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

Coverage Period: Begins on or After: January 1, 2022

e\ Rocky MounTaIN  Colorado Doctors Plan Silver 3 Free Visits 4500-C $3 Walgreens RX Copay

HEALTH PLANS"

A UnitedHealthcare Company

Coverage for: Individual/Family | Plan Type: HMO

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, www.rmhp.org
or call 855-224-4169. For 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/sbc-glossary/or call 855-224-4169 to request a copy.

What is the overall
deductible?

Important Questions | Answers | Why This Matters

$200 individual /$400 family
(In-Network)

Generally, you must pay all of 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 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.

Are there services
covered before you
meet your deductible?

Yes. Preventive care, outpatient prescription drugs,

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,

child eye exams and child dental check-ups are
covered before you meet your deductible.

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/.

Are there other
deductibles for
specific services?

No.

You don’t have to meet deductibles for specific services.

What is the out-of-

pocket limit for this
plan?

$2,900 individual/$5,800 family
(In-Network)

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 not included

in the out-of-pocket
limit?

Premiums, balance-billing charges (unless balanced
billing is prohibited), and health care this plan doesn’t
cover.

Even though you pay these expenses, they don’t count toward the out—of-pocket

Will you pay less if
you use a network
provider?

Yes. See www.rmhp.org or call
855-224-4169 for a list of network providers.

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.

Do you need a referral
to see a specialist?

No.

You can see the specialist you choose without a referral.
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44 Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will P
Common Medical Limitations, Exceptions, & Other

Services You May Need Network Provider Non-Network Provider :
Event Important Information
Y (You will pay the least) (You will pay the most) P I

No charge for the first 3 visits;

P"m"f]ry care il deductible does not apply, Not covered None
an injury or illness o
I you visit a health then 5% coinsurance
TSR o
care provider’s office Specialist visit - 5% coinsurance . Not covered ~ None .
or clinic You may have to pay for services that

Preventive care/screening/ No charge; deductible does Not covered aren’t preventive. Ask your provider if the
immunization not apply services you need are preventive. Then
check what your plan will pay for.

May require preauthorization. Please go

Diagnostic test (x-ray,

blood work) 5% coinsurance Not covered to www.rmhp.org to find out if a service

If you have a test . needs preauthorization. If you don't get
Imaging (CT/PET scans, 5% coinsurance Nk anaes) preauthorization for out-of-network
MRIs) services, benefits will be denied.

Page 2 of 7 SBC_HMO_IDV _Silver_CDP_4500C_CSR94-01012022


http://www.rmhp.org/learning-center/frequently-asked-questions-faqs

Common Medical

What You Will Pay

Non-Network Provider

Services You May Need

Network Provider

Limitations, Exceptions, & Other

Event Important Information
Y (You will pay the least) (You will pay the most) P I
. . No charge; deductible does not
Tier 1 (Preventive drugs.) apply (PN), (R) and (MO) Not covered
30-day supply: $3 (PN)/
. $5 (R); copay/ prescription; There is no cost sharing for preventive
Tier 2 (Lower-cost. Mostly deductible does not apply drugs on tier T of the RMHP formulary.
generic drugs, including Not covered
drugs for cancer treatment.) 90-day supply: $6 (PN)/ Retail Pharmac¥ é)R) is limited up to a 30-
$15 (MO); copay/prescription; day supply. Mail Order Pharmacy EMO)
deductible does not apply and Preferred Network Pharmacy (PN)
30-day supply: $10 (PR) and grpeelgigﬁeyddlrjupggooan%%rdsa gua?r?g drugs on
Tier 3 (Mid-range cost. d(eRd)l’J(%t%Y(/i géisﬁé'tpé'onf tier 6 are limited up to a 30-day sui)ply.
Mostly generic drugs, —_— PPy Not q This limitation doesn't apply to ora
If you need drugs to  including drugs for cancer . Ot covere contraceptive drugs, patches and rings.
treat your illness or | treatment,) 90-day supply: $20 (PN)/ You can get up 0.2 1 year supply after
condition $30 (MO); copay/ prescription; an initial 3 month supply for oral
_ . deductible does not apply contraceptive drugs and patches.
More information about 30-day supply: $30 copay/
prescription drug Tier 4 (Mid tA prescription; deductible does When a drug is packaged or designed to
coverage is available ler 4 (Mid-range cost. not apply (PN) and (R) deliver in a manner that provides more
mix of brand-name and than a consecutive 30-day supply, the
t rmhp.or : ; - Not covered y supply,
at wWww.rmnp.org. generic drugs, including 90-day supply: $60 (PN)/ cost sharing that applies will reflect the
drugs for cancer treatment.) $90 (MO) copa 1 et number of gays dispensed or days the
) copay prescription, drug will be delivered.
deductible does not apply
, . 30-day supply: $100 copay/ Cost sharing will not exceed $100 per 30
Tier 5 (Highest-cost. Mostly | prescription; deductible does day supply of insulin, regardless of the
brand-name drugs, some not apply (PN) and (R) amount or type of insulin needed to fill
generics, and Specialty Not covered your prescription order(s).
drugs including drugs for 90-day supply: $200 (PN)/
cancer treatment.) $300 (MO) copay/ prescription;
deductible does not apply
Tier 6 (Specialty drugs, 30-day supply: $200 copay/
including drugs for cancer prescription; deductible does Not covered
treatment.) not apply (PN), (R) and (MO)
Facility fee (e.g., 5% coinsurance Not covered May require preauthorization. Please go
. o coinsurance v to www.rmhp.org to find out if a service
Isfuyrog have outpatient _ambulatory surgery center) needs preauthorization. If you don't get
Y Physician/surgeon fees 5% coinsurance Not covered preauthorization for out-of-network

services, benefits will be denied.
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Common Medical
Event

Services You May Need

Network Provider

What You Will Pay

Non-Network Provider

Limitations, Exceptions, & Other
Important Information

If you need immediate
medical attention

Emergency room care

Emergency medical
transportation

(You will pay the least)
$100 copay/visit

5% coinsurance

(You will pay the most)
$100 copay/visit

5% coinsurance

None

None

Urgent care

First 3 visits $25 copay/visit;

deductible does not apply,
then 5% coinsurance

First 3 visits $25
copay/visit; deductible
does not apply, then 5%
coinsurance

Visits for behavioral, mental health and
substance use disorders covered with no

cost sharing.

Facility fee (e.g., hospital

May require preauthorization. Please go

5% coinsurance Not covered . , .
If you have a hospital room) to www.rmhg.org. to. find out if a service
sta needs preauthorization. If you don't get
y Physician/surgeon fees 5% coinsurance Not covered preauthorization for out-of-network
services, benefits will be denied.
If you need mental Outpatient services 5% coinsurance Not covered May require preafhorizalion. Please 6o
health. behavioral R to www.rmhg.org. to. find out if a service
health, or substance needs preauthorization. If you don't get
abuse Sservices Inpatient services 5% coinsurance Not covered preauthorization for out-of-network
- services, benefits will be denied.
Office visits 5% coinsurance Not covered
Childbirth/delivery o Cost sharing does not apply for
If you are pregnant professional services 5% coinsurance Not covered preventive services including routine
ildbi i ili renatal care.
g:rl\llciié);rsth/dellvery ey 5% coinsurance Not covered i
Services may not exceed 28 hours per
week combined over any number of days
per week and must be for less than 8
ifyou need help Home health care 5% coinsurance Not covered hours per day.
recovering or have Additional time up to 35 hours per week
- but less than 8 hours per day may be
:])g;rsspemal health approved by us on a case-by-case basis.
Rehabilitation services 5% coinsurance Not covered Coverage is limited to 20 visits/
Member/therapy/year for rehabilitative
Habilitation services 5% coinsurance Not covered and 20 visits’/Member/therapy/year for

habilitative services.
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Common Medical What You Wil Pay
Event Services You May Need Network Provider Non-Network Provider
(You will pay the least) (You will pay the most)

Limitations, Exceptions, & Other

Important Information

Coverage is limited to 100 days/Member/

Skilled nursing care 5% coinsurance Not covered
EE— year

May require preauthorization. Please go
to www.rmhp.org to find out if a service
Durable medical equipment 5% coinsurance Not covered needs preauthorization. If you don't get
preauthorization for out-of-network.
services, benefits will be denied.

Hospice services 5% coinsurance Not covered None

No charge; deductible does Coverage is limited to children up to age

Children’s eye exam not apply Not covered 19, limited to one/Member/year.
If vour child needs Coverage is limited to children up to age
y Children’s glasses 5% coinsurance Not covered 19, or after covered eye surgery, or with

dental or eye care , :
a diagnosis of keratoconus.

No charge; deductible does Not covered Coverage is limited to children up to age

Children’s dental check-up not apply 19.

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 Dental care (Adult) e Routine eye care (Adult)
e Cosmetic surgery e Long-term care e Routine foot care
e Drugs notincluded in the formulary e Non-emergency care when traveling outside the U.S. o Weight loss programs
Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
e Abortions (cases of rape, incest, or to e Bariatric surgery (covered according to our clinical e Hearing Aids (for children)
save the life of the mother) guidelines and subject to prior authorization) o Infertility treatment
e Chiropractic care e Private-duty nursing

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 1-866-444-3272, https://www.dol.gov/agencies/ebsa/about-ebsa/ask-a-
question/ask-ebsa, or the U.S. Department of Health and Human Services 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.
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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 on how 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: you can contact RMHP at 855-224-4169.

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? Not Applicable
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 (Espariol): Para obtener asistencia en Espafiol, llame al 855-224-4169.
Si usted lo solicita, hay disponible una version de este aviso completamente traducida en espariol.

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

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 up

hospital delivery)

M The plan’s overall deductible
B Specialist coinsurance

M Hospital (facility) coinsurance
B Other coinsurance

$200
5%
5%
5%

This EXAMPLE event includes services like:

Specialist office visits (pre-natal care)

Childbirth/Delivery Professional Services

Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)

Specialist visit (anesthesia)

controlled condition)

B The plan’s overall deductible $200
B Specialist coinsurance 5%
M Hospital (facility) coinsurance 5%
B Other coinsurance 5%

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)

care)
B The plan’s overall deductible $200
B Specialist coinsurance 5%
W Hospital (facility) coinsurance 5%
B Other coinsurance 5%

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 ‘ $12,700
In this example, Peg would pay:
Cost Sharing

Deductibles $200
Copayments $10
Coinsurance $600

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

Total Example Cost ‘ $5,600
In this example, Joe would pay:
Cost Sharing

Deductibles $200
Copayments $1,400
Coinsurance $70

What isn’t covered
Limits or exclusions $20
The total Joe would pay is $1,690
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Total Example Cost ] $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $200
Copayments $100
Coinsurance $90
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $390
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@ ROCKY MOUNTAIN

HEALTH PLAINS"
Notice of Nondiscrimination A UnitedHealthcare Company

Rocky Mountain Health Plans (RMHP) complies with applicable Federal civil rights laws and does not discriminate on the basis of
race, color, national origin, age, disability, or sex. RMHP does not exclude people or treat them differently because of race, color,
national origin, age, disability, sex, sexual orientation, or gender identity.

RMHP takes reasonable steps to ensure meaningful access and effective communication is provided timely and free of charge:

e Provides free auxiliary aids and services to people with disabilities to communicate effectively with us, such as:
e Qualified sign language interpreters (remote interpreting service or on-site appearance)
e Written information in other formats (large print, audio, accessible electronic formats, other formats)
e Provides free language assistance services to people whose primary language is not English, such as:
e Qualified interpreters (remote or on-site)
e Information written in other languages

If you need these services, contact the RMHP Member Concerns Coordinator at 800-346-4643,
970-243-7050, or TTY 970-248-5019, 800-704-6370, Relay 711; para asistencia en espariol llame al 800-346-4643.

If you believe that RMHP has failed to provide these services or discriminated in another way on the basis of race, color, national
origin, age, disability, sex, sexual orientation, or gender identity, you can file a grievance with: the RMHP EEO Officer. You can file a
grievance in person or by phone, mail, fax, or email.

e Phone: 800-346-4643, 970-244-7760, ext. 7883, or TTY 970-248-5019, 800-704-6370, Relay 711; para asistencia en
espafiol llame al 800-346-4643

e Mail: ATTN: EEO Officer, Rocky Mountain Health Plans, PO Box 10600, Grand Junction, CO 81502-5600

e Fax: ATTN: EEO Officer, 970-244-7909

e Email: eeoofficer@rmhp.org

If you need help filing a grievance, the RMHP EEO Officer 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, DC 20201, 1-800-368-1019, 800-537-7697 (TDD).Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.
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@ ROCKY MOUNTAIN

HEALTH PLANS®

M U Itl = Lan g U ag e I n S ert A UnitedHealthcare Gompany

ATENCION: Si habla espafiol (Spanish), hay servicios de asistencia de idiomas, sin cargo, a su disposicion. Llame al nimero de teléfono
gratuito que aparece en la portada de esta guia.

FER  MEREIR P (Chinese), HMREAGREESHIRS. FRITAFMHEEAAIINRMN EE8EEZRE,

XIN LUU Y: Néu quy vi ndi tiéng Viét (Vietnamese), quy vi sé dwgc cung cap dich vu tro gitip vé ngdn nglr mién phi. Xin vui long goi sé dién
thoai mién phi danh cho héi vién trén trang bia cua tap sach nay.

& oh=0f(Korean)E AESHA|= 22 20| X[ MH|AE 222 0|85t 4= AUSLICt o Xt o I o[X|0f| 7|XHE =& 2| )

—

HeotHo 2 FOISHUAIR.

PAUNAWA: Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha kang mga libreng serbisyo ngtulong sa wika. Pakitawagan ang toll-
free na numero ng telepono na nakalista sa harapan ng booklet na ito.

BHUMAHWE: 6ecnnaTHble ycnyru nepeBoga OOCTYNHbI ANd fnogen, Yen poaHoun asblk aensieTca pycckum (Russian). MNo3soHuTe no
becnnaTHoMy Homepy TenedoHa, ykazaHHOMY Ha NLLEBOM CTOPOHE AaHHOW GpoLutopbI.

il 1 e e ilaall o8 1l Juail dalie dpilae G il sacbus ciladd @lligh ¢  jall Caani i€ 13) s

ATANSYON: Si w pale Kreyol ayisyen (Haitian Creole), ou kapab benefisye sevis ki gratis pou ede w nan lang pa w. Tanpri rele nimewo
telefon gratis pou manm yo ki sou kouveti ti liv sa a.

ATTENTION : Si vous parlez francais (French), des services d’aide linguistique vous sont proposés gratuitement. Veuillez appeler le numéro
de téléphone sans frais pour les affiliés figurant au début de ce guide.

UWAGA: Jezeli mowisz po polsku (Polish), udostepniliSmy darmowe ustugi ttumacza. Prosimy zadzwoni¢ pod bezptatny cztonkowski numer
telefonu podany na oktadce tej broszury.

HO602_MC_MLIS_01312020 NS_C



@ ROCKY MOUNTAIN

HEALTH PLANS®

M U Itl = Lan g U ag e I n S ert A UnitedHealthcare Gompany

ATENCAO: Se voce fala portugués (Portuguese), contate o servico de assisténcia de idiomas gratuito. Ligue gratuitamente para o nimero
do membro encontrado na frente deste folheto.

ATTENZIONE: in caso la lingua parlata sia l'italiano (Italian), sono disponibili servizi di assistenza linguistica gratuiti. Si prega di chiamare il
numero verde per i membri indicato all'inizio di questo libretto.

ACHTUNG: Falls Sie Deutsch (German) sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfligung. Bitte rufen Sie
die gebuhrenfreie Rufnummer fur Mitglieder auf der Vorderseite dieser Broschire an.

FEEIE - BAE(apanese) ZESNDEE. BHOEEXEY—EXZZRRAW LT
£, AMFORMKICEH SN TLBIAUN—FHI—FLVILIZBEE LY,

o8 oelad Wil cl s 555 OB GAl o Jlad Ly Candd s Jiasd 3 G Ol 40 SeS ledd ¢ K e i i 4y R 4 g

baedoafs 9RS adc Mo oH 1T T 1300 T &od T d-o1e THE aai|

CEEB TOOM: Yog koj hais Lus Hmoob (Hmong), muaj kev pab txhais lus pub dawb rau koj. Thov hu tus tswv cuab xov tooj hu dawb teev
nyob ntawm sab xub ntiag ntawm phau ntawv no.

_J‘ o o (= 5. i _:' L |
urm._:—m.::m‘ 10U B E P SN 08 “—ﬂ{hjuner}"ﬂ*h,mﬁhh_m._u;—nmnu-ﬂ e S MRS ANUEMYEN
E‘dl:l._fil“'l_.L'LI'LG"HﬁL—IJE?I_'I Ep bt ot .E*"“EE!E.&“’E.EH .1 O _.“I‘_W‘:’JHIEE:FThumjuda—uh s |

PAKDAAR: Nu saritaem ti llocano (llocano), ti serbisyo para ti baddang ti lengguahe nga awanan bayadna, ket sidadaan para kenyam.
Pakitawagan iti miyembro toll-free nga number nga nakasurat iti sango ti libro.

Dii BAA'AKONINIZIN: Diné (Navajo) bizaad bee yanitti'go, saad bee aka'anida'awo'igii, t'4a jiik'eh, bee na'ahoot'i'. T'aa shoodi dii
naaltsoos bidaahgi t'aa jiik'eh naaltsoos baha'dit'éhigii béésh bee hane'i bika'igii bee hodiilnih.

OGOW: Haddii aad ku hadasho Soomaali (Somali), adeegyada taageerada lugadda, oo bilaash ah, ayaad heli kartaa. Fadlan wac
lambarka xubinta ee telefonka bilaashka ah ee ku goran xagga hore ee buugyaraha.
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