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Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Select Value Preference Benchmark Silver 1500

Coverage Period: 01/01/2017 - 12/31/2017
Coverage for: Single/Family | Plan Type: HMO

This is only a summary. if you want more detail about your coverage and costs, you can get the complete terms in the policy or plan
H document at selecthealth.org or by calling 800-538-5038. For a copy of the Uniform Glossaty visit selecthealth.org/sbc.

Important Questions

What is the overall
deductible?

Are there other
deductibles for specific
setrvices?

Is there an

out—of—pocket limit on

my expenses?

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

Is there an overall
annual limit on what the
plan pays?

Does this plan use a
network of providers?

Do I need a referral to
see a specialist?

Are there services this
plan doesn’t cover?

Answers

$1,500 person/$3,000 family participating per
calendar year. Does not apply to prescription drugs or
preventive services. Copays and co-insurance don't
count towards the deductible.

Yes. $1,000 per person for prescription drugs. There
are no other specific deductibles.

Yes. $7,150 person/$14,300 family participating per
calendar year.

Premiums, balance-billed charges, preventive services,
healthcare this plan doesn't cover, and penalties for
failure to obtain preauthorization for services.

No.

Yes. To find a participating Select Value® provider
visit selecthealth.org/findadoctor or call Member
Services at 800-538-5038.

No.

Yes.

Why this Matters:

You must pay all the costs up to the deductible amount before this
plan begins to pay for covered services you use. Check your policy or
plan document to see when the deductible starts over (usually, but not
always, January 1st). See the chart starting on page 2 for how much you
pay for covered services after you meet the deductible.

You must pay all of the costs for these services up to the specific
deductible amount before this plan begins to pay for these services.

The out-of-pocket limit is the most you could pay during a coverage
period (usually one year) for your share of the cost of covered services.
This limit helps you plan for health care expenses.

Even though you pay these expenses, they don't count toward the out-

of-pocket limit.

The chart starting on page 2 describes any limits on what the plan will
pay for specific covered services, such as office visits.

If you use an in-network doctor or other health care provider, this
plan will pay some or all of the costs of covered services. Be aware,
your in-network doctor or hospital may use an out-of-network
provider for some services. Plans use the term in-network, preferred,
or participating for providers in their network. See the chart starting
on page 2 for how this plan pays different kinds of providers.

You can see the specialist you choose without permission from this
plan.

Some of the services this plan doesn’t cover are listed on page 5. See
your policy or plan document for additional information about
excluded services.

Questions: Call 800-538-5038 or visit us at selecthealth.org. To review your Certificate of Coverage/Contract go to selecthealth.org/contracts?I40A1085.
If you aren’t clear about any of the bolded terms used in this form, see the Glossary. You can view the Glossary
at selecthealth.org/sbc or call 800-538-5038 to request a copy.
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s e Co-payments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.
e Co-insurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if the

plan’s allowed amount for an overnight hospital stay is $1,000, your co-insurance payment of 20% would be $200. This may change if you

haven’t met your deductible.

® The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the allowed
amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and the allowed
amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.)

® This plan may encourage you to use participating providers by charging you lower deductibles, co-payments and co-insurance amounts.

Common
Medical Event

Services You May Need

Your cost if you use

Participating

Non-
Participating

Limitations & Exceptions

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

Primary care visit to treat an injury or
illness (PCP)

$35/visit

Not covered

None

Specialist visit (SCP)

$60/visit

Not covered

Certain limitations apply to allergy testing,
treatment and serum.

Other practitioner office visit

Not covered

Not covered

Acupuncture and chiropractic are not covered.

Preventive care / screening /

Frequency limitations apply. Deductible does

. o No charge Not covered

immunization not apply.

Diagnostic test (x-ray, blood work) No charge Not covered None
If you have a test . .

Imaging (CT/PET scans, MRIs) 50% co-insurance Not covered None

If you need drugs to
treat your illness or
condition

More information about
prescription drug
coverage is available at
selecthealth.org/presc
riptions /default.aspx?s
t=ut&plan=core

Standard Tier 1 $15/prescription | $15/prescription
Standard Tier 2 25% co-insurance | 25% co-insurance
Standard Tier 3 50% co-insurance | 50% co-insurance

Maintenance Tier 1

$15/prescription

$15/presctiption

Maintenance Tier 2

25% co-insurance

25% co-insurance

Maintenance Tier 3

50% co-insurance

50% co-insurance

Certain limitations apply. Benefits may be
denied or reduced by 50% for failure to obtain
preauthorization for certain services.
Pharmacy deductible waived for tier 1.

Specialty drugs

50% co-insurance
for medical, 50%
co-insurance for

pharmacy

Not covered for
medical, 50% co-
insurance for
pharmacy

Benefits may be denied or reduced by 50% for
failure to obtain preauthorization for certain
services.
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Your cost if you use
Common

Medical Event

Services You May Need Non-

Participating Participating

Limitations & Exceptions

Facility fee (e.g., ambulatory surgery

If you have ter) 50% co-insurance Not covered None
) cente
outpatient surgery o _
Physician/surgeon fees 50% co-insurance Not covered None
. . . Emergency room services apply to
Emergency room services $600/visit $600/visit SIECneY PPy
If you need participating benefits.
immediate medical . . . . Emergencies only. Emergency medical
. Emergency medical transportation 50% co-insurance | 50% co-insurance genet s S
attention transportation applies to participating benefits.
Urgent care $60/visit Not covered Applies to urgent care facilities only.
. Facility fee (e.g., hospital room) 50% co-insurance Not covered Benefits may be denied or reduced by 50% for
If you have a hospital . . o .
st failure to obtain preauthorization for certain
v Physician/surgeon fee 50% co-insurance Not covered services.
$35/visit for office
Mental/Behavioral health outpatient visits, 50% co-
. . Not covered
services insurance for
outpatient
If you have mental . . . Benefits may be denied or reduced by 50% for
y . Mental/Behavioral health inpatient o . . yE . y .
health, behavioral . 50% co-insurance Not covered failure to obtain preauthorization for certain
services . . o .
health, or substance EEyE—— services. Additional limitations and exclusions
abuse needs . . $ / Ymt or ottice apply.
Substance use disorder outpatient visits, 50% co-
. . Not covered
services insurance for
outpatient
Substance use disorder inpatient services| 50% co-insurance Not covered
Prenatal and postnatal care 50% co-insurance Not covered Benefits may be denied or reduced by 50% for
If you are pregnant failure to obtain preauthorization for certain
Delivery and all inpatient services 50% co-insurance Not covered services.
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Common
Medical Event

Services You May Need

Your cost if you use

Participating

Non-
Participating

Limitations & Exceptions

If you need help
recovering or have
other special health
needs

Home health care

50% co-insurance

Not covered

Benefits may be denied or reduced by 50% for
failure to obtain preauthorization for certain
services. Up to 30 days per calendar year.

Rehabilitation services

$60/visit for
outpatient, 50% co-
insurance for

Not covered

Up to 20 visits per year for outpatient
physical, speech, and occupational therapies
combined. Up to 30 days per year for
inpatient physical, speech, and occupational
therapies combined. Benefits may be denied

inpatient . .
P or reduced by 50% for failure to obtain
preauthorization for certain services.
Up to 20 visits per year for outpatient
physical, speech, and occupational therapies
Habilitation services $60/visit Not covered combined. Benefits may be denied or reduced

by 50% for failure to obtain preauthorization
for certain services.

Skilled nursing care

50% co-insurance

Not covered

Up to 30 days per calendar year. Benefits may
be denied or reduced by 50% for failure to
obtain preauthorization for certain services.

Durable medical equipment (DME)

50% co-insurance

Not covered

Benefits may be denied or reduced by 50% for
failure to obtain preauthorization for certain
services. A different benefit may apply to
prosthetic devices.

Hospice service

50% co-insurance

Not covered

Benefits may be denied or reduced by 50% for
failure to obtain preauthorization for certain
services. Up to 6 months every 3 years.

If your child needs
dental or eye care

Eye exam $60/visit Not covered Covered through age 18.
. h h 18. ive |
Glasses 50% co-insurance Not covered Covered through age 18. Corrective lenses or
contacts, one set per year.
Covered through age 18. Two oral
Dental check-up $60/visit Not covered examinations and cleanings per calendar year.

Deductible does not apply.
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Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy or plan document for other excluded services.)

e Abortions/termination of pregnancy except in
limited circumstances

e Acupuncture

e Administrative services/chatrges

e Adult preventive eye exams

e Attention-Deficit/Hyperactivity Disorder

e Autism spectrum disorder services greater than
$30,000 or 600 hours, whichever is greater

e Bariatric surgery

e Chiropractic Care

e Cochlear implants without preauthorization

e Complications of a non-covered service for the
Ist year after the original date of service

e Cosmetic, reconstructive ot corrective services,
except in limited circumstances

e Dental care (adult/child), except in limited
circumstances

e Dental check-up (Adult)

e Experimental and/or investigational services
e LEyeglass frames

e Hearing aids

e Immunizations for Anthrax, BCG, Cholera,

Plague, Typhoid and Yellow Fever
o Infertility treatment

Long-term care

Non-emergency care when traveling outside
the U.S.

Organ transplants and donor fees without
preauthorization

Orthotic and other corrective appliances for
the foot

Private Duty Nursing

Services for which a third-party is or may be
responsible
Services related to certain illegal activities

Services that are not medically necessary

Temporomandibular Joint (TM]) services

Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered services and your costs for these

services.)

e Routine eye care (Adult)

e Routine foot care, covered in limited
circumstances

e Weight loss programs as part of a program
approved by SelectHealth
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Your Rights to Continue Coverage:

If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep health
coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium you pay
while covered under the plan. Other limitations on your rights to continue coverage may also apply.

For more information on your rights to continue coverage, contact SelectHealth at 800-538-5038. You may also contact your state insurance department, the
U.S. Department of Labor, Employee Benefits Security Administration at 866-444-3272 or dol.gov/ebsa, or the U.S. Department of Health and Human
Services at 877-267-2323 x61565 or cciio.cms.gov.

Your Grievance and Appeals Rights:

If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For questions
about your rights, this notice, or assistance, you can contact Member Services at 800-538-5038. You may also contact the Department of Labor's Employee
Benefits Security Administration at 866-444-EBSA (3272) or dol.gov/ebsa/healthreform. If your coverage is fully-insured, you may also contact the Utah
Insurance Department, Office of Consumer Assistance, Suite 3110, State Office Building, Salt Lake City, Utah 84114. For additional information about your
grievance and appeals rights, see your Member Materials.

Does this Coverage Provide Minimum Essential Coverage?
The Affordable Care Act requires most people to have health care coverage that qualifies as "minimum essential coverage." This plan or policy does
provide minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?
The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value). This
health coverage does meet the minimum value standard for the benefits it provides.

To see examples of how this plan might cover costs for a sample medical situation, see the next page.
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About these Coverage
Examples:

These examples show how this plan might cover
medical care in given situations. Use these
examples to see, in general, how much financial
protection a sample patient might get if they are
covered under different plans.

N This is

“ not a cost

estimator.

Don’t use these examples
to estimate your actual
costs under this plan. The
actual care you receive will
be different from these
examples, and the cost of
that care will also be
different.

See the next page for
important information
about these examples.

Having a baby

(normal delivery)

® Amount owed to providers: $7,540

E Plan pays $3,200
m Patient pays $4,340

Sample care costs:

Managing type 2 diabetes

(routine maintenance of
a well-controlled condition)

B Amount owed to providers: $5,400

® Plan pays $2,650
m Patient pays $2,750

Sample care costs:

Prescriptions $2,900
Medical Equipment and Supplies $1,300
Office Visits and Procedures $700
Education $300
Laboratory tests $100
Vaccines, other preventive $100
Total $5,400
Patient pays:
Deductibles $1,500
Co-pays $670
Co-insurance $500
Limits or exclusions $80
Total $2,750

Hospital charges (mother) $2,700
Routine obstetric care $2,100
Hospital charges (baby) $900
Anesthesia $900
Laboratory tests $500
Prescriptions $200
Radiology $200
Vaccines, other preventive $40
Total $7,540
Patient pays:
Deductibles $1,500
Co-pays $20
Co-insurance $2,670
Limits or exclusions $150
Total $4,340
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Questions and answers about the Coverage Examples:

What are some of the
assumptions behind the
Coverage Examples?

Costs don’t include premiums.

Sample care costs are based on national
averages supplied by the U.S.
Department of Health and Human
Services, and aren’t specific to a
particular geographic area or health plan.

The patient’s condition was not an
excluded or preexisting condition.

All services and treatments started and
ended in the same coverage period.

There are no other medical expenses for
any member covered under this plan.
Out-of-pocket expenses are based only
on treating the condition in the example.
The patient received all care from in-
network providers. If the patient had
received care from out-of-network
providers, costs would have been higher.

140A1085

This is a Silver plan as defined by the Affordable Care Act
68781UT0130006-01 01-01-2017
8/10/2016 v20.25.300

What does a Coverage Example
show?

For each treatment situation, the Coverage
Example helps you see how deductibles,
copayments, and coinsurance can add up. It
also helps you see what expenses might be
left up to you to pay because the service or
treatment isn’t covered or payment is limited.

Does the Coverage Example
predict my own care needs?

No. Treatments shown are just examples.
The care you would receive for this
condition could be different based on your
doctor’s advice, your age, how serious your
condition is, and many other factors.

Does the Coverage Example
predict my future expenses?

No. Coverage Examples are not cost
estimators. You can’t use the examples to
estimate costs for an actual condition. They
are for comparative purposes only. Your
own costs will be different depending on
the care you receive, the prices your
providers charge, and the reimbursement
your health plan allows.

Can | use Coverage Examples
to compare plans?

Yes. When you look at the Summary of
Benefits and Coverage for other plans,
you’ll find the same Coverage Examples.
When you compare plans, check the
“Patient Pays” box in each example. The
smaller that number, the more coverage
the plan provides.

Are there other costs |
should consider when
comparing plans?

Yes. An important cost is the premium
you pay. Generally, the lower your
premium, the more you’ll pay in out-of-
pocket costs, such as copayments,

deductibles, and coinsurance. You

should also consider contributions to
accounts such as health savings accounts
(HSAs), flexible spending arrangements
(FSAs) or health reimbursement accounts
(HRAs) that help you pay out-of-pocket

expenses.

Questions: Call 800-538-5038 or visit us at selecthealth.org. To review your Certificate of Coverage/Contract go to selecthealth.org/contracts?I40A1085.

If you aren’t clear about any of the bolded terms used in this form, see the Glossary. You can view the Glossary

at selecthealth.org/sbc or call 800-538-5038 to request a copy.
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Language Access Services - Appendix A

Si usted, o alguien a quien usted esta ayudando, tiene preguntas acerca de SelectHealth, Inc., tiene derecho a obtener ayuda e informacion en su idioma sin
costo alguno. Para hablar con un intérprete, llame al 800-538-5038.

WA, SR EIEERBIEO S, BRI [HH ASBMIA HE’J%%@ SelectHealth, Inc
JrmrIRIE, A RERIeE SR REESEIE B FEAE.. 1R — L HEER, SEBEERS (R AT 800-538-5038,

Néu quy vi, hay ngudi ma quy vi dang gitip d&, c6 ciu hoi vé SelectHealth, Inc., quy vi s& c6 quyén dugc gitp va c6 thém thong tin bing ngdn ngit clia minh
mién phi. D€ néi chuyén véi mot thong dich vién, xin goi 800-538-5038.

gkek A3} = F8k7) F AL Qe o)W AL gho] SelectHealth, Inc. o] #HajA] AEo] QJthd At 12]8 =93 A B E 751 Qo] 2 H|-&
wvkglo] R 4 gl Tel7k A2t LA B ALSF o} 713h] A 800.538-5038 % AT €.

Dii kwe'é atah nilinigii SelectHealth, Inc. haada yit'éego bina'iditkidgo éi doodago haida bika anilyeedigii t'aadoo le'é yina'iditkidgo beehaz'aanii holg dif t'ad
hazaadk 'ehji héké a 'doowolgo bee haz'g doo bagh ilinigdd. Ata' halne' igif koji' bich '’ hodiilnih 800-538-5038.
uﬁmmaﬁmﬁ?mﬁﬁm:' ar sddls FAgd Tofad mselectHealthIncaﬁqammﬂﬁmmﬂmm
ceT}[eeh WEIICT dl SileTehl Ui3al 3R & | f\ TS @?TQ’ET) H U Tog5@ 800-538-5038 AT BT el |

‘O kapau ‘oku 1 ai ha’o fehu’i, pe ha fehu’i mei ha tokotaha ‘oku ke tokoni ki ai, ‘o kau ki he SelectHealth, Inc., ‘oku ke ma’u ‘a e totonu ke ma’u ha
fakahinohino mo e tokoni ‘1 ho’o lea fakafonua ta’etotongi. Ke talanoa mo ha tokotaha fakatonu lea, ta ki he fika ko ‘eni 800-538-5038.

Ukoliko Vi ili neko kome Vi pomazete ima pitanje o SelectHealth, Inc., imate pravo da besplatno dobijete pomo¢ i informacije na Vasem jeziku. Da biste
razgovarali sa prevodiocem, nazovite 800-538-5038.

Kung ikaw, o ang iyong tinutulangan, ay may mga katanungan tungkol sa SelectHealth, Inc., may karapatan ka na makakuha ng tulong at impormasyon sa iyong
wika ng walang gastos. Upang makausap ang isang tagasalin, tumawag sa 800-538-5038.

Falls Sie oder jemand, dem Sie helfen, Fragen zum SelectHealth, Inc. 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 800-538-5038 an.

Ecan y Bac nAm AHIIa, KOTOPOMY BBI IIOMOTAETE, HMEIOTCA BOIIPOCH 110 OBOAY SelectHealth, Inc., To BbI mMeeTe m1paBo Ha OeCIIAATHOE ITOAYYEHUE IIOMOIIN U
nuadopManIIN Ha BaleM A3bike. AAf pa3roBopa ¢ IepeBOAYMKOM Io3BoHuTe 110 Teaedony 800-538-5038.

QL&M\} pac Ll ‘5&: d)mﬂ‘ ‘éﬁ LBAJ\ tﬂgﬁh ¢ ‘SelectHealth’ Inc (= g Aliad saclus sl ‘_535 }i é;d o8 u;\
5038-538-800 < Juail ax e ae Coaaiill A6 Ay () 9 (e lizhy &y ) puall

[prsuiyn ysiamysinamninsingw yeranpuoi SelectHealth, Inc. w, grusiofioognigmaniiodys waingaman amun imwissyof ¢ induiimwnywanney yy 800-538-5038 «

Sivous, ou quelqu'un que vous étes en train d’aider, a des questions a propos de SelectHealth, Inc., vous avez le droit d'obtenir de l'aide et I'information dans
votre langue a aucun cout. Pour parler a un interprete, appelez 800-538-5038.

TARANBE, FREBEHEOFOREID O TH, SelectHealth, Inc. (ICDOW T IZEBN TS WE LS, CHEOSETYHR—MEZT720
BHRAEAT LD THZENTEET, BTN FHA, BREBHEINDIGE.
800-538-5038 £ CEREE 723V,



