L%‘ Sutter Health Plus

® Your Health Plan

HEALTH PLAN BENEFITS AND COVERAGE MATRIX

THIS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS
AND IS A SUMMARY ONLY. THE EVIDENCE OF COVERAGE AND PLAN CONTRACT SHOULD
BE CONSULTED FOR A DETAILED DESCRIPTION OF COVERAGE BENEFITS AND
LIMITATIONS.

(Important disclaimer regarding optional benefits: Cost Sharing and benefit information for optional benefits that may be
elected by your employer group are not reflected on this Benefits and Coverage Matrix. Most optional benefits do not
accrue to your Out-of-Pocket Maximum. Please refer to the separate plan documents for elected optional benefits to
determine Cost Sharing, Covered Services and any limitations or exclusions.)

BENEFIT PLAN NAME: Gold MS43 HMO

Annual Deductible For Certain Medical Services

For self-only enroliment (a Family of one Member) None
For any one Member in a Family of two or more Members None
For an entire Family of two or more Members None

Separate Annual Deductible for Prescription Drugs

For self-only enroliment (a Family of one Member) None
For any one Member in a Family of two or more Members None
For an entire Family of two or more Members None

Annual Out-of-Pocket Maximum (OOPM) (Combined Medical and Pharmacy)

You will not pay any more Cost Sharing if the amount you paid for Copayments, Coinsurance and Deductibles for Covered
Services in a calendar year totals one of the following amounts:

For self-only enrollment (a Family of one Member) $6,000
For any one Member in a Family of two or more Members $6,000
For an entire Family of two or more Members $12,000

Lifetime Maximum

Lifetime maximum None
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Covered Services

Cost to Member

Preventive Care Services

Family planning counseling and services No charge
Hearing exams No charge
Immunizations (including vaccines) No charge
Prenatal care and preconception visits No charge
Preventive and routine physical maintenance exams (including routine

. No charge
screening tests)
Preventive X-rays, screenings and laboratory tests as described in the
“Your Benefits” chapter of the Evidence of Coverage and Disclosure No charge
Form (EOC)
Well-child preventive care exams No charge

Professional Services

Primary Care Physician (PCP) visit or non-specialist practitioner visit to
treat an injury or illness

$25 copay per visit

Specialist visit

$55 copay per visit

Acupuncture

$25 copay per visit

Outpatient rehabilitation services

$25 copay per visit

Outpatient habilitation services

$25 copay per visit

Outpatient Services

Outpatient surgery (facility fee)

$300 copay per visit

Outpatient surgery (physician/surgeon fee)

$40 copay per visit

Outpatient visit (non-office visit)

20% coinsurance

Laboratory tests

$35 copay per visit

Imaging (e.g. MRI, CT and PET scans)

$275 copay per procedure

Diagnostic and therapeutic X-rays and imaging

$55 copay per procedure

Hospitalization Services

N _ $600 copay per day up to
FaC|||ty fee (eg hOSpItal room) maximum of 5 days per
admission
Physician/surgeon fees No charge
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Covered Services

| Cost to Member

Emergency and Urgent Care Services

Emergency room facility fee

$325 copay per visit

Emergency room physician fee

No charge

“Hospitalization Services” will apply.

This emergency room Cost Sharing does not apply if admitted directly to the hospital as an inpatient
for Covered Services. If admitted directly to the hospital for an inpatient stay, the Cost Sharing for

Urgent Care consultations, exams and treatment

$25 copay per visit

Ambulance Services

Ambulance services

$250 copay per trip

Prescription Drugs

through mail-order service:

Covered outpatient items in accord with our drug formulary guidelines at network retail pharmacies or

Tier 1 - Most Generic Drugs and low-cost
preferred brand name drugs

Retail: $15 copay per prescription for up to a 30-day
supply

Mail-Order: $30 copay per prescription for up to a
100-day supply

Tier 2 - Preferred brand name drugs, non-
preferred Generic Drugs and drugs
recommended by Sutter Health Plus’s (SHP)
pharmacy and therapeutics committee based
on drug safety, efficacy and cost

Retail: $55 copay per prescription for up to a 30-day
supply

Mail-Order: $110 copay per prescription for up to a
100-day supply

Tier 3 - Non-preferred brand name drugs or
drugs that are recommended by SHP's
pharmacy and therapeutics committee based
on drug safety, efficacy and cost

(These generally have a preferred and often
less costly therapeutic alternative at a lower
tier)

Retail: $75 copay per prescription for up to a 30-day
supply

Mail-Order: $150 copay per prescription for up to a
100-day supply

Tier 4 — Specialty Drugs, self-administered

drugs that cost SHP more than $600 net of
rebates for a one-month supply or
bioengineered drugs

drugs that require training or clinical monitoring,

Specialty Pharmacy: 20% coinsurance for up to a
30-day supply

Member cost share will not exceed $250 per
prescription for up to a 30-day supply.

SHP MEMBER SERVICES 1-855-315-5800 (TTY 1-855-830-3500)
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Covered Services

Cost to Member

Durable Medical Equipment

Durable medical equipment

20% coinsurance

Mental/Behavioral Health & Substance Use Disorder Treatment Serv

ices (MH/SUD)

MH/SUD inpatient facility fee (e.g. hospital room)

$600 copay per day up to a
maximum of 5 days per
admission

MH/SUD inpatient physician/surgeon fees

No charge

MH/SUD outpatient office visits — individual
(Individual outpatient MH/SUD evaluation and treatment services)

$25 copay per visit

MH/SUD outpatient office visits — group
(Group outpatient MH/SUD evaluation and treatment services)

$12.50 copay per visit

MH/SUD other outpatient services

$25 copay per visit

Home Health Services

Home health care (up to 100 visits per calendar year)

$30 copay per visit

Pregnancy Services

Delivery and all hospital inpatient services

$600 copay per day up to a
maximum of 5 days per
admission

Delivery and all professional inpatient services

No charge

Other Services

Skilled Nursing Facility services (up to 100 days per benefit period)

$300 copay per day up to a
maximum of 5 days per
admission

The external prosthetic devices, orthotic devices and ostomy and
urological supplies listed in the “Your Benefits” chapter of the EOC

20% coinsurance

cleanings, X-rays, sealants and fluoride

Hospice care No charge
Pediatric Dental and Vision Services
Diagnostic and preventive Pediatric Dental Services, such as exams,

No charge

Basic Pediatric Dental Services, such as restorative procedures and
periodontal maintenance

See the 2018 Dental Copay
Schedule in EOC

SHP MEMBER SERVICES 1-855-315-5800 (TTY 1-855-830-3500)

MS43 2018 v1




\%1 Sutter Health Plus

® Your Health Plan

Covered Services | Cost to Member
Major Pediatric Dental Services, such as crowns and casts, See the 2018 Dental Copay
endodontics, other periodontics, prosthodontics and oral surgery Schedule in EOC
Medically Necessary orthodontic Pediatric Dental Services $1,000
Pediatric Vision Services: eye exam No charge
Pediatric Vision Services: eyewear (one pair of glasses or contact

. No charge
lenses in lieu of glasses)

Endnotes:

1. Family Deductibles (when applicable) and Out-of-Pocket Maximums (OOPM) are equal to two
times the “self-only” values. In a Family plan, a Member is only responsible for the “one
Member in a Family” Deductible and OOPM. Deductibles and other Cost Sharing payments
made by each Member in a Family contribute to the “entire Family of two or more” Deductible
and OOPM. Once the “entire Family of two or more” Deductible amount is satisfied by any
combination of Member Deductible payments, plan Copayment or Coinsurance amounts apply
until the “entire Family of two or more” OOPM is reached, after which the plan pays all costs
for Covered Services for all Family Members.

2. Cost Sharing amounts for all Essential Health Benefits, including that which accumulates
toward an applicable Deductible, accumulates toward the OOPM.

3. a) Copayments apply per prescription for up to a 30-day supply of prescribed and Medically
Necessary generic or brand-name drugs in accordance with formulary guidelines. All Medically
Necessary prescription drug Cost Sharing contributes toward the annual OOPM.

b) For plans with a Deductible that applies to prescription drugs, the annual Deductible does
not apply to oral anti-cancer drugs. Member Cost Sharing for oral anti-cancer drugs shall not
exceed $200 per prescription for up to a 30-day supply.

c) FDA-approved, self-administered hormonal contraceptives that are dispensed at one time
for a Member by a provider, pharmacist or other location licensed or authorized to dispense
drugs or supplies, may be covered at up to a 12-month supply. Cost Sharing for a 12-month
supply of contraceptives, when applicable, will be 12 times the retail cost or four times the
mail-order cost.

d) Except for Specialty Drugs, up to a 100-day supply is available, at twice the 30-day
Copayment price, through the mail-order pharmacy. Specialty Drugs are available for up to a
30-day supply through the Specialty Pharmacy.

e) Drugs prescribed for sexual dysfunction have a 50% share of cost. For plans with a
Deductible that applies to prescription drugs, the share of cost is applied after the Deductible is
met. Some sexual dysfunction drugs, such as Cialis, Levitra or Viagra (or the generic
equivalent, if available) are limited to 8 doses per 30-day supply.

4. Non-specialist practitioner office visits include therapy visits, other office visits not provided by
either PCPs or Specialists or visits not specified in another benefit category.
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5. Family planning counseling and services include all Food and Drug Administration approved
contraceptive methods, sterilization procedures, and patient education and counseling for all
women with reproductive capacity. This does not include termination of pregnancy or male
sterilization procedures, which are covered under the Outpatient Care section of the “Your
Benefits” chapter in the EOC and included in the Cost Sharing for the outpatient surgery
services listed above.

6. Acupuncture is typically provided only for the treatment of nausea or as part of a
comprehensive pain management program for the treatment of chronic pain.

7. The outpatient visit (non-office visit) category includes, but is not limited to, services such as
outpatient chemotherapy, outpatient dialysis, outpatient radiation therapy, outpatient infusion
therapy, sleep studies and similar outpatient services performed in a non-office setting.

8. Inpatient MH/SUD services include, but are not limited to: inpatient psychiatric hospitalization;
inpatient chemical dependency hospitalization, including detoxification; mental health
psychiatric observation; mental health residential treatment; Substance Use Disorder
Transitional Residential Recovery Services in a non-medical residential recovery setting;
Substance Use Disorder Treatment for Withdrawal; inpatient Behavioral Health Treatment for
Pervasive Developmental Disorder (PDD) and autism.

9. MH/SUD other outpatient services include, but are not limited to: mental health psychological
testing; mental health outpatient monitoring of drug therapy; Substance Use Disorder
Treatment for Withdrawal; day treatment such as partial hospitalization and intensive
outpatient program; outpatient Behavioral Health Treatment for Pervasive Developmental
Disorder and autism delivered at home; and other outpatient intermediate services that fall
between inpatient care and regular outpatient office visits.

10.Cost Sharing for services with Copayments is the lesser of the Copayment amount or allowed
amount.

11.Pediatric Vision Services include an eye exam and a complete pair of glasses (lenses and
frame) or contact lenses. Available annually for individuals through the end of the month in
which the enrollee turns 19 years of age.

12.1In order to be covered, most services require a referral from your PCP and many also require
Prior Authorization by your PCP’s medical group. Please consult the complete EOC for
additional information on referral and Prior Authorization requirements.
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Notice of Language Assistance

IMPORTANT: Can you read this? If not, Sutter Health Plus can have somebody help you read
it. You may also be able to get this written in your language. For no-cost help, please call
Sutter Health Plus Member Services at 1-855-315-5800 (TTY 1-855-830-3500). (English)

IMPORTANTE: ¢ Puede leer esto? Si no puede, Sutter Health Plus puede proporcionarle
alguien que le ayude a leerlo. También puede obtenerlo por escrito en su idioma. Llame a
Sutter Health Plus Member Services al 1-855-315-5800 (TTY 1-855-830-3500), sin costo
alguno. (Spanish)

EE%T TRHERETE LS (0 SIS 2 WISRAE - Sutter Health Plus A] DI NEBIEGEE - 2]
REFEIHEHEES ERIEN U - HRZEeEED) - 555 Sutter Health Plus & SAR7
EE'EEE)@E% 1-855-315-5800 (TTY 1-855-830-3500) - (Chlnese)

sl 5% 3 (Sutter Health PIUS) o3 il i of dleld 138 oS5 a1 13) €138 361 8 o a6 il Ja e A sale
d\.xa.}‘)” cb}c@&odﬂ:@é‘:dw&“ Mb}.\s.oolﬁhu\hm\dﬁmus ua.\“ Jaa a;\)ﬁsﬂdmr_m.g_\sgaw

1-855-315-5800 i e (Sutter Health Plus Member Services) o3k s jila cliaci claray
(Arabic) .(1-855-830-3500[TTY] sl aill iila)

YULBINC SEABUUSINRE3NRL. Yupn'n bp Jupnu) uw: Gpk ny, Sutter Health Plus-p
Jupnn £ nnipudwnnt dkfhi, ny Yoquh QEq Jupnuy wyt: dnip upnn bp twb vnwbwg wyh
qpws b 1Eqyny: Uud&wp oguntpjut hwdwp juunpnid Gup quuquhwpk) Sutter Health
Plus-h Uipudubph uyyuuwpljiwh pudhin’ 1-855-315-5800 (TTY 1-855-830-3500)
htnwjunuwhwdwpny: (Armenian)

PN BT 83 IRHAMGHISIUGAIS UIg? ITrISTSHTIE Sutter Health Plus M1GHIS

) o

SINMYAGWHSNGSHA 1 HARNGINGJMSIIGHISS ATtRSIthM PNV RSHATHI 85
nodsuhwRaHasly syuginigiel ntaunsutn®A Sutter Health Plus MBIIS
1-855-315-5800 (TTY 1-855-830-3500)°1 (Cambodian)

3580 S 528 ) 2l 55 e Sutter Health Plus ¢ 5 (oo ) Saiagds 5 i) g3 15 s cp) 2l 5 (o L age 435
L il (Bl SaS y cladd il 5 (g L2000 sa s oreld () 4o lae () das 5 ISl i 31 530 Gl )il
ol 1-855-315-5800 (TTY 1-855-830-3500) ¢l o jleis L Sutter Health Plus sbac) Slada i
(Farsi) .2

HgcaqUT: FAT 3T S8 UG Hehcl/Fehall o2 TTe; 6T, dl HEX god Told TH UgaT # Tl & Taehr

FETIT HdT Hehell §| 3179 S8 37901 79T A 8 Torgarel & G g) Tehdl/Fehcll §| T Qo Hgrram

o ToIT, T 1-855-315-5800 (TTY 1-855-830-3500) TN HEX g Tl HeX HIGHH T hiel |
(Hindi)
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LUS TSEEM CEEB: Koj nyeem puas tau tsab ntawv no? Yog koj nyeem tsis tau, Sutter Health
Plus muaj neeg pab nyeem rau koj. Tsis tas li ntawd xwb, peb tuaj yeem muab sau ua hom lus
koj nyeem tau rau koj tib si. Yog koj xav tau kev pab pub dawb, thov hu rau Sutter Health Plus
Lub Chaw Pab Cuam Tswv Cuab ntawm tus xov tooj 1-855-315-5800 (TTY 1-855-830-3500).
(Hmong)

BHERBMOYE : TNEHieZ &N TEET 270201, Sutter Health Plus 23Fiie D
EBFLEONLET, Ef?)?‘oéf_@;.i TERTEDLNE LLERT A, RO ZFIL, Sutter
Health Plus Member Services. & fi: 1-855-315-5800 (TTY 1-855-830-3500) & T. (Japanese)

S8 Flake o] AS o ¢ AdFU e vhef ¢] o4 4= Qlthd, Sutter Health Plus o] A th&
Abgholl Al B8kl 1A %‘2%1 T U= o= lsFY U B3 o] A 78k AR
Aoz A dro A == Ql5 Ut} Sutter Health Plus 3] ¢ A H] 2~(1-855-315-5800

(TTY 1-855-830-3500))°l| 7%}2 SA)o] Bl o 7 w88 uko AA] 9 (Korean)

VVISCLIO: m‘ma‘mlo'-mlm')esvouvo’? 'q')am'msn)olo 179 Sutter Health Plus D
vaT)‘JODQOE)SOD?U)U)OD 1)8)’)’6‘7)’)1)1) la)O)‘)CS‘)E)‘)ﬁ‘).D‘)O&)UCUDh)‘)ﬁ‘)&&‘)U)')D?U)U)‘)Dsn
Qow. 'q')m‘n)C')S‘)n')1)6)0')1)qoecms?osucsemuonvv nuov')c)oc) vVoLVINIL 29
Sutter Health Plus U)m.ne)conimo":fu 1-855-315-5800 (TTY 1 855-830-3500). (Laotian)

wigH: st 3T fer & ug AeIe I7 A &1 3, Sutter Health Plus (Hed 388 usR) fan 3 feg
Uzs f[¥g 33t riee age Ader 1 IH oA § wiust 9 fig & fsuer Ao J1 ¥es Hee 38t
fagur g9 & Sutter Health Plus Member Services § 1-855-315-5800 (TTY 1-855-830-3500)
€3 a5 a3 (Punjabi)

BAXXHO: Bbl moxeTe 310 npountatb? Ecnu HeT, Sutter Health Plus moxeT npegoctaButb Bam
KOro-To, KTO CMOXeT NoMoyb Bam npountath a10. Bbl Takke MOXeTe NonyyYnTb 31O

B MMCbMEHHON hopMe Ha cBOoeM A3blke. [1na 6ecnnaTHON NOMOLLM NO3BOHUTE B

Cnyx0y nogaepxkm uneHoB Sutter Health Plus no TenegoHy 1-855-315-5800

(TTY 1-855-830-3500). (Russian)

MAHALAGA: Nababasa mo ba ito? Kung hindi, maaari kang bigyan ng Sutter Health Plus ng
taong babasa para sa iyo. Maaari mo ding hilingin na isulat ito sa iyong wika. Para sa walang-
gastos na tulong, mangyaring tumawag sa Sutter Health Plus Member Services sa.
1-855-315-5800 (TTY 1-855-830-3500). (Tagalog)

mﬂm ﬂmmuaanma"l,u g1a1u'liiaan Sutter Health Plus mm'sa‘mmummﬂﬂmmuim uanlnn
i ﬂmmmmsmjasm,uamul,ﬂumi:rmamm”l,manmﬂ mnmaom'smmmﬂmaaimn“luum‘lmm
n70i1TNs¥in Sutter Health Plus Member Services 71 1-855-315-5800 (TTY 1-855-830-3500) (Thai)

QUAN TRONG: Qu. vij c6 thé doc théng tin nay khong? Néu khdng, Sutter Health Plus c6 thé
yéu cau ai d6 doc gilip cho qu. vi. Qu. vi cling c6 thé nhan dugc thdng tin nay dwéi dang van
ban bang ngdn ngl cta qu. vi. D& dwoc hd tro mién phi, vui ldng goi cho ban Dich Vu Thanh
Vién cua Sutter Health Plus theo s 1-855-315-5800 (TTY 1-855-830-3500). (Viethamese)
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