Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2020-12/31/2020
IdealCare: SelectCare Expanded Bronze HSA Al/AN Zero Cost Sharing Coverage for: Individual + Spouse, 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. For more information about your coverage, or to get a copy of the complete terms of coverage, 1-844-800-4693 and
www.senderohealth.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 www.cciio.cms.gov or call 1-844-800-4693 to request a copy.

Important Questions | Answers | Why This Matters:

What is the overall
deductible?

$0/Individual or $0/Family See the Common Medical Events chart below for your costs for services this plan covers.

Are there services

covered before you meet | Yes This plan does not have a deductible.
your deductible?

Are there other

deductibles for specific | No This plan does not have a deductible.
services?
What is the out-of-pocket : . -
limit for this plan? Not Applicable This plan does not have an out-of-pocket limit on your expenses.
What is not included in , . -
the out-of-pocket limit? Not Applicable This plan does not have an out-of-pocket limit on your expenses.
This plan uses a provider network. You will pay less if you use a provider in the plan’s network.
Yes. See You will pay the most i t-of-network provider, and you might receive a bil f
_ _ https://senderohealth.comidealcar | ' °U Will pay the most if you use an out-of-network provider, and you might receive a bill from a
Will you pay less if you eena/ providers.html or call 1- provider for the difference between the provider’s charge and what your plan pays (balance
use a network provider? | ¢/ "an o m0a s o st of network | Dilling). Be aware your network provider might use an out-of-network provider for some services
providers. (such as lab work). Check with your provider before you get services.
Do you need a referral to Yes This plan will pay some or all of the costs to see a specialist for covered services but only if you
see a specialist? have a referral before you see the specialist.
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Common
Medical Event

All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Services You May Need

What You Will Pa

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

Network Provider
(You will pay the

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

Limitations, Exceptions, & Other
Important Information

Primary care visit to treat an No charge No charge Not covered None
injury or illness ]
No charge No charge Not covered A referral must be obtained from your
If you visit a health primary care physician before you see a
care provider’s Specialist visit specialist. (OBGYN and
office or clinic Behavioral/Substance abuse providers do
not require a referral).
Preventive care/screening/ No charge No charge Not covered None
immunization '
No charge No charge Not covered Certain services may require
Diagnostic test (x-ray, blood preauthorization. If preauthorization is not
work) obtained you may be responsible for
payment.
Ifyou have a test No charge No charge Not covered Certain services may require
Imaging (CT/PET scans, MRIs) preaythorization. If preauthori;ation is not
obtained you may be responsible for
payment.
If you need drugsto | oneric drugs No charge No charge Not covered
treat your iliness or
condition Preferred brand drugs No charge No charge Not covered
More information
about prescription Non-preferred brand drugs No charge No charge Not covered ngers up to .a. 30-day supply. Oral &
drug. coverage is No charge No charge Not covered injectable fertility drugs are excluded.
available at
https://senderohealth. | Specialty drugs
com/idealcareeng/for
mulary.html
If you have Facility fee (e.g., ambulatory No charge No charge Not covered Certain services may require
outpatient surgery surgery center) preauthorization. If preauthorization is not

* For more information about limitations and exceptions, see the plan or policy document at www.senderohealth.com.
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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

Indian Health
Common Care Provider | Network Provider

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

Limitations, Exceptions, & Other

Services You May Need Important Information

Medical Event (IHCP) (You | (You will pay the
will pay the least)

least)

obtained you may be responsible for
payment.

No charge No charge Not covered Certain services may require
preauthorization. If preauthorization is not
obtained you may be responsible for

Physician/surgeon fees

payment.
No charge No charge No charge None.
Emergency room care
If you need
immediate medical | Emergency medical No charge No charge No charge None.
attention transportation
Urgent care No charge No charge Not covered None.
No charge No charge Not covered Preauthorization is required for services.
Facility fee (e.g., hospital room) If preauthorization is not obtained you may
If you have a be responsible for payment.
hospital stay No charge No charge Not covered Preauthorization is required for services.
Physician/surgeon fees If preauthorization is not obtained you may
be responsible for payment.
No charge No charge Not covered Certain services may require

preauthorization. If preauthorization is not
obtained you may be responsible for

If you need mental Outpatient services
health, behavioral

health, or substance payment
S No charge No charge Not covered Preauthorization is required for services.
abuse services , . 7 )
Inpatient services If preauthorization is not obtained you may

be responsible for payment.

If you are pregnant e yisits No charge No charge Not covered
Certain services may require
Childbirth/delivery professional No charge No charge Not covered preauthorization. If preauthorization is not
services obtained you may be responsible for
Childbirth/delivery facility No charge No charge Not covered payment.
services

* For more information about limitations and exceptions, see the plan or policy document at www.senderohealth.com. 3 of 11
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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

Indian Health

Common Services You May Need Care Provider | Network Provider

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

Limitations, Exceptions, & Other

Medical Event (IHCP) (You | (You will pay the Important Information
will pay the least)

least)
No charge No charge Not covered Limited to 60 visits per year.

Preauthorization is required. If
preauthorization is not obtained you may
be responsible for payment.

Home health care

No charge No charge Not covered . . .
Certain services may require
I . preauthorization. If preauthorization is not
Rehabilitation services . .
obtained you may be responsible for
payment.
No charge No charge Not covered Habilitation Services include: Autism

services and the benchmark plan does not
impose age or maximums on autism
Habilitation services coverage. Certain services may require
preauthorization. If preauthorization is not
obtained you may be responsible for
payment.

No charge No charge Not covered Limited to 25 visits per year.
Preauthorization is required. If
preauthorization is not obtained you may
be responsible for payment.

No charge No charge Not covered Certain services may require
preauthorization. If preauthorization is not
obtained you may be responsible for
payment.

No charge No charge Not covered Preauthorization is required for services. If
Hospice services preauthorization is not obtained you may
be responsible for payment.

If you need help
recovering or have
other special health
needs

Skilled nursing care

Durable medical equipment

If your child needs No charge No charge Not covered

Children’s eye exam Limited to one (1) visit per year.

* For more information about limitations and exceptions, see the plan or policy document at www.senderohealth.com.
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“ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

Indian Health Out-of-Network
Common : Care Provider | Network Provider | ~———————— Limitations, Exceptions, & Other
Medical Event Services You May Need | “00)You | (You will pay the |  Erovider Important Information
. (You will pay
will pay the least)
the most)
least)
dental or eye care No charge No charge Not covered Limited to contact lenses or 1 pair of
glasses (frames and lenses) per calendar
Children’s glasses year for members 0-21 years of age.

Limited to the end of the plan year in which
age 21 is reached.

No charge No charge Not covered Limited to the last day of the month in
which member turns 19.

Children’s dental check-up

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.)

e Acupuncture e Dental care (Adult) ,
o Bariatric surgery e Long-term care : @Zﬁtlﬁf |§g: craoreréﬁrfsult)
e Cosmetic surgery e Non-emergency care when traveling outside the U.S. g Prog

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

*  Abortions (endangerment of life of Routine foot care is limited to foot care in

the mother, rape, or incest) o Infertility treatment is limited to diagnostic services only. Treatment connection with diabetes. circulato
e Chiropractic care, limited to 35 to correct the infertility condition and services such as in vitro disorders of the lower ex{remities r{eri heral
visits per year. fertilization and artificial insemination are excluded from coverage. » Perip

vascular disease, peripheral neuropathy, or

e Hearing aids are limited to 1 per ear e  Private-duty nursing if medically necessary. chronic arterial or venous insufficiency

every 3 years.

* For more information about limitations and exceptions, see the plan or policy document at www.senderohealth.com.
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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:

e IdealCare by Sendero Health Plans 1-844-800-4693 or visit www.senderohealth.com

o Texas Department of Insurance: 1-800-578-4677 or visit http://www.tdi.texas.gov/index.html

e Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
https://www.dol.gov/ebsa/contactEBSA/consumerassistance.html.

e Healthcare.gov http://ww.HealthCare.gov or call 1-800-318-2596 OR state health insurance marketplace or SHOP.

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 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:

e Texas Department of Insurance 1-800-578-4677 or visit http://www.tdi.texas.gov/index.html

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.

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-844-800-4693.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-844-800-4693.
Chinese (A X): 2N RFEH XAIEERN, BILFT XS5 1-844-800-4693.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-844-800-4693.

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:

.fl" | \

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 network provider pre-natal care and

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

a hospital delivery)

M The plan’s overall deductible $0
B Specialist copayment $0
W Hospital (facility) copayment $0
W Other copayment $0

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 $12,800
In this example, Peg would pay:
Cost Sharing

Deductibles $0

Copayments $0

Coinsurance $0

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

controlled condition)

M The plan’s overall deductible $0
W Specialist copayment $0
B Hospital (facility) copayment $0
W Other copayment $0

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 $0

Coinsurance $0

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

up care)
M The plan’s overall deductible $0
B Specialist copayment $0
B Hospital (facility) copayment $0
® Other copayment $0

This EXAMPLE event includes services like:
Emergency Room Care (including medical
supplies)

Diagnostic tests (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 $0
Coinsurance $0
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $0

These numbers assume the patient received care from an IHCP provider or with IHCP referral at a non-IHCP. If you receive care from a non-IHCP
provider without a referral from an IHCP your costs may be higher.
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NONDISCRIMINATION AND ACCESSIBILITY

|dealCare by Sendero Health Plans, Inc. (IdealCare) complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national
origin, age, disability, or sex. IdealCare does not exclude people or treat them differently because of race, color, national origin, age, disability, or sex.
IdealCare provides free aids and services to people with disabilities to communicate effectively with us, such as:

Qualified sign language interpreters

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:
Qualified interpreters

Information written in other languages

If you need these services, contact IdealCare.

If you believe that IdealCare 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:

|dealCare by Sendero Health Plans, Attn: Member Advocate, 2028 E. Ben White Blvd. Ste. 400, Austin, TX 78741, Telephone: 1-844-800-4693, TTY: 711, Fax: 512-
901-9724, Complaints@senderohealth.com. You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, IdealCare Customer
Service is available to help you.

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
1-800-368-1019, 800-537-7697 (TDD)
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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1.Spanish

Si usted, o alguien a quien usted esta ayudando, tiene preguntas acerca de Sendero Health Plans, tiene
derecho a obtener ayuda e informacion en su idioma sin costo alguno. Para hablar con un intérprete, llame al
1-844-800-4693.

2. Vietnamese

Néu quy vi, hay nguoi ma quy vi dang gidp d&, ¢ cau hoi vé Sendero Health Plans quy vi sé cé quyén duoc gilp va
c6 thém thong tin bang ngdn ngtr ciia minh mién phi. D& noi chuyén véi mot thdng dich vién, xin goi 1-844-800-4693.

3. Chinese

MEER, BEREETHEIER, ’ﬁﬁﬁﬁ"[#ﬁ)\SBMlﬁ B #4 ¥8 Sendero Health Plans,
FEMEE CEEMNRELEHEESIENAL, Ai—iEs, HRESE (EUHEART
1 -844-800-4693.

4. Korean

DHOF FSF EE= FBH7H &1 = OfH AFEO| Sendero Health Plans, Off 23 Al 2E20] JUCHH e
deet et EE
F5tel 20j= H| REEI0| 2E = U= HE|Z7F AS LT DA S I AR} 07|51 7]

RI6H A-=1-844-800-4693 2 M SIS A| 2.

5. Arabic

bbddydiyndgida e & diis gl pasag < Sendero Health Plans « d Jy G zd Y s o a7 ¥
JgoledaV¥dsliza Vs gayynVesSs JuargibmsJd o dadiJJae Gjmep pal B
<« 1-844-800-4693.

6. Urdu

DRLGw S s Sanas o i belsy b sias 5SS asl J o o Sendero Health Plans o S 1. Giiia sl siag 5
LU n Se@aanlgy wigVagalel s P ST Sal oo jmaiue B S S J1-844-800-4693
Hay xS

7. Tagalog

Kung ikaw, 0 ang iyong tinutulangan, ay may mga katanungan tungkol sa Sendero Health Plans may karapatan ka na
makakuha ng tulong at impormasyon sa iyong wika ng walang gastos. Upang makausap ang isang tagasalin, tumawag
sa 1-844-800-4693.

8. French

Si vous, ou quelqu'un que vous étes en train d’aider, a des questions a propos de Sendero Health Plans, vous avez
le droit d'obtenir de I'aide et I'information dans votre langue & aucun codt. Pour parler & un interpréte, appelez
1-844-800-4693.

9. Hindi

e 3Uds T 319 gRT Tl b U ST Ig HHY! Fadd o Sendero Health Plans B IR AU § Y 3T
ORI 3Ot HTST H Ho & 1T 3R &1 U 3 Bl SUHR ¢ | Hehal
1-844-800-4693TR 1Y B |

SIHTYYT O §Td B &b YT,
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DIl Vs Se S i) ol saSS g 0S5 a¢ sy 3)a50Sendero Health Plans « < (53l gs ) czd ol 512 ) jse S

10. Persian aSS glhldelme o U e s ylonbs ) 8U s by also1-844-800-4693 s pal 7l 52 As o
Falls Sie oder jemand, dem Sie helfen, Fragen zum Sendero Health Plans haben, haben Sie das Recht, kostenlose Hilfe

11. German und Informationen in lhrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die Nummer
1-844-800-4693 an.

|l dR wdL dA s184 Hee 3 sooloolod dH coloodl Sloe Sendero Health Plans (a2l Wil 1R dl

12. Gujarati 1
da Hee Wl Y esdl Amg oﬂz»qu aé aummﬂ duaomu glg uH s3laas . s,oicmg,ln d
SIR M 2, v41 1-844-800-4693UR 14 531,

13. Russian Ecnuy Bac unm nuua, KoTopomy Bbl OMOraeTe, MMETCS BOnpock! no nosogy Sendero Health Plans 1o Bbl MMeeTe npaso

Ha 6ecnnaTtHoe MonyYeHne NOMOLLM M MHAOPMaLMK Ha BalleM A3bike. [Ins pasroBopa ¢ nepeBoAYMKOM NO3BOHMTE NO
TenedoHy 1-844-800-4693.

14. Japanese

CARANER, EIEBERDEDE Y DA T4 Sendero Health Plans
[COWTZEBRNSEWELEZL, CHEDERBETHR—FEZITY., BHREAFLIZYTS
CEDNTEET, HE IHOMYFEFA, BRREBEINB154, 1-844-800-4693

FTHE E( 1= ‘c’< LY,

15. Laotian

‘mm*m o IO © mmngaoacm ...... Zo, L SPLNyoNL Sendero Health Plans viavw Sow
oY ZOSUvaoecm """ Fecar2nnS90I9WY Sclvwagnzeguinndy e9lgere. NILIS3LFHLLIBWITI,
Luitnma 1-844-800-4693.
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