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

Ambetter from Home State Health
CMS Standard Virtual Access Basic Silver - Virtual PCP Selection Required: Standard Silver Off 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://ambetter.nomestatehealth.com/2023-brochures.html, or call 1-855-650-3789 (TTY 711). For general definitions of common terms, such as allowed amount,

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

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 1-855-650-3789 (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?

SBC-99723M00140005-00

$5,800 individual / $11,600 family.

Yes, Preventive care services,
primary care, specialist, urgent

care office visits and generic and
preferred brand drugs are covered
before you meet your deductible
except for Non-Preferred Brand
(Tier 3) and Specialty drugs (Tier

4).

No.

For network providers $8,900
individual / $17,800 family ; Not

applicable for out-of-network

providers.
Premiums, balance-billing

charges, and health care this plan

doesn’t cover.
Yes. See

https://ambetter.nomestatehealth.

com/findadoc or call 1-855-650-

3789 (TTY 711) for a list of
network providers.

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.
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Do you need a referral to

see a specialist?

No

You can see the specialist you choose without a referral.

u All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pa

Out-of-Network Provider

Network Provider

Limitations, Exceptions, & Other Important
Information

Common
Medical Event Services You May Need

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

Primary care visit to treat an
injury or iliness

Specialist visit

Preventive care/screening/
immunization

Diagnostic test (x-ray, blood
work)

Imaging (CT/PET scans, MRIs)

Generic drugs (Tier 1)

You will pay the least

$40 Copay / ; deductible
does not apply

$80 Copay / ; deductible
does not apply

No charge; deductible
does not apply

40% Coinsurance for
laboratory & professional
services

40% Coinsurance for x-
ray & diagnostic imaging

40% Coinsurance for
laboratory & professional
services and x-ray &
diagnostic imaging at
other places of service

40% Coinsurance

Preferred Generic Retail:
$20 Copay / ; deductible
does not apply

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Unlimited Virtual Care Visits received from
Ambetter Telehealth covered at No Charge,
providers covered in full, deductible does not

apply.
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 2.5x retail cost-
sharing amount.
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Common :
Medical Event Services You May Need

More information about
prescription drug
coverage is available at
https://lambetter.home
statehealth.com/2023f

ormulary.

If you have outpatient
surgery

If you need immediate
medical attention

If you have a hospital
stay

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

Preferred brand drugs (Tier 2)

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)

Physician/surgeon fees

Outpatient services

What You Will Pa

Out-of-Network Provider

Network Provider

You will pay the least
Generic Retail: $20
Copay / ; deductible
does not apply
Retail: $40 Copay /;
deductible does not
apply

Retail: $80 Copay /

Retail: $350 Copay /

40% Coinsurance

40% Coinsurance

40% Coinsurance

40% Coinsurance

$60 Copay / ; deductible
does not apply

40% Coinsurance

40% Coinsurance

$40 Copay / office visit;
deductible does not

apply; 40% Coinsurance

for other outpatient
services

Not covered

Not covered

Not covered

Not covered

Not covered

40% Coinsurance

40% Coinsurance

$60 Copay / ; deductible
does not apply

Not covered

Not covered

$40 Copay / office visit;
deductible does not apply
Limited to two (2)
sessions per year for
diagnosis/assessment by

Limitations, Exceptions, & Other Important

Information

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.

Prior authorization may be required.
Prescription drugs are provided up to 30 days
retail and up to 30 days through mail order.
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.

Prior authorization may be required. Covered
No Limit.

Prior authorization may be required. Note:
Services (excluding emergency services)
rendered by an out-of-network provider are not
covered under this plan, with the exception of
two (2) sessions per year for
diagnosis/assessment by a licensed mental
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Common :
Medical Event Services You May Need

If you are pregnant

If you need help
recovering or have
other special health
needs

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

40% Coinsurance

$40 Copay / ; deductible
does not apply

40% Coinsurance

40% Coinsurance

40% Coinsurance

Outpatient occupational
and physical therapy:
$40 Copay / ; deductible
does not apply
Outpatient speech
therapy: $40 Copay / ;
deductible does not
apply

Inpatient: 40%
Coinsurance

a licensed mental health
provider.

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Limitations, Exceptions, & Other Important

Information

health provider. (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
100 visits per year.

Outpatient:

Prior authorization may be required. Limited to
20 visits per year per therapy (occupational
and physical therapy); no limit applies for
speech therapy or pulmonary therapy; limited
to 36 visits per year for cardiac therapy. Note:
Limits do not apply when provided for a mental
health/substance use disorder diagnosis.
Inpatient:
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Common . What You Will Pa . Limitations, Exceptions, & Other Important
) Services You May Need Network Provider Out-of-Network Provider g
Medical Event . . Information
You will pay the least You will pay the most

Prior authorization may be required. Covered
No Limit.

Outpatient: Prior authorization may be
required. Limited to 20 visits per year per

Outpatient occupational therapy (occupational and physical therapy);

and physical therapy: no limit applies for speech therapy or

$40 Copay / ; deductible pulmonary therapy; limited to 36 visits per year

does not apply for cardiac therapy. Note: Habilitation therapy
Habilitation services Outpatient speech Not covered limits do not apply when provided for a mental

therapy: $40 Copay / ; health/substance use disorder diagnosis. (See

deductible does not the Schedule of Benefits for applicable cost

apply share when provided for a non-medical

Inpatient: 40% diagnosis.)

Coinsurance Inpatient: Prior authorization may be required.

Covered No Limit.

Prior authorization may be required. Limited to

Skilled nursing care 40% Coinsurance Not covered
150 days per year.
Durable medical equipment 40% Coinsurance Not covered Ego[i?nlij:horlzatlon may be required. Covered
Hospice services 40% Coinsurance Not covered Egol_rigtix:horlzatlon el (BB, Coreiet
Children’s eye exam No charge; deductible Not covered Limited to 1 visit per year.
. does not apply
If your child needs : .
. , No charge; deductible - .
dental or eye care Children’s glasses Not covered Limited to 1 item per year.
does not apply
Children’s dental check-up Not covered Not covered | - 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 o Infertility treatment (Covered Services include e Non-emergency care when traveling outside the
mother is endangered) diagnostic tests to find the cause of infertility and u.s.

services to treat the underlying medical

* Acupuncture conditions that cause infertility.)

e Routine eye care (Adult)

e Bariatric surgery Weight loss programs

e Long-Term Care (Long Term Acute Care is a

e Cosmetic surgery covered benefit. Long Term Nursing Care/
Custodial Care is not a covered benefit.)

e Dental care (Adult)

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 26 visits per year. e Private-duty nursing (Limited to 82 visits per ¢ Routine foot care
Visits in excess of 26 require prior authorization.) year.)

e Hearing aids (Limited to 1 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 Home State Health at 1-855-650-3789 (TTY 711); Missouri Department of Insurance, PO Box 690, Jefferson City, MO 65102-0690,
Phone No. 1-573-751-4126.; 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: Missouri Department of Insurance, PO Box 690, Jefferson City, MO 65102-0690, Phone No. 1-573-751-4126. Additionally, a consumer
assistance program can help you file your appeal. Contact 800-726-7390.

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 1-855-650-3789 (TTY 711).

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-855-650-3789 (TTY 711).
Chinese (1 32): AT E e ry B8, 1B X S8 1-855-650-3789 (TTY 711).

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-855-650-3789 (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 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 care)

M The plan’s overall deductible $5,800
W Specialist copayment $80
M Hospital (facility) coinsurance 40%
B Other coinsurance 40%

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)

M The plan’s overall deductible $5,800
W Specialist copayment $80
M Hospital (facility) coinsurance 40%
B Other coinsurance 40%

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 $5,800
B Specialist copayment $80
M Hospital (facility) coinsurance 40%

B Other coinsurance 40%

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 Sharing Cost Sharing Cost Sharing
Deductibles $0 Deductibles $0 Deductibles $0
Copayments $0 Copayments $0 Copayments $0
Coinsurance $0  Coinsurance $0 Coinsurance $0

What isn’t covered What isn’t covered What isn’t covered

Limits or exclusions $0  Limits or exclusions $0 Limits or exclusions $0
The total Peg would pay is $0 The total Joe would pay is $0 The total Mia would pay is $0

The plan would be responsible for the other costs of these EXAMPLE covered services.
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EIYLLELE ov | hOme state
health

Si usted, o alguien a quien esta ayudando, tiene preguntas acerca de Ambetter from Home State Health, tiene derecho a obtener

Spanish: ayuda e informacién en su idioma sin costo alguno. Para hablar con un intérprete, llame al 1-855-650-3789 (TTY: 711).

MR NEEEIERBINTES - AR Ambetter from Home State Health 5 BRI, AAREF] ¢S U ECHIRRESREBIFEE - 4155
Chinese: g B E T - B 1-855-650-3789 (TTY: 711),

Néu quy vi, hay ngudi ma quy vi dang gitp d&, cé cau hdi vé Ambetter from Home State Health, quy vi s& cé quyén dwoc gitp va cé
Vietnamese: 51 thang tin bing ngén ngi ciia minh midn phi. D& néi chuyén véi mot thong dich vién, xin goi 1-855-650-3789 (TTY: 711).
Serbo- Ako Vi, ili neko kome pomazete, imate pitanja u vezi Ambetter from Home State Health, imate pravo na besplatnu pomo¢ i informaciju
Croatian: na sopstvenom jeziku. Ukoliko Zelite da pri¢ate sa prevodiocem, pozovite broj 1-855-650-3789 (TTY: 711).

Falls Sie oder jemand, dem Sie helfen, Fragen zu Ambetter from Home State Health hat, haben Sie das Recht, kostenlose Hilfe und
German: Informationen in lhrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die Nummer 1-855-650-3789

(TTY: 711) an.

LAl A_JI 090 Oe Slialy 4 9 all Gl glaall 320 Lisall QJ:; Jseanll uﬁ aall bl cAmbetter from Home State Health Js~ A saclus sadd gl }i chal Sy

Arabic: (TTY: 711) 1-855-650-3789 = Josil s s sl

oroF o == HoH7t B2 e O AtZHO| Ambetter from Home State Health 0ff 2HsiiA] Z20| QUCHH ot D2t 220t HEE
Korean: Fotel 2102 H|E 2E Q0| RS 4 A= A 7F AFLICH YA St 0f7|35H7] /IS M= 1-855-650-3789 (TTY: 711) 2

HISHIAI R

B cny4yae BO3HMKHOBEHUA Yy Bac unu 'y nnua, KOTopoMmy Bbl NOMOraeTe, KaKux-nnbo BOMpPOCOB O NporpaMmme CTpaxoBaHUA Ambetter from Home
Russian: State Health Bbl MMeeTe npaBo nonyuunte GecnnatHyo NOMOLLb 1 MHOPMALMIO HA CBOEM POAHOM sA3blke. YTOBbI NOroBOpUTL C

nepeBOAYMKOM, NO3BOHMTE Mo TenedoHy 1-855-650-3789 (TTY: 711).

Si vous-méme ou une personne que vous aidez avez des questions a propos d’Ambetter from Home State Health, vous avez le droit
French: de bénéficier gratuitement d’aide et d’informations dans votre langue. Pour parler & un interprete, appelez le 1-855-650-3789 (TTY:

711).

T AT FHER A9 FAeg F @ & 3%, Ambetter from Home State Health & R & 1§ @arer g, ar 3muet Far feelr @ & 3ol s
Tagalog:

# #Acg 3N AHERT Ured FE H HHR §1 R g @ 91T w6 F AU 1-855-650-3789 (TTY: 711) WX Hiel &

Pennsylvania
Dutch:

Vann du, adda ebbah's du am helfa bisht, ennichi questions hott veyyich Ambetter from Home State Health, dann hosht du's recht fa
hilf greeya adda may aus finna diveyya in dei shprohch un's kosht nix. Fa shvetza mitt ebbah diveyya, kawl 1-855-650-3789 (TTY:
711).

G ysan )y Cale Sl 5SS A4S pHlaysa B o) ) <yl Ambetter from Home State Health 2) s 2 &\‘}u .\9.\554«5.“5 R A.MSL;H;SLJ L _)gl

Persian: z . . 2
ersian -0 80 a (TTY: 711) 1-855-650-3789 e bed L an jie b 03 S Cusa (gl S il 0 0 & ooy 40 OB

Yoo sii ykn namaa gargaaraa jirtuu wa'ee Ambetter from Home State Health irra gaaffi gabaatan ta'ee gargaarsaa fi odeeffanoo afaan
Cushite: ketiin kaffaltii alla argachuuf mirgaa qabdaa. Turjumaana wajiin dubadhuu,1-855-650-3789 irra bilbilli (TTY: 711).

Se vocé, ou alguém a quem vocé esta ajudando, tem perguntas sobre o Ambetter from Home State Health, vocé tem o direito de
Portuguese: obter ajuda e informagéo em seu idioma e sem custos. Para falar com um intérprete, ligue para 1-855-650-3789 (TTY: 711).

ACNP @RI ACAP PRLET N NA Ambetter from Home State Health INC » % hAPT PATRIT® e, NETIRP £ J& A8 9> aolE
Ambharic:

P Tt ANt AAPTT T ANHCAT AT101C N 1-855-650-3789 (TTY: 711) LLM-AT §

AMB20-MO-C-00190



Statement of Non-Discrimination

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

Ambetter from Home State Health:

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

o Qualified sign language interpreters

o  Written information in other formats (large print, audio, accessible electronic formats, other formats)
e Provides free language services to people whose primary language is not English, such as:

o Qualified interpreters

o Information written in other languages

If you need these services, contact Ambetter from Home State Health at 1-855-650-3789 (TTY: 711).

If you believe that Ambetter from Home State Health 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 from
Home State Health, Attn: Grievance & Appeals, 11720 Borman Drive, Maryland Heights, MO 63146, 1-855-650-3789
(TTY: 711), Fax, 1-855-805-9812. You can file a grievance by mail, fax, or email. If you need help filing a grievance,
Ambetter from Home State Health 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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