Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services
Ambetter of Tennessee: Ambetter Essential Care 1 (2020)
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Coverage Period: 01/01/2020 - 12/31/2020
Coverage for: Individual/Family | Plan Type: EPO

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, visit
https://AmbetterofTennessee.com/2020-brochures.html, or call 1-833-709-4735 (Relay 711). 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

https://www.healthcare.gov/shc-glossary or call 1-833-709-4735 (Relay 711) to request a copy.

Important Questions

What is the overall
deductible?

Are there services
covered before you meet
your deductible?

Are there other
deductibles for specific
services?

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

What is not included in
the out-of-pocket limit?

Will you pay less if you
use a network provider?

Do you need a referral to
see a specialist?

SBC-70111TN0110002-03

$0 at Indian Health Care Provider
(IHCP) or with IHCP referral at
non-IHCP; or $8,150 individual /
$16,300 family.

Yes. Preventive care services,
children’s eye exam and glasses
and generic drugs are covered
before you meet your deductible.

Generally, you must pay all of the costs from providers up to the deductible amount before this
plan begins to pay. If you have other family members on the plan, each family member must meet
their own individual deductible until the total amount of deductible expenses paid by all family
members meets the overall family deductible.

This plan covers some items and services even if you haven't yet met the deductible amount. But
a copayment or coinsurance may apply. For example, this plan covers certain preventive services
without cost-sharing and before you meet your deductible. See a list of covered preventive
services at https://www.healthcare.gov/coverage/preventive-care-benefits/.

No.

For network providers: $8,150
individual / $16,300 family. No, for

non- network providers.

Premiums, balance-billing
charges, and health care this plan
does not cover.

Yes. See Find a Provider or call 1-

833-709-4735 (Relay 711) for a
list of network providers.

No.

You don't have to meet deductibles for specific services.

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.

Even though you pay these expenses, they don’t count toward the out-of-pocket limit.

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.

You can see the specialist you choose without a referral.
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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
Common Indian Health Care Network Out-of-Network

Limitations, Exceptions, & Other Important

Services You May Need Provider (IHCP) Provider Provider Information

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

Medical Event

Primary care visit to treat an No charge glf?e(;harge Not covered Cost sharing waived at non-IHCP with IHCP
injury or iliness deductible referral.
No charge , . .
If you visit a health Specialist visit No charge after Not covered C?st—srlmnng waived at non-IHCP with IHCP
care provider’s office deductible [Efere.
or clinic You may have to pay for services that aren't
. . preventive. Ask your provider if the services
il:xre%/l:ar?itzl\:tei:r?re/screenlnq/ No charge No charge Not covered needed are preventive. Then check what your
plan will pay for. Cost sharing waived at non-
IHCP with IHCP referral.
Prior authorization may be required. Failure to
No charge obtain prior authorization for any service that
Diagnostic test (x-ray, blood No charge after Not covered requires prior authorization may result in
work) deductible reduction of benefits. See your policy for more
If you have a test B details. Cost sharing waived at non-IHCP with
IHCP referral.
Imaging (CT/PET scans, No charde gf?e(;harge Not covered Prior authorization may be required. Cost
MRIS) g deductible sharing waived at non-IHCP with IHCP referral.

*For more information about limitations and exceptions, see plan or policy document at https:/api.centene.com/EOQC/2020/70111TNO11.pdf 20f8




What You Will Pay

Common : Indian Health Care | Network | Out-of-Network | | jmitations, Exceptions, & Other Important
Med Services You May Need Provider (IHCP) Provider Provider ' .
edical Event , : ; Information
(You will pay the | (Youwillpay | (You will pay
least) more) the most)
Retail: $20
g_r%%ﬁp/)tion' Prespription drugs are provided up to 30 days
Mail order: é50 retail and up to 90 days through mail order.
Generic drugs (Tier 1) No charge Conay |/ ' Not covered Mail orders are subject to 2.5x retail cost
_p_Yprescription' mlamount. Cost sharing waived at non-
deductible ’ IHCP with IHCP referral.
does not apply
if you need drugs to Prior a_uthorization may be fequired.
treat your illness or _ No charge Pres_cnptlon drugs are provided up to 30 days
condition Preferred brand drugs (Tier No charge after Not covered reta_ul and up to 90 Qays through ma_ul order.
More information about 2) deductible Ma||.orders are subject to 2.'5X ret_a|| o081
TN e EE— shanng_amount. Cost sharing waived at non-
coverade is available IHCP with IHCP referral.
—q_at [Errar i Prior a_uthorization may be (equired.
Li s—gt No charge Prescription drugs are provided up to 30 days
= Non-preferred brand drugs No charde after Not covered retail and up to 90 days through mail order.
(Tier 3) g deductible Mail orders are subject to 2.5x retail cost
- sharing amount. Cost sharing waived at non-
IHCP with IHCP referral.
Prior authorization may be required.
No charge Prescription drugs are provided up to 30 days
Specialty drugs (Tier 4) No charge after Not covered retail and up to 30 days through mail order.
deductible Cost sharing waived at non-IHCP with IHCP
referral.
Facility fee (e.g., ambulatory No charge gf?e(;harge Not covered Prior authorization may be required. Cost
If you have surgery center) deductible sharing waived at non-IHCP with IHCP referral.
outpatient surgery No charge Prior authorization may be required. Cost
Physician/surgeon fees No charge after Not covered sharing waived at non-IHCP with IHCP referral.
deductible
:Lynggdr;:fedmedical Emergency room care No charge gf(t)e(;harge go cha_rge after | Cost sharing waived at non-IHCP with IHCP
: . eductible referral.
attention deductible

*For more information about limitations and exceptions, see plan or policy document at https:/api.centene.com/EOQC/2020/70111TNO11.pdf
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What You Will Pay 7 |
Indian Health Care Network Out-of-Network Limitations, Exceptions, & Other Important

common Services You May Need [ [ [
esfieal | y Prowd_er (IHCP) Prov!der Prov!der (Tarisiten
(You will pay the | (Youwillpay | (You will pay
least) more) the most)
: No charge . . ,
Emergency medical No charge after No charge after | Cost sharing waived at non-IHCP with [HCP
transportation deductible deductible referral.
No charge , . .
Uraent care No charge after Not covered Cost sharing waived at non-IHCP with IHCP
~Tgent care . referral.
deductble
" , No charge , - ,
e ool oage der woowss | STSSOEMM e
If you have a hospital deductible Sy —
stay No charge , N .
Physician/surgeon fees No charge after Not covered Pno; authoy izatiion may be reqylred. Cost
: sharing waived at non-IHCP with IHCP referral.
deductible
Prior authorization may be required. (PCP and
Mo e other practitioner visits do not require prior
E g/;;rhnggﬂawglgl Outpatient services No charge gfetglrJ e Not covered authorization). Cost sharing waived at non-
: —_ IHCP with IHCP referral.
health, or substance No charge
AR SEHIES Inpatient services No charge after Not covered Pnorl authoy izattion may be reqylred. Cost
. sharing waived at non-IHCP with IHCP referral.
deductible p—
Prior authorization not required for deliveries
within the standard timeframe per federal
regulation, but may be required for other
services. Cost-sharing does not apply for
No charge i : )
. preventive services. Depending on the type of
Office visits No charge after Not covered . , :
. services, coinsurance, deductible or
deductible :
copayment may apply. Maternity care may
If you are pregnant include tests and services described elsewhere
in the SBC (i.e. ultrasound). Cost sharing
waived at non-IHCP with IHCP referral.
Prior authorization not required for deliveries
_— : No charge within the standard timeframe per federal
C:y;gglsrit:r/]i?!\g\%es No charge after Not covered regulation, but may be required for other
P deductible services. Cost-sharing does not apply for
preventive services. Depending on the type of

*For more information about limitations and exceptions, see plan or policy document at https:/api.centene.com/EOQC/2020/70111TNO11.pdf 4 of 8




What You Will Pay 7
Common Indian Health Care Network Out-of-Network

Limitations, Exceptions, & Other Important

rvices You May N ' ' i -
Services You May Need Provider (IHCP) Provider Provider Information

Medical Event (You will pay the | (You will pay | (You will pay

least) more) the most)
services, coinsurance, deductible or
copayment may apply. Maternity care may
include tests and services described elsewhere
in the SBC (i.e. ultrasound). Cost sharing
waived at non-I[HCP with IHCP referral.
Prior authorization not required for deliveries
within the standard timeframe per federal
regulation, but may be required for other
No charge services. Cost-sharing does not apply for
Childbirth/delivery facility preventive services. Depending on the type of
: No charge after Not covered . . :
services deductible services, coinsurance, deductl_ble or
E— copayment may apply. Maternity care may
include tests and services described elsewhere
in the SBC (i.e. ultrasound). Cost sharing
waived at non-I[HCP with IHCP referral.
No charge Prior authorization may be required. 60 visits
Home health care No charge after Not covered per year. Cost sharing waived at non-IHCP
deductible with IHCP referral.
No charge Prior authorization may be required. Therapy
Rehabilitation services No charge after Not covered limited to 20 visits per type per year. Cost
deductible sharing waived at non-IHCP with IHCP referral.
No charge Prior authorization may be required. Therapy
If you need help Habilitation services No charge after Not covered limited to 20 visits per type per year. Cost
recovering or have deductible sharing waived at non-IHCP with IHCP referral.
other special health No charge Prior authorization may be required. Limited 60
needs Skilled nursing care No charge after Not covered days per year. Cost sharing waived at non-
deductible IHCP with IHCP referral.
No charge , o .
Durable medical equipment | No charge after Not covered Pr|0( authoy izattion may be reqplred. Cost
deductible sharing waived at non-IHCP with IHCP referral.
No charge , o .
Hospice services No charge after Not covered Pno; authoy PO Y 6 reqylred. ol
deductible sharing waived at non-IHCP with IHCP referral.

*For more information about limitations and exceptions, see plan or policy document at https:/api.centene.com/EOQC/2020/70111TNO11.pdf 50f 8




What You Will Pay

Indian Health Care Network Out-of-Network Limitations, Exceptions, & Other Important

Information

Common
Medical Event

Services You May Need Provider (IHCP) Provider Provider
(You will pay the | (Youwillpay | (You will pay

least) more) the most)
: , 1 visit per year. Cost sharing waived at non-
_ Children’s eye exam No charge No charge Not covered IHCP with IHCP referral.
1ot el meerts 1 item per year. Cost sharing waived at non-
dental or eye care Children’s glasses No charge No charge Not covered IHCP with IHCP referral,
Children’s dental check-up Not covered Not covered Notcovered | ----- None-----

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 Abortion (Except in cases of rape, incest, or e Dental care
when the life of the mother is endangered) e Infertility treatment e Private-duty nursing
e Acupuncture o Long-term care e Routine eye care (Adult)

* Bariatric surgery e Non-emergency care when traveling outside the ~ ®  Weight loss programs

e Cosmetic surgery U.S.

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

e Chiropractic care (Limited to 20 visits per year) e Hearing aids (Limited to one item per 3 years) ¢ Routine foot care (For diabetes treatment)

*For more information about limitations and exceptions, see plan or policy document at https:/api.centene.com/EOQC/2020/70111TNO11.pdf 6 of 8




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: Ambetter of Tennessee at 1-833-709-4735 (Relay 711); Tennessee Department of Commerce and Insurance, 500 James Robertson Pkwy., 10th Floor,
Nashville, TN 37243-0565, Phone No. 1-615-741-2218 or 1-800-342-4029. 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: Tennessee Department of Commerce and Insurance, 500 James Robertson Pkwy., 10th Floor, Nashville, TN 37243-0565, Phone No. 1-615-741-2218 or 1-
800-342-4029.

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 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 1-833-709-4735 (Relay 711).

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-833-709-4735 (Relay 711).
Chinese (FAXX): SN RFEFR AR, 1BIKIT XN S8 1-833-709-4735 (Relay 711).

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-833-709-4735 (Relay 711).

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

70f8



About these Coverage Examples:

Y 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
hospital delivery)

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

Mia’s Simple Fracture
(in-network emergency room visit and follow up

M The plan’s overall deductible $8,150

B Specialist coinsurance 0%
M Hospital (facility) coinsurance 0%
B Other coinsurance 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 $8,150
Copayments
Coinsurance

What isn't covered
Limits or exclusions

The total Peg would pay is $8,210

M The plan’s overall deductible $8,150

B Specialist coinsurance 0%
M Hospital (facility) coinsurance 0%
B Other coinsurance 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 $6,500
Copayments
Coinsurance

What isn't covered
Limits or exclusions

The total Joe would pay is $7,160

care)
M The plan’s overall deductible $8,150
B Specialist coinsurance 0%
M Hospital (facility) coinsurance 0%
B Other coinsurance 0%

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $1,900
In this example, Mia would pay:
Cost Sharing

Deductibles $1,900

Copayments $0

Coinsurance $0

What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,900

Note: 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.

The plan would be responsible for the other costs of these EXAMPLE covered services. 8 of 8



Statement of Non-Discrimination

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

Ambetter of Tennessee:

+« 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
+ |nformation written in other languages

If you need these services, contact Ambetter of Tennessee at 1-833-709-4735 (Relay 711).

If you believe that Ambetter of Tennessee has failed to provide these services or discriminated in ancther way on the basis of race, color, national
origin, age, disability, or sex, you can file a grievance with: Ambetter of Tennessee, ATTN: Ambetter Grievances and Appeals Department,
12515-8 Research Blvd, Suite 400, Austin, TX 78759, 1-833-709-4735 (Relay 711), Fax: 1-833-886-7956. You can file a grievance by mail or fax.
If you need help filing a grievance, Ambetter of Tennessee 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/portalAcbby 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/oct/office/file/index html.

® 2018 Celtic Insurance Company. All rights reserved.



& ambetter.

of Tennessee

Si usted, o alguien a quien esta ayudando, tiene preguntas acerca de Ambetter of Tennessee, tiene derecho a obtener ayuda e informacion en su idioma sin costo alguno. Para hablar con un intérprete,

Spanish:
llame al 1-833-709-4735 (Relay 711).
Arabi @iady 4y 5 g yuiall ila glall g sacliadl (5'5 Jguanll ‘f Sall @l « Ambetter of Tennessee, s Al saclod oadd gl Ji @l i€ 13]
rabic:
1-833-709-4735 (Relay 711).]2 desil a2 fe ae Saill 2441 5 90 e
Chinese: MR SEEEERENE SR, SRIFAmbetter of Tennessee, FE WM, FAEFIRBLENEESIEMIIAL, NMRETH—HEFESHEE FWETE1-833-700-4735 (Relay 711).
Viet N&u quy vi, hay ngudi ma quy vi dang gidp d&, ¢é cau hai v& Ambetter of Tennesses, quy vi s& ¢ quyén duoc gilip va cé thém théng tin bang ngdn ngr ca minh mién phi. D& ndi chuyén véi mét
iethamese:
théng dich vién, xin goi 1-833-708-4735 (Relay 711).
Korean: oref ot EE= 57t S22 A= OfFH AjRTO|Ambetter of Tennessee, 0| THSHA ER 0| JACHH {ot= Ae[Tt =20 HEES 15t8| HO|= HE FEHBC| P55 = U= AL AsH O 2 A SHAR)
O 7|5H7| {8 M=[1-833-709-4735 (Relay 711).2 TS5t A A| 2.
F h Si vous-méme ou une personne que vous aidez avez des questions a propos Ambetter of Tennessee, vous avez le droit de bénéficier gratuitement d'aide et d'informations dans wvotre langue. Pour
rench:
parler a un interpréte, appelez le 1-833-709-4735 (Relay 711).
Laoti T @e’fnﬁuimfmi)’gdoac@a DemmrunyoNt Ambetter of Tennessee, uimB%oﬁazlﬁébmudoacﬁaccozéqnévosvn?)cﬂwamaaf)uim ToeltSenldare. cheaxborvmowrm Winm
aotian:
1-833-709-4735 (Relay 711).
Ambharic: ACOP @I henP voicst N aa Ambetter of Tennessee, HIC T8E haPd PATPIR Oen, NXIEP 26 RIGI° 00§ 0OFTTA ook hAPH! 1 AHCA7T, 4779070 N1 1-833-709-4735 (Relay 711) £em-is £
GarER: Falls Sie oder jemand, dem Sie helfen, Fragen zu Ambetter of Tennessee, hat, haben Sie das Recht, kostenlose Hilfe und Informationen in lhrer Sprache zu erhalten. Um mit einem Dolmetscher zu
) sprechen, rufen Sie bitte die Nummer 1-833-708-4735 (Relay 711). an.
Gfara: B el waall dil FHel Hee 531 280 Slal AHA, Ambetter of Tennessee, (A3l 5167 st 8lal dl dmat, 5165 Wl [Eoll ArFl el Hee Bl WEL Yl s2elloll 2u@siz &, geufal A ald s2a
U2 1-833-709-4735 (Relay 711). Guz &l 53
Japanese: Ambetter of Tennessee, (LT ANZ BRINCENFLELD EEGZE), CHZBOSHICILTH M EREENTIIREOELEY, BRSO LERIS ST, 1-833-709-4735 (Relay 711). FTHEFZE.
Tagal Kung ikaw, o ang iyong tinutulangan, ay may mga katanungan tungkol sa Ambetter of Tennessee, may karapatan ka na makakuha nang tulong at impormasyon sa iyong wika ng walang gastos. Upang
agalog:
S8 makausap ang isang tagasalin, tumawag sa 1-833-708-4735 (Relay 711).
Hindi: 1T A7 TS AT AEG T I § 3T, Ambetter of Tennessee, % IR # F1$ Farel g, of o faom Bt @ & el smr & #ag ik Sl oo T # e § Rl gl & g
FT F T 1-833-709-4735 (Relay 711). T &l FHT|
Russian: B cnyyae BOSHUKHOBEHWUA ¥ Bac UNK ¥ NWLA, KOTOROM Y Bbl NOM OraeTe, Kakux-nuGo BONPOCcoB © NparpaMme cTpaxoeaHna Ambetter of Tennessee, Bbl UMeeTe npaBo nonyuATe GecnnaTHYK: NOMOLW b U
' MHhopMaLuio Ha cBoemM pogHomM sisbike. YTobbl naroBopuTe © NepeBoagYMKOM, No3BoHUTe no TenecoHy 1-833-709-4735 (Relay 711).
A il 50 3 A ) 4 Bl ey ) Bl 5 SLK a8 4500 558 2 3a ol ] 2 slsAmbetter of Tennesee 2 3« 0 e 4K o SLE a8 & Lk K
Persian:

- 58 (LE[1-833-709-4735 (Relay 711).) osbedi b an fie b 30 S Cuna (ol 3

© 2018 Celtic Insurance Company. All rights reserved.



