Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services
Western Health Advantage: uc 106A HMO RX A INF

Coverage Period: 01/01/2019 - 12/31/2019
Coverage for: Self + Family | Plan Type: HMO

the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary or call 1-800-318-2596 to request a copy.

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 1-888-563-2250 or visit mywha.org. For
general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see

Important Questions Answers Why This Matters:
X\(ler:i?]tclt?btlzg overal $0 See the Common Medical Events chart below for your costs for services this plan covers.

. This plan covers some items and services even if you haven't yet met the deductible amount. But a
ﬁ;tfeotrr;ergus?nnggfsoﬁvered Yes copayment or coinsurance may apply. For example, this plan covers certain preventive services
dedu cti)tlal o7 y without cost sharing and before you meet your deductible. See a list of covered preventive services at
—_— www.healthcare.gov/coverage/preventive-care-benefits.
Are there other deductibles No You don't have to meet deductibles for specific services.

for specific services?

What is the out-of-pocket
limit for this plan?

$1,000/Individual or
$3,000/Family per calendar
year

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?

Member cost shares for
infertility, hearing aids,
chiropractic care, and
premiums and health care the
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 mywha.org/directory
or call 1-888-563-2250 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.
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Common
Medical Event

Services You May Need

What You Will Pay

Network Provider
(You will pay the least)

Out-of-Network Provider

Limitations, Exceptions, & Other Important
Information

Primary care visit to treat an

(You will pay the most)

injury or ilness $20/visit Not covered None
If you visit a health Specialist visit $20/visit Not covered Preauthorization may be required.
gl?;iecm office or You may have to pay for services that aren't
Preventive care/screening/ preventive. Ask your provider if the services
immunization Mo Mol ezt needed are preventive. Then check what
your plan will pay for.
Diagnostic test (x-ray, blood o ,
work) (x-ray No charge Not covered Preauthorization may be required for
If you have a test —— T diagnostic tests. Preauthorization required
maging ( Scans, No charge Not covered for imaging.
MRIs)
Retail: $5/prescription (30-day
Tier 1 (Preferred generic supply); Mail order:
medications) $10/prescription (90-day Not covered
supply)
If you need drugs to : Retail: $25/ prescription (30- At Retail pharmacies, a 30-day supply is
treat your illness or Tler2 (Ereferred brand name |day supply); Mall order: Not covered allowed: Ep o a 90-day supplyy e eﬁlF:)\)//ved
condition medications) $50/prescription (90-day through Mail Order. Preauthorization
More |_nf1cj>rm3t|on about supply) required for specialty medications, which are
prescription arug m - limited to a 30-day supply and must be
coverage is available Tier 3 (N ferred (Ij?etall. $4|0/Pr'\73(lzlrlpt(|jon. (30- obtained through >\I/VH,FA)\'F')S,){speciaIty pharmacy
at ler 3 (Non-preferre ay supply); Mail order: Not covered network as described in the EOC/DF.
mywha.ora/pharmacy | medications) $80/prescription (90-day
supply)
$40/prescription (oral); $5-
Specialty drugs $25-$40/prescription (self- Not covered
injectable)
i Facillty fee (e.g., ambulatory $100/visit Not covered Preauthorization required
rgery Physician/surgeon fees No charge Not covered Preauthorization required.
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Common
Medical Event

Services You May Need

What You Will Pay

Network Provider
(You will pay the least)

Out-of-Network Provider

Limitations, Exceptions, & Other Important
Information

(You will pay the most)

(professional) (professional) care are waived if admitted. At urgent care
If you need immediate |Emergency medical No ch No ch centers, services from an out-of-network
medical attention transportation DG/ 9 EIElEE provider are covered only when obtained
outside the service area. Preauthorization
Urgent Care Center $20/visit $20/visit may be required.
Facility fee (e.g., hospital _— o .
If you have a hospital | room) $250/admission Not covered Preauthorization may be required.
stay Physician/surgeon fees No charge Not covered Preauthorization may be required.
i vou nead mental Visits 1-3 $0 copayment;
you Outpatient servi Visits 4+ $20 copayment Not d
health, behavioral Uipatlent services Vilssilts e Benefits provided by Optum.* Non-routine
health, or substance services require preauthorization.
abuse services Inpatient services $250/admission Not covered
Office visits No charge Not covered . ’ "
. . ost sharing does not apply for preventive
Cmggggrg?!\;%ces No charge Not covered services, including routine prenatal care and
If you are pregnant P . : _ first postnatal visit. Preauthorization may be
Chlldbﬂth/dellvery facility $250/admission Nl v required for inpatient services.
services
Home health care No charge Not covered 100 visits per calendar year.
Preauthorization required.
If you need help Reh.a'blllTahon sejrwces $20/v!s!t Not covered Preauthorfzat!on requ!red.
recovering or have Habilitation services $20/visit Not covered Preauthorization required.
other special health . . 100 days per calendar year. Preauthorization
needs Skilled nursing care No charge Not covered required.,
Durable medical equipment  |No charge Not covered Preauthorization may be required.
Hospice services No charge Not covered Preauthorization required.
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What You Will Pay

Common Limitations, Exceptions, & Other Important

Medical Event Services You May Need Network Provider Out-of-Network Provider Information
(You will pay the least) (You will pay the most)

One comprehensive eye exam per year

fyour child needs Children's eye exam No charge Not covered (including dilation if medically indicated).
dental or eye care Children's glasses Not covered Not covered None
Children's dental check-up Not covered Not covered None

*For questions about mental health or substance use disorders, call Optum at 1-888-440-8255 or visit www.liveandworkwell.com.

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.)

« Cosmetic Surgery . Uosn-emergency care when traveling outside the * Routine Foot Care

+ Dental Care Adult * Private-Duty Nursing + Weight Loss Programs
* Long-Term Care

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

* Acupuncture + Chiropractic Care * Infertility Treatment
* Bariatric Surgery * Hearing Aids * Routine Eye Care Adult

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: Department of Managed Health Care California Help Center, 980 9th Street Suite #500, Sacramento, CA 95814-4275 at 1-888-466-2219 or www.hmohelp.ca.gov,
or the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. 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 you 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 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 California Department of Managed Health Care at 1-888-HMO-2219 or 1-888-877-5378 (TTY) or visit their website www.hmohelp.ca.gov.

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 Minimum Value Standards? Yes
If your plan doesn't meet the Minimum value standard, you may be eligible for a premium tax credits to help you pay for a plan through the Marketplace.
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Language Access Services:
See addendum for notification of nondiscrimination and language assistance.
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

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 up

hospital delivery)
W The Plan's overall Deductible $0

controlled condition)
W The Plan's overall Deductible $0

care)
W The Plan's overall Deductible $0

I Specialist Copayment $20 m Specialist Copayment $20 m Specialist Copayment $20
I Hospital (facility) Copayment $250 m Hospital (facility) Copayment $250 m Hospital (facility) Copayment $250
= Other Copayment $20 = Other Copayment $20 = Other Copayment $20
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) Primary care physician office visits (including Emergency room care (including medical
Childbirth//Delivery Professional Services disease education) supplies)
Childbirth/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 $12,800 Total Example Cost $7,400 Total Example Cost $1,900
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 $290  Copayments $1,000 Copayments $175
Coinsurance $0  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 $350  The total Joe would pay is $1,000 The total Mia would pay is $175

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

6 of 6



http://www.healthcare.gov/sbc-glossary/#plan
http://www.healthcare.gov/sbc-glossary/#provider
http://www.healthcare.gov/sbc-glossary/#cost-sharing
http://www.healthcare.gov/sbc-glossary/#deductible
http://www.healthcare.gov/sbc-glossary/#copayment
http://www.healthcare.gov/sbc-glossary/#coinsurance
http://www.healthcare.gov/sbc-glossary/#excluded-services
http://www.healthcare.gov/sbc-glossary/#plan
http://www.healthcare.gov/sbc-glossary/#plan
http://www.healthcare.gov/sbc-glossary/#plan
http://www.healthcare.gov/sbc-glossary/#deductible
http://www.healthcare.gov/sbc-glossary/#specialist
http://www.healthcare.gov/sbc-glossary/#copayment
http://www.healthcare.gov/sbc-glossary/#copayment
http://www.healthcare.gov/sbc-glossary/#copayment
http://www.healthcare.gov/sbc-glossary/#plan
http://www.healthcare.gov/sbc-glossary/#deductible
http://www.healthcare.gov/sbc-glossary/#specialist
http://www.healthcare.gov/sbc-glossary/#copayment
http://www.healthcare.gov/sbc-glossary/#copayment
http://www.healthcare.gov/sbc-glossary/#copayment
http://www.healthcare.gov/sbc-glossary/#plan
http://www.healthcare.gov/sbc-glossary/#deductible
http://www.healthcare.gov/sbc-glossary/#specialist
http://www.healthcare.gov/sbc-glossary/#copayment
http://www.healthcare.gov/sbc-glossary/#copayment
http://www.healthcare.gov/sbc-glossary/#copayment
http://www.healthcare.gov/sbc-glossary/#plan

Western Health Advantage complies with applicable Federal and California civil rights laws and does not discriminate on the basis of race, color, national
origin, ancestry, religion, sex, marital status, gender, gender identity, sexual ocrientation, age, or disability, as applicable. Western Health Advantage does
not exclude people or treat them differently because of race, color, national origin, ancestry, religion, sex, marital status, gender, gender identity, sexual
orientation, age, or disability.

Western Health Advantage:

Provides free aids and services to people with disabilities to communicate effectively with us, such as:
¢ Quadlified sign language interpreters
o 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:
e Qualified interpreters
¢ Information written in other languages

If you need these services, contact the Member Services Manager at 888.563.2252 and find more information online at
https://www.westernhealth.com/legal/non-discrimination-notice/.

If you believe that Western Health Advantage has failed to provide these services or discriminated in another way on the basis of race, color, national
origin, ancestry, religion, ancestry, religion, sex, marital status, gender, gender identity, sexual orientation age, or disability, you can file a grievance by
telephone, mail, fax, email, or online with: Member Services Manager, 2349 Gateway Oaks Drive, Suite 100, Sacramento, CA 95833, 888.563.2252 or
916.563.2252, 888.877.5378 (TTY), 916.568.0126 (fax), memberservices@westernhealth.com, https://www.westernhealth.com/legal/grievance-form/. If you
need help filing a grievance, the Member Services Manager is available to help you. For more information about the Western Health Advantage grievance
process and your grievance rights with the California Department of Managed Health Care, please visit our website at
https://www.westernhealth.com/legal/grievance-form/.

If there is a concern of discrimination based on race, color, national origin, age, disability, or sex, 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:

Website: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf; Mail: U.S. Department of Health and Human Services,
200 Independence Avenue, SW, Room 509F, HHH Building, Washington, D.C. 20201; Phone: 800.368.1019 or 800.537.7697 (TDD);
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

ENGLISH
If you, or someone you're helping, have questions about Western Health Advantage, you have the right fo get help and information in your language at no cost.
To talk to an interpreter, call 888.563.2252 or TTY 888.877.5378.

SPANISH
Si usted, o alguien a quien usted estd ayudando, tiene preguntas acerca de Western Health Advantage, tiene derecho a obtener ayuda e informacién en su
idioma sin costo alguno. Para hablar con un intérprete, llame al 888.563.2252, o al TTY 888.877.5378 si tiene dificultades auditivas.

CHINESE
MRE  HREEEHBNER , HEM Western Health Advantage FHIFEIE , BEEA R BN IZEBIEMAL, A VBEE
888.563.2252E, BERE A B4R (TTY) 888.877.5378,

VIETNAMESE
Néu quy vi, hay nguol ma quy vi dang gilp ds, cé cAu hoi vé Wes‘rem Health Advantage, quy vi sé cé quyén duogc gilp va cd thém ‘rhong tin bang ngén ngir cua
minh mién phi. D& ndi chuyén vai mot théng dich vién, xin goi s6 888.563.2252, hoac goi duong ddy TTY danh cho nguai khiém thinh tai sé6 888.877.5378.
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TAGALOG

Kung ikaw, o ang iyong finutulangan, ay may mga katanungan tungkol sa Western Health Advantage, may karapatan ka na makakuha ng tulong at
impormasyon sa iyong wika ng walang gastos. Upang makausap ang isang fagasalin, fumawag sa 888.563.2252 o TTY para sa may kapansanan sa pandinig sa
888.877.5378.
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