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

Mountain Health CO-OP: Plan A Access Care Platinum

Coverage Period: 07/01/2021 - 06/30/2022

Pasta Montana Coverage for: Individual/Family | Plan Type: PPO

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, go to www.mhc.coop or call 1-844-
262-1560. 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 1-800-318-2596 to request a copy.

Important Questions

What is the overall
deductible?

Are there services
covered before you meet
your deductible?

Are there other
deductibles for specific
services?

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

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

Will you pay less if you
use a network provider?

Do you need a referral to
see a specialist?

MHC-AC SBC

For network providers: $350
individual / $700 family; for out-of-
network providers: $700 individual
/ $1,400 family

Yes. Preventive care services are
covered before you meet your
deductible.

No

For network providers $1,200
individual / $2,400 family; for out-
of-network providers $2,400
individual / $4,800 family

Copayments on certain services,
premiums, balance-billing
charges, and health care this plan
doesn’t cover.

Yes. See www.mhc.coop or call
1-855 447-2900 for information
regarding 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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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 07/01/2021 - 06/30/2022
Mountain Health CO-OP: Plan A Access Care Platinum Pasta Montana Coverage for: Individual/Family | Plan Type: PPO

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

What You Will Pa

Common Out-of-Network Limitations, Exceptions, & Other

Services You May Need Network Provider

Medical Event (You will pay the least)

Provider Important Information
You will pay the most

, o o ,
iI;Jrz?;;yr cizlfnrzsvslsﬂ to treat an $20 Copayment 30% after deductible None
. :
If you visit a health Specialist visit $40 Copayment 30% after deductible None
care provider’s office
or clinic 30% after deductible (Out of network-Well Child Care visits
Preventive care/screening/ No charae covered at 100% before deductible;
immunization g Mammograms covered at a minimum
payment of $70 before deductible)
10% after deductible 30% after deductible This benefit does not include diagnostic
Diagnostic test (x-ray, blood services such as biopsies, which are
If vou have a test work) services that are routinely covered under
y the Surgical Services Benefit.
Imaging (CT/PET scans, MRIs) 10% after deductible 30% after deductible Ve
$5 Copayment per drug /script | 30% after deductible
Preferred Generic Drugs (Tier | for 31-day retail order or $10 None
1) Copayment for 90-day mail
i dd ¢ order
trg:tu 23: iIInLusiso: $20 Copayment per drug 30% after deductible
con di{ion Non-Preferred Generic & Iscript for 31-day retail order or If vou choose a hiaher Tier drua when a
. : Preferred Brand Drugs (Tier 2) | $40 Copayment for 90-day youdt nigne ug
More information about mail order lower Tier drug is available, you must pay
prescription drug $45 Copayment per dru 30% after deductible an ancillary charge in addition to the
coverage is available at ~oPay per aLg ° EEE— deductible and/or coinsurance, as
Non-Preferred Brand Drugs Iscript for 31-day retail order or .
www.mhc.coop/Montan (Tier 3) $90 Copayment for 90-da applicable.
alexplore-plans/drug- ) Lopay y
list/ mail order
$70 Copayment per drug
—w—gng::::y (Ej)rrLtlngs (Tier 4) gﬂ;tgg{ :J;ﬂ:glgetall, mail | 30% after deductible In-Network coverage limited to CVS retail
MHC-AC SBC

20f7


https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#preventive-care
https://www.healthcare.gov/sbc-glossary/#screening
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#diagnostic-test
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#prescription-drug-coverage
https://www.healthcare.gov/sbc-glossary/#prescription-drug-coverage
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#specialty-drug
https://www.healthcare.gov/sbc-glossary/#deductible

Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services
Mountain Health CO-OP: Plan A Access Care Platinum Pasta Montana

Coverage Period: 07/01/2021 - 06/30/2022
Coverage for: Individual/Family | Plan Type: PPO

| What You Will Pa

Out-of-Network
Provider
(You will pay the most)

Common
Medical Event

Limitations, Exceptions, & Other
Important Information

Services You May Need

Network Provider
(You will pay the least)

Facility fee (e.g., ambulatory 10% after deductible 30% after deductible None

If you have outpatient = surgery center)

surgery Physician/surgeon fees 10% after deductible 30% after deductible None
Emergency room care 10% after deductible 30% after deductible None

If you need immediate = Emergency medical 10% after deductible 30% after deductible N

medical attention transportation one
Urgent care 10% after deductible 30% after deductible None

A — Facility fee (e.g., hospital room) 10% after deductible 30% after deductible None

stay Physician/surgeon fees 10% after deductible 30% after deductible None
Qutpatient Services 10% after deductible 30% after deductible

If you need mental Mental/Behavioral health None

health, behavioral Substance use disorder

health, or substance Inpatient services 10% after deductible 30% after deductible

abuse services Mental/Behavioral health None
Substance use disorder
Office visits - Prenatal and 10% after deductible 30% after deductible None
postnatal care

e . : P , 5 .

If you are pregnant g:rl\llcii(l:);rsth/dehvery professional | 10% after deductible 30% after deductible None
Childbirth/delivery facility 10% after deductible 30% after deductible None
services

If you need help Home health care 10% after deductible 30% after deductible 180 visit limit/year

;(:ﬁ::/z::gizlrﬁ:;fh Rehabilitation services 10% after deductible 30% after deductible e

needs Habilitation services 10% after deductible 30% after deductible None

MHC-AC SBC
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 07/01/2021 - 06/30/2022
Mountain Health CO-OP: Plan A Access Care Platinum Pasta Montana Coverage for: Individual/Family | Plan Type: PPO

What You Will Pa

Common : ' : Out-of-Network Limitations, Exceptions, & Other |
Medical Event Services You May Need Netvyork Higiily Provider Important Information
(You will pay the least) .
You will pay the most

Skilled nursing care 10% after deductible 30% after deductible [60 day limit/year]
10% after deductible 30% after deductible Preauthorization is required for original
Durable medical equipment purchase or replacement of Durable
Medical Equipment over $500
10% after deductible 30% after deductible

Hospice services None

Coverage is limited to one Vision
Children’s eye exam No charge 25% coinsurance Examination per Covered
Dependent Child per Calendar Year.
Coverage is limited to one frame per

If your child needs
dental or eye care

Children’s glasses No charge 25% coinsurance Covered Dependent Child per Calendar
Year.
Children’s dental check-up 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.)
e Abortion (except in the case of rape, incest, or e Long-term care

when the life of the mother is endangered) e Private-duty nursing : 52;1”;;%?;3?;;8
* Acu.pur.mture * Religious counsellng I e Temporomandibular joint dysfunction
e Bariatric surgery e Reversal of an elective sterilization e Transolants of non-human/artificial orqans
o Dental care and treatment ¢ Rolfing therapy . Wei hr; 1SS Droarams d
o Hearing Aids o Routine eye care (Adult) gnt10ss prog

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

e Cosmetic surgery (Only if medically necessary or e Non-emergency care when traveling outside the

*  Chiropractic care (Up to 20 visits/year) for certain reconstructive surgeries) United States. See www.mhc.coop

MHC-AC SBC
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 07/01/2021 - 06/30/2022
Mountain Health CO-OP: Plan A Access Care Platinum Pasta Montana Coverage for: Individual/Family | Plan Type: PPO

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: www.HealthCare.gov or call 1-800-318-2596. 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: Montana Commissioner of Securities and Insurance, (406) 444-2040.

Does this plan provide Minimum Essential Coverage? Yes
If you don’t have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax return unless you qualify for an exemption from the
requirement that you have health coverage for that month.

Does this plan meet 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.

Language Access Services:

Si usted, o alguien a quien usted esta ayudando, tiene preguntas acerca de Montana Health CO-OP, tiene derecho a obtener ayuda e informacion
en su idioma sin costo alguno. Para hablar con un intérprete, llame al 855-447-2900.

Falls Sie oder jemand, dem Sie helfen, Fragen zum Montana Health CO-OP, haben, haben Sie das Recht, kostenlose Hilfe und Informationen in
Threr Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die Nummer 855-447-2900 an.

INRIR, RAREERE, ABAZAZINIECO- OPHBE - IRBERARAE, LEREFEHHIEREMRESHINF - KA F
5 - TEERER 855-447-2900.

AN, FEEBEHROBDOEY DA TH. Montana Health CO-OP [TDWT ZEBRMN I ETWE LI 6. CHEDEETHR
—bEZFEY. BREAFLEVT I EATEET . HEEIANYFEA, BREBFSNDIBEE. 855447-2000F THE
E Ak A

Kung ikaw, o ang iyong tinutulangan, ay may mga katanungan tungkol sa Montana Health CO-OP, may karapatan ka na makakuha ng tulong at
impormasyon sa iyong wika ng walang gastos. Upang makausap ang isang tagasalin, tumawag sa 855-447-2900.

Si vous, ou quelqu'un que vous étes en train d’aider, a des questions a propos de Montana Health CO-OP, vous avez le droit d'obtenir de 1'aide et
l'information dans votre langue a aucun cout. Pour parler a un interprete, appelez 855-447-2900.

Ecan y Bac mAn AmIta, KOTOPOMY BBI IIOMOTA€Te, IMEIOTCA BOIPOCH 110 10BOAY Montana Health CO-OP, To BB MeeTe 1TpaBo Ha OGecriaaTHOE
ITIOAYYEHHE TIOMOIIN U NHAOPMAIIUN Ha BaIlleM fA3BIKE. AAS pa3rOBOPa € IEPEBOAYHKOM IT03BOHUTE 110 TeAedpony 855-447-2900.

MHC-AC SBC
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 07/01/2021 - 06/30/2022
Mountain Health CO-OP: Plan A Access Care Platinum Pasta Montana Coverage for: Individual/Family | Plan Type: PPO

o DHOF T} EEE= A7 &1 s O AFEO| Montana Health CO-OP Off 28l A| AE0| JUCHH = D2t =30t HEE F5t2
OjZ2 H|E FEI0| ¥Z 5= U= HE|7F JAESLICE I A S DAL 0 7[5H7| IBHAM = 855-447-2900 2 TSI A| 2,

S T OBk

o Uasadydlinlsrxelid (add sl ol ¢lal K o) Montana Health CO-OPe¢ coaaill 48K 40 ) 53 (e linly 4 5 puall, il slaall s aclisall o J eandl 3 32l elld
2900-447-855 = Jasil aa ia pa,

e winqm WieAuRgmn 1eemdeiia wwiAnay Montana Health CO-OP qaifiansiiee 185uanusiemaenazdoyalunvesna 18 Tas lifis 14w wanedudm Tns 855-447-
2900.

e Hyvis du, eller noen du hjelper, har sporsmal om Montana Health CO-OP, har du rett til 4 fa hjelp og informasjon pa ditt sprak uten kostnad. For 4
snakke med en tolk, ring 855-447-2900.

e Né&u quy vi, hay ngwdi ma quy vi dang gitip d@, c6 cau hdi vé Montana Health CO-OP, quy vi s& c6 quyén dwoce gidp va c6 thém thong tin bang
ng6n nglt clla minh mién phi. D& néi chuyén v&i mot thong dich vién, xin goi 855-447-2900.

e JSxmmo y Bac un y xorocs, x1o orpumye Bary aorromory, BunukaroTs muranas mpo Montana Health CO-OP, y Bac e npaso otpumart
OE3KOIIITOBHY AOIIOMOTY Ta iHdopMariiro Ha Bammiit pianiit mosi. [11o6 3B’A3aTHCE 3 ITepexAasadem, 3aA3BOHITH Ha 855-447-2900.

e “Wann du hoscht en Froog, odder ebber, wu du helfscht, hot en Froog baut Montana Health CO-OP, hoscht du es Recht fer Hilf un Information
in deinre eegne Schprooch griege, un die Hilf koschtet nix. Wann du mit me Interpreter schwetze witt, kannscht du 855-447-2900 uffrufe.

e Se tu o qualcuno che stai aiutando avete domande su Montana Health CO-OP, hai il diritto di ottenere aiuto e informazioni nella tua lingua
gratuitamente. Per parlare con un interprete, puoi chiamare 855-447-2900

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

MHC-AC SBC
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About these Coverage Examples:

u
L :

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-

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

hospital delivery)

M The plan’s overall deductible $350
W Specialist cost sharing $20
M Hospital (facility) cost sharing 10%AD
M Other cost sharing 10%AD

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost $12,730
In this example, Peg would pay:
Cost Sharing

Deductibles $350

Copayments $80

Coinsurance $1,230

What isn’t covered
Limits or exclusions $0
The total Peg would pay is $1660

controlled condition)

M The plan’s overall deductible $350
W Specialist cost sharing $20
M Hospital (facility) cost sharing 10%AD
M Other cost sharing 10%AD

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $7,389

In this example, Joe would pay:
Cost Sharing
Deductibles
Copayments
Coinsurance
What isn’t covered
Limits or exclusions

The total Joe would pay is $1175

up care)
M The plan’s overall deductible $350
W Specialist cost sharing $20
M Hospital (facility) cost sharing 10%AD
M Other cost sharing 10%AD

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

Diagnostic test (x-ray)

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

Total Example Cost $1,925
In this example, Mia would pay:
Cost Sharing

Deductibles $350

Copayments $0

Coinsurance $152.50

What isn’t covered
Limits or exclusions $50
The total Mia would pay is $502.50

The plan would be responsible for the other costs of these EXAMPLE covered services. 70f7
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