Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage Period: 01/01/2026 - 12/31/2026
P Select Coverage for: Single/Family | Plan Type: HMO

o Health Value Silver 5500 Medical Deductible

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 selecthealth.org or call 800-538-
5038. 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 selecthealth.org/sbc or call 800-538-5038 to request a copy.

_Important Questions | Answers ________ WhythisMatters: .

Generally, you must pay all 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

What |s: the overall $5,500 person/$11,000 family in-network per family member must meet their own individual deductible until the total amount of
deductible? calendar year. . . . .
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
Are there services covered | Yes. Prescription drugs, Preventive Services, deductible amount. But a copayment or coinsurance may apply. For example,
before you meet your and office visits are covered before you meet this plan covers certain preventive services without cost sharing and before you
deductible? your Deductible. meet your deductible. See a list of covered preventive services at

https://www.healthcare.gov/coverage/preventive-care-benefits/.
Are there other deductibles | Yes. $1,500 person/$4,500 family for prescription | You must pay all of the costs for these services up to the specific deductible
for specific services? drugs. There are no other specific Deductibles. | amount before this plan begins to pay for these 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.

What is the out-of-pocket $9,200 person/$18,400 family in-network per
limit for this plan? calendar year.

Premiums, balance-billed charges, preventive
What is not included in the | services, healthcare this plan doesn't cover, and | Even though you pay these expenses, they don't count toward the out-of-pocket
out-of-pocket limit? penalties for failure to obtain preauthorization limit.

for services.

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.

Yes. To find an in-network SelectHealth Value®
provider visit selecthealth.org/find-care or call
Member Services at 800-538-5038.

Will you pay less if you use
a network provider?

Do you need a referral to

. No. You can see the specialist you choose without a referral.
see a specialist?

* For more information about limitations and exceptions, see the plan or policy document at selecthealth.org/contracts?140A2162. 1of8



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

What You Will Pay

C9mmon Services You May Need Network Provider Out-of-Network Provider L|m|tat|o.ns, ST, () O e TTee=m:
Medical Event Information

(You will pay the least) | (You will pay the most)

Primary care visit to treat an

injury o ilness (PCP) $20/visit Not covered Deductible does not apply.

Certain limitations apply to allergy testing, treatment

If you visit a health care Specialist visit (SCP) Saonvisit Not covered and serum. Deductible does not apply.
provider’s office or Frequency limitations apply. You may have to pay
clinic for services that aren’t preventive. Ask your

Preventive care / screening

Jimmunization No charge Not covered provider if the services needed are preventive.

Then check what your plan will pay for. Deductible
does not apply.
Diagnostic test (x-ray, blood  $50/visit, $20/visit for

Not covered Deductible does not apply.

If you have a test work) laboratory

leRaIgs |)n g (CTIPET scans, $350/visit Not covered Deductible does not apply.
[ e I et Tier 1 $5/prescription $5/prescription Certain limitations apply. Benefits may be denied or
i ereer it T $15/prescription $15/prescription redupec; fo.r r1:::1|Iure t;) obtain |r:reaut-r:iorlzalt::;::n when
More information about = Tier 3 45% co-insurance 45% co-insurance requwe. wit o.u to -netlwor prov e.rs. armacy

e . deductible waived for tiers 1 and 2. Tiers 3 and 4

prescription drug Tier 4 50% co-insurance 50% co-insurance

Maintenance drugs must be filled with Intermountain

%ertahgglitshavailible at/ Tier 5 50% co-insurance 50% co-insurance Home Delivery Pharmacy.
:f df)‘l; u(:::ic/r.zletzr:a;zr:ou Benefits may be denied or reduced for failure to
P ) Specialty drugs 50% co-insurance Not covered obtain preauthorization when required with out-of-

nt=rxc_t5_sm_ut_ds_26 ;
network providers.

* For more information about limitations and exceptions, see the plan or policy document at selecthealth.org/contracts?140A2162. 20f8



Common
Medical Event

Services You May Need

What You Will Pay

Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other Important
Information

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

If you are pregnant

* For more information about limitations and exceptions, see the plan or policy document at selecthealth.org/contracts?140A2162.

Facility fee (e.g., ambulatory
surgery center)

Physician/surgeon fees

Emergency room services

Emergency medical
transportation

Urgent care

Facility fee (e.g., hospital
room)

Physician/surgeon fee

Outpatient services

Inpatient services

Office visits

Childbirth/delivery
professional services

Childbirth/delivery facility
services

(You will pay the least)

50% co-insurance, 25%
co-insurance for
ambulatory surgical
center

50% co-insurance

$600/visit
50% co-insurance

$60/visit

50% co-insurance

50% co-insurance

$20/visit for office visits,
50% co-insurance for
outpatient

50% co-insurance

$20/visit

50% co-insurance

50% co-insurance

(You will pay the most)

Not covered

Not covered

$600/visit
50% co-insurance

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Benefits may be denied or reduced for failure to
obtain preauthorization when required with out-of-
network providers.

Benefits may be denied or reduced for failure to
obtain preauthorization when required with out-of-
network providers.

Emergency room services apply to in-network
benefits.

Emergencies only. Emergency medical
transportation applies to in-network benefits.
Applies to urgent care facilities only. Deductible
does not apply.

Benefits may be denied or reduced for failure to
obtain preauthorization when required with out-of-
network providers.

Benefits may be denied or reduced for failure to
obtain preauthorization when required with out-of-
network providers. Additional limitations and
exclusions apply. Deductible does not apply to
mental health office visits.

Deductible does not apply.

Benefits may be denied or reduced for failure to
obtain preauthorization when required with out-of-
network providers. Depending on the type of
services, a copayment, coinsurance, or
deductible may apply.
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What You Will Pay

M %?m:? n ¢ Services You May Need Network Provider Out-of-Network Provider :‘T"tat"t)_ns’ Exceptions, & Other Important
edical Even (You will pay the least) | (You will pay the most) normation

Benefits may be denied or reduced for failure to
Home health care 50% co-insurance Not covered obtain preauthorization when required with out-of-
network providers.
Up to 20 visits per year for outpatient therapies,
combined. Up to 40 days per year for inpatient
$25/visit for outpatient, Not covered therapies, combined. Benefits may be denied or
$45/stay for inpatient reduced for failure to obtain preauthorization when
required with out-of-network providers.
Deductible does not apply to outpatient services.
Up to 20 visits per year for outpatient therapies,
combined. Benefits may be denied or reduced for

Rehabilitation services

If you need help Habilitation services $45/visit Not covered failure to obtain preauthorization when required
recovering or have other with out-of-network providers. Deductible does
special health needs not apply to outpatient services.

Up to 60 days per calendar year. Benefits may be
denied or reduced for failure to obtain
preauthorization when required with out-of-
network providers.

Benefits may be denied or reduced for failure to
obtain preauthorization when required with out-of-

Skilled nursing care 50% co-insurance Not covered

Durable medical equipment

(DME) 50% go-insurance Not covered network providers. A different benefit may apply to
prosthetic devices.
Benefits may be denied or reduced for failure to
Hospice service 50% co-insurance Not covered obtain preauthorization when required with out-of-
network providers.
Children's eye exam No charge Not covered gp?p\:lired L) 1) 46 [ I D Gl e
If your child needs Children's glasses 50% co-insurance Not covered Covered through age 18. Correcive lenses or
dental or eye care contacts, one set per year. -
Covered through age 18. Two oral examinations and
Children's dental check-up $40/visit Not covered cleanings per calendar year. Deductible does not

apply.

* For more information about limitations and exceptions, see the plan or policy document at selecthealth.org/contracts?140A2162. 4 0f 8



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 Abortions/termination of pregnancy except in limited
circumstances

e Acupuncture

¢ Administrative services/charges

e Bariatric surgery

e Chiropractic Care

o Cosmetic, reconstructive or corrective services,
except in limited circumstances

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

e Dental check-up (Adult)

¢ Experimental and/or investigational services

e Eyeglass frames

¢ Hearing aids

o Immunizations for Anthrax, BCG, Cholera, Plague,
Typhoid and Yellow Fever

o Infertility treatment

e Long-term care

¢ Non-Emergency care when traveling outside the
U.S.

e Orthotic and other corrective appliances for the foot

e Services for which a third-party is or may be
responsible

e Services that are not medically necessary
e Temporomandibular Joint (TMJ) services

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

o Private Duty Nursing, requires preauthorization
with limitations
¢ Routine eye care (Adult)

¢ Routine foot care, covered in limited circumstances
o Weight loss programs as part of a program
approved by Select Health

* For more information about limitations and exceptions, see the plan or policy document at selecthealth.org/contracts?140A2162.
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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: Department of Labor's Employee
Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform; or Department of Health and Human Services, Center for Consumer
Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov; or contact the Plan. 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: Department of Labor's Employee Benefits
Security Administration at 866-444-EBSA (3272) or dol.gov/ebsa/healthreform; or 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.

To contact Select Health Member Services, please call 800-538-5038 weekdays, TTY users should call 711, or visit us at selecthealth.org.

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 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.

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

* For more information about limitations and exceptions, see the plan or policy document at selecthealth.org/contracts?140A2162. 6 of 8



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)

m The plan’s overall deductible $5,500
m Specialist $40
m Hospital (facility) 50%
m Other 50%

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 $12,700
In this example, Peg would pay:

Cost Sharing
Deductibles $5,500
Copayments $900
Coinsurance $2,800

What isn’t covered

Limits or exclusions $60
The total Peg would pay is $9,260

® The plan’s overall deductible $5,500
B Specialist $40
® Hospital (facility) 50%
B Other 50%

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 $5,600
In this example, Joe would pay:

Cost Sharing
Deductibles $800
Copayments $500
Coinsurance $0

What isn’t covered

Limits or exclusions $20
The total Joe would pay is $1,320

® The plan’s overall deductible $5,500
m Specialist $40
® Hospital (facility) 50%
®m Other 50%

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

Diagnostic test (x-ray)

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

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

140A2162

This is a Silver plan as defined by the Affordable Care Act.
68781U10020032-00 01-01-2026
Select Health, Inc™ 5/15/2025 v1.1

* For more information about limitations and exceptions, see the plan or policy document at selecthealth.org/contracts?140A2162.

Total Example Cost $2,800
In this example, Mia would pay:
Cost Sharing

Deductibles $2,000

Copayments $400

Coinsurance $0

What isn’t covered

Limits or exclusions $0

The total Mia would pay is $2,400
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Fair Treatment Notice

Select Health obeys Federal civil rights laws. We do not treat you differently because of your race, color, ethnic background or where you come from, age, disability, sex,
religion, creed, language, social class, sexual orientation, gender identity or expression, and/or veteran status.

We provide free aid and services to people with disabilities to help them communicate effectively with us, such as qualified sign language interpreters and written
information in other formats (large print, audio, accessible electronic formats, other formats). We also provide free language services to people whose primary language is
not English, such as qualified interpreters and member materials written in other languages.

If you need these services, please call Select Health Member Services at 800-538-5038 or Select Health Advantage Member Service at 855-442-9900. Any member or
other person who believes he/she may have been subject to discrimination may file a complaint or grievance by calling the Select Health 504/Civil Rights Coordinator at
844-208-9012 or the Compliance Hotline at 800-442-4845 (TTY Users: 711). You may also call the Office for Civil Rights at 1-800-368-1019 (TTY Users: 800-537-7697).

Language Access Services
English
ATTENTION: If you speak Spanish, free language

assistance services are available to you. Call Select
Health.

Spanish

ATENCION: Si habla espafiol, tiene a su disposicion
servicios gratuitos de asistencia lingtistica. Llame a
Select Health.

Chinese

‘In MEREAFRREPX, BALUREES
EE *EEJJH&T%O nﬁﬁ &= Select Health

Vietnamese

CHU Y: N&u ban néi Tiéng Viét, cé céc dich vu hd
tro ngdn ngit mién phi danh cho ban. Goi s8
Select Health.

* For more information about limitations and exceptions, see the plan or policy document at selecthealth.org/contracts?140A2162.

Nepali
2 ICRCTRE m@ﬁmmmaﬂﬁ

m@ﬁ%wmmﬁﬁr
®9AT 39 &1 Select Health AT w7

TREAGTE

Tagalog

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari
kang gumamit ng mga serbisyo ng tulong sa wika nang
walang bayad. Tumawag sa Select Health.

German

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen
kostenlos sprachliche Hilfsdienstleistungen zur
Verfligung. Rufnummer: Select Health.

Russian

BHUMAHWE: Ecnu Bbl roBOpuTE Ha PyCCKOM S13bIKE,
TO BaM [OCTYNHbI GecnnaTHble yCnyru nepeBoavyka.
MossoHuTe Select Health.

French

ATTENTION: si vous parlez francais, des services
d’aide linguistique vous sont proposés gratuitement.
Contactez Select Health.

Japanese

FAEEIE  BREZESINDEE. BHOE
EXIEECHFIBAWTEITET, Select Health.
FT, BEFEICTITERKCIESLY,

Ambharic

aAANL: ATICE PART74 NPYE PLY% &6
A0t T PANE L AACNP 278 A Select Health
T PG

Serb-Croatian

MAXHA: Ako rosopute Cprcku, becnnatHe ycnyre
nmohu 3a jeank, buhe Bam goctynHe. KoHTakTupajte
Select Health.

Arabic
Caing :}S\Aﬂiﬂdﬂaﬁtﬁ‘ oty ”}é)dSC_uu
Sauless e 46 aalil, lial i Select Health.

Persian
Gsaar ) e 30l gl ja Sy (an aine Fal
SaS il Cams 5 AL 3, W el o
Select Health <l 55 50
Thai
WUELR: WINAUNA TRA1ET, NTUTATAEN
Taelifianld3e dnsauuinshiduaal Aasa
Select Health

Select Health: 1-800-538-5038
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