Summary of Benefits and Coverage: What this Plan covers & What You Pay For Covered Services
Ambetter from New Hampshire Healthy Families: Ambetter Secure Care 5 (2020)

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

A

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://Ambetter.NHhealthyfamilies.com/2020-brochures.html, or call 1-844-265-1278 (TTY/TDD 1-855-742-0123). 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/sbc-glossary or call 1-844-265-1278 (TTY/TDD 1-855-742-0123) to request a copy.

Important Questions

What is the overall
deductible?

Answers

$1,250 individual / $2,500 family.

Why This Matters: ‘

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.

Are there services
covered before you
meet your deductible?

Yes. Preventive care services,
primary care, specialist, and urgent
care office visits, children's eye
exam and glasses, lab-work,
generic and preferred brand drugs
are covered before you meet your
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/.

Are there other
deductibles for specific
services?

No.

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

What is the out-of-

pocket limit for this
plan?

For network providers: $5,900
individual / $11,800 family. No, for
non-network providers.

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?

Premiums, balance-billing
charges, and health care this 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 Find a Provider or call 1-
844-265-1278 for a list of network

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

roviders.

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?

No.

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.

Common Medical
Event

Services You May Need

What You Will Pay

Network Provider

Out-of-Network Provider

Limitation, Exceptions, & Other Important
Information

Primary care visit to treat an

(You will pay the least)

$15 Copay / visit;

(You will pay the most)

. ) deductible does not Not covered —--None-—-
injury orillness
apply .
If you visit a health — $35 Copay / visit
care provider's office Specialist visit deductible does not Not covered —--None--—--
DroviCers apply
I .
or clinie You may have to pay for services that aren’t
Prever)tlvg care/ screening/ No charge Not covered preventive. Ask your provider if the services
immunization needed are preventive. Then check what your plan
will pay for.
$15 Copay / test for
laz?gzggngluiaﬁfcrzs& Prior authorization may be required. Failure to
Diagnostic test (x-ray, blood P ) obtain prior authorization for any service that
(deductible does not Not covered . . . . .
If vou have a test work) apply): 20% requires prior authorization may result in reduction
y PPY), 207 of benefits. See your policy for more details.
Coinsurance for x-ray
and diagnostic imaging
Imaging (CT/PET scans, 20% Coinsurance Not covered Prior authorization may be required.

MRIs)

SBC-75841NH0090005-01-2020
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What You Will Pay

Common Medical Services You May Need Network Provider Out-of-Network Provider Limitation, Exceptions, _& Other Important
Event (You will pay the least)  (You will pay the most) Information
Retail: $15 Copay / Prescription drugs are provided up to 30 days
prescription; Mail order: retail and up to 90 days through mail order. Mail
Generic drugs (Tier 1) $37.50 Copay / Not covered orders are subject to 2.5x retail cost-sharing
prescription; deductible amount. FDA approved and over-the-counter
does not apply contraceptives are not subject to cost-share.

Prior authorization may be required. Prescription
drugs are provided up to 30 days retail and up to
90 days through mail order. Mail orders are subject
to 2.5x retail cost-sharing amount. FDA approved
and over-the-counter contraceptives are not
subject to cost-share.

Retail: $30 Copay /
prescription; Mail order:
Preferred brand drugs (Tier2) | $75 Copay / Not covered
prescription; deductible
does not apply

If you need drugs to
treat your illness or
condition

More information

about prescription Prior authorization may be required. Prescription
drug coverage is drugs are provided up to 30 days retail and up to
available at Preferred | Non-preferred brand drugs 30% Coinsurance Not covered 90 days through mail order. Mail orders are subject
Drug List. (Tier 3) - to 2.5x retail cost-sharing amount. FDA approved
and over-the-counter contraceptives are not
subject to cost-share.
Prior authorization may be required. Prescription
drugs are provided up to 30 days retail and up to
Specialty drugs (Tier 4) 30% Coinsurance Not covered 30 days through mail order. FDA approved and
over-the-counter contraceptives are not subject to
cost-share.
If you have Facility fee (.., ambulatory 20% Coinsurance Not covered Prior authorization may be required.
outpatient surgery surgery center)
Physician/surgeon fees 20% Coinsurance Not covered Prior authorization may be required.

SBC-75841NH0090005-01-2020
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Common Medical

What You Will Pay

Services You May Need Network Provider Out-of-Network Provider Limitation, Exceptions, .& Other Important
Event (You will pay the least)  (You will pay the most) Information
Emergency room care 20% Coinsurance 20% Coinsurance —--None--—-
If you need E;:;rqoenr;i\é rr:wedmal 20% Coinsurance 20% Coinsurance —--None--—-
immediate medical fansportation — —
attention $35 Copay / visit; $35 Copay/visit;
Urgent care deductible does not deductible does not —--None-—-
_ . apply apply
If you have a Ir:Oa:rlrlgy 20 (g ] 20% Coinsurance Not covered Prior authorization may be required.
hospital stay Physician/surgeon fees 20% Coinsurance Not covered Prior authorization may be required.
$15 Cop. ay / office visit
If you need mental % B8 el Prior authorization may be required. (PCP and
health, behavioral Outpatient services PPy, =70 Not covered other practitioner visits do not require prior
Coinsurance for all _
health, or substance . authorization)
abuse Services other outpatient
services
Inpatient services 20% Coinsurance Not covered Prior authorization may be required.
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*For more information about limitations and exceptions, see plan or policy document at

https://api.centene.com/EOQC/2020/7584 1NH009.pdf

4 of 9



_ What You Will Pay - _
Common Medical Services You May Need Network Provider Out-of-Network Provider Limitation, Exceptions, & Other Important

Event (You will pay the least)  (You will pay the most) Information

Prior authorization not required for deliveries within
the standard timeframe per federal regulation, but
may be required for other services. Cost-sharing

$15 Copay / visit; does not apply for preventive services such as
Office visits deductible does not Not covered routine pre-natal and post-natal screenings.
apply Depending on the type of services, coinsurance,

deductible or copayment may apply. Maternity
care may include tests and services described
elsewhere in the SBC (i.e. ultrasound).

Prior authorization may be required. Cost-sharing
If you are pregnant does not apply for preventive services.
Childbir‘.rh/delivery 20% Coinsurance Not covered De.pending on the typg of services, copaymgnt,
professional services - coinsurance or deductible may apply. Matermity
care may include tests and services described
elsewhere in the SBC (i.e. ultrasound).

Prior authorization may be required. Cost-sharing
does not apply for preventive services.
Childbirth/delivery facility 20% Coinsurance Not covered De_pending on the typg of services, copaymgnt,
services - coinsurance or deductible may apply. Matemity
care may include tests and services described
elsewhere in the SBC (i.e. ultrasound).
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What You Will Pay

Common Medical Services You May Need Network Provider Out-of-Network Provider Limitation, Exceptions, _& Other Important
Event (You will pay the least)  (You will pay the most) Information
Home health care 20% Coinsurance Not covered Prior authorization may be required.
Prior authorization may be required. 20 visits per
Rehabilitation services 20% Coinsurance Not covered year per therapy. Includes physical therapy,

speech therapy, and occupational therapy.

Prior authorization may be required. 20 visits per
Habilitation services 20% Coinsurance Not covered year per therapy. Includes physical therapy,
speech therapy, and occupational therapy.

If you need help
recovering or have
other special health

needs : e .
Skilled nursing care 20% Coinsurance Not covered Pnorlauthon.zgtlon TR 192 U » IR eh
year in a facility.
Durable medical equipment 20% Coinsurance Not covered Prior authorization may be required.
Hospice services 20% Coinsurance Not covered Prior authorization may be required.
. Children's eye exam No charge Not covered 1 visit per year.
If your child needs . , .
dental or eye care Children's glasses No charge Not covered 1 item per year.
Children's dental check-up Not covered Not covered —--None----

SBC-75841NH0090005-01-2020
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Excluded Services & Other Covered Services:
Services your Plan Generally Does NOT cover (Check your policy or plan documentation for more information and a list of any other excluded services.)

* Abortion (Exceptin cases of  + Dental care * Non-emergency care when * Routine eye care (Adult)
rape, incest, or when the life of traveling outside the U.S.

the mother is endangered)

* Acupuncture * Long-term care * Private-duty nursing * Weight loss programs

+ Cosmetic surgery

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

* Bariatric surgery * Hearing aids (One hearing aid  Infertility treatment (See policy * Routine foot care (Related to
per ear each time a hearing aid  for coverage details) diabetes treatment)
prescription changes)

* Chiropractic care (Limited to 12

specialist visits per year)

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 from New Hampshire Healthy Families at 1-844-265-1278 (TTY/TDD 1-855-742-0123); New Hampshire Insurance Department, 21 South Fruit Street, Suite 14,
Concord, NH 03301, Phone No. 1-800-852-3416. 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:
New Hampshire Insurance Department, 21 South Fruit Street, Suite 14, Concord, NH 03301, Phone No. 800-852-3416.

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 retumn 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.

SBC-75841NH0090005-01-2020
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Language Access Services:
Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-844-265-1278, TTY/TDD 1-855-742-0123

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-844-265-1278, TTY/TDD 1-855-742-0123
Chinese (' X): tNRFEP XHIFL BN, 1HIKITIX 1Y 1-844-265-1278, TTY/TDD 1-855-742-0123
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-844-265-1278, TTY/TDD 1-855-742-0123

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

SBC-75841NH0090005-01-2020
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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
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

The plan's overall deductible $1,250
Specialist copayment $35
Hospital (Facility) coinsurance 20%
Other coinsurance 20%

This EXAMPLE even includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic test (ultrasounds and blood work)
Specialist visit (anesthesia)

The plan's overall deductible $1,250
Specialist copayment $35
Hospital (Facility) coinsurance 20%
Other coinsurance 20%

This EXAMPLE even includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

up care)
The plan's overall deductible $1,250
Specialist copayment $35
Hospital (Facility) coinsurance 20%
Other coinsurance 20%

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

Diagnostic test (x-ray)

Durable medical equipment (crutches)
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 $1,250 Deductibles $1,250 Deductibles $1,250

Copayments $600 Copayments $1,300 Copayments $100

Coinsurance $1,800 Coinsurance $300 Coinsurance $300

What isn't covered What isn't covered What isn't covered
Limits or exclusions $60 Limits or exclusions $60 Limits or exclusions $0
The total Peg would pay is $3,710 The total Joe would pay is $2,910 The total Mia would pay is $1,650

SBC-75841NH0090005-01-2020
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Statement of Non-Discrimination

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

Ambetter from NH Healthy Families:

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

* Qualified sign language interpreters
s Written information in other formats (large print, audio, accessible electronic formats, other formats)

s Provides free language services to people whose primary language is not English, such as:

s Qualified interpreters
« Information written in other languages

If you need these services, contact Ambetter from NH Healthy Families at 1-844-265-1278 (TTY/TDD 1-855-742-0123).

If you believe that Ambetter from NH Healthy Families 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: NH Healthy Families Appeal Department, 2 Executive Park Drive,
Bedford, NH 03110, 1-844-265-1278 (TTY/TDD 1-835-742-0123), Fax 1-877-851-3992. You can file a grievance in person or by mail, fax, or
email. If you need help filing a grievance, Ambetter from NH Healthy Families 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 Cffice for Civil Rights Complaint Portal,
avallable at https./ocrportal. hhs.gov/ocr/portaldobby. jsf, or by mail or phone at: U.S. Department of Health and Human Services, 200
Independence Avenue SW., Rcom 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 htm!.

Ambetter from NH Healthy Families is underwritten by Celtic Insurance Company.
© 2018 NH Healthy Families. All rights reserved.
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CINLENEI -ov | nh healthy families

Siusted, o alguien a quien esta ayudando, tiene preguntas acerca de Ambetter de NH Healthy Families, tiene derecho a obtener ayuda e informacién en su idioma sin costo alguno. Para hablar con un intérprete,

Spanish:
llame al 1-844-265-1278 (TTY/TDD 1-855-742-0123).
E h Si vous-méme ou une personne que vous aidez avez des questions a propos d’Ambetter from NH Healthy Families, vous avez le droit de bénéficier gratuitement d’aide et d'informations dans votre langue. Pour
rench:
parler a un interprete, appelez le 1-844-265-1278 (TTY/TDD 1-855-742-0123).
R REE RIS S - HHE Ambetter from NH Healthy Families A E #9M 8, (VAR RELLCHERESEEMTA - MR EM—HREEEE - FEBET 1-844-265-1278
Chinese:
(TTYfTDD 1-855-742-0123).
Nepali: AL UrE o7 AU HE TRIGHATHT HEl SATFAdeT Ambetter from NH Healthy Families TFawell FeT WesTg® SIUSHT WUSAT TUEEEH AT HINMAT foT:qfck  Heed T SRR IS I HTERI @) Sremidar
F0 TAHE M 1-844-265-1278 (TTY/TDD 1-855-742-0123) HFaTHT Fel ﬂ?fl;’lql
Viet Né&u quy vi, hay ngwai ma quy vi dang gitp 08, co cau hai vé Ambetter from NH Healthy Families, quy vi s& cé quy&n dwoe gidp va ¢ thém théng tin bing ngén ngtk cda minh mi&n phi. B& noi chuyén vai mat
iethnamese:
théng dich vién, xin goi 1-844-265-1278 (TTY/TDD 1-855-742-0123).
P Se vocé, ou alguém a quem vocé esta ajudando, tem perguntas sobre o Ambetter from NH Healthy Families, vocé tem o direito de obter ajuda e informagao em seu idioma e sem custos. Para falar com um
ortuguese:
g intémprete, ligue para 1-844-265-1278 (TTY/TDD 1-855-742-0123).
Gresk Edv gaeig ] kdmrolog TTou Bonddre, éxeTe epw T oelg oXeTIkA pe TV Ambetter from NH Healthy Families, éxere 1o kaiwpa va {nrigete Borfjfeia kal TAnpogopieg o1 YAWaoa gag, Xwpig Xpéwan. MNa va MIARgETe e
reek:
Blepunved, Kahéate 1o 1-844-265-1278 (TTY/TDD 1-855-742-0123).
P 2 Gl e o Sl AEKS AT (90 (e ity By g il il gladl g B2 lisadl e Jguaall 8 3l e Ambetter from NH Healthy Families dos Al sielud paid o of bl i< 1y
rabic:
A{TTY/TDD 1-855-742-0123) 1-844-265-1278
Serbo- Ako Vi, ili neko kome pomazete, imate pitanja u vezi Ambetter from NH Healthy Families, imate prave na besplatnu pemoc¢ i informaciju na sopstvenom jeziku. Ukoliko Zelite da pri¢ate sa prevodiocem, pozovite broj
Croatian: 1-844-265-1278 (TTY/TDD 1-855-742-0123).
ind . Jika Anda, atau orang yang Anda bantu, memiliki pertanyaan tentang Ambetter from NH Healthy Families, Anda berhak mendapatkan bantuan dan informasi dalam bahasa Anda tanpa dikenakan biaya. Untuk
ndonesian:
berbicara dengan juru bicara, hubungi 1-844-265-1278 (TTY/TDD 1-855-742-0123).
Korean: Qhef Aot = Bt &0 2= O ALEf0| Ambetter from NH Healthy Families 0f 2HoiA 2 E0| UCHH 7|3k 18Tt =50 GRS A[ote] A0 2 H1E FHEWO| FS + s 227t USHCL 2-A SS9t
O 7|5}7| &8l M= 1-844-265-1278 (TTY/TDD 1-855-742-0123) 2 ™ &5[ A 2.
_ B cnyuae BO3HUKHOBEHUS y Bac UNW ¥ NULA, KOTOPOMY Bbl NOMOraeTe, kaknx-nubo Bonpocos o nporpaMme cTpaxoBaHna Ambetter from NH Healthy Families Bel uMeeTe npaBo nonyuuTs GecnnaTHyo noMollb U
ussian:
nHchopMaLnio Ha cBoelM PogHOM Asbike. YTobbl NoroBopUTE C NepeBOAYNKOM, NO3BOHNTE No TenedoHy 1-844-265-1278 (TTY/TDD 1-855-742-0123).
French Si oumenm, oubyen yon moun w ap ede, gen kesyon nou ta renmen poze sou Ambetter from NH Healthy Families, ou gen tout dwa pou w jwenn é&d ak enfémasyon nan lang manman w san sa pa koute w anyen.
Creole: Pou w pale avék yon entéprét, sonnen nimewao 1-844-265-1278 (TTY/TDD 1-855-742-0123).
— Niba wowe cyangwa undi muntu wese uri gufasha yaba afite ikibazo kijyanye na Ambetter from NH Healthy Families, ufite uburenganzira bwo guhabwa amakuru mu rurimi wunva utishyuye. Kugira ngo uvugane
antu:
n'umusobanuzi, Hamagara 1-844-265-1278 (TTY/TDD 1-855-742-0123).
Polish Jezeli ty lub osoba, ktérej pomagasz, macie pytania na temat plandw oferowanych za posrednictwem Ambetter from NH Healthy Families, macie prawo poprosi¢ o bezptatna pomoc i informacje w jezyku ojczystym.
olish:

Aby skorzystaé z pomocy tlumacza, zadzwon pod numer 1-844-265-1278 (TTY/TDD 1-855-742-0123).

Ambetter from NH Healthy Families is underwritten by Celtic Insurance
Company. © 2016 NH Healthy Families. All rights reserved.



