Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

Ambetter from Arizona Complete Health
Premier Silver + Vision + Adult Dental: 94% AV Level Silver Plan

Coverage Period: 01/01/2023 - 12/31/2023
Coverage for: Individual/Family | Plan Type: HMO

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://ambetter.azcompletehealth.com/2023-brochures.html, or call 1-866-918-4450 (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 1-866-918-4450 (TTY 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?

$600 individual / $1,200 family

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

No.

For network providers: $600 individual /
$1,200 family. Not applicable for out-of-
network providers.

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

Yes. See
https://ambetter.azcompletehealth.com/
findadoc or call 1-866-918-4450 (TTY

Do you need a referral to
see a specialist?

SBC-91450AZ0180035-06

711) for a list of network providers.

No.

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/.

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

Out-of-
Network
Provider

(You will pay
the most)

Common
Medical Event

Limitations, Exceptions, & Other Important Information

Network Provider
(You will pay the
least)

Services You May Need

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

Primary care visit to treat

No charge; deductible

Unlimited Virtual Care Visits received from Ambetter

an injury or illness does not apply Not covered TeIehegIth covered at No Charge, providers covered in full,
deductible does not apply.
$5 Copay / visit;

Specialist visit

deductible does not
apply

Not covered

Covered No Limit.

Preventive

care/screening/
immunization

No charge; deductible
does not apply

Not covered

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.

Diagnostic test (x-ray,

No charge for
laboratory &
professional services

No charge for x-ray &
diagnostic imaging

Not covered

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

If you have a test blood work) No charge for Failure to obtain prior authorization for any service that
laboratory & . : o : : ,
: , requires prior authorization will result in a denial of benefits.
professional services . :
See your policy for more details.
and x-ray &
diagnostic imaging at
other places of
service
:\;Insg)ng [CIFIED ez, No charge Not covered Prior authorization may be required. Covered No Limit.
If you need drugs to treat Generic drugs (Tier 1) Preferred Generic Not covered Prior authorization may be required. Prescription drugs are

your illness or condition

Retail: No charge;

provided up to 30 days retail and up to 90 days through mail
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What You Will Pay

Out-of-
Network
Provider

(You will pay

Common

Medical Event Limitations, Exceptions, & Other Important Information

Network Provider
(You will pay the

Services You May Need

More information about
prescription drug
coverage is available at
https://ambetter.azcompl
etehealth.com/2023formu

least)

deductible does not
apply

Generic Retail: No
charge; deductible

the most)

order. Mail orders are subject to 2.5x retail cost-sharing
amount.

stay

room)

lary. does not apply
Retail: $25 Copay /
Preferred brand drugs prescription; Not covered Prior authorization may be required. Prescription drugs are
(Tier 2) deductible does not provided up to 30 days retail and up to 90 days through mail
apply order. Mail orders are subject to 2.5x retail cost-sharing
Non-preferred brand Retail: No charge Not covered el
drugs (Tier 3)
Prior authorization may be required. Prescription drugs are
Specialty drugs (Tier 4) Retail: No charge Not covered provided up to 30 days retail and up to 30 days through mail
order.
Facility fee (e.g.,
If you have outpatient ambulatory surgery No charge Not covered Prior authorization may be required. Covered No Limit.
surgery center)
Physician/surgeon fees No charge Not covered Prior authorization may be required. Covered No Limit.
Emergency room care No charge No charge Covered No Limit.
Covered No Limit. Note: Prior authorization is not required for
. emergency transport, however, all non-emergent transport
Emergency medical . : D . .
. . . No charge No charge requires prior authorization. If you receive service from an out
If you need immediate transportation .
. . of network ground/water ambulance provider, you may be
medical attention . o,
subject to balance billing.
$10 Copay / visit;
Urgent care deductible does not Not covered Covered No Limit.
apply
TR IERD O TETAE] FENiE (B, eeiE No charge Not covered Prior authorization may be required. Covered No Limit.
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Common
Medical Event

Services You May Need

Physician/surgeon fees

What You Will Pay

Network Provider
(You will pay the
least)

No charge

Out-of-
Network
Provider

(You will pay
the most)

Not covered

Limitations, Exceptions, & Other Important Information

Prior authorization may be required. Covered No Limit.

No charge; deductible
does not apply; No

Prior authorization may be required. Covered No Limit.

If you need mental Outpatient services charde for other Not covered (Primary care provider (PCP) and other practitioner visits do

health, behavioral health, 9¢ : not require prior authorization).

or substance abuse outpatient services

services Inpatient services No charge Not covered 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

. No charge; deductible preventive services, such as routine pre-natal and post-natal
Office visits Not covered

If you are pregnant

does not apply

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).

Childbirth/delivery

Prior authorization may be required. Cost-sharing does not

If you need help
recovering or have other
special health needs

professional services No charge Not covered apply for preventive services. Depending on the type of
o , - services, copayment, coinsurance or deductible may apply.

Childbirth/delivery facility charge Not covered Maternity care may include tests and services described

sElest elsewhere in the SBC (i.e. ultrasound).

Home health care No charge Not covered Prior authorization may be required. Limited to 42 visits per

year.

Rehabilitation services

Outpatient: No charge
Inpatient:
No charge

Not covered

Outpatient:

Prior authorization may be required. Limited to 60 visits per
year (combined for outpatient physical, speech, occupational,
cardiac and pulmonary therapy). Note: Limits do not apply
when provided for a mental health/substance use disorder
diagnosis.

Inpatient:
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Common
Medical Event

Services You May Need

What You Will Pay

Network Provider
(You will pay the
least)

Out-of-
Network
Provider

(You will pay

Limitations, Exceptions, & Other Important Information

the most)
Prior authorization may be required. Covered No Limit.
Outpatient:
Prior authorization may be required. Limited to 60 visits per
Outpatient: No charge year.(comblned for outpatient phyS|caI., sp.eec.hz olcc.upatlonal,
I . oo cardiac and pulmonary therapy). Note: This visit limit does not
Habilitation services Inpatient: Not covered . )
apply when treatment is provided for a mental
No charge . . .
health/substance use disorder diagnosis.
Inpatient:
Prior authorization may be required. Covered No Limit.
Sl A G No charge Not covered 5;:: authorization may be required. Limited to 90 days per
—Durgble medical No charge Not covered Prior authorization may be required. Covered No Limit.
equipment
Hospice services No charge Not covered Prior authorization may be required. Covered No Limit.
Children’s eye exam No charge; deductible Not covered Limited to 1 visit per year.
does not apply
LT Ehile Ieees chmal Children’s glasses Mo EreEs; dedlEl Not covered Limited to 1 item per year.
or eye care does not apply
Sglldren § dental check- Not covered Not covered | ----- 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.)

Abortion (Except in cases when the life of the

mother is endangered)
Acupuncture

Cosmetic surgery

Dental (Children)

Long-Term Care (Long Term Acute Care is a
covered benefit. Long Term Nursing Care/ o
Custodial Care is not a covered benefit.)

¢ Non-emergency care when traveling outside the
u.sS.

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

e Bariatric surgery o Infertility treatment (Limited to services for e Private-duty nursing
diagnostic tests to find the cause of infertility.

o Chiropractic care (Limited to 20 visits per year) Services to treat the underlying medical

Routine eye care (Adult-one visit & one item per
year. Dollar allowance applies to hardware.)

o Dental care (Adult-visit & item limits apply per conditions that cause infertility are covered (e.g.,
year. $1,000 annual dollar limit per year per endometriosis, obstructed fallopian tubes, and ¢ Routine foot care
person.) hormone deficiency).)

e Hearing aids (Limited to 1 hearing aid per ear 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 Arizona Complete Health at 1-866-918-4450 (TTY 711); Arizona Department of Insurance, 100 N. 15th Avenue, Suite 102, Phoenix, AZ
85007-2624, Phone No. 1-602-364-2499 or 1-800-325-2548; Department of Labor’'s Employee Benefits Security Administration at 1-866-444-EBSA (3272); 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; Arizona Department of Insurance, 100 N. 15th Avenue, Suite 102, Phoenix, AZ 85007-2624, Phone No. 1-602-364-2499 or 1-800-325-2548

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.

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espariol, llame al 1-866-918-4450 (TTY 711).

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-918-4450 (TTY 711).
Chinese (H30): AN A2 SRy AR E), 1IBRFT XS5 1-866-918-4450 (TTY 711).

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-866-918-4450 (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 hospital

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)

delivery)
B The plan’s overall deductible $600
W Specialist copayment $5
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)

condition)
M The plan’s overall deductible $600
W Specialist copayment $5
M Hospital (facility) coinsurance 0%
M 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)

M The plan’s overall deductible $600
W Specialist copayment $5
M Hospital (facility) coinsurance 0%
M Other coinsurance 0%

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic tests (x-ray)

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

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 Sharin Cost Sharing Cost Sharin
Deductibles $600 Deductibles $500 Deductibles $600
Copayments $0 Copayments $100 Copayments $0
Coinsurance $0  Coinsurance $0 Coinsurance $0
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 $660 The total Joe would pay is $620 The total Mia would pay is $600

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Attention: If you speak a language other than English, oral interpretation and written
translation are available at no cost to you to understand the information provided. Call

1-866-918-4450 (TTY:TDD 711).

Si habla espaniol, dispone sin cargo alguno de interpretacion oral
y traduccion escrita. Llame al 1-866-918-4450 (TTY:TDD 711).

Diné k’ehji yanilti’go ata’ hane’ na h6lg doo naaltsoos t’a4d Diné k’ehji bee
bik’e’ashch{igo nich’i” adoolniilgo bee haz’a atdd’ dko dii t’aa at’é t’aa jiik’e
kot’éego nich’y” aa’at’é. Koji” holne’ 1-866-918-4450 (TTY:TDD 711).

ARV BAe RPN BRI ORIk 52
1-866-918-4450 (TTY:TDD 711) .

il oL e B SR A BRI - S5 2)EE 1-866-918-4450
(TTY:TDD 711)

Néu quy vi ndi Tieng N\/iét, co 35n cac dich vu théng dich bang 1&i va
bién dich van ban mién phi danh cho quy vi. Hay goi
1-866-918-4450 (TTY:TDD 711).

(e &3 a5 o i 5 gl fom 53 ll 5 ey el Al Caaas i S3)
2 (TTY:TDD 711) 1-866-918-4450 G L Juail

Kung ikaw ay nagsasalita ng Tagalog, mayroong libreng oral na
interpretasyon at nakasulat na pagsasalin na maaari mong
gamitin. Tumawag sa 1-866-918-4450 (TTY:TDD 711).

S22 E oA 42 CEd O MH HA MHIAE 222 XIS ES 5

o T — = 1

QI L|C}. 1-866-918- 4450 (TTY:TDD 711)H O 2 F3}&HAA| Q.

AN H

Si vous parlez frangais,vous disposez gratuitement d’une interprétation orale
et d’'une traduction écrite. Appelez le 1-866-918-4450 (TTY:TDD711)

Fuar alle, die Deutsch sprechen, stehen kostenlose Dolmetscher-

und Ubersetzungsservices zur Verfiigung. Telefon: 1-866-918-4450
TTY:TDD 711).

Ecnu Bbl roBOpUTE NO-PYCCKN, YCIYIN YCTHOMO M NMMCbMEHHOIO nepesoa
npegoctaBnaTcs BaM 6ecnnaTtHo. 3BOHUTE MO TeNeqoHy
1-866-918-4450 (TTY:TDD 711).
ABREZEINDSAK. B (O5E) SKLUHER (Fi)
FEATIFAVEZTET, BB
1-866-918-4450 (TTY:TDD 711)

Al oas iy QB Ladi IG5 4358 (13 (oS5 5 Alad den i | 0 Cuma ol 3L 40 R
S wlais (TTY:TDD 711) 1-866-918-4450 Jledi L

A‘\..|<.\Aea |<..x:>}\ao r<.l§.7.\>> t<>a\1a§'\ <a |<7.u:n <ned C\z:..m :A’\.nm 3\.;».7.) NG
1- 866 918-4450 (TTY TDD 711)

Ako govorite srpsko hrvatski, usmeno i pismeno prevodenje vam
je dostupno besplatno. Nazovite 1-866-918-4450 (TTY:TDD 711).

WINAUWANEN Wy 1dudn1sa  wuaswlaenans lawld  fie T4 3 1w
Tnsdwii  1-866-918-4450 (TTY:TDD 711)

AZCompleteHealth.com
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Discrimination is Against the Law

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

Arizona Complete Health:

- Provides aids and services at no cost 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 language services at no cost to people whose primary language is not English, such as: qualified
interpreters and information written in other languages

If you need these services, contact Member Services at:
Arizona Complete Health: 1-866-918-4450 (TTY: 711)

If you believe that Arizona Complete Health 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 the Chief Compliance
Officer. You can file a grievance in person, by mail, fax, or email. Your grievance must be in writing and must be
submitted within 180 days of the date that the person filing the grievance becomes aware of what is believed to be
discrimination.

Submit your grievance to:

Arizona Complete Health- Chief Compliance Officer

1870 W. Rio Salado Parkway, Tempe, AZ 85281. Fax: 1-866-388-2247
Email: AzCHGrievanceAndAppeals@AZCompleteHealth.com

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 at U.S. Department of Health and Human Services; 200 Independence Avenue, SW;
Room 509F, HHH Building; Washington, D.C. 2020T1; or by phone: 1-800-368-1019, 1-800-537-7697 (TTY).

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html
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[ a discriminacion es contra la ley

Arizona Complete Health cumple con las leyes Federales de derechos civiles correspondientes y no discrimina
con base en la raza, el color, la nacionalidad, la edad, la discapacidad o el sexo. Arizona Complete Health no
excluye a las personas ni las trata en forma distinta debido a su raza, color, nacionalidad, edad, discapacidad o
Sexo.

Arizona Complete Health:
- Proporciona, sin cargo alguno, ayudas y servicios a las personas con discapacidades para que se comunigquen
en forma eficaz con nosotros, como: intérpretes de lenguaje de sefas calificados.
- Informacion escrita en otros formatos (letra grande, audio, formatos electronicos accesibles y otros formatos).
- Proporciona, sin cargo alguno, servicios de idiomas a las personas cuyo idioma primario no es el inglés, como:
intérpretes calificados e informacion por escrito en otros idiomas.

Si necesita estos servicios, llame al Centro de Contacto con el Cliente de:
Arizona Complete Health: 1-866-918-4450 (TTY: 711)

Si considera que Arizona Complete Health no ha proporcionado estos servicios o que ha discriminado de otra
manera con base en la raza, el color, la nacionalidad, la edad, la discapacidad o el sexo, puede presentar una
gueja ante el Director General de Cumplimiento (Chief Compliance Officer). Puede presentar la queja en persona
0 por correo, fax, 0 correo electronico. Su queja debe estar por escrito y debe presentarla en un plazo de 180
dias a partir de la fecha en que la persona que presenta la queja se percate de lo que se cree que es
discriminacion.

Presente su queja a:

Arizona Complete Health- Chief Compliance Officer

1870 W. Rio Salado Parkway Tempe, AZ 85281. Fax: 1-866-388-2247

Correo electronico: AzCHGrievanceAndAppeals@AZCompleteHealth.com

También puede presentar una queja de derechos civiles ante la Oficina de Derechos Civiles del Departamento de
Salud y Servicios Humanos de Estados Unidos, electronicamente mediante el Portal de Quejas de la Oficina de
Derechos Civiles, disponible en https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, 0 por correo postal a U.S.
Department of Health and Human Services; 200 Independence Avenue, SW; Room 509F, HHH Building;
Washington, D.C. 20201; o por teléfono: 1-800-368-1019, 1-800-537-7697 (TTY).

Los formularios para presentar quejas se encuentran en http://www.hhs.gov/ocr/office/file/index.html
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