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

Moda Health Plan, Inc.: Endeavor Select Bronze 6000

Coverage Period: 01/01/2024-12/31/2024
Coverage for: Family | Plan Type: PPO

copy.

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, contact Moda Health at
www.modahealth.com or by calling 1-888-873-1395. 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/sbc-glossary or call 1-888-873-1395 to request a

Important Questions Answers | Why This Matters:

What is the overall
deductible?

For network providers $6,000 individual / $12,000
family; for out-of-network providers $12,000 individual /
$24,000 family

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. In-network preventive care, outpatient diagnostic
testing, children’s dental check-up services, and medical
travel support, as well as in and out-of-network value tier
prescription medications, children’s routine eye exams
and glasses, adult vision care services, and hearing aid
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?

For network providers $9,000 individual / $18,000
family; for out-of-network providers $45,000 individual /
$90,000 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, penalties for failure
to obtain pre-authorization and health care 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 www.modahealth.com or call 1-888-873-1395
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 Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

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

Common
Medical Event

Services You Ma
I Need R Network Provider

(You will pay the least)

Limitations, Exceptions, & Other Important Information

Primary care visit to
treat an injury or
iliness

30% coinsurance.

No charge/CirrusMD virtual visit,

50% coinsurance

Includes office visits by naturopaths.

More information
about

www.modahealth
.com/pdl

Non-preferred tier

50% coinsurance

50% coinsurance

Specialty tier

50% coinsurance nonpreferred
specialty prescription.

Not covered

deductible does not apply.
If you visit a 30% coinsurance. Hearing services cpvered af[ 20% coinsurance, deductible
healtl:j care , ‘ - y does not apply. Spinal manipulation, massage therapy and
provider’s office = Specialist visit , . - 50% coinsurance acupuncture are each limited to 24 visits per year. Prior
or clinic No chqrge/ CirrusMD virtual visit, authorization may be required to avoid a penalty of 50%
deductible does not apply. up to a maximum deduction of $2,500.
Preventive No charge for most services, You may have to pay for services that aren’t preventive.
care/screening/ 30% coinsurance for remaining 50% coinsurance Ask your provider if the services needed are preventive.
immunization services. Then check what your plan will pay for.
. . 30% coinsurance, deductible does :
Diagnostic test not apply in outpatientioffice 50% Coinsurance Includes other tests such as EKG, allergy testing and
If you have a (x-ray, blood work) setting E— sleep study.
test
es Imaging (CT/PET 30% coinsurance 50% coinsurance Prior authorization may be required to avoid a penalty of
scans, MRIs) S O LI 50% up to a maximum deduction of $2,500.
i d Value tier No charge No charge Covers up to a 90-day supply for retail and mail order
i you rt'e‘: t , o o prescriptions. One copay for each 30-day supply. Mail
y;l:Jgrsillr?esrzaor Select tier 30% coinsurance 30% coinsurance order at a Moda Health designated mail order pharmacy
ly. Pri thorizati ired.
condition Preferred tier 30% coinsurance 30% coinsurance only. Prior authorization may be required

Covers up to a 30-day supply for most specialty
medications. Prior authorization may be required. Moda

prescription . .
drug coverage 30% coinsurance preferred Health designated specialty pharmacy only.
is available at specialty prescription.

Anticancer medication is covered at 30% coinsurance for
in-network and 50% coinsurance for out-of-network

providers.

* For more information about limitations and exceptions, see the plan or policy document at www.modahealth.com
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Common
Medical Event

Services You May
Need

What You Will Pay

Network Provider Out-of-Network Provider

Limitations, Exceptions, & Other Important Information

Facility fee (e.g.,
ambulatory surgery

(You will pay the least)

30% coinsurance

No charge at a medical travel

(You will pay the most)

50% coinsurance

Eli,toit?:r:,te center) support facility for select surgeries Prior authorization may be required to avoid a penalty of
surgery Physician/ 30% coinsurance 50% up to a maximum deduction of $2,500.
fo eySS|C|an surgeon No charge at a medical travel 50% coinsurance
support facility for select surgeries
E:r]:rqencv reom 30% coinsurance 30% coinsurance In-network deductible and out-of-pocket limit apply.
If vou need , Commercial transportation is limited to one-way for a
imymediate tEr?nesrqsrr:;::i/on;edlcal 30% coinsurance 30% coinsurance sudden, life-endangering medical condition. In-network
medical LELRBMICLL deductible and out-of-pocket limit apply.
attention 30% coinsurance.
Urgent care No charge/CirrusMD virtual visit, 50% coinsurance None
deductible does not apply.
Facility fee (e.g., . ,
. 309 509
If you have a hospital room) ' coinsurance % coinsurance Prior authorization is required to avoid a penalty of 50% up

hospital sta ici . . to a maximum deduction of $2,500.
P y ]I;l;)gsmlan/surgeon 30% coinsurance 50% coinsurance Ximd uet $
. Psychological or neuropsychological testing limited to 12
If you need 30% coinsurance. ) — .
mental health, Outpatient services No charge/CirrusMD virtual visit, 50% coinsurance hours per year. Prior %uthonza}lon PS%%/be required fqr
behavioral deductible does not apply - some services to avoid a penalty o o Up to @ maximum
health. or . ' deduction of $2,500.
substa,nce Prior authorization is required for inpatient and residential
e e Inpatient services 30% coinsurance 50% coinsurance services to avoid a penalty of 50% up to a maximum
deduction of $2,500.
Office visits 30% coinsurance 50% coinsurance

If you are
pregnant

Childbirth/delivery
professional services

30% coinsurance

50% coinsurance

Childbirth/delivery
facility services

30% coinsurance

50% coinsurance

Cost sharing does not apply for preventive services.
Depending on the type of services, a copay, coinsurance
or deductible may apply. Maternity care may include tests
and services described elsewhere in the SBC (i.e.,
ultrasound).

* For more information about limitations and exceptions, see the plan or policy document at www.modahealth.com
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What You Will Pay

Common Services You May

Medical Event Need Network Provider Out-of-Network Provider | Limitations, Exceptions, & Other Important Information
(You will pay the least) (You will pay the most)
Home health care 30% coinsurance 50% coinsurance Calendar year maximum of 130 visits.
Rehabilitation . . Calendar year maximum of 30 days for inpatient and 45
services 30% coinsurance 50% coinsurance sessions for outpatient rehabilitation and habilitation.
I Limits apply separately to outpatient rehabilitative and
habilitative services. Prior authorization may be required to
If you need help Habilitation services | 30% coinsurance 50% coinsurance avoid a penalty of 50% up to a maximum deduction of
recovering or $2,500.
have other Skilled nursing care 30% coinsurance 50% coinsurance Calendar year maximum of 60 days
special health . . . -
needs 30% coinsurance 50% coinsurance Includes supplies aqd prqsthetlcs. F.requency limits apply
Durable medical - . f to s%me DME.l HdeaFr’|r)g a|dtsharg stquect to S $3,00Q ||(;nt|t
. . L b_coinsurance for per 3-year period. Prior authorization may be required to
equipment 223% L?;l;;?;lng et hearing aids, deductible avoid a penalty of 50% up to a maximum deduction of
- ' does not apply. $2,500.
Hospice services 30% coinsurance 50% coinsurance Lifet[me maximum of 10 inpatient days and 240 hours
- - respite care.
Limited to one eye exam per calendar year. Additional in-
Children's eye exam | No charge 50% coinsurance, network preventive eye screening for children age 3-5 at
deductible does not apply no cost sharing. In-network eye exams for age 19 and over
covered at $10 copay/visit, deductible does not apply.
50% coinsurance Coverage limited to one pair of glasses per calendar year
If your child Children’s glasses No charge de dquoesn’ot aool for children under age 19. For age 19 and over, see
deductble pply ‘ian [
needs dental or member handbook for vision limits.
eye care No charge for preventive and
diagnostic services,
Children’s dental 30% coinsurance for basic dental 50% coinsurance For members under age 19. Frequency limits apply to
check-up services, E— some services.
50% coinsurance for major dental
services and orthodontia

* For more information about limitations and exceptions, see the plan or policy document at www.modahealth.com Page 4 of 6



https://www.healthcare.gov/sbc-glossary/#plan
http://www.modahealth.com/
https://www.healthcare.gov/sbc-glossary/#home-health-care
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#rehabilitation-services
https://www.healthcare.gov/sbc-glossary/#rehabilitation-services
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#preauthorization
https://www.healthcare.gov/sbc-glossary/#habilitation-services
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#skilled-nursing-care
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#durable-medical-equipment
https://www.healthcare.gov/sbc-glossary/#durable-medical-equipment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#preauthorization
https://www.healthcare.gov/sbc-glossary/#hospice-services
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#network-provider
https://www.healthcare.gov/sbc-glossary/#network-provider
https://www.healthcare.gov/sbc-glossary/#cost-sharing
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance

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.)
e Bariatric surgery e Long-term care e Private-duty nursing
e Cosmetic surgery ¢ Naturopathic substances ¢ Routine foot care
e Dental care (Adult) e Non-emergency care when traveling o Weight loss programs
o Infertility treatment outside the U.S.
Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
e Abortion e Chiropractic care e Hearing aids
e Acupuncture e Routine eye care (Adult)

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: U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or http://www.dol.gov/ebsa/healthreform for group health coverage subject
to ERISA, the U.S. Department of Health and Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov for non-federal governmental group health plans, the
Alaska Division of Insurance at 1-800-467-8725 or http://www.commerce.state.ak.us/ins/Insurance/consumer.html for Church plans. 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: Moda Health at 1-888-873-1395 or the Alaska Division of Insurance at http://www.commerce.state.ak.us/ins/Insurance/consumer.html or 1-800-467-8725. For
group health coverage subject to ERISA, you may also contact the Employee Benefits Security Administration, U.S. Department of Labor at 1-866-444-EBSA (3272) or
www.dol.gov/ebsa/healthreform.

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? Yes.
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.

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 888-786-7461.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 888-873-1395.
Chinese (A XX): INRFZE R CHIFERN, 15K ITIX 504 888-873-1395.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 888-873-1395.

] 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.modahealth.com Page 5 of 6
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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
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

B The plan’s overall deductible $6,000
B Specialist coinsurance 30%
W Hospital (facility) coinsurance 30%
B Other coinsurance 30%

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)

B The plan’s overall deductible $6,000
B Specialist coinsurance 30%
M Hospital (facility) coinsurance 30%
B Other coinsurance 30%

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 $6,000
B Specialist coinsurance 30%
M Hospital (facility) coinsurance 30%
B Other coinsurance 30%

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 ‘ $12,700
In this example, Peg would pay:
Cost Sharing

Deductibles $6,000
Copayments $0
Coinsurance $2,000

What isn’t covered
Limits or exclusions $50
The total Peg would pay is $8,050

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

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 $5,200 Deductibles $2,600
Copayments $0 Copayments $0
Coinsurance $40 Coinsurance $50

What isn’t covered What isn’t covered
Limits or exclusions $20 Limits or exclusions $0
The total Joe would pay is $5,260 The total Mia would pay is $2,650

Page 6 of 6
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Nondiscrimination notice

We follow federal civil rights laws. We do not discriminate based
onrace, religion, color, national origin, age, disability, gender identity,

sex or sexual orientation.

We provide free services to people with disabilities so that they can communicate with
us. These include sign language interpreters and other forms of communication.

If your first language is not English, we will give you free interpretation

services and/or materials in other languages.

If you need any of the above, call:

Medicare Customer Service,
877-299-9062 (TDD/TTY 711)

Medicaid Customer Service,
888-788-9821(TDD/TTY 711)

Customer Service for all other plans,
888-217-2363 (TDD/TTY 711)

If you think we did not offer these
services or discriminated, you
can file a written complaint.
Please mail or fax it to:

Moda Partners, Inc.
Attention: Appeal Unit
601 SW Second Ave.
Portland, OR 97204
Fax: 503-412-4003

Scott White coordinates our
nondiscrimination work:

Scott White,

Compliance Officer

601 SW Second Ave.

Portland, OR 97204
855-232-9111
compliance@modahealth.com

If you need help filing a complaint,
please call Customer Service.

You can also file a civil rights complaint
with the U.S. Department of Health and
Human Services Office for Civil Rights at
ocrportal.hhs.gov/ocr/portal/lobby.jsf,
or by mail or phone:

U.S. Department of Health

and Human Services

200 Independence Ave. SW, Room 509F
HHH Building, Washington, DC 20201

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

You can get Office for Civil Rights complaint
forms at hhs.gov/ocr/office/file/index.html.

modahealth.com

moda =X

HEALTH
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ATENCION: Si habla espafiol, hay
disponibles servicios de ayuda con el
idioma sin costo alguno para usted.
Llame al 1-877-605-3229 (TTY: 711).

CHU Y: Néu ban néi tiéng Viét, co dich
vu hé trg ngén nglr mién phi cho ban.
Goi 1-877-605-3229 (TTY:711)

;ie- WMRMEHAPI > AR REERS EHER -
SEENE1-877-605-3229 (HEMIAEH 1 711)

Fof: 3HR0Z FZ 20| XY AMEIAE
o|835tAl2{H CHS AZtMZ A2t FA|7]
H2tLCh M3l 1-877-605-3229 (TTY: 711)

PAUNAWA: Kung nagsasalita ka ng Tagalog,
ang mga serbisyong tulong sa wika, ay
walang bayad, at magagamit mo. Tumawag
sanumerong 1-877-605-3229 (TTY: 711)

Ciladd Slligh Ay jal) Chaat) CuiS 1) cand
a8 0 Jead) Ulae ll Aalie 4 gal 82elise
(711 : =) &) 1-877-605-3229

33l T 1y ¥ (URDU) QU 5 2o
g ._,v-._,»,l_;»u-.»’_ L T
1-877-605-3229 (TTY: 711) V/JK/

BHUMAHWE! Ecnu Bbl roBopuTe No-pyccku,
BOCMONb3ynTeCh 6€CNNaTHON A3bIKOBOW
nopaepxKoi. NMo3poHUTe Mo Ten.
1-877-605-3229 (TekcTOBbIN TenedoH: 711).

ATTENTION : sivous étes locuteurs
francophones, le service d'assistance
linguistique gratuit est disponible. Appelez
au 1-877-605-3229 (TTY : 711)

Slead S o Cunia w448 (J )5 )2 da g
L ol 253 g0 Ladi g JBQ) ) &y e 4y den
8 Ll (TTY: 711) 1-877-605-3229

&7 3 afe aa 23} ded €, 97 e T gerr 9 S
o1 fGu Iuae € 1 1-877-605-3229 WaH@ & (TTY: 711)

Achtung: Falls Sie Deutsch sprechen, stehen
Ihnen kostenlos Sprachassistenzdienste zur
Verflgung. Rufen sie 1-877-605-3229 (TTY: 711)

AR BARBEECHFLEDAICIE. BEREE
H—EAEERNTIRHLTEIE T,
1-877-605-3229 (TYY. ?1/947"549—
HEZFIROBIZ7N) ETHEELET

A AL AR (FHIML AR 52 A ML
il aauqt) SIAL 91 dl d ML dHIZ
Uiz (Al HL At GUEs 29 . 1-877-
605-3229 (TTY: 711) Uz 5id 52l

Wogw: ﬁﬂzbfmcgf)wamm;), N9VZ08(LID
dovwozrcduitiinoviondcdons. tn
1-877-605-3229 (TTY:711)

YBATA! AKLo B roBopuUTe YKPATHCBKOIO,
[NA Bac AOCTYMNHi 6e3KOLUTOBHI KOHCYNbTalii
piaHo MoBo0. 3aTenedoHyiTe
1-877-605-3229 (TTY: 711)

ATENTIE: Daca vorbiti limba romana, va punem
la dispozitie serviciul de asistenta lingvistica in
mod gratuit. Sunati la 1-877-605-3229 (TTY 711)

THOV CEEB TOOM: Yog hais tias koj hais lus
Hmoob, muaj cov kev pab cuam txhais lus, pub
dawb raukoj. Hu rau1-877-605-3229 (TTY: 711)

hisnei: igalunwmanig iw
Lnf“ﬂi[ﬁjﬁniﬁﬁgtij[ﬁn“ﬂﬁﬂ[mm
AnARiY ANSHUYSIIAEAT AU §iade)
i m SIS 1- 877 605- 3229 (TTY:711)

HUBACHIISA: Yoo afaan Kshtik kan
dubbattan ta’e tajaajiloonni
gargaarsaa isiniif jira 1-877-605-3229
(TTY:717) tiin bilbilaa.

TUsamau: WARUNAATE WY AL
1SRN TR A DA
N3 N9 1-877-605-3229 (TTY: 711)

FA'AUTAGIA: Afai e te tautala i le gagana
Samoa, o loo avanoa fesoasoani tau
gagana mo oe e le totogia. Vala'au
ile1-877-605-3229 (TTY: 711)

IPANGAG: Nu agsasaoka itillocano, sidadaan
ti tulong iti lengguahe para kenka nga awan
bayadna. Umawag iti 1-877-605-3229 (TTY: 711)

UWAGA: Dla osob mowigcych po polsku
dostepna jest bezptatna pomoc jezykowa.
Zadzworni: 1-877-605-3229 (obstuga TTY: 711)
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