83761GA005004400

Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage Period: Beginning on or after January 1, 2017
Coverage for: Individual or Individual + Family | Plan TYPE: PPO

A

This is only a summary. Ifyou want more detail about your coverage and costs, you can get the complete terms in the policy or plan
document at www.alliantplans.com. or by calling 1-800-811-4793.

Answers

Important Questions

What is the overall
deductible?

$1000 person / $2000
family. For non-
participating providers
$20000 person / $40000
family

Doesn't apply to

preventive care.

Why this Matters:

You must pay all the costs up to the deductible amount before this plan begins to pay for covered
services you use. Check your Eolic or plan document to see when the deductible starts over (usually,
but not always, January 1st). See the chart starting on page 2 for how much you pay for covered
services after you meet the deductible.

Are there other
deductibles for specific

services?

No.

You don't have to meet deductibles for specific services, but see the chart starting on page 2 for other
costs for services your plan covers.

Is there an out—of—pocket
limit on my expenses?

Yes. For participating
providers $1000 person /
$2000 family. For non-
participating providers

$40000 person / $80000
family.

The out-of-pocket limit is the most you could pay during a coverage period (usually one year) for your
share of the costs of covered services. This limit helps you plan for health care expenses.

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

Premiums, balance-billed
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.

Is there an overall annual
limit on what the plan

pays?

No.

The chart starting on page 2 describes any limits on what the plan will pay for specific covered services,
such as office visits.

Does this }Elan use a
network of providers?

Yes. See
www.alliantplans.com or

call 1-800-811-4793 for a

list of preferred providers.

If you use an in-network doctor or other health care provider, this plan will pay some or all of the costs
of)éovered services. Be aware, your in-network doctor or hospital may use an out-of-network provider
for some services. Plans use the term in-network, preferred, or participating for providers in their
network. See the chart starting on page 2 for how this plan pays different kinds of providers.

Do I need a referral to see

a specialist? No. You can see your specialist of choice without permission from this plan.
Are there services this Yes Some of the services this glan doesn't cover are listed on page 4. See your policy or plan document for

plan doesn’t cover?

additional information about excluded services.

%ucstions: Call 1-800-811-4793 or visit us at www.alliantplans.com.

you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary at
www.healthcare.gov or call 1-800-811-4793 to request a copy.
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Coverage Period: Beginning on or after January 1, 2017
Coverage for: Individual or Individual + Family | Plan TYPE: PPO

Co-payments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.

Summary of Benefits and Coverage: What this Plan Covers & What it Costs
//\ °
o Co-insurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if
the plan’s allowed amount for an overnight hospital stay is $1,000, your co-insurance payment of 20% would be $200. This may change if
you haven’t met your deductible.
e Theamount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the
allowed amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and

owed amount is $1,000, you may have to pay the $500 difference. (This is called balance billing;)

the

e This plan may encourage you to use participating providers by charging you lower deductibles, co-payments and co-insurance amounts.

Common Medical
Event

Services You May Need

Your Cost if You Use an
In-Network Provider

Your Cost if You Use an
Out-of-Network Provider

Limitations & Exceptions

If you visit a health
care provider’s office

or clinic

Primary care visit to treat an

40% co-insurance after

See your "Certificate of

injury or illness $15 co-pay/visit deductible Coverage" for details
R > 40% co-insurance after See your "Certificate of
Specialist visit $30 co-pay/visit deductible Cov}érage" for details

Other practitioner office visit

See Primary Care/Specialist Co-
pay

See Primary Care/Specialist Co-
pay

See your ':'C:ertificate of
Coverage" for details

Preventive

40% co-insurance after

See your "Certificate of

care/screening/immunization No Charge deductible Coverage" for details
Diagnostic test (x-ray, blood 40% co-insurance after See your "Evidence of Coverage"
wor (oray $30 co-pay/test ded(l)lctible for details 5
If you have a test . -
Imaging (CT/PET scans, 30% co-insurance after 40% co-insurance after See your "Evidence of Coverage
MR%S) deductible deductible for getails
Generic Drugs $10 co-pay/prescription $10 co-pay/prescription %gv}ggé;%gi té%ﬁjﬁi of
If you need drugs to S "Certif [
21::&1 );(l)élrl; illness or Preferred brand drugs $35 co-pay/prescription $35 co-pay/prescription (fgv}g;gge" fgi té elggitli o

More information

about prescription
drug coverage is
available at

www.alliantplans.com

Non-preferred brand drugs

$70 co-pay/prescription

$70 co-pay/prescription

See your "Certificate of
Coverage" for details

Preferred Specialty drugs

25% co-insurance after
deductible, $400 per Rx

maximum

25% co-insurance after
deductible

See your "Certificate of
Coverage" for details

Non-preferred Specialty drugs

N/A

N/A

N/A

(%ucstions: Call 1-800-811-4793 or visit us at www.alliantplans.com.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary at
www.healthcare.gov or call 1-800-811-4793 to request a copy.
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83761GA005004400

Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Common Medical
Event

Services You May Need

Your Cost if You Use an
In-Network Provider

Coverage Period: Beginning on or after January 1, 2017
Coverage for: Individual or Individual + Family | Plan TYPE: PPO

Your Cost if You Use an
Out-of-Network Provider

Limitations & Exceptions

Facility fee (e.%., ambulatory

0% co-insurance after

40% co-insurance after

See your "Certificate of

. surgery center deductible deductible Coverage" for details
If you have outpatient | SUr8°TY g
surgery . 0% co-insurance after 40% co-insurance after See your "Certificate of
Physician/surgeon fees deductible deductible Cov};:ragc" for details
Emergency room services $100 co-pay/visit $100 co-pay/visit %e(fv}éor;;:%gi t(ilfeigzitles of
If you need immediate | Emergency medical 0% co-insurance after 40% co-insurance after See your "Certificate of
medical attention transportation eductible eductible Coverage" for details
- 40% co-insurance after See your "Certificate of
Urgent care $75 co-pay/visit deductible Cov}érage" for details
1. . See your "Certificate of
I£ you have a hospital Facility fee (e.g., hospital room) | $300 co-pay 40% Cov}érage" for details
Physician/surgeon fee $0 co-pay 40% Ce(fv}éor;lée" fgité elgzitles ©
Mental/Behavioral Health S 40% co-insurance after See your "Certificate of
Outpatient Services $15 co-pay / office visit deductible Cov};:ragc" for details
Mental/Behavioral Health 0% co-insurance after 40% co-insurance after See your "Certificate of
: npatient Services eductible eductible overage" for details
{you havemental | 1 tient Servi deductibl deductibl Coverage” for detal
health, or substance Substance use disorder S 40% co-insurance after See your "Certificate of
use nee outpatient services $15 co-pay / office visit deductible Cov}érage" for details
Substance use disorder 0% co-insurance after 40% co-insurance after See your "Certificate of
inpatient services deductible deductible Coverage" for details
. 40% co-i f S "Certificate of
€ Prenatal and postnatal care $15 co-pay/visit de d;(c:géﬁsurance atter Ce(fv}gggrc" fgf' (11 ég:iles °
you are pregnant

Delivery and all inpatient

services

0% co-insurance after
deductible

40% co-insurance after
deductible

See your "Certificate of
Coverage" for details

%ucstions: Call 1-800-811-4793 or visit us at www.alliantplans.com.

you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary at

www.healthcare.gov or call 1-800-811-4793 to request a copy.
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Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage Period: Beginning on or after January 1, 2017
Coverage for: Individual or Individual + Family | Plan TYPE: PPO

Common Medical
Event

Services You May Need

Your Cost if You Use an
In-Network Provider

Your Cost if You Use an
Out-of-Network Provider

Limitations & Exceptions

Home health care g‘e’/?ilclg;iigfélrance after gg:l/(l)lgggilesurance after Limited to 120 visits per year
Rehabilitation services $30 co-pay / office visit ﬁgﬁlgg—bi?esurance after Limited to 40 visits per year
If you need hel!lp Habilitation services $0 co-pay / office visit ggﬁigﬁﬁur ance after Limited to 40 visits per year
recovering or nave
Oth(eil;sPeéal health Skilled nursing care $30 co-pay/visit 40% co-insurance after Limited to 60 days per year
nee ursing ¢ co-pay/v deductible yspery
. . 0% co-insurance after 40% co-insurance after See your "Certificate of
Durable medical equipment deductible deductible Cov};:ragc" for details
Hospice service Qe enee after deducole rance sfer e Tordaeais "
Eye exam ge"gu(ggibnlzur ance after ?18 (f{(; C(t:ic];ilgsurancc after Limited to one exam per year
If child 0 % Coinsurance after 40 % Coinsurance after I .
dezrl(l)::lror eyelé::gs Glasses deductible deductible Limited to 1 item per year
0 % Coinsurance after 40 % Coinsurance after Limited to 2 procedures per
Dental check up deductible deductible year P P

Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy or plan document for other excluded services.)
e Acupuncture e Hearing Aids e Private-Duty Nursing
e Bariatric Surgery o Infertility Treatment e Routine Eye Care (Adult)
i Long-T
o Cosmetic Surgery e Long-Term Care e Routine Foot Care
* Dental Care (Adult) * Non-Emergency Care When Traveling *  Weight Loss Programs
Outside the U.S.

(%ucstions: Call 1-800-811-4793 or visit us at www.alliantplans.com.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary at

www.healthcare.gov or call 1-800-811-4793 to request a copy. 4 of 7



%@] 83761GA005004400 Coverage Period: Beginning on or after January 1, 2017

Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual or Individual + Family | Plan TYPE: PPO

Excluded Services & Other Covered Services:

Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered services and your costs for these
services.)

o Chiropractic Care In-Network Chiropractic
Services - limit 20 visits per year.

Your Rights to Continue Coverage:

If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep health
coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium you pay

while covered under the plan. Other limitations on your rights to continue coverage may also apply.

For more information on your rights to continue coverage, contact the plan at 1-800-811-4793. You may also contact your state insurance department, the
U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the U.S. Department of Health and
Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov.

Your Grievance and Appeals Rights:

If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For questions
about your rights, this notice, or assistance, you can call 1-800-811-4793.

(%ucstions: Call 1-800-811-4793 or visit us at www.alliantplans.com.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary at

www.healthcare.gov or call 1-800-811-4793 to request a copy. 5of7



I g9761GA005004400

Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage Period: Beginning on or after January 1, 2017
Coverage for: Individual or Individual + Family | Plan TYPE: PPO

bout ihese Coverage
xamples:

These examples show how this plan miéht

cover medical care in given situations. Use

these examples to see, In general, how much
inancial protection a sample patient might

get if they are covered under different plans.

A . .
This is not
cost estimator.

Don’t use these examples to
estimate your actual costs under
this plan. The actual care you
receive will be different from these
examples, and the cost of that care
will also be different.

See the next page for important
information about these examples.

Having a baby
(normal delivery)

B Amount owed to providers: $7,540

® Plan pays $5315
B Patient pays $2225

Sample care costs:

Managing type 2 diabetes

(routine maintenance of

a well-controlled condition)

B Amount owed to providers: $5,400

B Plan pays $2725
B Patient pays $2675

(%ucstions: Call 1-800-811-4793 or visit us at www.alliantplans.com.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary at
www.healthcare.gov or call 1-800-811-4793 to request a copy.

Hospital charges (mother) $2,700 Sample care costs:
Routine obstetric care $2,100 Prescriptions $2,900
Hospital charges (baby) $900 Medical Equipment and Supplies | $1,300
Anesthesia $900 Office Visits and Procedures $700
Laboratory tests $500 Education $300
Prescriptions $200 Laboratory tests $100
Radiology $200 Vaccines, other preventive $100
Vaccines, other preventive $40 Total $5,400
Total $7,540 Patient pays:
Patient pays: Deductibles $1000
Deductibles $1000 Co-pays $1620
Co-pays $1165 Co-insurance $0
Co-insurance $0 Limits or exclusions $55
Limits or exclusions $60 Total $5400
Total $7540
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Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage for: Individual or Individual + Family | Plan TYPE: PPO

Questions and answers about the Coverage Examples:

What are some of the What does a Coverage Example
assumptions behind the Coverage show?

Examples?

For each treatment situation, the Coverage
Costs don’t include premiums. Example helps you see how deductibles, co-

I ﬁaizments, and co-insurance can add up. It also
Sample care costs are based on national clps you see what expenses might be left up to
averages sllﬂzllied by the U.S. Department of ~ you to pay because the service or treatmentiisn’t

Health and Human Services, and aren’t covered or payment is limited.

specific to a particular geographic area or

health plan.

The patient’s condition was not an excluded DOGS_ the Coverage Example

or preexisting condition. predict my own care needs?
X

All services and treatments started and ended No. Treatments shown are just examples. The
in the same coverage period. care you would receive for this condition
could be different based on your doctor’s
advice, your age, how serious your condition
is, and many other factors.

There are no other medical expenses for any
member covered under this plan.

Out-of-pocket expenses are based only on
treating the condition in the example:

The patient received all care from in-network Does the Coverage Example

roviders. If the patient had received care predict my future expenses?
from out-of-network providers, costs would

have been higher.

No. Coverage Examples are not cost
estimators. %’ou can’t use the examples to
estimate costs for an actual condition. They
are for comparative purposes only. Your own
costs will be different depending on the care
you receive, the prices your providers charge,
and the reimbursement your health plan
allows.

Can | use Coverage Examples to
compare plans?

v Yes. When you look at the Summary of
Benefits ang Coverage for other plans, you'll
find the same Coverage Examples. When you
compare plans, check the “Patient Pays” box
in each example. The smaller that number,
the more coverage the plan provides.

Are there other costs | should
consider when comparing plans?

v Yes. An important cost is the premium you
pay. Generally, the lower your premium, the
more you'll pay in out-of-pocket costs, such as
co-payments, deductibles, and co-insurance.
You sﬁoula also consider contributions to
accounts such as health savings accounts

HSAg), flexible spending arrangements
FSAs) or health reimbursement accounts

HRAS) that help you pay out-of-pocket

cxpenses.

%ucstions: Call 1-800-811-4793 or visit us at www.alliantplans.com.

you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary at
www.healthcare.gov or call 1-800-811-4793 to request a copy. 7of7



Language Assistance

Si usted, o alguien a quien usted estd ayudando, tiene preguntas acerca de Alliant Health Plans, tiene derecho a obtener ayuda e informacion en su idioma sin costo
alguno. Para hablar con un intérprete, llame al (800) 811-4793.

N&u quy vi, hay ngudi ma quy vi dang gitp d&, cé cau hdi vé Alliant Health Plans, quy vi s& cé quyén duoc gitip va cé thém théng tin bang ngdn ngtt cla minh mién phi. D& néi chuyén véi
mot thong dich vién, xin goi (800) 811-4793.

Otet 25t = Aot 510 U= HE AFRO| Alliant Health Plans Off 2t Al 2 20| JCHH Fote Jst S HEE Aot AU Z HIE 2EQI0l 22 £ A= Al ASLICH
OZH S ALRF 0HD16HD] 26l Al =(800) 811-4793 2 &M Stol & Al L.

RE, BRREEEREMNESR, HEAMNIEASBMIE B ATEAlant Health Plans | A EMMEIRE, SEEARELUGHEESIIEBMAL, AH—LBEE, FHREE THLHEBEARK
= (800) 811-4793,

o] il Ueql qi S1eel HeE 521 28 [ AH (8] S1el [AUTAN § U544 o1 3 3 S]] [l U8 12 ] dtted HEE 1ol H sscd] AT 1) 2[5 2 8. " W (Gt 121 21 61 N 4 U2 521 8152 8. g6t [d [52 4
2,21 el € Wa 52] elied? ] Y2 516 521 (800) 811-4793.

Si vous, ou quelqu'un que vous étes en train d’aider, a des questions a propos de Alliant Health Plans, vous avez le droit d'obtenir de I'aide et l'information dans votre langue a aucun co(t.
Pour parler a un interpréte, appelez (800) 811-4793.

ACNPI MCITHCOP P TROMTINONAE QAAlliant Health PlansTf® haTU: PA I IPNEP R TRP ACHIT av. B € OFTTHod¥ AATUe: NANFCATTIIC Aod 21 CF (800) 811-4793 L. (DA«:

gaf S1ae, g1 79 GGINT TETIT HHY o] 76 BB qIHAT B Alliant Health Plans & 3% 7 QRY[T &, d1 0% GRT 3] 4797 T G0 7 GETIT JiR Ga=T QRTqd &Y &7 eI G/
JET9T G §7 B @ 1E, (800) 811-4793 TR Bl B/

Si oumenm oswa yon moun w ap ede gen kesyon konsenan Alliant Health Plans, se dwa w pou resevwa asistans ak enfomasyon nan lang ou pale a, san ou pa gen pou peye pou sa. Pou pale
avek yon entepreét, rele nan (800) 811-4793.

Ecnun y Bac uav nua, KOTopomy Bbl MOMOraeTe, UMetoTcs Bonpock! no nosoay Alliant Health Plans, To Bbl MMeeTe npaBo Ha 6ecnnaTHOE Nosy4YeHWe NOMOLM U MHPOPMALIMM Ha BalLeM fA3biKe. [nA
pa3roBopa ¢ NepeBoAYMKOM No3BOHMUTE no TenedoHy (800) 811-4793.

O OIS &Lt o (sl sl sae lui dli] o seass Alliant Health Plans ¢ <lali o/ 6 Jsasdl e sac luell Cils sleall 4 ) 5 uiall izl (yo (50 ) 4S5 Gonill wo an o (Ll (800) 811-4793.

Se vocé, ou alguém a quem vocé estd ajudando, tem perguntas sobre o Alliant Health Plans, vocé tem o direito de obter ajuda e informagdo em seu idioma e sem custos. Para falar com um
intérprete, ligue para (800) 811-4793.

ST slad b (anS 4S Lo g/ KaS 2iSs0 ¢ Sl s 0 2 50 Alliant Health Plans ¢ 4idlo auils s ool L) 4 )l 48 SaS 5 cile Mo/ 0 ol 353 ) 4y s G0 <l 0 31Lai(800) 811-4793. (slad hials ulai

Falls Sie oder jemand, dem Sie helfen, Fragen zum Alliant Health Plans 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 (800) 811-4793 an.

AN, FEEEEHOFDEY DA TH Alliant Health Plans ITDWT ZEBASE WELFL, CHFEDEETHR—FERZIT1Y, BREAFLEYI B ENTEFET, HEIHH
YEHA, BREBEINDIHE. (800)811-4793F THEFELL LY,
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ATTENTION: If you speak Spanish, language assistance services, free of charge, are available to you.
Call 1-(800) 811-4793 (TTY/TDD: 1-(800) 811-4793).

Non Discrimination
Alliant Health Plans complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex.

Alliant Health Plans cumple con las leyes federales de derechos civiles aplicables y no discrimina por motivos de raza, color, nacionalidad, edad, discapacidad o sexo.

Alliant Health Plans tuan tha luat dan quyén hién hanh clta Lién bang va khdng phan biét d8i xr dwa trén chling tdc, mau da, ngudn géc qudc gia, d6 tudi, khuyét tat, hodc gidi tinh.
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Alliant Health Plans 2(=) 24 @it
Alliant Health Plans 28575 MR ROMEIEAEHUE, ARFER, WM, R, i, 285 SoERlim Bl Em A,
Alliant Health Plans G2 USctl dxctell o8 RS2 Sl2UEL A8 YA 8 UA , 32U, 2 HA, H?, UAUSAU AU ANAl HIEUD AECUA AW AUH] HIdA o1&l

Alliant Health Plans respecte les lois fédérales en vigueur relatives aux droits civiques et ne pratique aucune discrimination basée sur la race, la couleur de peau, I'origine nationale, I'age, le
sexe ou un handicap.

Alliant Health Plans 24,840 ALLA a7 ooVt P9LONNC AP? APTT OHC: 0P8 PAIPE NHC Y29: NALTR: QANA 8T @RI N2F TI7EDII° D APIAIC:

Alliant Health Plans &79] 8l J19% HENT ATMIF IEFR Hlefed HT Gieled FRAT & IR SN, 39T, 50T Hel, 1Y, UFHAIA, IT DT & TR G AGHIT g0 FAl 8/

Alliant Health Plans konfom ak lwa sou dwa sivil Federal ki aplikab yo e li pa fé diskriminasyon sou baz ras, koule, peyi orijin, laj, enfimite oswa seks.

Alliant Health Plans co6atonaet npumeHumoe peaepanbHoe 3aKOHOAATE/NbCTBO B 061aCTH rpaskAaHCKUX NPas v He A0NyCKaeT ANCKPUMMUHALMM MO NPU3HaKaM Pachl, LBETa KOXKU,
HaUMOHaNbHOM NPUHAA/IEKHOCTH, BO3pacTa, MHBANNAHOCTU UK NoAa.

SOl o Gl el e s 15 by  sanad) D) jadl) duinall (5 sindl il i Alliant Health Plans . qwiad! of 4lell) of susl) of ido ol Joalll 5 il
Alliant Health Plans cumpre as leis de direitos civis federais aplicaveis e ndo exerce discriminagdo com base naraga, cor, nacionalidade, idade, deficiéncia ou sexo.
5 S o Cumiigh g g S )2 ide Gsin il sl Alliant Health Plans <uia b (/53 com ¢ sl Caaloal s g K el i guled] o oininsi i s8a0 2 o ad S sl

Alliant Health Plans erfiillt geltenden bundesstaatliche Menschenrechtsgesetze und lehnt jegliche Diskriminierung aufgrund von Rasse, Hautfarbe, Herkunft, Alter, Behinderung oder
Geschlecht ab.
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