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

colorado
access choic

s

Access Connected Care Partners, |

Coverage Period: 01/01/2027 - 12/31/2027
Coverage for: Individual | Plan Type: EPO

S Colorado Access Choice EPO Bronze 7000 Rx Copay

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan
u 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.coaccesschoice.com or call 1-833-575-8033. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment,

deductible, provider, or terms, see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary/ or call 1-833-575-8033 to request a copy.

Important Questions

What is the overall
deductible?

Answers

$7,000/ individual or $14,000 / 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. 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 and primary
care services are covered before
you meet your 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?

$11,000/ individual or $22,000/
family

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, and health care this
plan doesn’t cover.

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

Will you pay less if you
use a network provider?

Yes. See
www.coaccesschoice.com or call
1-833-575-8033 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 All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Medical Event

Services You May Need

What You Will Pay

Contracted

Non-Contracted

Limitations, Exceptions, & Other
Important Information

Primary care visit to treat an  $50 copay/office visit; deductible = Not covered Includes virtual visits.
If you visit a health care  injury or illness does not apply
provider’s office or clinic  Specialist visit $100 copay/office visit; Not covered Includes virtual visits.
deductible does not apply
Preventive care/screening/ = $0 copay/office visit; deductible | Not covered You may have to pay for services that
Immunization does not apply aren’t preventive. Ask your provider if
the services needed are preventive.
Then check what your plan will pay for.
Diagnostic test (x-ray, blood  Lab: Freestanding/physician's Not covered
work) office: $50 copay/per service;
If you have a test deductible does not apply None
Hospital: $100 copay/per service;
deductible does not apply
X-ray: 60% coinsurance
Imaging (CT/PET scans, 60% coinsurance Not covered
MRIs)
If you need drugs to Preventive Drugs (ACA) $0 copay/office visit; deductible | Not covered No cost share for eligible drugs.
treat your illness or Tier 1 does not apply
condition Generic drugs 30-day supply (retail & mail Not covered Covered up to a 90-day supply (retail &
More information about Tier 2 order): $35 copay/prescription; mail order); 90-day cost share is 2
prescription drug deductible does not apply times the 30-day supply.
coverageisavailableat  preferred brand drugs 30-day supply (retail & mail Not covered
Www.coaccesschoice.com  Tigr 3 order): $250 copay/prescription;
| deductible does not apply
Non-preferred brand drugs = 30-day supply (retail & mail Not covered
Tier 4 order): $700 copay/prescription;
' deductible does not apply
Specialty drugs 30-day supply (retail& mail Not covered
Tier 5 order): $900 copay/prescription;
deductible does not apply
* For more information about limitations and exceptions, see the plan or policy document at www.coaccesschoice.com Page 2 of 7
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Common Medical Event

Services You May Need

What You Will Pay

Contracted

Non-Contracted

Limitations, Exceptions, & Other

If you have outpatient

(You will pay the least)

Facility fee (e.g., ambulatory’ 60% coinsurance

(You will pay the most)
Not covered

Important Information

Preauthorization may be required.

surgery center)

surgery
Physician/surgeon fees 60% coinsurance Not covered None
Emergency room care 60% coinsurance Covered same as None

If you need immediate
medical attention

Emergency medical
transportation

60% coinsurance

Contracted

Covered same as
Contracted

Non-emergency Non-Contracted
ambulance services are limited to
$50,000 per trip, does not apply to air
ambulance.

Urgent care

$100 copay/per visit; deductible

Covered same as

Additional cost share determined

does not apply Contracted based on service received.
) Facility fee (e.g., hospital 60% coinsurance Not covered Preauthorization may be required.
If you have a hospital room) 60 days/benefit period of inpatient
stay rehabilitation services for Contracted
provider.
Physician/surgeon fees 60% coinsurance Not covered None
If you need mental Outpatient services $50 copay/office visit; deductible = Not covered None
health, behavioral SO 1) apply.. o
health, or substance AII. other outpatient 60%
abuse services CONSLTance
Inpatient services 60% coinsurance Not covered
Office visits $50 copayl/office visit; deductible = Not covered Cost sharing does not apply for
does not apply preventive services. Depending on the
If you are pregnant Childbirth/delivery 60% coinsurance Not covered type of services, a copay, coinsurance
professional services or deductible may apply Maternity care
may include tests and services
Childbirth/delivery 60% coinsurance Not covered described elsewhere in the SBC (i.e.,
facility services ultrasound).
Home health care 60% coinsurance Not covered Limited to 60 visits per year.
if you need help Rehabilitation services $100 copay/per visit; deductible | Not covered Limited to 20 visits per therapy per

recovering or have

does not apply

* For more information about limitations and exceptions, see the plan or policy document at www.coaccesschoice.com

year. Visit limits for physical therapy,
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What You Will Pay

Common Medical Event Services You May Need  Contracted Non-Contracted Limitations, Exceptions, & Other
(You will pay the least) (You will pay the most) Important Information
other special health occupational therapy, and speech
needs Habilitation services $100 copay/per visit; deductible | Not covered therapy do not apply to therapies when
does not apply primary diagnosis is behavioral

health/mental health/substance use
disorder or to medically necessary
autism spectrum disorder.

Skilled nursing care 60% coinsurance Not covered Limit 100 days per calendar year

Durable medical equipment | 60% coinsurance Not covered Excludes items for comfort,
convenience or lifestyle/non-medical
use (e.g., exercise equipment,
humidifiers, stockings, hygiene
supplies, pools/spas, elevators).

Hospice services 60% coinsurance Not covered Preauthorization may be required.
. Children’s eye exam No charge, deductible does not | Not covered Limited to 1 exam per year.
If your child needs dental apply
oreye care Children’s glasses No charge, deductible does not | Not covered Limited to $120 every 2 years for
apply hardware.
Children’s dental check-up ~ Not covered Not covered None

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.)

o Cosmetic surgery e Dental care (Adult) e long-term care
o Non-emergency care when traveling outside the e Routine eye care (Adult) ¢ Routine foot care
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 Abortion e Acupuncture - Limited to 6 visits per year o Bariatric surgery
e Chiropractic care — Limited to 20 visits e Hearing aids — Limited to 1 device per year e Infertility treatment
per year every 60 months (under 18 years of age)

o  Private-duty nursing

* For more information about limitations and exceptions, see the plan or policy document at www.coaccesschoice.com Page 4 of 7
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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: Colorado Division of Insurance at 303-894-7490 or 800-930-3745, or visit doi.colorado.gov; or Department of Health and Human Services, Center for
Consumer Information and Insurance Oversight, at 1-877-267-2323 ext. 61565 or www.cms.gov/cciio; or contact the plan. 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 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 your plan, or Colorado Division of Insurance Consumer Services. To contact Colorado Access Choice member services, please call 1-833-575-
8033, TTY users should call 711, or visit us at www.coaccesschoice.com.

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.

PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number.
The valid OMB control number for this information collection is 0938-1146. The time required to complete this information collection is estimated to average 0.08 hours per response, including
the time to review instructions, search existing data resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of the
time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland
21244-1850.

* For more information about limitations and exceptions, see the plan or policy document at www.coaccesschoice.com Page 5 of 7
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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)

B The plan’s overall deductible $7,000
B Specialist [cost sharing] $100
B Hospital (facility) [cost sharing] 60%
B Other [cost sharing] 60%

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, Peq would pay:
Cost Sharing

Deductibles $7,000
Copayments $600
Coinsurance $2,600

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $10,260

controlled condition)

B The plan’s overall deductible $7,000
B Specialist [cost sharing] $100
B Hospital (facility) [cost sharing] 60%
B Other [cost sharing] 60%

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 $7,000
B Specialist [cost sharing] $100
B Hospital (facility) [cost sharing] 60%
M Other [cost sharing] 60%

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 \ $5,600 Total Example Cost \ $2,800
In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing
Deductibles $0 Deductibles $2,100
Copayments $4,000 Copayments $600
Coinsurance $500 Coinsurance $0
What isn’t covered What isn’t covered
Limits or exclusions $20 Limits or exclusions $0
The total Joe would pay is $4,520 The total Mia would pay is $2,700

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Language Access Services:

ATTENTION: If you speak English, language assistance services including appropriate auxiliary aids and services, free of charge, are available to
you. Call 1-833-575-8033 (TTY 711).

Espaiiol (Spanish) ATENCION: Si habla espafiol, tiene a su disposicidn servicios de asistencia lingiiistica que incluyen ayudas y servicios auxiliares
adecuados y gratuitos. Llame al 1-833-575-8033 (TTY 711).

ATICE (Amharic) Fh-ZF: ATCT PMT4 NTT +10, PP 28T APCEPFT AT ATAITTT 9o PRTIR ACSF ATAI AT NY] £78 A N 1-833-
575-8033 L£2Mm-A (TTY 711):

danliall cladadl g Bacbusall Jilus g (e @) (8 Loy 45 all) o Lusal) ladd &l 3 655l o) Saaat i€ 1Y) i (Arabic) . 4 al(TTY 711) 1-833-575-8033 adlb duall sl

H13C (Chinese) V1S « ANRIEER T 3C, I rIERARETES MBI, wF5E & EiBhast ik, 7 1-833-575-8033 (TTY 711) ,
S (e Cnia )l L) g S g i ¢« CObg pe g cclie Jluidy cladd 58 1SS glaa i (Farsi) iie ol o 8) (TTY 711) 2050 oslai ) TTY) 1-833-575-8033
Gl o Gl jiad 53 GBS & g

Frangais (French) ATTENTION: si vous parlez frangais, des services d'assistance linguistique comprenant des aides et services auxiliaires
appropriés, gratuits, sont a votre disposition. Appelez le 1-833-575-8033 (TTY 711).

Deutsch (German) ACHTUNG: Wenn Sie Deutsch sprechen, steht Ihnen die Sprachassistenz mit entsprechenden Hilfsmitteln und Dienstleistungen
kostenfrei zur Verfiigung. Rufen Sie 1-833-575-8033 an (TTY 711).

HKGE (Japanese) 11 E : HAGEZGETHA. MU GRCY — B XA 2GS K E Y — U ANERCIgfit &S v E 3, 1-833-575-
8033 F TREEL 2 &V (TTY711)

ot 0 (Korean) T2|: ot 0{ & 7 AISIA 42, 2ot EX 7|7| S AMH|ATFESHE 210 X| & MH| A7 R 2 2 NS & LT 1-833-575-

I

8033 = M3l M L (TTY 711).

(Nepali) ST BT IN: TG AUTS -UTdE Sedgo HH, ST TgTd Tl X Halg Fgd HTHT HerIdl Haee, 2:eh Suds &+
I 1-833-575-8033 (TTY 711).

Pycckuit (Russian) BHUMAHME! Ecnu Bbl roBOpUTE NO-PYCCKM, BaM AOCTYNHbI 6ecnnaTHble YCayru A3blKOBOM NOAAEPKKM, BKAOYAA
COOTBETCTBYIOLLME BCMOMOraTe/ibHble CpeacTsa u ycnyru. Mo3soHuTe no Homepy 1-833-575-8033 (TTY 711).

Tagalog (Tagalog) PAALALA: Kung nagsasalita ka ng Tagalog, available sa iyo ang serbisyo ng tulong sa wika kabilang ang mga naaangkop na
karagdagang tulong at serbisyo, nang walang bayad. Tumawag sa 1-833-575-8033 (TTY 711).

Tiéng Viét (Vietnamese) CHU Y: N&u ban ndi tiéng Viét, ban cé thé s& dung céc dich vu hd tro ngén ngit mién phi, bao gdm cac dich vu va phuong
tién h& tro phu hop. Xin goi 1-833-575-8033 (TTY 711).

Hindi: ST §: I G 30 ol dlad 8 ol 3M0ch [oaU ud § HTST TERIdT HaTd SUdsd §| 1-833-575-8033 (TTY 711)TR Il X |

Af-Soomaali (Somali): Fiiro gaar ah: Haddii aad ku hadasho Af-Soomaali, adeegyada kaalmada lugadda, oo bilaash ah, ayaa kuu diyaar ah. Wixii
macluumaad dheeraad ah, fadlan wac 1-833-575-8033 (TTY 711).
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