Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services
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Denver Health Medical Plan Inc.. Coverage Period: 1/1/2026-12/31/2026
Denver Health Medical Plan, Inc.: Elevate Health Plans Colorado Option Bronze Coverage for: Individual + Family | Plan Type: HMO
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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 1-855-823-8872. 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 www.healthcare.gov/sbc-glossary or call 1-855-823-8872 to request a copy.

Important Questions m Why This Matters:

Generally, you must pay all costs from providers up to the deductible amount before this plan

What is the overall $7,500 / individual or begins to pay. If you have other family members on the plan, each family member must meet their
deductible? $15,000 / family. 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. A

Are there services Yes. Preventive care services and . : . : .
) copayment or coinsurance may apply. For example, this plan covers certain preventive services
covered before you meet | preventive pharmacy are covered , . . . ,
. . without cost sharing and before you meet your deductible. See a list of covered preventive
your deductible? before you meet your deductible. . . ; )
services at https://www.healthcare.gov/coverage/preventive-care-benefits/.
Are there other
deductibles for specific | No. You don't have to meet deductibles for specific services.
services?
. e For network providers The out-of-pocket limit is the most you could pay in a year for covered services. If you have other
V_Vh_a S th? out-of-pocket $10,000 individual / family members on this plan, they must meet their own out-of-pocket limits until the overall family out-
limit for this plan? ) e
$20,000 family. of-pocket limit is met.

Premiums, balance-billed charges
and health care this plan doesnt | Even though you pay these expenses, they don't count toward the out-of-pocket limit.
cover.

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

This plan uses a provider network. You pay less when using a provider in the plan’s network. You
pay more if you use an out-of-network provider, and you may receive a bill from a provider for the
difference of the provider’s charge and what your plan pays (balance billing). Your network provider
may use an out-of-network provider for some services. Check with your provider before you get
services.

Yes. See
Will you pay less if you www.denverhealthmedicalplan.org
use a network provider? | /find-doctor or call 1-855-823-8872
for a list of network providers.

Questions: Call 1-855-823-8872 or visit us at www.elevatehealthplans.org. See the 10f10
Glossary for underlined items. View the Glossary at www.elevatehealthplans.org
or call 1-855-823-8872 to request a copy.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 1/1/2026-12/31/2026
Denver Health Medical Plan, Inc.: Elevate Health Plans Colorado Option Bronze Coverage for: Individual + Family | Plan Type: HMO

Yes. Self-referral is allowed for
OBGYN and outpatient mental
health services.

This plan will pay some or all of the costs to see a specialist for covered services if you have a referral
before you see the specialist.

Do you need a referral to
see a specialist?

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

What You Will Pa

Common Out-of-Network Limitations, Exceptions, & Other Important

Services You May Need Network Provider Provider

(You will pay the least) (You will pay the Information

Medical Event

St G e First 3 visits $0 (deductible does

injury or iliness not appy), then $50 copay after 100% coinsurance | [ none ]

deductible
If you visit a health Specialist visit 50% coinsurance after deductible | 100% coinsurance | [ none ]
care provider’s office o . Care must be received by a Columbine
or clinic Other practitioner office visit foor/ghﬁgn‘::é?; rce after deductible | 4g9q coinsurance | Chiropractic provider. Coverage is limited to 20

P visits annually.

Preventive care/screening/ No charge, deductible does not o

. . 100% coinsurance none

immunization apply

. . - v
Diagnostic test (x-ray, blood | 50% coinsurance after 100% coinsurance none
work) deductible/test -

Ifyou have a test Imaging (CT/PET scans, 50% coinsurance after

MRIs) deductible/test

100% coinsurance | Pre-authorization required.

Questions: Call 1-855-823-8872 or visit us at www.denverhealthmedicalplan.org. See the Glossary for underlined items. You can view
the Glossary at www.healthcare.gov/sbhc-glossary or call 1-855-823-8872 to request a copy.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services
Denver Health Medical Plan, Inc.: Elevate Health Plans Colorado Option Bronze

Common
Medical Event

Services You May Need

What You Will Pa

Network Provider
(You will pay the least)

Coverage Period: 1/1/2026-12/31/2026

Coverage for: Individual + Family | Plan Type: HMO

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

Limitations, Exceptions, & Other Important
Information

If you need drugs to
treat your illness or
condition

More information about
prescription drug
coverage is available at
www.denverhealthmedi
calplan.org/elevate-
current-members

Preventive drugs (Tier 1)

No charge, deductible does not
apply

100% coinsurance

Preventive Care medications are provided with no
cost-sharing, regardless of tier.

Drugs listed in the formulary as Medical Service
Drugs (Tier 6) will have applicable out-of-pocket
amounts according to the plan’s medical benefit.

Generic drugs (Tier 2)

Denver Health Pharmacy:

30 Day: $15 copay, deductible
does not apply

90 Day: $30 copay, deductible
does not apply

Non-Denver Health Pharmacy
30 Day: $30 copay, deductible
does not apply

90 Day: $60 copay, deductible
does not apply

100% coinsurance

Covers up to a 30-day supply (retail prescription);
31-90-day supply (mail order prescription).

Drugs listed in the formulary as Medical Service
Drugs (Tier 6) will have applicable out-of-pocket
amounts according to the plan’s medical benefit.

Preferred brand drugs (Tier 3)

Denver Health Pharmacy:

30 Day: $100 copay, deductible
does not apply

90 Day: $200 copay, deductible
does not apply

Non-Denver Health Pharmacy
30 Day: $200 copay, deductible
does not apply

90 Day: $400 copay, deductible
does not apply

100% coinsurance

Covers up to a 30-day supply (retail prescription);
31-90-day supply (mail order prescription).

Drugs listed in the formulary as Medical Service
Drugs (Tier 6) will have applicable out-of-pocket
amounts according to the plan’s medical benefit.

Questions: Call 1-855-823-8872 or visit us at www.denverhealthmedicalplan.org. See the Glossary for underlined items. You can view

the Glossary at www.healthcare.gov/sbhc-glossary or call 1-855-823-8872 to request a copy.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services
Denver Health Medical Plan, Inc.: Elevate Health Plans Colorado Option Bronze

Coverage Period: 1/1/2026-12/31/2026

Coverage for: Individual + Family | Plan Type: HMO

Common
Medical Event

Services You May Need

What You Will Pa

Network Provider
(You will pay the least)

Out-of-Network
Provider
(You will pay the

Limitations, Exceptions, & Other Important
Information

Non-preferred brand/Preferred

Denver Health Pharmacy:

30 Day: $175 copay, deductible
does not apply

90 Day: $350 copay, deductible
does not apply

100% coinsurance

Covers up to a 30-day supply (retail prescription);
31-90-day supply (mail order prescription).

Specialty drugs (Tier 4) Non-Denver Health Pharmacy Drugs |isfted in the formulary.as Medical Service
30 Day: $350 copay, deductible Drugs (Tier 6) will have applicable out-of-pocket
does not apply ’ amounts according to the plan’s medical benefit.
90 Day: $700 copay, deductible
does not apply
Denver Health Pharmacy:

20 Day: t$350I copay, deductible Covers up to a 30-day supply (retail prescription);
ggeDsar;c_) Na/pAp y 31-90-day supply (mail order prescription).

Specialty drugs (Tier 5) 100% coinsurance | prygs listed in the formulary as Medical Service

Non-Denver Health Pharmacy
30 Day: $700 copay, deductible
does not apply

90 Day: N/A

Drugs (Tier 6) will have applicable out-of-pocket
amounts according to the plan’s medical benefit.

If you have outpatient
surgery

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

50% coinsurance after deductible

100% coinsurance

Pre-authorization required.

Physician/surgeon fees

50% coinsurance after deductible

100% coinsurance

Pre-authorization required.

If you need immediate
medical attention

50% coinsurance

Emergency room care 50% coinsurance after deductible . none
after deductible
Emergency medical o i . 50% coinsurance ~
el 50% coinsurance after deductible after deductible none
. . 50% coinsurance
0, o
Urgent care 50% coinsurance after deductible after deductible none

Questions: Call 1-855-823-8872 or visit us at www.denverhealthmedicalplan.org. See the Glossary for underlined items. You can view

the Glossary at www.healthcare.gov/sbhc-glossary or call 1-855-823-8872 to request a copy.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services
Denver Health Medical Plan, Inc.: Elevate Health Plans Colorado Option Bronze

Coverage Period: 1/1/2026-12/31/2026
Coverage for: Individual + Family | Plan Type: HMO

What You Will Pa

Out-of-Network

Common Limitations, Exceptions, & Other Important

Medical Event

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

If your child needs
dental or eye care

Services You May Need

Facility fee (e.g., hospital
room)

Physician/surgeon fees

Outpatient Services

Inpatient Services

Office visits

Childbirth/delivery
professional/facility services

Home health care

Rehabilitation services

Habilitation services

Skilled nursing care

Durable medical equipment

Hospice services

Children’s eye exam
Children’s glasses

Children’s dental check-up

Network Provider
(You will pay the least)

50% coinsurance after deductible

50% coinsurance after deductible

No charge for office visits,
unlimited, deductible does not
apply; other outpatient services
50% coinsurance after deductible
50% coinsurance after deductible

First 3 visits $0 (deductible does
not appy), then $50 copay after
deductible

50% coinsurance after deductible
50% coinsurance after deductible

50% coinsurance after deductible
50% coinsurance after deductible

50% coinsurance after deductible

50% coinsurance after deductible
50% coinsurance after deductible
No charge, deductible does not

apply
No charge, deductible does not

apply
100% coinsurance

Provider
(You will pay the

100% coinsurance

100% coinsurance

100% coinsurance

100% coinsurance
100% coinsurance
100% coinsurance

100% coinsurance

100% coinsurance
100% coinsurance

100% coinsurance

100% coinsurance
100% coinsurance

100% coinsurance
100% coinsurance

100% coinsurance

Information

Pre-authorization required.

Pre-authorization required.

none

Pre-authorization required.

Preventive visits are a $0 copay. Cost sharing

may apply for additional services.

none

Pre-authorization required.

Coverage is limited to 30 visits annually per type

of therapy.

Coverage is limited to 30 visits annually per type

of therapy.

Pre-authorization required. Coverage is limited to

100 days per year.
Pre-authorization required.
Pre-authorization required.

none

Coverage is limited to one pair per 24-month
period per child age 18 and under, up to $120.
Only dental coverage is fluoride varnish at PCP

visit.

Questions: Call 1-855-823-8872 or visit us at www.denverhealthmedicalplan.org. See the Glossary for underlined items. You can view

the Glossary at www.healthcare.gov/sbhc-glossary or call 1-855-823-8872 to request a copy.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 1/1/2026-12/31/2026
Denver Health Medical Plan, Inc.: Elevate Health Plans Colorado Option Bronze Coverage for: Individual + Family | Plan Type: HMO

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 Cosmetic surgery e Long-term care ¢ Routine foot care
e Dental care (Adult) ¢ Non-emergency care when traveling outside the e Weight loss programs
e Routine eye care (Adult) u.S.
Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
e Bariatric surgery e Hearing aids e Private-duty nursing (when medically necessary)
e Chiropractic care o Infertility treatment e Acupuncture
e Abortion services e Transgender hormone therapy and surgical
procedures

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: U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/agencies/ebsa, or the U.S. Department of Health
and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov. 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; Elevate Health Plans at 1-855-823-8872 or www.denverhealthmedicalplan.org/elevate-current-members, or the Department of Labor’'s Employee Benefits
Security Administration at 1- 866-444-EBSA (3272) or www.dol.gov/agencies/ebsa.

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.

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

Questions: Call 1-855-823-8872 or visit us at www.denverhealthmedicalplan.org. See the Glossary for underlined items. You can view
the Glossary at www.healthcare.gov/sbhc-glossary or call 1-855-823-8872 to request a copy.
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About these Coverage Examples:

i i

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

Managing Joe’s Type 2 Diabetes
(a year of routine in-network care of a well-

Mia’s Simple Fracture
(in-network emergency room visit and follow

hospital delivery)

M The plan’s overall deductible: $7,500

M Specialist copayment: 50% coinsurance
after deductible

M Hospital (facility) coinsurance: 50%

coinsurance after deductible

B Other coinsurance: 100%

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 $7,500
Copayments $50
Coinsurance $2,500
What isn’t covered
Limits or exclusions $0
The total Peg would pay is $10,000

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

controlled condition)

® The plan’s overall deductible: $7,500
M Specialist copayment: 50% coinsurance

after deductible

M Hospital (facility) coinsurance: 50%

coinsurance after deductible

| Other coinsurance: 100%

Total Example Cost

In this example, Joe would pay:

Cost Sharing
Deductibles
Copayments
Coinsurance
What isn’t covered

Limits or exclusions
The total Joe would pay is

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)

$5,600

$1,700
$1,500
$0

$0
$3,200

up care)

H The plan’s overall deductible: $7,500

M Specialist copayment: 50% coinsurance
after deductible

M Hospital (facility) coinsurance: 50%
coinsurance after deductible

M Other coinsurance: 100%

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

Deductibles $2,800
Copayments $10
Coinsurance $0

What isn’t covered
Limits or exclusions $0
The total Mia would pay is $2,810
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 1/1/2026-12/31/2026
Denver Health Medical Plan, Inc.: Elevate Health Plans Colorado Option Bronze Coverage for: Individual + Family | Plan Type: HMO

Notice of Availability:

English: ATTENTION: If you speak English, free language assistance services are available to you. Appropriate auxiliary aids and services
to provide information in accessible formats are also available free of charge. Call 1-800-700-8140 (TTY 711) or speak to your provider.

Spanish/Espafol: ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia lingliistica. También se ofrecen
sin costo herramientas y servicios auxiliares adecuados para brindar informaciéon en formatos accesibles. Llame al 1-800-700-8140 (TTY
711) o hable con su proveedor.

Chinese Mandarin/f#&H3C: 5 REMH GRS, T RJAHESHEIRS, Wl RPRHE AR B & AR S,
SREUCTCRERSRE S B . 15T 1-800-700-8140 (TTY 711) Bl RIE L.
Chinese Cantonese/ZEf8H 3 : 15 © WIS EEATHRET S » n[QEESESTBIINE » th o] B & B AR RS

JEREERE (RN o 55HEFT 1-800-700-8140 (TTY 711) Bla& AR AL

Tagalog/Paalala: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng serbisyong tulong sa wika. Magagamit din nang libre
ang mga naaangkop na auxiliary na tulong at serbisyo upang magbigay ng impormasyon sa mga naa-access na format. Tumawag sa 1-
800-700-8140 (TTY 711) o makipag-usap sa iyong provider.

French/Francais: INFORMATION : Sivous parlez Francais, des services gratuits d'assistance linguistique vous sont proposés. Des
aides et des services auxiliaires adaptés pour fournir des informations dans des formats accessibles sont également disponibles
gratuitement. Appelez le 1-800-700-8140 (TTY 711) ou parlez-en a votre prestataire.

Vietnamese/Viét: LUU Y: N&u ban ndi tiéng Viét, ching t6i cung cap mién phi céac dich vu hd trg ngdn ngtr. Cac ho trg dich vu phu
hop dé cung cap théng tin theo céc dinh dang dé tiép can ciling dugc cung cap mién phi. Vui long goi theo s8 1-800-700-8140 (Ngudi
khuyét tat 711) hodc trao doi vdi ngudi cung cap dich vu clia ban.

German/Deutsch: ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlose Sprachassistenzdienste zur Verfiigung. AulRerdem
konnen Sie kostenfrei entsprechende Hilfsmittel und Dienste zur Bereitstellung von Informationen in barrierefreien Formaten in
Anspruch nehmen. Rufen Sie 1-800-700-8140 (TTY 711) an oder sprechen Sie mit lhrem Anbieter.

Questions: Call 1-855-823-8872 or visit us at www.denverhealthmedicalplan.org. See the Glossary for underlined items. You can view the Glossary at
www.healthcare.gov/sbc-glossary or call 1-855-823-8872 to request a copy.
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Korean/SHR0|: F0|: [8+2 0|12 ASIAIE AL £& Q10 X[ MH|AZ 0| 8814 4 UELICE 0|8 7Hst HAlo=z
MHEE Madte MEst HX 7|3 U MHAEZ 222 X3 E LT 1-800-700-8140 (TTY 711) HO 2 FM3SIALE AHH|A
M-S Mo 22otuAl2,

Russian/PYCCKWUWN: BHUMAHWE: Ecnv Bbl roBOPUTE Ha PYCCKUIA, BaM AOCTYMHbI 6€CMNaTHbIE YCAYTY A3bIKOBOM NOALEPIKKM.

CooTBeTcTBYIOLLME BCMIOMOraTenbHble CpeacTsa U yCnyrm no npeaoctaBneHnio MnHbopmaumm B A0CTYNHbIX popMaTax TakxKe
npenocTtaBnsatoTcs 6ecnnatHo. MNo3BoHUTe no TenedoHy 1-800-700-8140 (TTY 711) nnmn obpatmtecb K CBOEMY NOCTABLLUMUKY YCAYT.

Hindi/ Y : &ame1 &: I 39 Ry alteray &, oY 31k felw o Qoo 11T eIl AT SUTSH Bl & | GoldT TRl H STieTeh{T FeTel it o T
3UGerc TG AL 3R AaTC oY fol:[oeh STt 8 | 1-800-700-8140 (TTY 711) TR shiel 3 IT 391 T&TT A ST .

Polish/Polski: UWAGA: Osoby méwiagce po polsku moga skorzystac z bezptatnej pomocy jezykowej. Dodatkowe pomoce i ustugi
zapewniajace informacje w dostepnych formatach sg rowniez dostepne bezptatnie. Zadzwon pod numer 1-800-700-8140 (TTY 711) lub
porozmawiaj ze swoim dostawca.

4y 2ll:Arabic

e Joail Ulaa L) J s o) Sy ity e shaal) yad 5l dailia cilads s 3o lice Jilue s 8 555 LS Ailacall 4 galll sac Losall cilaas @l 3 giiud ¢y jal) dalll Caans i€ 13) 1aqs
Seaal) asie ) st ol (TTY 711) 1-800-700-8140 a8,

Italian/Italiano: ATTENZIONE: Se parla italiano, sono disponibili servizi gratuiti di assistenza linguistica. Sono inoltre disponibili supporti
adeguati e servizi gratuiti per fornire informazioni in formati accessibili. Chiami 1-800-700-8140 (TTY 711) o consulti il suo fornitore di
servizi.

Portuguese/Portugués: ATENCAO: Se fala portugués, sdo-lhe disponibilizados servigos de assisténcia linguistica sem custos. Sao
também disponibilizados, sem custos, aparelhos e servigos auxiliares adequados para prestar informagdes em formatos acessiveis.
Ligue 1-800-700-8140 (TTY 711) ou fale com o seu prestador de servicos.

French Creole/Kreyol Ayisyen: ATANSYON: Si ou pale Kreyol Ayisyen, sévis asistans lengwistik yo disponib pou ou sou sit sa. Ed ak

Questions: Call 1-855-823-8872 or visit us at www.denverhealthmedicalplan.org. See the Glossary for underlined items. You can view the Glossary at
www.healthcare.gov/sbc-glossary or call 1-855-823-8872 to request a copy.
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sevis oksilyé adapte yo ki ap peémet ou resevwa enfomasyon yo nan foma aksesib yo, yo founi yo tou gratis. Pou jwenn sévis sa, rele 1-
800-700-8140 (TTY 711) oswa kontakte founise ou an.

Japanese/B A& E:

F HARBEEINDGE. BHOEREXEY—EREZZHFAWNEETET, 72TV GELAFIATESLSEESN ) B K TER
IR T A= DEYLHEBIZIE P —ERLEH TTH AL =EITFE T, 1-800-700-

8140 (TTY711) ETHBEEEE W, FzlE. CTFIADOBEFICTHIRIESLY,

Questions: Call 1-855-823-8872 or visit us at www.denverhealthmedicalplan.org. See the Glossary for underlined items. You can view the Glossary at
www.healthcare.gov/sbc-glossary or call 1-855-823-8872 to request a copy.
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