Summa&of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 01/01/2026 - 12/31/2026

2cU

afe - UCare Easy Compare Bronze A: Al/AN Zero Cost Sharing

Coverage for: Individual and 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
ﬂ 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, go to www.ucare.org/BenefitDocuments or
call 1-877-903-0070 (this call is free) or TTY/Hearing Impaired: 1-800-688-2534 (this call is free). 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/shc-glossary/ or call 1-877-903-0070 (this call is free) or TTY/Hearing Impaired: 1-800-688-2534 (this call is free) to request a copy.

Important Questions

What is the overall
deductible?

Answers

$0

Why This Matters:

Refer to the Common Medical Events chart below for your costs for services this
plan covers.

Are there services covered
before you meet your

No charge. Deductible does not apply.

This plan covers some items and services even if you haven't yet met the
deductible amount, but a copayment or coinsurance may apply.

deductible?

Are therg. _other —c_ieductlbles No. You don’t have to meet deductibles for specific services.

for specific services?

What|ls the out-of-pocket. Not applicable This plan does not have an out-of-pocket limit on your expenses
limit for this plan? ppiicanie. plan p your expenses.

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

Not applicable.

This plan does not have an out-of-pocket limit on your expenses

Will you pay less if you use
a network provider?

Not applicable.

This plan does not use a provider network. You can receive covered services from
any provider.

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

What You Will Pay

Indian Health Care

Provider (IHCP)
(You will pay the | Non-IHCP Provider Limitations, Exceptions, & Other
Common Medical Event Services You May Need least) (You will pay more) Important Information
Primary care visit to treat an injury
or illness No charge. No charge. None.
If you visit a health care et
rovider's office or clinic Specialist visit No charge. No charge. None.
Preventive care/screening/
immunization No charge. No charge. None.
Diagnostic test (x-ray, blood work
If you have a test : (eeray ) No charge. No charge. Authorization may be required.
Imaging (CT/PET scans, MRIs)
Tier 1 Preventive medications are covered without
Tier 2 member cost sharing as specified on the
: formulary. Drugs must be on formulary or
Tier 3 receive a formulary exception. Drugs and
If you need drugs to treat your drug tiers on the formulary may change if a
iliness or condition new generic drug becomes available or new
More information about prescription No charge. No charge. information about the safety of a drug is
drug coverage is available at released. Up to 90-day supply at in-network
ucare.org/ifp-druglist. Tier 4 retail or mail-order pharmacy. Restrictions
may apply.
Most Tier-4 drugs must be filled at Fairview
Specialty Pharmacy, Indian Health
Services, or tribal pharmacy.
Facility fee (e.g., ambulatory Authorizati d notificati b
If you have outpatient surgery surgery center) No charge. No charge. re%ui?géa 'on and nofication may be
Physician/surgeon fees '
) _ _ Emergency room care
Iaft%’:n";igﬁed immediate medical Emergency medical transportation | No charge. No charge. None.
Urgent care

* For more information about limitations and exceptions, see the plan or policy document at www.ucare.org/BenefitDocuments.
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What You Will Pay

Indian Health Care

Provider (IHCP)
(You will pay the | Non-IHCP Provider Limitations, Exceptions, & Other
Common Medical Event Services You May Need least) (You will pay more) Important Information
. Facility fee (e.g., hospital room) L _
If you have a hospital stay = No charge. No charge. Notification required.
Physician/surgeon fees
Outpatient services None.
If you need mental health, c nclud Jential treatment
behavioral health, or substance , _ No charge. No charge. overage Includes resiaential treatmen
abuse services Inpatient services services. Authorization or notification may
be required.
Office visits No charge. No charge. None.
Childbirth/delivery professional
If you are pregnant ’
! I Services No charge. No charge. Notification required.
Childbirth/delivery facility services
Home health care No charge. No charge. A.uf[honzatlon required. Limited to 120 home
visits per calendar year.
Rehabilitation services o ,
—— _ No charge. No charge. Authorization required.
If you need help recoveringor | Habilitation services
have other special health needs . . Authorization required. Limited to 120 days
Skilled nursing care No charge. No charge. o '
per admission.
Durable medical equipment No charge. No charge. Authorization may be required.
Hospice services No charge. No charge. Limit 30 days per episode.
_ Children’s eye exam No charge. No charge. Limit 1 routine eye exam per calendar year.
Lfaxgur e Children’s glasses No charge. No charge. Limit 1 per calendar year.
Children’s dental check-up No charge. No charge. Limit 2 per calendar year.

* For more information about limitations and exceptions, see the plan or policy document at www.ucare.org/BenefitDocuments.
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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.)

Acupuncture « Non-emergency care when traveling Routine dental care (Adults)

« Bariatric surgery outside U.S. » Routine eye care (Adults)
o Cosmetic surgery « Non-formulary drugs unless an exception o Routine foot care
« Infertility treatment is obtained o Weight loss programs
« Intensive behavioral therapy for treatment of «  Private-duty nursing (except up to 120 hours are
autism spectrum disorders covered to train hospital staff for a
o Long-term care ventilator-dependent patient)

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

« Chiropractic care (except when there is no measurable progress over time, and massage for comfort or convenience)
o Hearing Aids
o Abortion

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:
Minnesota Department of Health at 651-201-5100 or 1-800-657-3916 (this call is free). For more information on your rights to continue coverage, contact UCare at
612-676-6600 or 1-877-903-0070 (this call is free). 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.MNsure.org or call 1-855-366-7873 (this call is free).

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:
Minnesota Department of Health at 651-201-5100 or 1-800-657-3916 (this call is free).

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.

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.ucare.org/BenefitDocuments. 40of7
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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 prenatal care and
a hospital delivery)

m The plan’s overall deductible $0
m Specialist copayment $0
m Hospital (facility) coinsurance 0%
m 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)

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

m The plan’s overall deductible $0
m Specialist copayment $0
m Hospital (facility) coinsurance 0%
m 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)

Mia's Simple Fracture

(in-network emergency room visit and
follow-up care)

m The plan’s overall deductible $0
m Specialist copayment $0
m Hospital (facility) coinsurance 0%
m 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 $12,700 Total Example Cost $5,600 Total Example Cost $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing

Deductibles $0 Deductibles $0 Deductibles $0

Copayments $0 Copayments $0 Copayments $0

Coinsurance $0 Coinsurance $0 Coinsurance $0

What isn't covered What isn't covered What isn't covered
Limits or exclusions $0 Limits or exclusions $0 Limits or exclusions $0
The total Peg would pay is $0 The total Joe would pay is $0 The total Mia would pay is $0
The plan would be responsible for the other costs of these EXAMPLE covered services. 50f7
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Notice of Availability

ATTENTION: 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 612-676-3200/1-800-203-7225 (TTY 612-676-6810/
1-800-688-2534).

AN &0A:- PATICT £ 091674 Pr: 19 0278 04 A1det ALWCAP
PCOAPFA: L0 (P PCOTT a2 EPTT ATIPLA TN, PP AT 06
Aen, AP T AG AN A29.0- 019 PCAPA: 1 612-676--3200/
1-800-203-7225 (TTY 612-676-6810/1-800-688-2534) £.L.@-(.

LS Auilaal) 4 galll saclical) cileaad @l i gt ¢l jall el Coaats i€ 1) raus
e ity il slaal) 8 6l Aualal) sac bl cilaaddl g calacbuall Uadl i g5
Al e Juai¥) iy Ulas L) J a5l
612-676-3200/1-800-203-7225
(TTY 612-676-6810/1-800-688-2534)

UBENMUMS AN (USIOEASUNWMan 181
INAYNSWMANSSARISHGEINSRUNSH
EUHAY ISW SHINSSWIYpIUiSgjRuns
HISHRSHIRUMGGUIITSARINSEUNS
INWHSASIYRHIN SIu0isiiug 612-676-3200/
1-800-203-7225 (TTY 612-676-6810/1-800-688-2534)

FEEE  MIREEEERE, SRR S HBIIRE, BRI AR
Pl E s T B Rk, #ELAERRREA IR i, BEE
612-676-3200/1-800-203-7225 (HEFE AR 612-676-6810/
1-800-688-2534),

TR R E T, AT e R ANE S T B R
%o BEAh, FRADE fo PR A IE M A B & Ss,  CLCREAS
AR ILE R . 1EEH 612-676-3200/1-800-203-7225

(TTY 612-676-6810/1-800-688-2534).

ATTENTION : Si vous parlez Frangais, des services d’assistance
linguistique gratuits sont a votre disposition. Des aides et des
services auxiliaires appropriés pour fournir des informations dans
des formats accessibles sont également disponibles gratuitement.
Appelez le 612-676-3200/1-800-203-7225 (ATS 612-676-6810/
1-800-688-2534).

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Thnen kostenlose
Sprachassistenzdienste zur Verfiigung. Entsprechende Hilfsmittel
und Dienste zur Bereitstellung von Informationen in barrierefreien
Formaten stehen ebenfalls kostenlos zur Verfiigung. Rufen Sie
612-676-3200/ 1-800-203-7225 (TTY 612-676-6810/
1-800-688-2534) an.

& o afg 3y &l Sied 8, 1 Subaay 7: Yedb U
TeTadT YaNISUdsd g | JaH Wie BRI e HRAbaay
IUSd TS T 3R Jarg+Ht 7 Yeob Iua & |
612-676-3200/1-800-203-7225 (TTY 612-676-6810/
1-800-688-2534) TR hid B |
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TSWM SEEB: Yog tias koj hais tau lus Hmoob, ces yuav muaj kev
pab cuam txhais lus pub dawb rau koj siv. Kuj tseem muaj cov kev
pab txhawb ntxiv thiab cov kev pab cuam uas tsim nyog los mus
muab cov ntaub ntawv ghia paub nyob rau cov qauv uas nkag siv
tau dawb thiab. Hu rau 612-676-3200/1-800-203-7225

(TTY 612-676-6810/1-800-688-2534).

TVIBCOIO: m‘uOSmDmﬁi)c’)'mwﬁswccu'vwg158»?0)”05
NIVENUI. DENVY, FIDHNIVOINIVIOLCYD CcPt
NIDOINIVCTLNCBIE 3ucw8‘2manv?vsuccuummmcew

fNOWBSNDI. 1 612-676-3200/1-800-203-7225
(TTY 612-676-6810/1-800-688-2534).

HUBACHIISA: Afaan Oromo kan dubbattan yoo ta'e, tajaajila
gargaarsa afaanii bilisaan ni argattu. Odeeffannoo bifa dhagqabamaa
ta’een dhiheessuf, gargaarsii fi tajaajiloonni dabalataa mijatoo
ta’anis bilisaan ni kennamu. Bilbilaa 612-676-3200/1-800-203-7225
(TTY 612-676-6810/1-800-688-2534).

BHUMAHWE: Eciu Bbl TOBOpUTE HA PYCCKOM SI3bIKE, BaM
JIOCTYTIHBI O€CIUTaTHBIE YCIYTH SA3bIKOBOM TTOMOIIH.
CoOTBETCTBYIOIINE BCIIOMOTATEIILHBIE CPEJCTBA U YCIYTH 110
MPEIOCTABICHUIO HHPOPMAIIMH B IPYTUX (HopMaTax TaKKe MOKHO
nosryuuTh OecriatHo. [To3BoruTe M0 HOMEpy 612-676-3200/
1-800-203-7225 (TTY 612-676-6810/1-800-688-2534).

FIIRO GAAR AH: Haddii aad ku hadasho Af-Soomaali, adeegyada
caawimaada luuqadda ee bilaashka ah ayaa laguu heli karaa.
Kaalmooyinka iyo adeegyada dheeraadka ah ee kugu habboon si
macluumaadka laguugu siiyo qaabab la isticmaali karo ayaa sidoo
kale laguu heli karaa weliba si lacag la'aan ah. Wac 612-676-3200/
1-800-203-7225 (TTY 612-676-6810/ 1-800-688-2534).

ATENCION: Si habla espaiiol, tiene a su disposicion servicios
gratuitos de asistencia lingiiistica. También disponemos de ayudas y
servicios auxiliares adecuados de forma gratuita para facilitar
informacion en formatos accesibles. Llame al 612-676-3200/
1-800-203-7225 (TTY 612-676-6810/1-800-688-2534).

PAUNAWA: Kung nagsasalita ka ng Tagalog, may magagamit kang
mga libreng serbisyo ng tulong sa wika. Mayroon ding mga
naaangkop na karagdagang pantulong at serbisyo para
makapagbigay ng impormasyon sa mga accessible na format na
magagamit nang libre. Tumawag sa 612-676-3200/1-800-203-7225
(TTY 612-676-6810/1-800-688-2534).

CHU Y: Néu | quy Vi noi tiéng Viét, chiing toi c6 san dich vu hd tro
ngdn nglr mién phi cho quy vi. Ngoai ra, cling co san cac ho tro va
dich vu phu tro thich hop mién phi nhdm cung cap thong tin & cac
dinh dang co thé truy cap. Goi 612-676-3200/1-800-203-7225
(TTY 612-676-6810/ 1-800-688-2534).
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