ambetter.
from CeltiCare Health Plan

s Gonnector Care 3 Coverage Period: 01/01/2017 - 12/31/2017
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual/Family | Plan Type: HMO

Fay This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan
H document at http:/ /ambetter.celticarehealthplan.com/ or by calling 877-687-1186, TTY/TDD 877-941-9234

Important Questions |Answers ~~ |Why this Matters:

What is the overall
deductible?

Are there other
deductibles for specific No.

$0 See the chart starting on page 2 for your costs for services this plan covers.

You don’t have to meet deductibles for specific services, but see the chart starting on page 2 for
other costs for services this plan covers.

services?
Yes, for network providers
Is th t-of- Medical: $1,500; Rx: $750
s e :rm .ou 5 . e. '1ca 81, N s The out-of-pocket limit is the most you could pay during a coverage period (usually one year)
pocket-limit on my individual/Medical: $3,000; : o
, for your share of the cost of covered services. This limit helps you plan for health care expenses.
expenses? Rx: $1,500 family. No, for non-

network providers.

What is not included in Premiums, balance-billed charges

the out—of-bocket imit? and healthcare this plan doesn't |Even though you pay these expenses, they don’t count toward the out-of-pocket limit.
ut—of— r

covet.
Is there an overall annual

it onerie dopkn | Ne The chart starting on page 2 describes any limits on what the plan will pay for specific covered

services, such as office visits.

pays?
If you use an in-network doctor or other health care provider, this plan will pay some or all of
. Yes. See Find a Provider or the costs of covered services. Be aware, your in-network doctor or hospital may use an out-of-
Does this plan use a . . . . .
network of providers? call .1-_877.-687-118_6 for alistof |network .prov1fler fgr some services. Plans use the.term in-network, Erefer#ed, or part1c1.pat1ng
participating providers. for providers in their network. See the chart starting on page 2 for how this plan pays different
kinds of providers.
Do I need a referral to  No, you don’t need a referral to | You can see the specialist you choose without permission from this plan; however, prior
see a specialist? see a network specialist. authorization is required from this plan.
Are there services this Yes Some of the services this plan doesn’t cover are listed on page 3. See your policy or plan
plan doesn’t cover? document for additional information about excluded services.

Questions: Call 877-687-1186, TTY/TDD 877-941-9234 or visit us at http://ambettet.celticarehealthplan.com/.
If you aren't clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossaty at 10f9
www.cciio.cms.gov or call 877-687-1186, TTY/TDD 877-941-9234 to request a copy.
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A * Copayments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service
A * Coinsurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if the

plan’s allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200. This may change if you haven’t

met your deductible.
* The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the allowed

amount you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and the allowed
amount is $1,000, you may have to pay the $500 difference. (This is called balance billing).

* This plan may encourage you to use in-network providers by charging you lower deductibles, copayments, and coinsurance amounts.

Common Medical Your Cost If | Your Cost If You
Services You May Need You Use an In- | Use an Out-of- [Limitations & Exceptions
Event . .
| network Provider network Provider
Primary care visit to treat an injury or illness | $15 Copay/visit Not covered |- None-----
If you visit a health PECTIURa. - . .
1y Specialist visit $22 Copay/visit Not covered Prior approval required
care provider's office - - >
or clinic Other practitioner office visit $15 Copay/visit Not covered |- None-----
Preventive care/screening/immunization No charge Not covered |- None-----
If you have a test Diagr'lostic test (x-ray, blood work) No charge ” Not covered Pr%or approval reqm:red
Imaging (CT/PET scans, MRIs) $60 Copay/visit Not covered Prior approval required
If you need drugs to Generic drugs $12.50 Copay Not covered |- None-----
treat your illness or
condition Preferred brand drugs $25 Copay Not covered
More information about
presctiption drug Non-preferred brand drugs $50 Copay Not covered Prior approval required
coverage is available at
Preferred Drug List . Spec
pecialty drugs $50 Copay Not covered
If you have outpatient  Facility fee (e.g., ambulatory surgery center) |$125 Copay/visit Not covered Prior approval required
surgery Physician/surgeon fees No charge Not covered Prior approval required
) . Emergency room services $100 Copay $100 Copay |- None-----
If you need immediate . .
. . Emergency medical transportation No charge No charge |- None-----
medical attention
Urgent care $22 Copay Not covered |- None-----
If h hospital
. you have a hospita Facility fee (e.g., hospital room) |$250 Copay per stay |Not covered Prior approval required
stay
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Common Medical
Event

Services You May Need

Your Cost If Your Cost If You
You Use an In- | Use an Out-of-
network Provider/network Provider

Limitations & Exceptions

Physician /sutgeon fee No charge Not covered Prior approval required
If you have mental Mental/Behavioral health outpatient services |$15 Copay Not covered Prior approval required
health, behavioral Mental/Behavioral health inpatient services | $250 Copay per stay | Not covered Prior approval required
health, or substance |Substance use disorder outpatient services $15 Copay Not covered Prior approval required
abuse needs Substance use disorder inpatient services $250 Copay per stay | Not covered Prior approval required
Prenatal and postnatal care $15 Copay Not covered Prior approval required
If you are pregnant , . . . . .
Delivery and all inpatient services $250 Copay per stay |Not covered Prior approval required
Home health care $20 Copay Not covered Prior approval required
Prior authorization required. 60 visits per
Rehabilitation services $20 Copay/visit Not covered year. Combined with PT and OT. (Limits
do not apply to Speech Therapy)
If you need help Prior authorization required. 60 visits per
recovering. or have Habilitation services $20 Copay Not covered person per beneﬁt year. Benefit limits do
other special health not apply to Autism Spectrum, Home
needs Health, and Speech/Hearing Disorders
Skilled nursing care No charge Not covered Prior authorization requ.lred. 100 days per
person per benefit year in a facility
Durable medical equipment No charge Not covered Prior approval required
Hospice service No charge Not covered Prior approval required
Eye exam $0 Copay/visit Not covered 1 Exam per year
If your child needs Glasses $0 Copay/visit Not covered 1 Item per year
dental or eye care Dental check-up No charge Not covered On.e C(?mplete initial oral exam, two
periodic oral exams annually.

Excluded Services & Other Covered Services

Services Your Plan Does Not Cover (This isn't a complete list. Check your policy ot plan document for other excluded services.)

* Acupuncture
* Long-term care

* Routine eye care (Adult)

» Cosmetic surgery
* Non-emergency care when traveling outside the

uUs.

* Dental care (Adult)
* Private-duty nursing
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Other Covered Services (This isn't a complete list. Check your policy or plan document for other covered services and your costs for these
services.)

* Abortion (Not limited based on federal funding) ¢ Bariatric surgery * Chiropractic care
* Hearing aids (32,000 for one hearing aid for * Infertility treatment (See policy for coverage * Routine foot care (For diabetes treatment)
each hearing impaired ear for members 21 years details)

of age or younger)
* Weight loss programs ($150 reimbursement per
contract per calendar year)

Your Rights to Continue Coverage
Federal and State laws may provide protections that allow you to keep this health insurance coverage as long as you pay your premium. There are exceptions,
however, such as if:

* You commit fraud

* The insurer stops offering services in the State

* You move outside the coverage area
For more information on your tights to continue coverage, contact the insuter at 877-687-1186, TTY/TDD 877-941-9234. You may also contact your state
insurance department at Massachusetts Division of Insurance, 1000 Washington St, Suite 810 Boston, MA 02118-6200, Phone No. (877)-563-4467.

Your Grievance and Appeals Rights:

If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For questions
about your rights, this notice, or assistance, you can contact: Massachusetts Division of Insurance, 1000 Washington St, Suite 810 Boston, MA 02118-6200,
Phone No. (877)-563-4467.

Does this Coverage Provide Minimum Essential Coverage?
The Affordable Care Act requires most people to have health care coverage that qualifies as "minimum essential coverage." This plan or policy does provide
minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?
The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value). This health
coverage does meet the minimum value standard for the benefits it provides.

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 877-687-1186, TTY/TDD 877-941-9234

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 877-687-1186 (TDD/TTY: 877-941-9234).
[Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 877-687-1186 (TDD/TTY: 877-941-9234).

To see examples of how this plan might cover costs for a sample medical situation, see the next page.
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Having a baby Managing type 2 diabetes
About these Cove rage (normal delivery) (routine maintenance of a
Examp|es; " Amount owed to providers: $7,540 well-controlled condition)
" Plan pays $7,040 = Amount owed to providers: $5,400
These examples show how this plan might cover " Patient pays $500 " Plan pays $4,620
medical care in given situations. Use these examples | Sample care costs: " Patient pays $780
to see, in g.eneral,. how 1’1’11'1Ch financial protection a Hospital charges (mother) $2,700 Sample care costs:
(s;it?flileenlziciz;c might get if they are covered under Routine obstetric care §2.100 Presctiptions $2,900
Hospital charges (baby) $900 Medical Equipment and Supplies $1,300
Anesthesia $900 Office Visits and Procedures $700
oy o Laboratory tests $500 Education $300
Th t|s |stnot a cost Prescriptions $200 Laboratory tests $100
estimator. Radiology $200 Vaccines, other preventive $100
, . Vaccines, other preventive $40 Total Bl
Don't use these examples to estimate
your actual costs under this plan. Total $7,540 Patient pays
The actual care you receive will be Deductibl 0
different from these examples, and the Patient pays cductbles $
cost of that care will also be different. Deductibles $0 Copays $700
. Copays $300 Coinsurance $0
See the next page for important : Limits or exclusions $80
information about these examples. Coinsurance 50
Limits or exclusions $200 Total $780
Total $500
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Questions and answers about the Coverage Examples:

What are some of the
assumptions behind the
Coverage Examples?

Costs don’t include premiums.

Sample care costs are based on national
averages supplied by the U.S. Department

of Health and Human Services, and aren’t
specific to a particular geographic area or
health plan.

The patient’s condition was not an excluded or
preexisting condition.

All services and treatments started and ended
in the same coverage period.

There are no other medical expenses for any
member covered under this plan.
Out-of-pocket expenses are based only on
treating the condition in the example.

The patient received all care from in-network
providers. If the patient had received care
from out-of-network providers, costs would
have been higher.

What does a Coverage Example
show?

For each treatment situation, the Coverage Examples
helps you see how deductibles, copayments, and
coinsurance can add up. It also helps you see what

expenses might be left up to you to pay because
the service or treatment isn't covered or payment is
limited.

Does the Coverage Example predict
my own care needs?

No. Treatments shown are just examples. The
care you would receive for this condition could be
different based on your doctor’s advice, your age, how
serious your condition is, and many other factors.

Does the Coverage Example predict
my future expenses?

No. Coverage Examples are not cost estimators.
You can’t use the examples to estimate costs for an
actual condition. They are for comparative purposes
only. Your own costs will be different depending on
the care you receive, the prices your providers charge,
and the reimbursement your health plan allows.

Can | use Coverage Examples to
compare plans?

Yes. When you look at the Summary of
Benefits and Coverage for other plans, you’ll
find the same Coverage Examples. When you
compare plans, check the “Patient Pays” box in
each example. The smaller that number, the more
coverage the plan provides.

Are there other costs | should
consider when comparing plans?

Yes. An important cost is the premium you
pay. Generally, the lower your premium, the
more you’ll pay in out-of-pocket costs, such as
copayments, deductibles, and coinsurance.

You should also consider contributions to
accounts such as health savings accounts (HSAs),
flexible spending arrangements (FSAs) or health
reimbursement accounts (HRAs) that help you
pay out-of-pocket expenses.

Questions: Call 877-687-1186, TTY/TDD 877-941-9234 or visit us at http:/ /ambetter.celticarehealthplan.com/.

If you aren't clear about any of the underlined terms used in this form, see the Glossaty. You can view the Glossary at www.cciio.cms.gov

or call 877-687-1186, TTY/TDD 877-941-9234 to request a copy.
SBC-31234MA0370010-04

6 of 9



Statement of Non-Discrimination

Ambetter from CeltiCare Health complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national
origin, age, disability, or sex. Ambetter from CeltiCare Health does not exclude people or treat them differently because of race, color, national
origin, age, disability, or sex.

Ambetter from CeltiCare Health:
* 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:

e Qualified interpreters
« Information written in other languages

If you need these services, contact Ambetter from CeltiCare Health at 1-877-687-1186 (TTY/TDD 1-877-941-9234).

If you believe that Ambetter from CeltiCare Health 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: Grievances and Appeals Coordinator Ambetter from CeltiCare Health, 200

West Street, Suite 250, Waltham, MA 02451-1125, 1-877-687-1186 (TTY/TDD 1-877-941-9234), Fax 1-866-614-1951. You can file a grievance in
person or by mail, fax, or email. If you need help filing a grievance, Ambetter from CeltiCare Health 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, DC 20201, 1-800-368-1019, 800-537-7697 (TDD).

Complaint forms are available at http.//www.hhs.qgov/ocr/office/file/index.html.

AMB16-MA-C-00208 © 2016 CeltiCare Health Plan of Massachusetts, Inc. All rights reserved.



Spanish

Portuguese

Chinese

French Creole-Haitian
Creole

Viethamese

Russian

Arabic

Cambodian, Mon-
Khmer

French

Si usted, o alguien a quien usted esta ayudando, tiene preguntas acerca de Ambetter from CelticCare Health, tiene derecho
a obtener ayuda e informacion en su idioma sin costo alguno. Para hablar con un intérprete, llame al 1-877-687-
1186 (TTY/TDD 1-877-941-9234).

Se vocé, ou alguém a quem vocé esta ajudando, tem perguntas sobre o Ambetter from CelticCare Health, vocé tem o direito
de obter ajuda e informacédo em seu idioma e sem custos. Para falar com um intérprete, ligue para 1-877-687-
1186 (TTY/TDD 1-877-941-9234).

WMEE, sEEIEEGTE %, B Ambetter from CelticCare Health I E, EEEMN % &LIEHEEERIE
FIEE . Vs —rEIREE, 5FE555 1-877-687-1186 (TTY/TDD 1-877-941-9234).

Si oumenm oswa yon moun w ap ede gen kesyon konsenan Ambetter from CelticCare Health, se dwa w pou resevwa
asistans ak enfomasyon nan lang ou pale a, san ou pa gen pou peye pou sa. Pou pale avek yon entepret, rele nan 1-877-
687-1186 (TTY/TDD 1-877-941-9234).

Néu quy vi, hay ngudi ma quy vi dang giup dd, co cau hoi vé Ambetter from CelticCare Health, quy vi sé co quyén dugc
gilip va cé thém thong tin bang ngdn ngl clia minh mién phi. D& ndi chuyén véi mét thong dich vién, xin goi 1-877-687-
1186 (TTY/TDD 1-877-941-9234).

Ecany Bac uam nnua, KOTOPOMY Bbl MOMOraeTe, MMerTCa Bonpockl No noeoay Ambetter from CelticCare Health, To BbI
MMeeTe NpaBo Ha becnaaTHoe NoayYeHe NOMOLWM N MHDOPMaL MM Ha BalleM a3blke. [Jna pa3rosopa C NepesoA4nKoM
no3BoHuTe no TenedoHy 1-877-687-1186 (TTY/TDD 1-877-941-9234).

5acbuall (e Jguazdl b G2l <als . Ambetter from CelticCare Health joguazy dliwl oxclui oz o) gl bl o8 o
1-877-687-1186 (TTY/TDD 1-877-941-9234) & Lail azyio go Haxill .4alS5 &l (g5 oo vl & ygpa)l Sloglaallg

[UES10HMN USIMMEIRISUEAN RIS G0 S1SI0IH0 Ambetter from CelticCare Health 18, HRENSISS NS W
SHOHEIS ISIHEMUN IUNHA 1 NWESSHUDH 1 188]SUNWMYWHMAUMTU Yy 1-877-687-1186 (TTY/TDD 1-

877-941-9234) 4

Si vous, ou quelqu'un que vous étes en train d'aider, a des questions a propos de Ambetter from CelticCare Health, vous
avez le droit d'obtenir de I'aide et I'information dans votre langue a aucun colt. Pour parler a un interprete, appelez 1-877-
687-1186 (TTY/TDD 1-877-941-9234).



[talian

Korean

Greek

Polish

Hindi

Gujarati

Se tu o qualcuno che stai aiutando avete domande su Ambetter from CelticCare Health, hai il diritto di ottenere aiuto e
informazioni nella tua lingua gratuitamente. Per parlare con un interprete, puoi chiamare 1-877-687-1186 (TTY/TDD 1-877-
941-9234).

THeF 13} e = AT 10 e T AFEO| Ambetter from CelticCare Health O 2t E 20| QICHH F3t= 23t =2
It HEE Pt A2 H[E £HE0| g = A= HETH JASUCE IBH SSARL 0f7|5H7] fIsh M= 1-877-687-
1186 (TTY/TDD 1-877-941-9234) 2 T3S A2,

Edv g0sic ) kamolog TTou FonBdTe eXETE EPWTATELC YUpwW atto To Ambetter from CelticCare Health , €xete To dikalwpa va
A&PBete BonBela kat TANpoYopleg 0TN YAWOooO Gag XweIg Xpewan.la va JIANCETE o8 evav SlEpUNVED, KoAeaTe 1-877-687-
1186 (TTY/TDD 1-877-941-9234).

Jesli Ty lub osoba, ktdérej pomagasz ,macie pytania odnosnie Ambetter from CelticCare Health, masz prawo do uzyskania
bezptatnej informacji i pomocy we wtasnym jezyku .Aby porozmawiac z ttumaczem, zadzwon pod numer 1-877-687-
1186 (TTY/TDD 1-877-941-9234)

g 3 AT 30 GRT YgTadl Ha ol Ig Hd ! 21ddd b Ambetter from CelticCare Health & &R 8 W% g ,dl 30 URY 3O
TS H GO H Gl 3R Y1 W @R &1 SAUDR g Sh! [ U Y &1 H © & (A4 ,1-877-687-1186 (TTY/TDD 1-
877-941-9234) R [T |

o] 8 wdl dH S19a Het s3] 2l AUl 519 Ambetter from CelticCare Health (A9l Ul €14 dl dHa Hes o HI[Ed]
Noddlell 248512 8. d W [del dHIZL N UM 53] 20sl 8. £eiLN2AL dld $2dl HI2 1-877-687-1186 (TTY/TDD 1-877-
941-9234) Uz 514 520.



