SCHEDULE OF BENEFITS

Large Group Co-Op Plus Comprehensive Health Insurance Policy

Southwest Montana Community Health Center

Benefit Plan: Co-Op Plus $500

IN-NETWORK OUT-OF-NETWORK
BENEFIT INFORMATION
Maximum Lifetime Benefit Unlimited Unlimited
e Per Covered Person
Deductible
¢ Individual Deductible (per Covered Person per Plan $500 $1,000
Year)
e Family Deductible (per family per Plan Year) $1,000 $2,000
Annual Out-of-Pocket Maximum
e Individual Annual Out-of-Pocket Maximum $4,000 $4,000
(per Covered Person per Plan Year)
e Family Annual Out-of-Pocket Maximum $8,000 $8,000
(per family per Plan Year)
Coinsurance 20% 40%
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SCHEDULE OF BENEFITS (continued)

Large Group Co-Op Plus Comprehensive Health Insurance Policy

COVERED BENEFITS

This Policy will pay Covered Medical Expenses incurred for Covered Benefits provided in Section 5, Covered Benefits: (1)
based on the Allowable Fee; and (2) unless otherwise indicated below, subject to the Deductible, Coinsurance, and
Annual Out-of-Pocket Maximum amounts shown under the Benefit Information section of this Schedule of Benefits. If a
Copayment applies to a Covered Benefit, it will be indicated below in this Covered Benefits section.

COVERED BENEFIT

YOUR COST
IN-NETWORK

YOUR COST
OUT-OF NETWORK

All Covered Benefits shown in Section 5, unless
otherwise specified below in this Schedule of Benefits

20% after Deductible

40% after Deductible

Autism Spectrum Disorders

20% after Deductible

40% after Deductible

Chemical Dependency
e Inpatient/ other Outpatient Facility Services
e Office Visit

20% after Deductible
20% after Deductible

40% after Deductible
40% after Deductible

Chiropractic Services
e Maximum Number of Office Visits per Calendar
Year — 20 visits

20% after Deductible

40% after Deductible

Convalescent Home Services
e Maximum Number of Days per Calendar Year —
60 days

20% after Deductible

40% after Deductible

Durable Medical Equipment
¢ Rental (up to the purchase price), Purchase and
Repair and Replacement of Durable Medical
Equipment
Preauthorization is recommended for original
purchase or replacement of Durable Medical
Equipment over $1,000.

20% after Deductible

40% after Deductible

Emergency Room Services

$100 Copay

40% after Deductible

Home Health Care Services
e Maximum Number of Home Visits per Calendar
Year — 180 days

20% after Deductible

40% after Deductible

Hospital Services - Facility and Professional
e Inpatient Facility
e Outpatient Facility
e Observation Room/Bed

20% after Deductible

40% after Deductible
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SCHEDULE OF BENEFITS (continued)

Large Group Co-Op Plus Comprehensive Health Insurance Policy

COVERED BENEFIT

YOUR COST
IN-NETWORK

YOUR COST
OUT-OF NETWORK

Laboratory Services

20% after Deductible

40% after Deductible

Mental Health Services
e Inpatient/ other Outpatient Facility Services

20% after Deductible

40% after Deductible

e Office Visit — Tier 1 Provider $10 Copay 40% after Deductible
 Office Visit — Tier 2 Provider $30 Copay 40% after Deductible
Physician Medical Services
e Physician Office Visits (Non-Specialist) — Tier 1 $10 Copay 40% after Deductible
Provider
¢ Physician Office Visits (Non-Specialist) — Tier 2 $30 Copay 40% after Deductible
Provider
e Physician Specialist Visits $30 Copay 40% after Deductible
(Office visits for all Covered Benefits except for Preventive
Health Care Services apply to the deductible.)
Prescription Drugs Benefit
e Retail Pharmacy Prescriptions (up to a 31-day
supply)
e Preferred Generic Drugs (Tier 1) $20 Copay 40% after Deductible
e Non-Preferred Generic & Preferred Brand $80 Copay 40% after Deductible
Drugs (Tier 2)
e Non-Preferred Brand Drugs (Tier 3) $200 Copay 40% after Deductible
e Specialty Drugs (Tier 4) $100 Copay 40% after Deductible
e Mail Order Pharmacy Benefit (up to a 90-day
supply)
e Preferred Generic Drugs (Tier 1) $40 Copay 40% after Deductible
¢ Non-Preferred Generic & Preferred Brand $160 Copay 40% after Deductible
Drugs (Tier 2)
e Non-Preferred Brand Drugs (Tier 3) $400 Copay 40% after Deductible
e Specialty Drugs (Tier 4) $200 Copay Not Available
(31-Day Supply Only)
e Preventive Maintenance Drugs — Limited Drug
Categories
e Preferred Generic Drugs (Tier 1)
e Non-Preferred Generic & Preferred Brand N/A N/A
Drugs (Tier 2) N/A N/A

All prescription drugs are subject to the deductible.
Generic medications required or you will pay the
copay/coinsurance plus cost difference between brand
and generic medication.

Preventive Health Care Services

100% Covered, No
Deductible

40% after Deductible
(Out of network-Well Child Care
visits covered at 100% before
deductible; Mammograms
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COVERED BENEFIT

YOUR COST
IN-NETWORK

YOUR COST
OUT-OF NETWORK

covered at a minimum payment of
$70 before deductible)

Prostheses Benefit (Non-Dental)
e Rental (up to the purchase price) Purchase,
Repair, Replacement of Prosthetics
e Preauthorization recommended for the original
purchase or replacement of prosthetics over
$1,000

20% after Deductible

40% after Deductible

Therapeutic Services — Outpatient

20% after Deductible

40% after Deductible

Transplant Services

20% after Deductible

40% after Deductible
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SCHEDULE OF BENEFITS (continued)

Large Group Co-Op Plus Comprehensive Health Insurance Policy

COVERED BENEFIT

YOUR COST
IN-NETWORK

YOUR COST

OUT-OF NETWORK

Vision Care Reimbursement

Balance after Vision
Reimbursement

Balance after Vision

Reimbursement

Vision Care Benefit — Pediatric Vision Care Services

This Vision Care Benefit only applies to Covered Dependent
Children under age 19.

e Vision Care Services
e Vision Examination

Frequency of Services: One Vision Examination per Covered
Dependent Child per Calendar Year

None, 100% Covered

25%

e Vision Care Materials
e Lenses
e Single Vision
e Bifocal
e Trifocal
e Lenticular

*Coverage includes lenses in polycarbonate, plastic or glass,
scratch resistant or UV coatings also covered.

Freqguency of Services: One set of lenses per Covered
Dependent Child per Calendar Year

None, 100% Covered*
None, 100% Covered*
None, 100% Covered*
None, 100% Covered*

25%
25%
25%
25%

e Vision Care Materials
e Frames

Frequency of Services: One frame per Covered Dependent
Child per Calendar Year. Frame selection will be from a
Pediatric Exchange Collection.

None, 100% Covered

25%

e Contact Lenses

e Necessary Professional Fees and Materials

None, 100% Covered***

25%

e Elective Professional Fees** and Materials

None, 100% Covered***

25%

**15% discount applies to the Provider’s usual and customary professional fees for contact lens evaluation and fitting

***The following service limitations apply to In-Network benefits for Contact Lenses: (1) Standard (one pair annually) = 1
contact lens per eye (total 2 lenses); (2) Monthly (six-month supply) = 6 lenses per eye (total 12 lenses); (3) Bi-weekly
(3 month supply) = 6 lenses per eye (total 12 lenses); and (4) Dailies (one month supply) = 30 lenses per eye (total 60

lenses).
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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 Ihrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die Nummer 855-447-2900 an.
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Kung ikaw, 0 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 l'aide et I'information dans votre langue a aucun codt. Pour parler a un interpréte, appelez 855-447-2900.

Ecnu y Bac wiu uiia, KOTOPOMY BbI [IOMOTAETe, HIMEIOTCS BOIIPOCHI 110 oBoxy Montana Health CO-OP, To BbI nMeeTe mpaBo Ha
OecruraTHOE TOTydYeHUE TOMOIIY 1 HHPOPMALIUU Ha BallleM si3bIke. J[i11 pasroBopa ¢ mepeBogYNKOM MO3BOHHTE 110 TenedoHy 855-
447-2900.
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855-447-2900.

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

Néu quy vi, hay nguoi ma quy vi dang giip dg, c6 cau hoi vé Montana Health CO-OP, quy vi s& c6 quyén duogc gitp va c6 thém thong
tin bang ngdn ngir ciia minh mién phi. Bé ndi chuyén véi mot thong dich vién, xin goi 855-447-2900.

Sxmo y Bac un y xorocs, XT0 oTpuMmye Bamry normomory, BUHHKarOTh muTaHHsA po Montana Health CO-OP, y Bac € npaBo otpumaru
0E3KOIITOBHY J0noMory Ta indopmariiro Ha Bammiii pigaii mosi. 100 3B8’s13aTHCh 3 TIepeKIagademM, 3a1380HITh Ha 855-447-2900.

“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.

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.
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