What isn't covered

Limits or exclusions $0  Limits or exclusions $0  Limits or exclusions $0
The total Peg would pay is $0 The total Joe would pay is $0  The total Mia would pay is $0

The plan would be responsible for the other costs of these EXAMPLE covered services.
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We speak your language

If you or someone you're helping needs assistance you have
the right to get help and information in your language at no
cost. To talk to an interpreter, call the Member Services
number on the back of your card, or 844-563-0782, TTY: 1-

800-735-2966 if you are a member.

Si usted, o alguien a quien usted estd ayudando, tiene
preguntas acerca de Cox HealthPlans, tiene derecho a
obtener ayuda e informacion en su idioma sin costo alguno.
Para hablar con un intérprete, llame al 844-563-0782, TTY: 1-

800-735-2966.

R, RESEAEEBMA, HER Cox

HealthPlans

73‘@&’]!“]% .h\’ﬁ’féﬂﬁﬁu.u ESEEEIF
n_.\o n_. EEE 1—L§]]D§Eﬁnﬁ ' %844 563

0782, TTY: 1-800-735-2966.

Neu quy vi, hay ngwoi ma quy vi dang gidp d&, c6 cau hoi
vé Cox HealthPlans quy vi s& c¢6 quyén dwoc gitp va co
thém théng tin bang ngén ngtr ctia minh hoan toan mién phi.
P& néi chuyén voi mot thong dich vién, xin goi 844-563-
0782, TTY:1-800-735-2966.

To aan, malla goddo mo mballata, e yama dow Cox
HealthPlans a woodi baawde hebuki habaru malla
wallireeki wolde maada naa maa a yobii. Mbolda e
pirtoowo, nodda 844-563-0782, TTY: 1-800-735-2966.

Falls Sie oder jemand, dem Sie helfen, Fragen zum Cos
HealthPlan haben, haben Sie das Recht, kostenlose Hilfe und
Informationen in lhrer Sprache zu erhalten. Um mit einem
Dolmetscher zu sprechen, rufen Sie bitte die Nummer 844-
563-0782 an, TTY: 1-800-735-2966.

Aodd g loapderls  @liwloanags ) Cox
HealthPlans (¢« & s dgz ). ¢ Wdasag I wlg sgluel
Aladgalls 8 goopua I Hpd we o sy 3 Jd ¢
Qe ) feezredua o) 844-563-0782, TTY: 1-800-

%% e otst S0 9l ofm AFHO] Cox

HealthPlans Off 2tsiA ZE0| UCHH Fst= 2t
E20 §EE 5o 0|Z H|g 2EHEI0| ¢S
Qe H2h YsUch A SYAe
07|57 28l A= 844-563-0782, TTY: 1- 800-735-

2966 £ M3}SHMA|2.

Ecnu y Bac unu nuua, KoTopomy Bbl NMoMoraeTte,
nmetotca Bonpockl no nosogy Cox HealthPlans, To

Bbl MMeeTe npaBo Ha OecnnatHoe mnonyyeHue
nomoLM M MHpopmaumm Ha Bawem si3blke. Ons
pasroBopa C MNepeBOAYMKOM MO3BOHWUTE MO
TenedoHy 844-563-0782, TTY: 1-800-735-2966.

Si vous, ou quelgu'un que vous étes en train
d'aider, a des questions a propos de Cox
HealthPlans, vous avez le droit d'obtenir de l'aide
et l'information dans votre langue a aucun co(t.
Pour parler a un interpréte, appelez 844-563-0782,
TTY:1-800-735-2966.

Kung ikaw, o ang iyong tinutulangan, ay may mga
katanungan tungkol sa Cox HealthPlans may
karapatan ka na makakuha ng tulong at
impormasyon sa iyong wika ng walang gastos.
Upang makausap ang isang tagasalin, tumawag sa
844-563-0782, TTY: 1-800-735-2966.

Wann du hoscht en Froog, odder ebber, wu du
helfscht, hot en Froog baut Cox HealthPlans,
hoscht du es Recht fer Hilf un Information in deinre
eegne Schprooch griege, un die Hilf koschtet nix.
Wann du mit me Interpreter schwetze witt,
kannscht du 844-563-0782, TTY:1-800-735-2966

uffrufe.
JS\ “(‘Ui‘y:&\)" So \S\(.U'ﬁa g}\éa \S.\,J v?‘d\»‘)d J‘)}
Cox HealthPlans byl (G P PSS S

saledbl o o) w3 ag ) e sk oK 'l‘)u dgRy b
0 844-563-0782, TTY: 1-800-735-2966 e

velb pgled
Isin yookan namni biraa isin deeggartan Cox
HealthPlans irratti gaaffii yo qabaattan, kaffaltii
irraa  bilisa haala ta'een afaan keessaniin
odeeffannoo argachuu fi deeggarsa argachuuf
mirga ni gabdu. Nama isiniif ibsu argachuuf,
lakkoofsa bilbilaa 844-563-0782, TTY:1-800-735-
2966 tiin bilbilaa.
Se vocé, ou alguém a quem vocé esta ajudando,
tem perguntas sobre o Cox HealthPlans vocé tem o
direito de obter ajuda e informagdo em seu idioma
e sem custos. Para falar com um intérprete, ligue
para 844-563-0782, TTY: 1-800-735-2966.

Cox HealthPlans 4244 ANA @N#FF aeNt
P LNNC AT APTY NHC: NS $ATCT NHC YLF
NAETMI Nxhd 8% LIS NRF ITOII° A
A P7497::844-563-0782, TTY: 1-800-735-2966.

Cox HealthPlans complies with Federal civil rights laws
and do not discriminate on the basis of race, color,
national origin, age, disability, or sex. Cox HealthPlans
and CoxHealth Network provides free auxiliary aids and
services to people with disabilities to communicate
effectively with us, such as qualified sign language
interpreters and information in other formats. If you
need these services, call the Customer Service number
on the back of your card, or 844-563-0782, TTY: 1-800-

735-2966, if you are not already a member. If you
believe that Cox HealthPlans and CoxHealth Network
has failed to provide services or discriminated in
another way on the basis of race, color, national origin,
age, disability, or sex, you can file a grievance in person,
by mail, fax, or online with: Missouri Department of
Insurance  Financial Institutions &  Professional
Registration, P.0. Box 690, Jefferson City, MO 65102,
fax: 573-526-4536, phone: 800-726-7390, online at
www.insurance.mo.gov. If you need help filing a
grievance, the Division of Consumer Affairs is available
to help you.

You can also file a civil rights complaint with the U.S.
Department of Health & 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, phone, or email at: U.S. Department of Health &
Human Services, 200 Independence Ave, S.W.,
Washington, D.C. 20201, phone: 800-368-1019, TTD:
800-537-7697, email: OCRComplaint@hhs.gov.
Complaint forms are available at
https://www.hhs.gov/civil-rights/filing-a-complaint/

complaint-process/index.html
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