Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 01/01/2023 - 12/31/2023
Ambetter of Oklahoma Coverage for: Individual/Family | Plan Type: PPO
Elite Bronze + Vision + Adult Dental: Expanded Bronze On Exchange Plan

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://ambetterofoklahoma.com/2023-brochures.html, or call 1-833-492-0679 (TTY 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/sbc-
glossary or call 1-833-492-0679 (TTY 711) to request a copy.

Important Questions m Why This Matters:

Network providers: $0 Individual / $0 Generally, you must pay all of the costs from providers up to the deductible amount before

What is the overall Family. this plan begins to pay. If you have other family members on the plan, each family member
deductible? Out-of-network providers: $500 must meet their own individual deductible until the total amount of deductible expenses paid
Individual / $1,000 Family. by all family members meets the overall family deductible.
Yes. Preventive care services, urgent | This plan covers some items and services even if you haven't yet met the deductible
Are there services care office visits, children's eye exam | amount. But a copayment or coinsurance may apply. For example, this plan covers certain
covered before you meet | and glasses, generic and preferred preventive services without cost sharing and before you meet your deductible. See a list of
your deductible? brand drugs are covered before you covered preventive services at https://www.healthcare.gov/coverage/preventive-care-
meet your deductible. benefits/.
fj\re the_re other . Yes, $3’8.00. individual / §7,600 family You must pay all of the costs for these services up to the specific deductible amount before
eductibles for specific | for prescription drug coverage. There ih ) : _
P - . is plan begins to pay for these services.
services? are no other specific deductibles.
For network providers: $8,700
What is the out-of-nocket Individual / $17,400 Family. The out-of-pocket limit is the most you could pay in a year for covered services. If you have
limit for thisgp—plﬂ " For out-of-network providers: Not other family members in this plan, they have to meet their own out-of-pocket limits until the
— ) applicable Individual / Not applicable overall family out-of-pocket limit has been met.
Family.

What is not included in Premiums, balance-billing charges, and
the out-of-pocket limit? health care this plan doesn’t cover.

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.

Yes. See
Will you pay less if you https://ambetterofoklahoma.com/findad
use a network provider? | oc or call 1-833-492-0679 (TTY 711)
for a list of network providers.

Do you need a referral to

see a specialist? No. You can see the specialist you choose without a referral.
SBC-625050K0130006-01-2023 Underwritten by Celtic Insurance Company
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u 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

Primary care visit to treat an

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

If you have a test

If you need drugs to
treat your iliness or
condition

injury or iliness

Specialist visit

Preventive care/screening/

immunization

Diagnostic test (x-ray, blood

work)

Imaging (CT/PET scans,
MRIs)

Generic drugs (Tier 1)

Preferred brand drugs (Tier

2)

What You Will Pa

Out-of-Network Provider

Network Provider
You will pay the least

$45 Copay / visit

$115 Copay / visit
No charge

$60 Copay / test for
laboratory &
professional services

50% Coinsurance for x-
ray & diagnostic
imaging

50% Coinsurance for
laboratory &
professional services
and x-ray & diagnostic
imaging at other places
of service

50% Coinsurance

Preferred Generic
Retail: $5 Copay /
prescription

Generic Retail: $35
Copay / prescription
Retail: $195 Copay /
prescription

You will pay the most
30% Coinsurance
30% Coinsurance

30% Coinsurance;

deductible does not apply

30% Coinsurance for
laboratory & professional
services

30% Coinsurance for x-
ray & diagnostic imaging
30% Coinsurance for
laboratory & professional
services and x-ray &

diagnostic imaging at
other places of service

30% Coinsurance

Not covered

Not covered

Limitations, Exceptions, & Other Important

Information

Unlimited Virtual Care Visits received from
Ambetter Telehealth covered at No Charge,
providers covered in full.

Covered No Limit.

You may have to pay for services that aren’t
preventive. Ask your provider if the services
needed are preventive. Then check what your plan
will pay for.

Prior authorization may be required. Covered No
Limit. Other places of service may include Hospital,
Emergency Room, or Outpatient Facility.

Failure to obtain prior authorization for any service
that requires prior authorization will result in a
denial of benefits. See your policy for more details.

Prior authorization may be required. Covered No
Limit.

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 3x retail cost-sharing amount.

Prior authorization may be required. Prescription
drugs are provided up to 30 days retail and up to
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Common .
Medical Event Services You May Need

More information about
prescription drug
coverage is available at
https://ambetterofokla
homa.com/2023formul

ary.

If you have outpatient
surgery

If you need immediate
medical attention

If you have a hospital
stay

Non-preferred brand drugs

(Tier 3)

Specialty drugs (Tier 4)

Facility fee (e.g.,

ambulatory surgery center)

Physician/surgeon fees

Emergency room care

Emergency medical
transportation

Urgent care

Facility fee (e.g., hospital
room)

What You Will Pa

Network Provider
You will pay the least

Retail: $250 Copay /
prescription; subject to
Rx drug deductible

Retail: 50%
Coinsurance; subject to
Rx drug deductible

50% Coinsurance

50% Coinsurance

$2,500 Copay / visit
($1250 Copay / visit for
facility; $1250 Copay /
visit for physician fee)

50% Coinsurance

$60 Copay / visit

$3000 Copay / day

Out-of-Network Provider
You will pay the most

Not covered

Not covered

30% Coinsurance

30% Coinsurance

$2,500 Copay / visit;
deductible does not apply
($1250 Copay / visit;
deductible does not apply
for facility; $1250 Copay /
visit; deductible does not
apply for physician fee)

50% Coinsurance;
deductible does not apply

30% Coinsurance;
deductible does not apply

30% Coinsurance

Limitations, Exceptions, & Other Important

Information

90 days through mail order. Mail orders are subject
to 3x retail cost-sharing amount.

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 3x retail cost-sharing amount. $3,800 individual /
$7,600 family Rx drug deductible for non-preferred
brand and specialty drugs.

Prior authorization may be required. Prescription
drugs are provided up to 30 days retail and up to
30 days through mail order. $3,800 individual /
$7,600 family Rx drug deductible for non-preferred
brand and specialty drugs.

Prior authorization may be required. Covered No
Limit.

Prior authorization may be required. Covered No
Limit.

Covered No Limit.

Covered No Limit. Note: Prior authorization is not
required for emergency transport, however, all
non-emergent transport requires prior
authorization. If you receive service from an out of
network ground/water ambulance provider, you
may be subject to balance billing.

Covered No Limit.

Prior authorization may be required. Covered No
Limit.
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Common .
Medical Event Services You May Need

If you need mental
health, behavioral
health, or substance
abuse services

If you are pregnant

If you need help
recovering or have
other special health
needs

Physician/surgeon fees

Outpatient services

Inpatient services

Office visits

Childbirth/delivery
professional services

Childbirth/delivery facility
services

Home health care

Rehabilitation services

What You Will Pa

Out-of-Network Provider

Network Provider
You will pay the least

No charge

$45 Copay / office visit;
50% Coinsurance

$3000 Copay / day

$45 Copay / visit

No charge

$3000 Copay / day

50% Coinsurance

Outpatient: 50%
Coinsurance

Inpatient: $3000 Copay
/ day

You will pay the most

30% Coinsurance

30% Coinsurance

30% Coinsurance

30% Coinsurance

30% Coinsurance

30% Coinsurance

30% Coinsurance

Outpatient: 30%

Coinsurance

Inpatient:
30% Coinsurance

Limitations, Exceptions, & Other Important

Information

Prior authorization may be required. Covered No
Limit.

Prior authorization may be required. Covered No
Limit. (Primary care provider (PCP) and other
practitioner visits do not require prior
authorization).

Prior authorization may be required. Covered No
Limit.

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 preventive services, such as
routine pre-natal and post-natal screenings.
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
does not apply for preventive services. Depending
on the type of services, copayment, coinsurance or
deductible may apply. Maternity care may include
tests and services described elsewhere in the SBC
(i.e. ultrasound).

Prior authorization may be required. Limited to 30
visits per year.

Outpatient:

Prior authorization may be required. Per year, a
combined 25 visit limit applies for occupational,
speech and physical therapy. Note: Limits do not
apply when provided for a mental health/substance
use disorder diagnosis.

Inpatient:

Prior authorization may be required. Limited to 30
days per year. Note: Limits do not apply when
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Limitations, Exceptions, & Other Important

Information

e What You Will Pa
) Services You May Need Network Provider Out-of-Network Provider
Medical Event . .
You will pay the least You will pay the most

provided for a mental health/substance use
disorder diagnosis.

Habilitation services

Outpatient: 50%
Coinsurance

Inpatient: $3000 Copay

Outpatient:
30% Coinsurance
Inpatient: 30%

Outpatient:

Prior authorization may be required. Per year, a
combined 25 visit limit applies for occupational,
speech and physical therapy. Note: Limits do not
apply when provided for a mental health/substance
use disorder diagnosis.

Inpatient:

/ day Coinsurance Prior authorization may be required. Limited to 30
days per year. Note: Limits do not apply when
provided for a mental health/substance use
disorder diagnosis.

Skilled nursing care $3000 Copay / day 30% Coinsurance FUT B e 193 [EUIEE, Tl el

days per year.

Durable medical equipment

50% Coinsurance

30% Coinsurance

Prior authorization may be required. Covered No
Limit.

Hospice services

50% Coinsurance

30% Coinsurance

Prior authorization may be required. Covered No
Limit.

If your child needs
dental or eye care

Children’s eve exam No charae Covered up to $38.50; Limited to 1 visit per year. Out-of-network provider
y g deductible does not apply | eye exam covered up to $38.50.
Covered up to $50: Limited to 1 item per year. Out-of-network provider
Children’s glasses No charge < up ’ frames or contacts covered up to $50, see
deductible does not apply L
schedule for lens limit.
Children’s dental check-up | Not covered Notcovered | - None-----
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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 when the life of the e Cosmetic surgery e Long-term Care (Long Term Acute Care is a
mother is endangered) covered benefit. Long Term Nursing Care/

*  Dental care (Children) Custodial Care is not a covered benefit.)

* Acupuncture o Infertility treatment (Note: Coverage is available

e Bariatric surgery for diagnosis and services required to correct
underlying medical causes of infertility.)

Non-emergency care when traveling outside the
u.s.

e Weight loss programs

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

e Chiropractic care e Hearing aids (Limited to 1 per ear every 4 years.) e Routine eye care (Adult-one visit & one item per
e Dental care (Adult-visit & item limits apply per e Private-duty nursing (Limited to 85 visits per year. Dollar allowance applies to hardware.)
year. $1,000 annual dollar limit per year per year.) ¢ Routine foot care
person.)

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 Oklahoma at 1-833-492-0679 (TTY 711); Oklahoma Insurance Department, 400 NE 50th St. Oklahoma City, OK 73105; Department of
Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272); Health Options at 1-800-522-0071; Office of Personnel Management Multi State Plan
Program at https://www.opm.gov/healthcare-insurance/multi-state-plan-program/external-review/. 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 on how 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: Oklahoma Insurance Department, 400 NE 50th St. Oklahoma City, OK 73105 Additionally, a consumer assistance program can help you file
your appeal. Contact 800-522-0071

Does this plan provide Minimum Essential Coverage? Yes.
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid,
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet Minimum Value Standards? Not Applicable.
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.
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Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-833-492-0679 (TTY 711).

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-833-492-0679 (TTY 711).
Chinese (1 32): AT E A sery B8, BRI XS5 1-833-492-0679 (TTY 711).

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-833-492-0679 (TTY 711).

] 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:

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

Managing Joe’s Type 2 Diabetes

(a year of routine in-network care of a well-controlled

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

hospital delivery) condition)
M The plan’s overall deductible ' $0 ™ The plan’s overall deductible $0 ® The plan’s overall deductible $0
B Specialist copayment $115 m Specialist copayment $115 m Specialist copayment $115
M Hospital (facility) copayment $3000 m Hospital (facility) copayment $3000 m Hospital (facility) copayment $3000
B Other coinsurance 50% M Other coinsurance 50% M Other coinsurance 50%
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) Primary care physician office visits (including Emergency room care (including medical supplies)
Childbirth/Delivery Professional Services disease education) Diagnostic tests (x-ray)
Childbirth/Delivery Facility Services Diagnostic tests (blood work) Durable medical equipment (crutches)
Diagnostic tests (ultrasounds and blood work) Prescription drugs Rehabilitation services (physical therapy)
Specialist visit (anesthesia) Durable medical equipment (glucose meter)
Total Example Cost | $12,700 Total Example Cost $5,600 Total Example Cost $2,800
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* $10 Deductibles* $3,500 Deductibles* $10
Copayments $3,600 Copayments $700 Copayments $1,100
Coinsurance $200 Coinsurance $400 Coinsurance $800
What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $60  Limits or exclusions $20 Limits or exclusions $0
The total Peg would pay is $3,870 The total Joe would pay is $4,620 The total Mia would pay is $1,910

*Note: This plan has other deductibles for specific services included in this coverage example. See “Are there other deductibles for specific services?” row above.

The plan would be responsible for the other costs of these EXAMPLE covered services.
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& ambetter;

of Oklahoma
Spanish: Si usted, o alguien a quien esté ayudando, tiene preguntas acerca de Ambetter of Oklahoma, tiene derecho a obtener ayuda e
informacioén en su idioma sin costo alguno. Para hablar con un intérprete, llame al 1-833-492-0679 (TTY 711).
Vietnamese:  Néu quy vi, hay ngudi ma quy vi dang giup d&, cb cau héi vé Ambetter of Oklahoma , quy vi s& cé quyén duoc gilp va co thém thong
tin bang ngdn nglr clia minh mién phi. D€ ndi chuyén véi mét théng dich vién, xin goi 1-833-492-0679 (TTY 711).
Chinese: R sz‘f‘FftEf%%ﬂjJE’\]%% » HRA> Ambetter of Oklahoma K EMMEE, EHEEFEERNVEESSIEIEE - AEEE—
NI FIEEsEEE - HREEE 1-833-492-0679 (TTY 711),
Korean: aroF 3} S F3}7H &1 QU OfH AFZH0| Ambetter of Oklahoma Off Zt8f Al ZE0]| ICtel J2(8t £ 8Tt Hu & #3tel olof=
H 8 2EB0 22 = A= AHZ 7t AFLICE A SGALLL 0§ 718H7] RIS M= 1-833-492-0679 (TTY 711)H O = TSISHIA| 2.
Falls Sie oder jemand, dem Sie helfen, Fragen zu Ambetter of Oklahoma hat, haben Sie das Recht, kostenlose Hilfe und
German: Informationen in Ihrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die Nummer 1-833-492-0679
(TTY 711) an.
Arabic: a2 e g ol 285 Ay (g0 (e lialy &y g puiall Cila slaall 5 Bac Lusal) e Jsanll & sl dlal cAmbetter of Oklahomadss il saclus ads sl i clal (< 13)
(TTY 711) 0679-492-833-1 — Juail
B ¢ O?L)QGU?OS 20&m 2 éeo:eysm ooogem(‘rgewomm Ambetter of Oklahoma éé orrgoom[; 603 @ C\(ﬁooéqp sﬁC\ZJcC: 33(7&33@9 éé
urmese:
%eurrgsfamrvgqurﬁi oComaneoms @c 290 quefé(c:gf: ¢ 5 Jo’]oogu 0,3 [%oooecmm G@ﬁ@%ﬁ@ﬁ 1-833-492-0679 (TTY 711) rr(li §aor736]u
Hmong: Yog koj, los yog ib tug neeg uas koj pab ntawd, muaj lus nug txog Ambetter of Oklahoma koj muaj cai tau txais tej ntub ntawv no sau ua koj hom
lus pub dawb rau koj. Yog koj xav nrog ib tug neeg txhais lus tham, hu rau 1-833-492-0679 (TTY 711)
Kung ikaw, o ang iyong tinutulangan, ay may mga katanungan tungkol sa Ambetter of Oklahoma, may karapatan ka na makakuha ng
Tagalog: tulong at impormasyon sa iyong wika nang walang gastos. Upang makausap ang isang tagasalin, tumawag sa 1-833-492-0679 (TTY
711).
French: Si vous-méme ou une personne que vous aidez avez des questions a propos d’Ambetter of Oklahoma, vous avez le droit de
bénéficier gratuitement d’aide et d’'informations dans votre langue. Pour parler a un interpréte, appelez le 1-833-492-0679 (TTY 711).
Laotion: i GHuiivhawnidggoecie Sermmunyoiiv Ambetter of Oklahoma, unSSotisldSunivgoscieccardynerogmmiicdnwITIZeuIL
loedJenlgmie. chesrcdivmewis Wilum 1-833-492-0679 (TTY 711).
Thai: wavinuE g Avinu v g gl aat lunausiifiAnanAeniu Ambetter of Oklahoma vinufi@na v aglssuauzhamdauwasiayalumeuasviou
Toelideenld="ele o Wodu wnsasnsldusneay nganTvsdwvidas arivineisy 1-833-492-0679 (TTY 711).
Urdu: S e 3> 5255 ol Ologhan gl 3ke Chie o O 39l 95 T 695 Ugw g & Ol e w3 S 3o OT § 02 b ¢S T e 2 )b & Ambetter of Oklahoma S|
-00S JS 53 (TTY 711) 0679-492-833-1 J § 5 S ©b e e
Cherokee: hf) DP AROSPOY @F D&Y EGSO6 Ambetter of Oklahoma, VG D ROSAT Dd® RGZ04d Gy
GOhA®DA hS EGHO. OLAKHZPA YCG DNAARY DO 1-833-492-0679 (TTY 711)
Persian: Iy S S8y 393 0L 4 OB Cyguas b ledlbol 9 SIS 48 d)lyy gy 3 ol 3l epls Ambetter of Oklahoma g0 )3 I 48 (2 SS9l 4y 45 (S b ot S

52 osle3 (TTY 711) 0679-492-833-1 ojlads b paribe b 03,5 s
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Statement of Non-Discrimination

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

Ambetter of Oklahoma:

*  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 Ambetter of Oklahoma at 1-833-492-0679 (TTY 711).

If you believe that Ambetter of Oklahoma 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: Ambetter of Oklahoma,
Appeals and Grievances, PO Box 10341 Van Nuys CA, 91410, 1-833-492-0679 (TTY 711), Fax 1-833-886-7956.
You can file a grievance by mail, fax, or email. If you need help filing a grievance, Ambetter of Oklahoma 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.
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