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

PHN EMPLOYEE PLAN: PEOPLES HEALTH

Coverage Period: 01/01/2018-12/31/2018
Coverage for: Family | Plan Type: HMO-POS

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, call 1-888-472-4352. 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/shc-glossary/ or call 1-888-472-4352 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?

For PHN Employee Plan Network providers
$0;

For out-of-network provider
$1,000/individual, $3,000/family

Yes, there is no deductible for the PHN
Employee Plan Network.

No. There are no other specific deductibles.
For PHN Employee Plan Network providers

$1,500/individual, $4,500/family;
For out-of-network provider: unlimited

Premiums, balance billing charges (unless
balance billing is prohibited), health care
this plan doesn't cover, and penalties for
failure to obtain pre-certification for
services.

Yes. Yes, this plan uses the PHN Employee
Plan Network. See www.myGilshar.com or
call 1-888-472-4352 for a list of network

providers.

No.

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 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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PHN EMPLOYEE PLAN: PEOPLES HEALTH Coverage for: Family | Plan Type: HMO-POS

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

What You Will Pay

| Limitations, Exceptions, & Other Important
Information

Common . ' PHN Employee
) Services You May Need :
Medical Event y Plan Network Provider

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

0 /\ Dd ),
. . $20 copay/visit Copay is per provider and applies to office
::];:T:;gr ﬁfﬂgs\gs't totreat an No chgrge for qther 30% coinsurance visits, allergy testing and treatment, injections,
outpatient services supplies, and minor office surgery, including
$20 copay/visit vasectomies. Precertification is required for
Specialist visit No charge for other 30% coinsurance certain surgeries in the office or services may
outpatient services not be covered.
If you visit a health Includes but is not limited to: routine physical
care provider's office exam, x-ray/lab, gynecological exam, well
or clinic woman visit, immunizations, mammogram, pap
. . smear, prostatic/ testicular exam,
Preventive care/screening/ . . ) .
No charge 30% coinsurance colonoscopies and services as required by

immunization law. 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.

Diagnostic test (x-ray, blood

No charge 30% coinsurance
work)
If you have a test Precertification is required for MRAs, CTAs,
Imaging (CT/PET scans, MRIs) | $50 copay/visit 30% coinsurance and angiograms or services may not be
covered.
* For more information about limitations and exceptions, see the plan or policy document at www.myGilsbar.com. 9
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' What You Will Pay |
Common PHN Employee Limitations, Exceptions, & Other Important

Services You May Need Out-of-Network Provider

Medical Event Plan Network Provider : Information
: (You will pay the most)
|_(You will pay the least) | ,
Copay/prescription Covers up to a 30-day supply at retail
Tier 1 (includes generic drugs) | 30-day supply: $5 Not covered pharmacies; 90-day supply maintenance
90-day supply: $10 prescriptions at retail pharmacies and through
If you need drugs to ot the mail order pharmacy.
. . : Copay/prescription
treat your illness or ggﬁ ggfrl]léddei p;eferred 30-day supply: $35 Not covered Preventive medication and contraceptives are
condlltlon . gs) 90-day supply: $70 covered at no charge as required by law.
More information about Copay/prescription Precertification is required for high cost
prescription drug Tier 3 (includes non-preferred TRPHTI—
coverage is available at | prand E] ame drugs) P 30-day supply: $55 Not covered injectable drugs over $2,000 or the drug may
www.myGilsbar.com 90-day supply: $110 not be covered.
. . . Copay/prescription Restrictions such as quantity limits, step
Tier 4 (includes specialty 0Py : ity Imits,
d:ﬁrgs)(mc Leles specia 30-day supply: $85 Not covered therapy, and prior authorization may apply to
90-day supply: $170 certain prescriptions.
If you have outpatient :Sgt%fgeen(gg” ambulatory $150 copay/visit 30% coinsurance Precertification is required or services may not
surgery Physician/surgeon fees No charge 30% coinsurance be covered.
Emergencies: $150
copay/visit, deductible Copay is waived if you are admitted directly to
Emergency room care $150 copay/visit does not apply the hospital from the emergency room within
i di diat Non-emergencies: 24 hours.
mggilf;gf:uémﬁ late 30% coinsurance
Emergency medical $100 copay/visit $100 copay/visit,
transportation S deductible does not apply
. $75 copaylvisit,
Urgent care $75 copayhvisit deductible does not apply
* For more information about limitations and exceptions, see the plan or policy document at www.myGilsbar.com. 9
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What You Will Pa

Limitations, Exceptions, & Other Important
Information

Common
Medical Event

PHN Employee
Plan Network Provider

Services You May Need Out-of-Network Provider

(You will pay the most)

If you have a hospital
stay

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

If you are pregnant

If you need help
recovering or have
other special health
needs

* For more information about limitations and exceptions, see the plan or policy document at www.myGilshar.com.

Facility fee (e.g., hospital room)

Physician/surgeon fees

Outpatient services

Inpatient services

Office visits

Childbirth/delivery professional
services

Childbirth/delivery facility
services

Home health care

Rehabilitation services

Habhilitation services

Skilled nursing care

OU W Ud 1€ 1ed
$250 copay/day, up to 3
days per admission

No charge

$20 copay/visit

$250 copay/day, up to 3
days per admission

$50 copay
(comprehensive)

No charge

$250 copay/day, up to 3
days per admission

No charge

$20 copay/visit

$20 copay/visit

$250 copay/day, up to 3
days per admission

30% coinsurance

30% coinsurance

30% coinsurance

30% coinsurance

30% coinsurance
30% coinsurance

30% coinsurance

30% coinsurance

30% coinsurance

30% coinsurance

30% coinsurance

Precertification is required or services may not
be covered.

Optum is the network for these services. You
may contact Optum toll-free at 1-877-566-7913
or visit www.peopleshealth.com/bhemp.
Precertification is required for inpatient stay or
services may not be covered.

Cost sharing does not apply for PHN
Employee Plan Network Provider preventive
services. Precertification is required or
services may not be covered for an inpatient
stay that is in excess of 48 hours (vaginal
delivery) or 96 hours (caesarean delivery).

Precertification is required for all home infusion
over $2,000 or services may not be covered.
Physical therapy, occupational therapy, and
speech therapy are limited to a combined total
of 60 visits/calendar year. No coverage for
vision therapy.

Coverage is provided only for Autism
Spectrum Disorders (includes services such as
Applied Behavioral Analysis) and for speech
therapy when a significant improvement of the
condition can be expected in a 60-day period.
Speech therapy is subject to the limits shown
above.

Precertification is required or services may not
be covered. Limited to 60 days per calendar
year.
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Purchases only if less expensive than rental;
replacement only after 5 years. Precertification

Durable medical equipment No charge 30% coinsurance is required for equipment over $1,000,
orthotics, and prosthetics or items many not be
covered.

: : Benefit does not include bereavement

Hospice services No charge Not covered )

counseling.
. Children’s eye exam Not covered Not covered No coverage for children’s eye exam.
If your child needs . , . ;
dental or eye care Ch!ldren S glasses Not covered Not covered No coverage for children’s glasses.
Children’s dental check-up Not covered Not covered No coverage for dental check-up.

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 Acupuncture e Infertility treatment e Routine eye care (Adult) / (Child)

e Cosmetic surgery e lLong-term care e Routine foot care, unless associated with
e Dental care (Adult) / (Child) e Non-emergency care when traveling outside the diseases affecting the lower limbs

e (lasses U.S. e Weight loss programs

e Hearing aid e Private-duty nursing e Vision therapy

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

e Bariatric surgery that is medically necessary e Chiropractic care e Habilitation Services, limited as described above

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. 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: Claims Administrator: Gilshar, Inc. | 1-888-472-4352 | www.myGilsbar.com or Department of Labor's Employee Benefits Security Administration at 1-866-
444-EBSA (3272) or www.dol.gov/ebsa/healthreform.

* For more information about limitations and exceptions, see the plan or policy document at www.myGilsbar.com. 9
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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:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-888-472-4352.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-888-472-4352.
Chinese (F130): AR AR ZE T SCAYED), HIRITIX N5 151-888-472-4352.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-888-472-4352.

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

* For more information about limitations and exceptions, see the plan or policy document at www.myGilshar.com.
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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)

B The plan’s overall deductible $0
M Specialist copayments $20
M Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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 $12,840
In this example, Peg would pay:
Cost Sharing

Deductibles $0

Copayments $810

Coinsurance $0

What isn't covered
Limits or exclusions $60
The total Peg would pay is $870

Managing Joe’s type 2 Diabetes

(a year of routine in-network care of a well-
controlled condition)

W The plan’s overall deductible $0
B Specialist copayments $20
M Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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 $7,460
In this example, Joe would pay:
Cost Sharing

Deductibles $0

Copayments $810

Coinsurance $0

What isn’t covered
Limits or exclusions $60
The total Joe would pay is $870

Mia’s Simple Fracture

(in-network emergency room visit and follow

up care)
M The plan’s overall deductible $0
B Specialist copayments $20
M Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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 $2,010
In this example, Mia would pay:
Cost Sharing
Deductibles $0
Copayments $440
Coinsurance $0
What isn’t covered

Limits or exclusions $0
The total Mia would pay is $440

9
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Discrimination is Against the Law
The Plan complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex. The Plan does not
exclude people or treat them differently because of race, color, national origin, age, disability, or sex. The Plan:

¢ 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)
o 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 the Civil Rights Coordinator.

If you believe that the Plan 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 the Civil Rights Coordinator, P.O. Box 998, Covington, LA 70433, Phone: 1-888-472-4352, TTY: 711, Fax: 985-898-1636,
CivilRightsCoordinator@gilsbar.com. You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, the Civil Rights Coordinator 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, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Spanish: ATENCION: si habla espanol, tiene a su disposicion servicios gratuitos de asistencia linguistica. Llame al 1-888-472-4352. (TTY: 711).

French: ATTENTION: Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-888-472-4352. (ATS: 711).

Vietnamese: |CHU Y: Néu ban néi Tiéng Viét, cé céac dich vu hd tro ngon ngir mién phi danh cho ban. Goi sé 1-888-472-4352. (TTY: 711).

Chinese: AR AREE AR T I R B SRR S TRBIRTS - S5EEE 1-888-472-4352 - (TTY: 711).

Arabic: (711680 5 aual il 28 ) 888-472-4352-1 ad s ol laalls el ) 555 2 ol acLsall Ciladd fd dalll 83 aaahi i€ 13 +ada sale
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Tagalog: PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 1-888-472-4352.
88808 I(TTY: 711,

Korean: =2 Bt=201E METIAE B2, 20 X3 MHEIASE S22 01E5HA == UASLICH 18884724352 (TTY: 71122 Matol =& AI2L.

Portuguese: | ATENCAO: Se fala portugués, encontram-se disponiveis servicos linguisticos, gratis. Ligue para 1-888-472-4352. (TTY: 711).

Wogou:n 99 91 Weo”  MWwIZN 290, NIVU 2 NIWY oect)_ 80 WwIF, Loev 3 08 9, VL W suln 1 w. s 11

Laotian:
888-472-4352 (TTY: 711).

Japanese: EERIE  HAEZHEINDBGE. BEHOSEXEFCHRAWEITET, 1-888-472-4352 (TTY:711) £ T, BBHEICTITERK LN,

rdu: 1-888-472-4352 (TTY: 711). oS IS . o liied (e e ladd (S 03 (S b oS o sieom g 53l Gl &)l
German ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfligung. Rufnummer; 1-888-472-4352 (TTY:
711).
Farsi: 280 il 1-888-472-4352 (TTY: 711) b 230 o a8 Lali (51 801 <) a1 g S a8 3 gl 40 R). dags
Russian: BHUMAHME: Ecnu BeI TOBOpUTE Ha PyCCKOM SI3BIKE, TO BaM JOCTYIIHBI O€CIIIaTHBIE yCIyTH nepeBoja. 3BoHHUTe 1-888-472-4352 (teneraiin: 711).
Thai: Fou: dwnayann Inegaumusoldusmssiomaomann 1dws Tns 1-888-472-4352 (TTY: 711).
Gujarati: YUoll: % N %Al dlletdl &, Al (A:94es einl sl A dMIRL HIZ Gudou B, §lol 5 1-888-472-4352 (TTY: 711).
Hindi: et & 7t oy (gl averar & a7 sk forw o & WO @y SaTd Suered £ 1-888-472-4352 (TTY: 711) 0T FieT &7
Hmong: LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau 1-888-472-4352 (TTY: 711).

Navaio: D77 baa akO n7n7zin: D77 saad bee yln7[ti’go Diné Bizaad, saad bee 1k1>1n7da’1wo’d66”, t’11 jiik’eh, 47 nl hOl=,
[avajo. koj8” h0d77Inih 1-888-472-4352 (TTY: 711.)

Syriac: 1-888-472-4352 (TTY: 711) fiixsn AL (dio . Murdinsn il Riin hsaly Cadulngn (o o5 (Eiahi w2l L ahumpad a L ahwrd e idon
Cambodian; | WtHe: 10A0STMEASUNW MaNTSI NS SWIRSM N INWESSSS WU SISEISONUUITESY G 105 1-888-472-4352 (TTY: 711)
Serbo- OBAVJESTENJE: Ako govorite srpsko-hrvatski, usluge jezicke pomoci dostupne su vam besplatno. Nazovite 1-888-472-4352 (TTY- Telefon za osobe sa
Croatian: osteéenim govorom ili sluhom; 711).
Ambharic: TNFOA: 079,515 IR ATICT NPT PFCTI® ACSF LCEHTE 1A ALLTHPE FHIETPA: OF TLNTAD ETC LLMD( 1-888-472-4352 (PO ATAGTFD-: 71).
% ATANSYON: Siw pale Kreyol Ayisyen, gen sévis &d pou lang ki disponib gratis pou ou. Rele 1-888-472-4352 (TTY: 711).

reole:
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