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

SoloCare Bronze No Referral HMO
(3 Free PCP Visits + $0 Specialty Drug Copay + Dental) 110013-02

Coverage Period: Beginning on or after January 1, 2022
Coverage for:Individual or Individual + 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 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, call 1-800-811-4793 or visit
www.alliantplans.com. 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 or call 1-800-811-4793 to request a copy.

Important Questions Answers Why This Matters:
\é\g:iitclt?btlr;?? overgl $0 See the Common Medical Events chart below for your costs for services this plan covers.

. . . This plan covers some items and services even if you haven't yet met the deductible amount. But a
/;«;tfeotrr;ergus ?nnggf socijorvered zﬁ:é op—\;g\r/: (? ttl)\é?ocrzre osuerr:w/gts copayment or coinsurance may apply. For example, this plan covers certain preventive care without
ol cti)tlal o7 y our deductible y cost sharing and before you meet your deductible. See a list of covered preventive care at
—_ your deductiie. www.healthcare.gov/coverage/preventive-care-benefits.
Are there other deductibles No You don't have to meet a deductible for specific services, but see the chart starting on page 2 for other
for specific services? ' costs for services your plan covers.
mﬁ(ﬁ tt::iz ‘i;?,f' oKet Not Applicable This plan does not have an out of pocket limit.

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

Not Applicable

This plan does not have an out of pocket limit.

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 your specialist of choice without permission from this plan.

(DT - OMB control number: 1545-0047/Expiration DATE: 12/31/2019)(DOL - OMB control number: 1210-0147/Expiration DATE: 5/31/2022)

(HHS - OMB control number: 0938-1146/Expiration DATE: 10/31/2022)
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A\\ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

Network Provider
(You will pay the least)

Limitations, Exceptions, & Other Important

Out-of-Network Provider Information
(You will pay the most)

Common
Medical Event

Services You May Need

Primary care visit to treat an p——— " :
. ) No Charge No Charge See your "Certificate of Coverage" for details
If you visit a health injury or illness
care provider's office or | Specialist visit No Charge No Charge See your "Certificate of Coverage" for details
cinic Peviiis No Charge No Charge See your "Certificate of Coverage" for details
care/screening/immunization
\IAD/i;kr)]OStic test (x-ray, blood No Charge No Charge Laboratory/Pathology No Charge
If you have a test T
I\ng)ng ( Scans, No Charge No Charge See your "Certificate of Coverage" for details
If you need drugs to
treat your illness or Generic drugs (Tier 1) No Charge No Charge See your "Certificate of Coverage" for details
condition Preferred brand drugs (Tier 2) |No Charge No Charge See your "Certificate of Coverage" for details
More information about N torred brand d
prescription drug an-%re erred brand arugs N Charge No Charge See your "Certificate of Coverage” for details
coverage is available | (T€r3)
at Specialty drugs (Tier 4) No Charge No Charge See your "Certificate of Coverage" for details
www.alliantplans.com
Facility fee (e.g., ambulator Wi " .
If you have outpatient surgerxg/ cen(teg Y INo Charge No Charge See your "Certificate of Coverage" for details
surge
gery Physician/surgeon fees No Charge No Charge See your "Certificate of Coverage" for details
Emergency room care No Charge No Charge See your "Certificate of Coverage" for details
If you need immediate |Emergency medical S " :
e e transportation No Charge No Charge See your "Certificate of Coverage" for details
Urgent care No Charge No Charge See your "Certificate of Coverage" for details
Facility fee (e.g., hospital N A " :
If you have a hospital | room) No Charge No Charge See your "Certificate of Coverage" for details
stay Physician/surgeon fees No Charge No Charge See your "Certificate of Coverage" for details
Egéi{'h?ggﬁawi%rg?l Outpatient services No Charge No Charge See your "Certificate of Coverage" for details
aﬁﬁstg’s‘gﬁi%%%ta""e Inpatient services No Charge No Charge See your "Certificate of Coverage" for details
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What You Will Pay

Common Limitations, Exceptions, & Other Important

Medical Event Services You May Need Network Provider Out-of-Network Provider Information
(You will pay the least) (You will pay the most)

Office visits No Charge No Charge See your "Certificate of Coverage" for details
Childbirth/delivery No Charge No Charge See your "Certificate of Coverage" for details

If you are pregnant professional services
g::\l/(ijfér;thldellvery [2e No Charge No Charge See your "Certificate of Coverage" for details
Home health care No Charge No Charge Limit to 120 visits per Calendar Year

If you need help Reh.a.bllljratlon sejrwces No Charge No Charge L!m!ted to 40 v!s!ts per year

recovering or have Habilitation services No Charge No Charge Limited to 40 visits per year

other special health | Skilled nursing care No Charge No Charge Limited to 60 days per year

- Durable medical equipment  |No Charge No Charge See your "Certificate of Coverage" for details
Hospice services No Charge No Charge See your "Certificate of Coverage" for details
Children's eye exam No Charge No Charge Limited to one exam per year

If your child needs Children's glasses No Charge No Charge Limited to 1 item per year

dental or eye care
Children's dental check-up No Charge No Charge Limited to 2 procedures per year

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 * Hearing Aids * Routine Eye Care (Adult)

*  Bariatric Surgery * Infertility Treatment * Routine Foot Care

+  Chiropractic Care * Long-Term Care . gome Rlans do include Chiropractic and/or Dental
are (Adult), reference your plan document.

«  Cosmetic Surgery . m%noEénergency Care When Traveling Outside ~ «  Weight Loss Programs

+  Dental Care (Adult) +  Private-Duty Nursing

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

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: Alliant Health Plans at 1-800-811-4793, the Georgia Department of Insurance, 1-800-656-2298 or www.oci.ga.gov, 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.. 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

Page 3 of 5


http://www.healthcare.gov/sbc-glossary/#home-health-care
http://www.healthcare.gov/sbc-glossary/#rehabilitation-services
http://www.healthcare.gov/sbc-glossary/#habilitation-services
http://www.healthcare.gov/sbc-glossary/#skilled-nursing-care
http://www.healthcare.gov/sbc-glossary/#durable-medical-equipment
http://www.healthcare.gov/sbc-glossary/#hospice-services
http://www.healthcare.gov/sbc-glossary/#plan
http://www.healthcare.gov/sbc-glossary/#plan
http://www.healthcare.gov/sbc-glossary/#excluded-services
http://www.healthcare.gov/sbc-glossary/#plan
http://www.healthcare.gov/sbc-glossary/#marketplace
http://www.healthcare.gov/sbc-glossary/#marketplace
http://www.healthcare.gov

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. The contact information for questions about your rights, this notice,
or assistance: Alliant Health Plans at 1-800-811-4793, theGeorgia Department of Insurance, 1-800-656-2298 or www.oci.ga.gov, 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.. 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.

Does this plan provide Minimum Essential Coverage? Yes

If you don't have minimum essential coverage for a month, you'll have to make a payment when you file your tax return unless you qualify for an exemption from the
requirement that you have health coverage for that month.

Does this plan meet Minimum Value Standards? Yes
If your plan doesn't meet the minimum value standard, 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.
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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 Managing Joe's type 2 Diabetes Mia's Simple Fracture
(9 months of in-network pre-natal care and a (a year of routine in-network care of a well- (in-network emergency room visit and follow up
hospital delivery) controlled condition) care)

m The plan's overall deductible $0 m The plan's overall deductible $0 m The plan's overall deductible $0
I Specialist copayment $0 m Specialist copayment $0 m Specialist copayment $0
I Hospital (facility) coinsurance 0% ™ Hospital (facility) coinsurance 0% ™ Hospital (facility) coinsurance 0%
 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 (including Emergency room care (including medical
Childbirth/Delivery Professional Services disease education) 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 $12800 Total Example Cost $7400 Total Example Cost $1925
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.
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HEALTH PLANS HEALTH PLANS

Notice of Non-Discrimination L
2021edl (Gujarati)

Alliant Health Plans complies with applicable Federal civil rights laws and does not discriminate on the basis of YUall: o di O_H{Qlcﬁ dlddl &, dl [H:s;es ol Sl Al dmizl HI2 Gualel D Qoi %3 1-
race, color, national origin, age, disability, or sex. Alliant Health Plans does not exclude people or treat them ’
866-403-2785 (TTY: 711).

differently because of race, color, national origin, age, disability, or sex.
Frangais (French)

Alliant Health Plans: ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-866-
* Provides free aids and services to people with disabilities to communicate effectively with us, such as: 403-2785 (ATS : 711).

o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, other formats) ~ A™CF (Amharic)

* Provides free language services to people whose primary language is not English, such as; MAFDA: PG RYR RIICE Y ORI ACEF ECEFTE NIR ALTHPT HHIETPA: @E Mh+AD- $MC
o Qualified interpreters BEM-/r 1-866-403-2785 (TPATF A+ATFI-: 711).
o Infermation written in other languages
& (Hindi)
If you need these services, contact Customer Service at (866) 403-2785. e & Iie 39 B A § o 3 fore HEd  #ATT HETI HATU 3efet! &1 1-866-403-2785 (TTY: 711) T el
Lyl

If you believe that Alliant Health Plans has failed to provide these services or discriminated in another way on the hasis of race,
color, national origin, age, disability, or sex, you can file a grievance with: Sabrina LeBeau, Compliance Officer, PO Box 1128, Dalton,
GA 30722, Ph: (706) 237-8802 or (888) 533-6507 ext 125, Fax: (706) 229-6289, Email: Compliance @AlliantPlans.com. You can file a
grievance in person or by mail, fax, or email. If you need help filing a grievance, Sabrina LeBeau is available to help you.

Kreyol Ayisyen (French Creole)
ATANSYON: Si w pale Kreyol Ayisyen, gen sévis éd pou lang ki disponib gratis pou ou. Rele 1-866-403-2785 (TTY: 711).

Pycckui (Russian)

You can alse file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, electronically
BHUMAHME: EcnK Bbl TOBOPHTE HA PYCCKOM A3LIKE, TO BaM AOCTYNHLI BecnnaTHble yCayri nepesosa. 3poHuTe 1-866-

through the Office for Civil Rights Complaint Portal, available at https://ocrportal. hhs.gov/ocr/ portal/lobby.jsf or by mail or phone g
at: U.S. Department of Health and Human Services, 200 Independence Avenue, SW, Room 509F, HHH Building, Washingten, D.C. 403-2785 (tenetaiin: 711).
20201, 1-800-368-1019, 800-537-7697 (TDD). Complaint forms are available at hitp://www.hhs.gov/ocr/office/file/index.html.

“u Y (Arabic)
. %.al\ s 23 ) 866-403-2785-1 a8 Aol laally U jal 555 Ay lll e linall oot )18 @2l 80 ontd i€ [ Ak la
Language Assistance (11 TTY) il
English
ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call 1-866-403-2/8°  Portugués (Portuguese)
(TTY: 711). ATENGAQC: Se fala portugués, encontram-se disponiveis servicos linguisticos, gratis. Ligue para 1-866-403-2785 (TTY:
711).
Espafiol {$panish)
ATENCICN: si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia lingiiistica. Llame al 1-866-403-2785
(TTY: 711). 8 (Farsi) B y )
oo Ly 230 o sl La 510 ) 3 0 38 0 S s 3 4 ) A
iéng Viét (Vietnamese =z .
CHU ¥: Néu ban néi Tiéng Viét, cé cac dich vy hd trg ngén ngt mién phi danh cho ban. Goi s6 1-866-403-2785 (TTY: 711) . AfU?&'»' U‘“L"’ 1-866-403-2785 (TTY- 711)
#30{ (Korean) Deutsch {(German}

ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche Hilfsdienstleistungen zur Verfligung.

Z=0[. 5} S AEEIA = H L, Q0 K| Y MHAE 2 0|26} 2~ QA L|CH 1-866-403- .
TO: B E ALESIA = B8, A0 R H MH|AE 222 0| Zoked == QL& LT 1-866-403-2785 (TTY Ruffiurnimer: 1.866.403-2785 [TTY: 711},
I

711)HC 2 M3 F4A h 2.

H#EE (Japanese)
B (Chinese) FEZE . HAEZHESNI5E,. BHOSEREEZSHBRWEETET. 1-866-403-2785
EE B HERE - B G EREESIEERY - BEE 1-866-403-2785 (TTY 1 711) - (TTY:711) £C., BEFICTTBHR AL,
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