Summa&of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
afe - UCare M Health Fairview Silver BH: AI/AN Limited Cost Sharing

2cU

Coverage Period: 01/01/2025 - 12/31/2025
Coverage for: Individual and Family | Plan Type: HMO

b

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, go to www.ucare.org/BenefitDocuments or
call 1-877-903-0069 (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 1-877-903-0069 (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

In-network: $3,300/Individual; $6,600/Family.
Non-network: $15,000/Individual;
$30,000/Family.

Why This Matters:

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 services. Limitations apply.
Copayments don’t apply to deductible.

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, 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?

$6,800/Individual; $13,600/Family. No
out-of-pocket limit for non-network services.

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, most non-network services, balance
billing charges (unless balance billing is
prohibited), and health care services 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 ucare.org/ifp-mhfv-directory or call
1-877-903-0069 (this call is free) or TTY:
1-800-688-2534 (this call is free) 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.

U8908 (07/2024)
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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 Non-IHCP
Care Provider Non-Network
(IHCP) (You Non-IHCP In-Network Provider (You
Services You will pay the Provider (You will pay will pay the Limitations, Exceptions, & Other
Common Medical Event May Need least) more) most) Important Information
25% coinsurance after
deductible. For online care
Primary care visit to treat (e-visits) and 50% coinsurance
an injury or illness No charge convenience/retail visits, after deductible None
25% coinsurance after
deductible.
If you visit a health care et et 25% coinsurance after 50% coinsurance | Authorization and notification may be
provider’s office or clinic Specialist visit No charge deductible after deductible required.
You may have to pay for services that
Preventive No o Deductible d 50% oo aren't Qrevenéivg. Ask your Qt.roviqr%r if the
vy sp—— o charge. Deductible does o coinsurance | services needed are preventive. Then
%ﬁ%g/ No charge not apply. after deductible | check what your plan will pay for. With a
prescription, some over-the-counter drugs
are no charge.
Diagnostic test (x-ray,
blood work) 25% coinsurance 50% coinsurance _— :
If you have a test imaging (CT/PET scans, No charge after deductible after deductible Authorization may be required
MRIs)

* For more information about limitations and exceptions, see the plan or policy document at www.ucare.org/BenefitDocuments. 20f9
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Common Medical Event

Services You
May Need

What You Will Pay

Indian Health
Care Provider

(IHCP) (You
will pay the
least)

Non-IHCP In-Network
Provider (You will pay

more)

Non-I[HCP
Non-Network
Provider (You

will pay the
most)

Limitations, Exceptions, & Other
Important Information

Preferred generic drugs | No charge Must be on formulary or receive a
i . formulary exception. Drugs and drug tiers
Slon preferred generic No charge _ on the formulary may change if a new
rugs 25% coinsurance after generic drug becomes available or new
Preferred brand drugs | No charge deductible information about the safety of a drug is
_ released. Up to 90-day supply at
Slr%%g referred brand No charge in-network retail or mail-order pharmacy.
Restrictions may apply. You will pay no
If you need drugs to treat more than $25 for each 30-day supply of
your illness or condition insulin on the formulary. You will pay no
More |_nfqrmat|on about Not covered more than $_25 once you have met your
prescription drug coverage plan deductible for each 30-day supply of
is available at drugs to treat diabetes, asthma, and
ucare.org/ifp-druglist. 256, f allergies requiring the use of epinephrine
: o coinsurance after auto-injectors (EpiPens) Your cost could
Spedalty drugs No charge deductible be less if you have met your out-of-pocket
limit. Most specialty drugs must be filled
at Fairview Specialty Pharmacy.
Manufacturer savings card, coupon or
rebate dollar amounts will count toward
your plan deductible and/or out-of-pocket
Facility fee (e.g.,
If you have outpatient ambulatory surgery No charae 25% coinsurance 50% coinsurance | Authorization and notification may be
surgery center) g after deductible after deductible | required.

Physician/surgeon fees

* 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 Non-IHCP
Care Provider Non-Network
Provider (You
will pay the
most)

(IHCP) (You
will pay the
least)

Non-IHCP In-Network
Provider (You will pay
more)

Limitations, Exceptions, & Other
Important Information

Services You

Common Medical Event May Need

25% coinsurance

25% coinsurance

Childbirth/delivery facility
services

after deductible

Emergency room care | No charge after deductible 323[1 (i:rtii-br;:twork None
If you need immediate : . 25% coinsurance
. . Emergency medical 25% coinsurance ==
medical attention fransoortation No charge after deductible after in-network | None
— - deductible.
25% coinsurance after 50% coinsurance
Uit gare MO eI deductible after deductible Ao
Facilty fee (¢.g., hospital 25% coinsurance 50% coinsurance
i room o coinsurance o coinsurance P .
If you have a hospital stay physi)cian/surgeon -~ No charge after deductible after deductible Notification required.
, , 25% coinsurance after 50% coinsurance | Authorization or notification may be
If you need mental health, Al SRS RO GIETE deductible after deductible | required.
behavioral health, or . : Coverage includes residential treatment
substance abuse services : : 25% coinsurance 50% coinsurance : A e
Inpatient services No charge after deductible after deductible | Services. Authorization or notification may
— ————— | be required.
No charge for routine . . o .
Office visits No charge orenatal and postnatal 519t Yo gogsutrﬁrce Nr?n-_routme office visits require cost
preventive services. alter decucibe | sharing.
If you are pregnant Childbirth/delivery
rofessional services % Coi % coi
d No charge 25% coinsurance 50% coinsurance Notification required.

after deductible

* 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 Non-IHCP
Care Provider Non-Network
(IHCP) (You Non-IHCP In-Network Provider (You
Services You will pay the Provider (You will pay will pay the Limitations, Exceptions, & Other
Common Medical Event May Need least) more) most) Important Information
25% coinsurance 50% coinsurance | Authorization required. Limited to 120

i caltileae No charge after deductible after deductible home visits per calendar year.

Rehabilitation services 25% coinsurance after 50% coinsurance . .

Habilitation services No charge deductible after deductible Authorization may be required.
If you need hel
re¥:overing or h‘;\,e other | Skilled nursing care NS 25% coinsurance 50% coinsurance | Authorization required. Limited to 120
special health needs g g after deductible after deductible | days per admission.

Durable medical 25% coinsurance 50% coinsurance N .

equipment No charge after deductible after deductible Authonzation may be required.

: : 25% coinsurance 50% coinsurance |, . :
Hospice services No charge e e e e Limit 30 days per episode.
I No charge. Deductible does | 50% coinsurance | Limit 1 routine eye exam per calendar

Children's eye exam No charge not apply. after deductible | year.
If your child needs dental . : 25% coinsurance e
or eye care Children’s glasses No charge B e D Not covered Limit 1 per calendar year.

T . Y
Children’s dental No charge No charge. Deductible does | 50% coinsurance Limit 2 per calendar year.

check-up

not apply.

after deductible

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.)

Non-emergency care when traveling outside Routine dental care (Adults)

o Acupuncture . .

« Bariatric surgery U.S. « Routine eye care (Adults)
« Cosmetic surgery « Non-formulary drugs unless an exception is o Routine foot care

« Infertility treatment obtained o Weight loss programs

« Intensive behavioral therapy for treatment of «  Private-duty nursing (except up to 120 hours are

covered to train hospital staff for a
ventilator-dependent patient)

autism spectrum disorders
o Long-term care

* For more information about limitations and exceptions, see the plan or policy document at www.ucare.org/BenefitDocuments. 50f9
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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

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
612-676-6609 or 1-877-903-0069 (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. 6 of 9
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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)

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

Mia's Simple Fracture

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

m The plan’s overall deductible $3,300 = The plan’s overall deductible $3,300 = The plan’s overall deductible $3,300
m Specialist copayment $0 = Specialist copayment $0 = Specialist copayment $0
m Hospital (facility) coinsurance 0% = Hospital (facility) coinsurance 0% = Hospital (facility) coinsurance 0%
m Other coinsurance 0% = Other coinsurance 0% = Other coinsurance 0%
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) Primary care physician office visits Emergency room care
Childbirth/Delivery Professional Services (including disease education) (including medical supplies)
Childbirth/Delivery Facility Services Diagnostic tests (blood work) Diagnostic test (x-ray)
Diagnostic tests (ultrasounds and blood work) Prescription drugs Durable medical equipment (crutches)
Specialist visit (anesthesia) Durable medical equipment (glucose meter) 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

Note: These numbers assume the patient received care from an IHCP provider or with [HCP referral at a non-IHCP. If you receive care from a non-IHCP provider

without a referral from an IHCP, your costs may be higher.

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

UCare complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability
or sex. UCare does not exclude people or treat them differently
because of race, color, national origin, age, disability or sex.

We provide aids and services at no charge to people with disabilities to
communicate effectively with us, such as TTY line, or written
information in other formats, such as large print.

If you need these services, contact us at 612-676-3200 (voice) or toll
free at 1-800-203-7225 (voice), 612-676-6810 (TTY), or
1-800-688-2534 (TTY).

We provide language services at no charge to people whose primary
language is not English, such as qualified interpreters or information
written in other languages.

If you need these services, contact us at the number on the back of
your membership card or 612-676-3200 or toll free at 1-800-203-7225
(voice); 612-676-6810 or toll free at 1-800-688-2534 (TTY).

If you believe that UCare has failed to provide these services or
discriminated in another way on the basis of race, color, national
origin, age, disability or sex, you can file an oral or written grievance.

Oral grievance

If you are a current UCare member, please call the number on the back
of your membership card. Otherwise please call 612-676-3200 or toll
free at 1-800-203-7225 (voice); 612-676-6810 or toll free at
1-800-688-2534 (TTY). You can also use these numbers if you need
assistance filing a grievance.

Written grievance

Mailing Address

UCare

Attn: Appeals and Grievances
PO Box 52

Minneapolis, MN 55440-0052
Email: cag@ucare.org

Fax: 612-884-2021

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, D.C. 20201

1-800-368-1019, 1-800-537-7697 (TDD)

Complaint forms are available at_
http://www.hhs.gov/ocr/office/file/index.html.
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ATENCION: si habla espafiol, tiene a su disposicion servicios
gratuitos de asistencia lingtistica. Llame al 612-676-3200/
1-800-203-7225 (TTY: 612-676-6810/1-800-688-2534).

LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus,
muaj kev pab dawb rau koj. Hu rau 612-676-3200/1-800-203-7225
(TTY: 612-676-6810/1-800-688-2534).

XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa
afaanii, kanfaltiidhaan ala, ni argama. Bilbilaa 612-676-3200/
1-800-203-7225 (TTY: 612-676-6810/1-800-688-2534).

C}{U Y: Néu ban néi Tiéng Yiét, o6 cac dich vu hd tro ngon nglt
mién phi danh cho ban. Goi s6 612-676-3200/1-800-203-7225
(TTY: 612-676-6810/1-800-688-2534).

VERG MRS RIS s, fm] DG MO AT AN S AR RS .
I 612-676-3200/1-800-203-7225 (TTY: 612-676-6810/
1-800-688-2534) &

BHUMAHUE: Ecnu Bbl rOBOPUTE HA PYCCKOM SI3bIKE, TO BaM
IOCTYTHBI OecIIaTHBIE YCIyTH nepesoaa. 3sorute 612-676-3200/
1-800-203-7225 (Teneraiin: 612-676-6810/1-800-688-2534).

TUo2a9u: 0999 Maudawaga 999,
nwdENawgofienauwan, T0suEjen,

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

ANFOF; 091515 £ ATICE NPT PFCTIP WCAF LCHTE M1A
ALTHPT HHIETPA: ®L T NTAD &PC LLDK 612-676-3200/
1-800-203-7225 (a1t A+ASF D 612-676-6810/1-800-688-2534).

o%aﬁﬁogoa:—t%@ﬁooo%l mp3 ogeacd, seis1 ogdsosteIENCDT oocm%orﬁﬁcm
Se1 §ondrondagedad. od: 612-676-3200/1-800-203-7225
(TTY: 612-676-6810/1-800-688-2534).

ACHTUNG: Wenn Sie Deutsch sprechen, stehen IThnen kostenlos
sprachliche Hilfsdienstleistungen zur Verfiigung. Rufnummer:
612-676-3200/1-800-203-7225 (TTY: 612-676-6810/1-800-688-2534).

E_‘]'Ujﬁ‘ 1UNS&"|H?‘-78UJ‘1 ﬁﬁﬁﬂjaj
IﬁjﬁiﬁSUﬁiﬁ?‘—u‘ﬁﬁm 1%&1:‘1’8%‘%1‘[113’[1)’
ﬁj—ﬂij‘iz‘ﬂSﬁJ'ﬂUUﬁj—if”ﬁﬂ Gj Qjﬁj'm 612-676-3200/
1-800-203-7225 (TTY: 612 676- 6810/1 800 688-2534)

bl Sl a0 555 A il sac Laall st (s ARU) S5 Caans € 13 AL gl
a5 anall s 3 5) 612-676-3200/1-800-203-7225 &y Josl
(612-676-6810/1-800-688-2534

ATTENTION : Si vous parlez frangais, des services d'aide
linguistique vous sont proposé€s gratuitement. Appelez le
612-676-3200/1-800-203-7225 (ATS : 612-676-6810/1-800-688-2534).

T ghmol & ARG SHA = A, Qlo] A AR AE FER
o] 8314 = 5T} 612-676-3200/1-800-203-7225
(TTY: 612-676-6810/1-800-688-2534) H 0. & H3laf F4 A Q.

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit
ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa
612-676-3200/1-800-203-7225 (TTY: 612-676-6810/
1-800-688-2534).
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