Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: Plan Year 2018
VANTAGE HEALTH PLAN, INC: SAVINGS BRONZE 5000 - INDIVIDUAL Coverage for: Family | Plan Type: Savings

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 www.vantagehealthplan.com
or call (844) 833-7505. 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.vantagehealthplan.com or call (844) 833-7505 to request a copy.

Important Questions | Answers | Why This Matters:

What is the overall $5,000 Individual/$10,000 Family,
deductible? excluding preventive care.

Are there services

Yes. Preventive care is not subject
covered before you

meet your deductible? i GEREE

Are there other Yes. For Out-of-Network medical
deductibles for specific | covered services: $8,000
services? Individual/$16,000 Family.

What is the out-of- For In-Network providers, Out-of-
pocket limit for this Pocket Maximum: $6,550

plan? Individual/$13,100 Family.

Premiums, balance-billing charges,
out-of-network, some coinsurance,
services this plan doesn’t cover.

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

Yes. Visit VantageHealthPlan.com
and click “Find a Provider” or call
(844) 833-7505 for a list of network

Will you pay less if you
use a network

provider?
sl providers.
Do you need a referral No.

to see a specialist?

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 in this plan, they have to meet their own
deductible until the overall family deductible has been met. A single family member has met his or
her deductible by reaching the individual deductible amount. Other family members’ payments for
covered services combine to meet the remainder of the family deductible amount.

This plan covers some items and services even if you haven't yet met the deductible amount. 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/.

Generally, you must pay all of the costs from out-of-network providers up to the deductible amount
before this plan begins to pay. If you have other family members in this plan, they have to meet
their own deductible until the overall family deductible has been met.

The out-of-pocket limit is the most you could pay in a year for in-network 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. A single family member has met his or her Out-of-
Pocket Maximum by reaching the individual Out-of-Pocket amount. Other family members’
payments for covered services combine to meet the remainder of the family Out-of-Pocket
Maximum amount.

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).

You can see the specialist you choose without a referral.

* For more information about limitations and exceptions, see the plan or policy document at www.vantagehealthplan.com.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services
VANTAGE HEALTH PLAN, INC: SAVINGS BRONZE 5000 - INDIVIDUAL

Coverage Period: Plan Year 2018
Coverage for: Family | Plan Type: Savings

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

Common What You Will Pa Limitations, Exceptions, & Other Important
Services You May Need Network Provider Out-of-Network Provider
Medical Event Information
You will pay the least You will pay the most

If you visit a health
care provider’s office
or clinic

If you have a test

If you need drugs to
treat your illness or
condition

More information about
prescription drug
coverage is available at
www.vhpla.com

If you have outpatient
surgery

If you need immediate
medical attention

If you have a hospital
stay

Primary care visit to treat an

injury or illness
Specialist visit

Preventive care/screening/

immunization

Diagnostic test (x-ray, blood

work)

Imaging (CT/PET scans, MRIs)

Tier | & Il Prescription Drugs

Tier Il Prescription Drugs

Tier IV Prescription Drugs

Tier V Prescription Drugs

Facility fee (e.g., ambulatory

surgery center)
Physician/surgeon fees
Emergency room care
Emergency medical
transportation

Urgent care

Facility fee (e.g., hospital room)

Physician/surgeon fees

50% coinsurance
50% coinsurance

100% coverage

50% coinsurance

50% coinsurance

50% coinsurance per
prescription (retail/mail
order)

50% coinsurance
(retail/mail order)

50% coinsurance
(retail/mail order)

50% coinsurance (retail

only)
50% coinsurance

50% coinsurance
50% coinsurance

50% coinsurance

50% coinsurance
50% coinsurance

50% coinsurance

50% coinsurance
50% coinsurance

50% coinsurance

50% coinsurance

50% coinsurance

Not covered

Not covered

Not covered

Not covered

50% coinsurance

50% coinsurance
50% coinsurance

50% coinsurance

50% coinsurance
50% coinsurance

50% coinsurance

None
None

As required by law.

None

Pre-auth required.

In-Network Deductible applies.

In-Network Deductible applies.

In-Network Deductible applies.

In-Network Deductible applies. Mail order not
available.

Pre-auth required.

Pre-auth required.
Worldwide emergency coverage.

Emergency criteria required.

Pre-auth required on follow-up visits.
Pre-auth required.

Pre-auth required.

* For more information about limitations and exceptions, see the plan or policy document at www.vantagehealthplan.com.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services
VANTAGE HEALTH PLAN, INC: SAVINGS BRONZE 5000 - INDIVIDUAL

Coverage Period: Plan Year 2018
Coverage for: Family | Plan Type: Savings

Common ' _What You Will Pa : Limitations, Exceptions, & Other Important
. Services You May Need Network Provider Out-of-Network Provider -
Medical Event . . Information
You will pay the least You will pay the most

If you need mental

health. behavioral Outpatient services 50% coinsurance 50% coinsurance None

:zzlstg’szrrjilézztance Inpatient services 50% coinsurance 50% coinsurance Pre-auth required.
Office visits 50% coinsurance 50% coinsurance Initial visit only.

If you are pregnant g::\llcijf;rsth/dehvery professional E(;)inasidrgfgjl 50% coinsurance Covered as part of the inpatient delivery stay.
g::\l/ciig;;th/del|very L) 50% coinsurance 50% coinsurance Pre-auth required.

If you need help

recovering or have
other special health

needs

Home health care

Rehabilitation services
Habilitation services

Skilled nursing care
Durable medical equipment

Hospice services

50% coinsurance
50% coinsurance
50% coinsurance
50% coinsurance
50% coinsurance
50% coinsurance
50% coinsurance

Not covered
50% coinsurance
50% coinsurance
50% coinsurance
50% coinsurance
Not covered

50% coinsurance

Pre-auth required.
Pre-auth required.
Pre-auth required.
Pre-auth required.
Pre-auth required.
Pre-auth required.

Children’s eye exam
Children’s glasses
Children’s dental check-up

Limit 1 visit annually.
Limit may apply.
Limit 2 visits annually.

If your child needs

50% coinsurance
dental or eye care

100% coverage

50% coinsurance
100% coverage

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.)

* Acupupcture * Hearllnlg aids (Adult) ¢ Non-emergency care when traveling outside the U.S.
e Bariatric surgery o Infertility Treatment « Routine foot care
e Cosmetic Surgery e |ong-term care

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

e Chiropractic care
e Dental care
e (lasses

e Hearing aids (Children) e Routine eye care (Adult)
e Private-duty nursing o Weight loss programs

* For more information about limitations and exceptions, see the plan or policy document at www.vantagehealthplan.com.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: Plan Year 2018
VANTAGE HEALTH PLAN, INC: SAVINGS BRONZE 5000 - INDIVIDUAL Coverage for: Family | Plan Type: Savings

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. For group health coverage subject to
ERISA, insert contact information for the 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; Vantage at (844) 833-7505. For group health coverage subject to ERISA, insert applicable plan contact information. Also insert contact information for the
Department of Labor’'s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. If coverage is insured, also insert
applicable State Department of Insurance contact information.

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 1-888-823-1910.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-888-823-1910.
Chinese (1 32): AR FTFE 1 3xa9 D), 18R FTXA5-151-888-823-1910.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-888-823-1910.

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.vantagehealthplan.com.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services
VANTAGE HEALTH PLAN, INC.: SAVINGS BRONZE 5000 - INDIVIDUAL

About these Coverage Examples:

u
L :

Coverage Period: Plan Year 2018
Coverage for: Family | Plan Type: Savings

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)

B The plan’s overall deductible $5,000
B Physician office visits 50%
M Hospital (facility) 50%
B Other Coinsurance 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 $12,731

In this example, Peg would pay:

Cost Sharing
Deductibles $1,720
Copayments $0
Coinsurance $4,830
What isn’t covered
Limits or exclusions $60
The total Peg would pay is $6,610

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

controlled condition)

M The plan’s overall deductible $5,000
M Physician office visits 50%
M Hospital (facility) 50%
B Other Coinsurance 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 $7,583
In this example, Joe would pay:
Cost Sharing

Deductibles $3,234

Copayments $0

Coinsurance $3,316

What isn’t covered
Limits or exclusions $55
The total Joe would pay is $6,605

care)

M The plan’s overall deductible $5,000
B Physician office visits 50%
M Hospital (facility) 50%
B Other Coinsurance 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)

Total Example Cost $1,942
In this example, Mia would pay:
Cost Sharing
Deductibles $963
Copayments $0
Coinsurance $963
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,925
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: Plan Year 2018
VANTAGE HEALTH PLAN, INC.: SAVINGS BRONZE 5000 - INDIVIDUAL Coverage for: Family | Plan Type: Savings

Addendum: Language Access Services

Si usted, o alguien a quien usted estd ayudando, tiene preguntas acerca de Vantage Health Plan or the Marketplace, tiene derecho a obtener ayuda e
informacién en su idioma sin costo alguno. Para hablar con un intérprete, llame al 1-888-823-1910.

Si vous, ou quelqu'un que vous étes en train d’aider, a des questions a propos de Vantage Health Plan or the Marketplace, vous avez le droit
d'obtenir de I'aide et l'information dans votre langue a aucun co(t. Pour parler a un interprete, appelez 1-888-823-1910.

NEu quy vi, hay ngwdi ma quy vi dang gitp d&, cé cau hoi vé Vantage Health Plan or the Marketplace, quy vi s& c6 quyén dwoc gilp va cé thém thdng
tin bing ngdn ngit ctia minh mién phi. D& néi chuyén véi mot théng dich vién, xin goi 1-888-823-1910.

NEME SHEEEAIGBMNESR, BARENREEA SBM IE B B4 8 Vantage Health Plan or the Marketplace, A ERIMEIZE, &
HFHEANGREUGHBEZESINENNAR, A WEE, BRES (TLBAST 1-888-823-1910,

o Mad iy Saa of ali Slawle 3 slaal 5l <Vantage Health Plan or the Marketplace, b @b Jas |5 Ju (idia cadle s Wil (iva e
. 1-888-823-1910. Sl 5 b 2 ai 253 L I, Sl ac o yae lial 1

Kung ikaw, o ang iyong tinutulangan, ay may mga katanungan tungkol sa Vantage Health Plan or the Marketplace, may karapatan ka na makakuha ng tulong at
impormasyon sa iyong wika ng walang gastos. Upang makausap ang isang tagasalin, tumawag sa 1-888-823-1910.

OFok Y&} e = P87 510 Q= O AFZEO| Vantage Health Plan or the Marketplace, Off 2t A 2 20| UCHH F{Sl= O2{st =20t 2 E |38}2
A2 H|E £EHEIO| 2 = U= AHE| 7t UASLICH AEAH SHALRL O 7|5H7| {8 A= 1-888-823-1910. 2 2SI A| L

Se vocé, ou alguém a quem vocé estd ajudando, tem perguntas sobre o Vantage Health Plan or the Marketplace, vocé tem o

direito de obter ajuda e informagdo em seu idioma e sem custos. Para falar com um intérprete, ligue para 1-888-823-1910.

7901 9, § & V1K 9N 92 9 08B 8, HOITIVLT JON U Vantage Health Plan or the Marketplace,
1 MW BION2:S § LNV 0B Bccar S Y P 10TINCT LWIFTIZBYY ILLE 91] 3 0. 1-888-823-1910.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: Plan Year 2018
VANTAGE HEALTH PLAN, INC.: SAVINGS BRONZE 5000 - INDIVIDUAL Coverage for: Family | Plan Type: Savings

S —

CARANER, THIIEEFRDODEDEY DA TH, Vantage Health Plan or the Marketplace, [CDWT ZEBA T T WVEL =
5, CHEDEETHYHR—FEZITY., BHREAFLEYTEIENTEET, HEEIMIDNYFEREA., BRREBFEINDHI5E 1-888-823-1910.

[ =N=I=]

FTHBHECESLY,

So e atic s lbagis S5 Ly 3 Vantage Health Plan or the Marketplace, S Jiz_¢. 1910-823-888-1 <3 S 5l 5 L Sy Syandds oo anilsyLasis Sys¥op
HJ(\SS?JJ\}J?DY}AUCLA}é)JL&S\ébL-kLl‘)M\Ju&Luud).\L

Falls Sie oder jemand, dem Sie helfen, Fragen zum Vantage Health Plan or the Marketplace, haben, haben Sie das Recht,
kostenlose Hilfe und Informationen in lhrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die Nummer 1-888-823-1910 an.

AL aldua cﬁ L ol cSe SaS ¢ Vantage Health Plan or the Marketp|ace' \;J Uale Lﬁ\ S So fual o ) 9SS (,:&_ua YRS ps
sWdlelics iF s el OLRU & e by, 1910-823-888-1 <las zlal el

Ecan y Bac nam inua, KOToOpomMy Bbl MOMOraeTe, MUMetoTca Bonpockl no nosoay Vantage Health Plan or the Marketplace, To Bbl UmeeTe npaBo Ha 6becnaatHoe
noayyYyeHne NOMoLm n MHPopmMmauunm Ha Ballem A3biKe. [nA pa3roBopa c NepeBoA4MKOM No3BOHUTe no TenepoHy 1-888-823-1910.

wina  Wieaufinumasemasiimauneint’ Vantage Health Plan or the Marketplace, anfianiie Idsunaomaonazdoualumuivesnn 1dlaslitia1 14110 wany nuaw Tns 1-888-823-

1910.
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