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. Ambetter Balanced Care 2 (2017) 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: EPO
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.mhsindiana.com/ or by calling 877-687-1182, TTY/TDD 800-743-3333

Important Questions |Answers ~~ |Why this Matters:

You must pay all the costs up to the deductible amount before this plan begins to pay for
What is the overall $1,750 individual / $3,500 family. |covered services you use. Check your policy plan or plan document to see when the deductible
deductible? Does not apply to preventive care.|starts over (usually, but not always, January 1st). See the chart starting on page 2 for how much
you pay for covered services after you meet the deductible.
Are there other

. . You don’t have to meet deductibles for specific services, but see the chart starting on page 2 for
deductibles for specific | No. ceauetinies p > g on pag

other costs for services this plan covers.

services?
Is th t-of- Yes, f k i 1,750
Sockeel;ehiilli(tn(l)nom inzsi’ izr ;e/;x;o; 0 OPEZESCISN?) ’ for The out-of-pocket limit is the most you could pay during a coverage period (usually one year)
y Vs o o for your share of the cost of covered services. This limit helps you plan for health care expenses.
expenses? non-network providers.

What is not included in Premiums, balance-billed charges,

th t—ofpocket limit? and non-network services this Even though you pay these expenses, they don’t count toward the out-of-pocket limit.
e out—of—pocket limit:

plan doesn't cover.
Is there an overall annual
limit on what the plan | No

pays?

The chart starting on page 2 describes any limits on what the plan will pay for specific covered
services, such as office visits.

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 1-877-687-1182 for alist of | network provider for some services. Plans use the term in-network, preferred, or participating

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 Some of the services this plan doesn’t cover are listed on page 4. See your policy or plan
plan doesn’t cover? Yes document for additional information about excluded services.

Questions: Call 877-687-1182, TTY/TDD 800-743-3333 or visit us at http://ambetter.mhsindiana.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 10f10
www.cciio.cms.gov or call 877-687-1182, TTY/TDD 800-743-3333 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
plan pay provider g

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
Event

If you visit a health
care provider's office
or clinic

Services You May Need

Primary care visit to treat an injury or illness

Your Cost If
You Use an In-
network Provider network Provider

$1 Copay/visit

Your Cost If You
Use an Out-of-

Not covered

Limitations & Exceptions

Specialist visit $5 Copay/visit Not covered Prior approval required.
Other practitioner office visit $1 Copay/visit Not covered |- None-----
Preventive care/screening/immunization No charge Not covered |- None-----

Diagnostic test (x-ray, blood work)

No charge after

Not covered

Prior approval required.

deductible
If you have a test No charge after
Imaging (CT/PET scans, MRIs) deductible Not covered Prior approval required.
If you need drugs to Generic drugs $1 Copay Not covered |- None-----
treat your illness or
condition Preferred brand drugs $25 Copay Not covered Prior approval required.

Morte information about
prescription drug

coverage is available at
Preferred Drug List .

Non-preferred brand drugs

No charge after
deductible

Not covered

Specialty drugs

No charge after
deductible

Not covered

Prior approval required. Subject to
deductible

If you have outpatient
surgery

Facility fee (e.g.,, ambulatory surgery center)

No charge after
deductible

Not covered

Prior approval required.

Physician/surgeon fees

No charge after
deductible

Not covered

Prior approval required.
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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

Emer . i No charge after No charge after N
i i CIEENCY ToOm sefvices deductible deductible | one
my((;;lc:le:tt 1:tllm r? o Emergency medical transportation No charge after No charge after Non:
© ento crgency medical transportatio deductible deductible | oneT
Urgent care $50 Copay Not covered |- None-----
No ch f
If you have a hospital Facility fee (e.g., hospital room) de(zlscglr)%z atter Not covered Prior approval required.
t h fi
S Physician/surgeon fee ?e?isczi)%: atter Not covered Prior approval required.
Mental/Behavioral health outpatient services |$1 Copay Not covered Prior approval required.
. : No ch f . .
111?;(1):111,11;:1:;;:;231 Mental/Behavioral health inpatient services dezsczgz atter Not covered Prior approval required.
health, or substance | Substance use disorder outpatient services $1 Copay Not covered Prior approval required.
abuse needs No ch fi
Substance use disorder inpatient services O chargea e Not covered Prior approval required.
deductible
Prenatal and postnatal care $1 Copay Not covered Prior approval required.
If t h fi Pri horizati ired. 48 h
you are pregnan Delivery and all inpatient services No ¢ arge a ter Not covered fior authorization required our
deductible minimum stay.
F : — ed. 100 visi
Home health care No chz.lrge after Not covered Prior authgnzaﬂon required. 100 visits per
deductible benefit period.
b f Pri horizati ed. -
Rehabilitation services No ¢ argea et Not covered rlor aut 'o.rlzatlon required. 60 visits per
deductible year, 20 visits per benefit per year.
If you n.eed help Habilitation services No cha.lrge after Not covered Prior authgnzaﬁon required. 60 visits per
recovering ot have deductible benefit period.
other special health Skilled nursing care No chz}rge after Not covered Prior. author.i?ation required. 90 days per
needs deductible year in a facility.
No ch fi
Durable medical equipment oo et Not covered Prior authorization required.
deductible
. . No ch ft . . ,
Hospice service © charge atter Not covered Prior authorization required.
deductible
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Your Cost If Your Cost If You

Common Medical

Services You May Need You Use an In- | Use an Out-of- [Limitations & Exceptions

Event . .
network Provider|network Provider

Eye exam 0 Copay/visit Not covered 1 Visit per year
Ifyour child needs | — 30 Copay/ vis pery

Glasses $0 Copay/visit Not covered 1 Item per year
dental or eye care

Dental check-up Not covered Not covered |- None-----

Excluded Services & Other Covered Services

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

» Abortion (Except in cases of rape, incest, or * Acupuncture * Bariatric surgery
when the life of the mother is endangered) * Dental Care (Adult) * Hearing aids
» Cosmetic surgery * Long-term care * Non-emergency care when traveling outside the
* Infertility treatment * Routine foot care (Not related to diabetes UsS.
* Routine eye care (Adult) treatment * Weight loss programs

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.)

* Chiropractic care (Limited to 12 specialists' * Private-duty nursing (On an outpatient basis -
visits per year) limited to 82 visits per 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 rights to continue coverage, contact the insurer at 877-687-1182, TTY /TDD 800-743-3333. You may also contact your state
insurance department at Indiana Department of Insurance, 311 West Washington Street, Suite 100, Indianapolis, IN, 46204, Phone No. (317) 232-2385 or (800)
622-4461.

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: Indiana Department of Insurance, 311 West Washington Street, Suite 100, Indianapolis, IN, 46204,
Phone No. (317) 232-2385 or (800) 622-4461.
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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 877-687-1182, TTY/TDD 800-743-3333

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 877-687-1182 (TDD/TTY 1-800-743-3333).
[Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 877-687-1182 (TDD/TTY 1-800-743-3333).

To see examples of how this plan might cover costs for a sample medical sitnation, 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 $5,590 = Amount owed to providers: $5,400
These examples show how this plan might cover " Patient pays $1,950 " Plan pays $3,600
medical care in given situations. Use these examples | Sample care costs: " Patient pays $1,800
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 Prescriptions $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 $5,400
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 1700
different from these examples, and the Patient pays cductbles $1,
cost of that care will also be different. Deductibles $1,750 Copays $20
. Copays $0 Coinsurance $0
See the next page for important : Limits or exclusions $80
information about these examples. Coinsurance 50
Limits or exclusions $200 Total $1,800
Total $1,950
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Questions and answers about the Coverage Examples:

What are some of the
assumptions behind the
Coverage Examples?

Questions: Call 877-687-1182, TTY/TDD 800-743-3333 or visit us at http://ambetter.mhsindiana.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

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.

or call 877-687-1182, TTY/TDD 800-743-3333 to request a copy.
SBC-76179IN0110003-05

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.
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Statement of Non-Discrimination

Ambetter from MHS 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 MHS does not exclude people or treat them differently because of race, color, national origin, age, disability, or
sex.

Ambetter from MHS:
+» Provides free aids and services to people with disabilities to communicate effectively with us, such as:

e 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
s Information written in other languages

If you need these services, contact Ambetter from MHS at 1-877-687-1182 (TTY/TDD 1-800-743-3333).

If you believe that Ambetter from MHS 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: Grievance and Appeals Coordinator, 1099 N Meridian Street, Suite 400, Indianapolis,
IN 46204, 1-877-687-1182 (TTY/TDD 1-800-743-3333), Fax 1-866-714-7993. You can file a grievance in person or by mail, fax, or email. If you
need help filing a grievance, Ambetter from MHS 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.qgov/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.gov/ocr/office/file/index. html.

AMB16-IN-C-00208 © 2016 Celtic Insurance Company. All rights reserved.



Spanish

Chinese

German

Pennsylvanian Dutch

Burmese

Arabic

Korean

Viethamese

French

Si usted, o alguien a quien usted esta ayudando, tiene preguntas acerca de Ambetter from MHS, tiene derecho a obtener
ayuda e informacidn en su idioma sin costo alguno. Para hablar con un intérprete, llame al 1-877-687-1182 (TTY/TDD 1-800-
743-3333).

WMEE, SREIEERBNE %, G Ambetter from MHS HHEIIEE, EHERM % EENHEEREBANE. B0
—(IEIFEE, FHHEESS 1-877-687-1182 (TTY/TDD 1-800-743-3333).

Falls Sie oder jemand, dem Sie helfen, Fragen zum Ambetter from MHS 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 1-877-687-
1182 (TTY/TDD 1-800-743-3333) an.

Wann du hoscht en Froog, odder ebber, wu du helfscht, hot en Froog baut Ambetter from MHS, 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 1-877-687-1182 (TTY/TDD 1-800-743-3333) uffrufe.

& LemC 9367820000 3:3:m Ambetter from MHS coooooj ez"‘.sw@ Qoo mEe& c0zgsadD
DGARRGIR2S RO g oRmg) eoerigyey BOY%R COUIFRD
QOO OOMNE|OC I20IIROQUIE - C DDl omoge:ﬂu§-::::=g:::.:-c-:::ze::::--::ﬂuacojm 1-877-687-1182 (TTY/TDD 1-800-743-3333) 204

o + o IL IL L2 O+ o L L
e-::::ac;acl)d]n

Sloglrally sacluall (e Jaazdl b 32l clals . Ambetter from MHS o guo dliwl saclui jazdd il gl i) o8 o
1-877-687-1182 (TTY/TDD 1-800-743-3333) & Lol azyio go Giaxill .48lS5 &l (g5 oo clisdy & g ol

OreF St £ = Y7 S0 Q= O AFREO| Ambetter from MHS O 2t & 20| QICHH 2[3t= J8i3t =21t HEE 7
Sto| 0|2 H|8 EEQI0| 22 5= Q= He|7t YSLICE I AH EFAIRE 047(3H7| {8 = 1-877-687-1182 (TTY/TDD 1-

=
=
800-743-3333) 2 T3S A 2.

Néu quy vi, hay ngudi ma quy vi dang giup dd, cé cau hoi vé Ambetter from MHS, quy vi sé cd quyén dugc giup va co thém
thong tin bang ngdén ngir ctia minh mién phi. D& ndéi chuyén véi mét théng dich vién, xin goi 1-877-687-1182 (TTY/TDD 1-
800-743-3333).

Si vous, ou quelqu'un que vous étes en train d'aider, a des questions a propos de Ambetter from MHS, vous avez le droit
d'obtenir de I'aide et I'information dans votre langue a aucun coUt. Pour parler a un interpréte, appelez 1-877-687-
1182 (TTY/TDD 1-800-743-3333).



Japanese

Dutch

Tagalog

Russian

Punjabi

Hindi

THRANFE. FLEEREFOGDE DD TE. Ambetter from MHSICDWTTEREIMNTENWEUR B, THEDSETY
MR—bZEZFTED, HFREAFLUEDITDICENTEFT, BE@FMhDExEtEA. BREDF=NDES. 1-877-687-
1182 (TTY/TDD 1—800—743—3333)?(33 E A =1

Als u, of iemand die u helpt, vragen heeft over Ambetter from MHS, heeft u het recht om hulp en informatie te krijgen in uw
taal zonder kosten. Om te praten met een tolk, bel 1-877-687-1182 (TTY/TDD 1-800-743-3333).

Kung ikaw, o ang iyong tinutulangan, ay may mga katanungan tungkol sa Ambetter from MHS, may karapatan ka na
makakuha ng tulong at impormasyon sa iyong wika ng walang gastos. Upang makausap ang isang tagasalin, tumawag sa 1-
877-687-1182 (TTY/TDD 1-800-743-3333).

Ecav y Bac uav vua, KOTOPOMYy Bbl MOMOraeTe, MMerTCs BONPOCk! no nosody Ambetter from MHS, To Bbl MMeeTe NpaBo Ha
6ecnnaTtHoe Nosy4YeHne NoMoLWm U MHGOPMaLLML Ha BalleM fA3bike. [Ns pasroBopa ¢ NepeBOAHMKOM MO3BOHMTE MO
TenedoHy 1-877-687-1182 (TTY/TDD 1-800-743-3333).

3T <, 7 3 A0A 9 HoE 9d 9d J, Ambetter from MHS I8 A& J 31, IT76 < fAaT AdH oH3 3 »udt I Afey

WWWW odo ?T}Hlﬂd'dél . CITHIT &% (1% Id6 B, 1-877-687- 1182 (TTY/TDD 1-800-743-3333) 3 d'%
EG|

g1 Yy AT 319 GRT GeRIdl DU Sl Ig hdHd| Hadd & Ambetter from MHS & aR H UY § ,dl ST9ds U 30T 41T H U
o gl SR I U & BT STUDR g | D! [ U J &1 BHRA - & (AU ,1-877-687-1182 (TTY/TDD 1-800-743-3333)
R bl B |




