Summary of Benefits and Coverage: What this Plan Covers & What Cayv&eyl Sarvices Coverage Period: 021/2022 66/30/2023
UMR: TUCSON UNIFIED SCHOOL DISTRIQD428A9©®©02,003 Coverage for: Individual + Famign Typet{DHP

The Summary of Benefits and Coverage (SBC) document will help you choose a hH&tlsBErshows you how you and thewéuid
share the cost for covered health care services. NOTE: Information about the cost dt#iisdbtagremiun) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete termsvof. coveragebyisdlling
1-8008269781. For general definitions of common terms, such as allqwelhacedbiliincpinsuranceppaymepdeductiblgrovideror other

underlinettrms see the Glossary. You can view the Glossaryrat.coon call BOG8269781 to request a copy.

Important Questions Why this Matters:

What is the overall $1,50@erson $3,000amilyinnetwork
deductibl® $5,00(person $10,006amily Owdfnetwork

Are there services
covered before you me
yourdeductibl@

YesPreventive caservices are covered
before you meet ydaductible.

Are there other
deductibledor specific | No.
services?

What is the odbi— $5,00(erson $10,00@amily kmetwork
pocket limifor this_plan? $7,50@erson $15,008amily Otgfnetwork

What is not included in | Penaltiegremium®alance billimharges,
theoutofpocket [im® | and health care thisndoesn't cover.

Will you pay less if you Yes. See/ww.umr.coor call
use a network provider 18008269781 for a listroftwork provider:

Generally, you must pay all the costs from uptaltreeductiblamount
before this plfegins to pay. If you have other family members on the plan, th
overall family deductimiest be et before the@anbegins to pay.

Thisplancovers some items and services even if you haven't yetdmet e
amount. But a copayneeabinsuranamay apply. For examplepthixovers
certaimpreventive serviegithoutostsharin@nd before you meet your
deductible. See a list of covered preventiveatervices
https://www.healthcare.gov/coverage/preasagnefits/

You don’t have to meet dedudoblsgecific services.

Theoutofpocket limg the most you could pay in a year for covered services.
If you have other family membersgrathithe overall familyodpockelimit
must be met.

Even though you pay these expenses, they don’t count towérnd thetdumit

Thisplanuses arovider netwoNou will pay less if you use a piiavikler
plan’sietworkYou will pay the most if you use-a@metwork provigand you
might receive a bill from a prdordthe difference betweepitheder'eharge

and what your plaays lfalancéilliny. Be aware, your network pramight use
anoutofnetwork provider some services (such as lab work). Check with your
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Allcopaymerndcoinsuranaeosts shown in this chart are after your ddwascbeen met, il@ductiblapplies.

What You Will Pay

Limitations, Exceptions, & Othe|

In-network Outof-network Important Information
(You will pay the least) (You will pay the most)

Common

Medical Even Services You May Need

Primary care visit to treat an ir

orillness 20% Coinsurance 50% Coinsurance None
If you visit a
hp?gl?gecrf’:lsre Specialistisit 20% Coinsurance 50% Coinsurance None

office or clinic

You may have to pay for services that

Preventive casefeening aren't preventive. Ask your provider if

No charge; Deductible Waiv 50% Coinsurance

immunization the services you need are preventive.
Then check what your plan will pay for.
Diagnostic testray, blood work)20% Coinsurance 50% Coinsurance None
If you have a
test
Imaging (CT/PET scans, MRIs 20% Coinsurance 50% Coinsurance None
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Common
Medical Even

If you need
drugs to treat

What You Will Pay

Services You May Need
In-network

(You will pay the least)
Generic drugs (Tier 1) 0% Coinsurance

Limitations, Exceptions, & Othe
Outof-network Important Information

(You will pay the most)

Not Covered

yourillness or
condition.

More informatic.

about
prescriptiogirug

coverages
available at

www.caremark.
com.

Preferred brand drugs (Tier 2) 20% Coinsurance

Nonpreferred brand drugs (Tie 20% Coinsurance

Not Covered

None
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Common

Medical Even
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Excluded Services & Other Covered Services:

Services Your Plddoes NOT Cover (Check your policy orddeament for more information and a list of any e#fuérded services.)

e Acupuncture e Infertilitreatment e Privatalutynursing
e Cosmetisurgery e Longtermcare e Routine footre
e Dental car@dult)  Nonemergency care when traveling outditl8.the e Weight logrograms

e Urinanprug Screenings (Out of NetWdKLE2022)

Other Covered Services (Limitations may apply to these services. This isn’'t a complete list. Please sgecyouemntlyn
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http://www.cciio.cms.gov/
http://www.healthcare.gov/
http://www.healthcare.gov/
http://cciio.cms.gov/programs/consumer/capgrants/index.html

This is not a cost estimator. Treatments shown are just examples of how this plan

Theplanwould be responsible for the other costs of these EXAMPLE cov Page 7 of
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