Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 01/01/2026-12/31/2026
Moda Health Plan, Inc.: Moda Select Silver 3500 HDHP (EMB) Coverage for: Family | Plan Type: HDHP

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

copy.

mportQuestons | A | Wy Ths Wetter:

Tier 1: $3,500 individual / $7,000 family. bGefnerattY, yc|>u rr;ust. pa;t/ all of tlr;e coshts frorr;hprofvidglrs up tobthe dedtlrJ]ctiblle amourr:t
Tier 2: $3,500 individual / $7,000 family. efore this plan begins to pay. If you have other family members on the plan, eac

What is the overall

deductible? . o . family member must meet their own individual deductible until the total amount of
Tier 3: $7,000 individual / $14,000 family. deductible expenses paid by all family members meets the overall family deductible.
Yes. Tier 1 and Tier 2: preventive care services are | This plan covers some items and services even if you haven't yet met the
Are there services covered | covered before you meet your deductible. deductible amount. But a copayment or coinsurance may apply. For example, this
before you meet your For all Tiers: children’s routine eye exams and plan covers certain preventive services without cost sharing and before you meet
deductible? glasses and value medications are covered before your deductible. See a list of covered preventive services at
you meet your deductible. https://www.healthcare.gov/coverage/preventive-care-benefits/.
Are then.a .other M No. You don’t have to meet deductibles for specific services.
for specific services?
. Tier 1: $6,900 individual / $13,800 family. The out-of-pocket limit is the most you could pay in a year for covered services. If
Yivn:liitffrtttlz?soulggf; = Tier 2: $6,900 individual / $13,800 family. you have other family members in this plan, they have to meet their own out-of-
- e Tier 3: $45,000 individual / $90,000 family. pocket limits until the overall family out-of-pocket limit has been met.

Premiums, balance-billing charges, penalties for
failure to obtain pre-authorization and health care this

What is not included in the Even though you pay these expenses, they don’t count toward the out-of-pocket

out-of-pocket limit? , limit.
plan doesn't cover.

This plan uses a provider network. You pay the least if you use a provider in Tier 1.
You pay more if you use a provider in Tier 2. You will pay the most if you use an

Will you pay less if you use | Yes. See www.modahealth.com or call 1-888-873- out-of-network provider, and you might receive a bill from a provider for the

a network provider? 1395 for a list of network providers. 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 No. You can see the specialist you choose without a referral.

see a specialist?
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45 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

Tier 1 Provider

(You will pay the least)

Tier 2 Provider

What You Will Pay

Tier 3 Provider
(You will pay the

Limitations, Exceptions, & Other Important
Information

If you visita
health care

provider’s office
or clinic

Primary care visit
to treat an injury
orillness

20% coinsurance,
0% coinsurance for
CirrusMD virtual visit.

40% coinsurance

most)

60% coinsurance

None

Specialist visit

20% coinsurance,
0% coinsurance for
CirrusMD virtual visit.

40% coinsurance

60% coinsurance

Includes office visits by acupuncturists, naturopathic
physicians and chiropractors. Hearing services
covered at 20% coinsurance. Spinal manipulation,
massage therapy and acupuncture are each limited
to 24 visits per year. Preauthorization may be
required to avoid a penalty of 50% up to a maximum
deduction of $2,500.

Preventive

care/screening/
immunization

No charge for most
services,

20% coinsurance for
remaining services.

No charge for most
services,

40% coinsurance for
remaining services.

60% coinsurance

You may have to pay for services that aren’t
preventive. Ask your provider if the services needed
are preventive. Then check what your plan will pay
for.

* 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

Tier 1 Provider
(You will pay the least)

Tier 2 Provider

What You Will Pay

Tier 3 Provider
(You will pay the

Limitations, Exceptions, & Other Important
Information

Diagnostic test

20% coinsurance

40% coinsurance

most)

60% coinsurance

Includes other tests such as EKG, allergy testing

If you have a (x-ray, blood work) and sleep study.

test LT:E;??\A(I%Z;PET 20% coinsurance 40% coinsurance 60% coinsurance E{eszli/thsgztgtf%g(?xﬁ; rggéjlijr;ciio’;ooa}v;zi%%genaIty
Value tier No charge No charge No charge

If you need Select tier 20% coinsurance 20% coinsurance 20% coinsurance | COVers up toa 90-day supply for retail and mail

drugs to treat
your iliness or
condition

More information
about

prescription

drug coverage
is available at

www.modahealth

Preferred tier

20% coinsurance

20% coinsurance

20% coinsurance

order prescriptions. Mail order at a Moda Health
designated mail order pharmacy only.
Preauthorization may be required.

Non-preferred tier

50% coinsurance

50% coinsurance

50% coinsurance

.com/pd|

Specialty tier

20% coinsurance preferred
specialty prescription.

50% coinsurance
nonpreferred specialty
prescription.

20% coinsurance
preferred specialty
prescription.

50% coinsurance

nonpreferred specialty

prescription.

Not covered

Covers up to a 30-day supply for most specialty
medications. Preauthorization may be required.
Moda Health designated specialty pharmacy only.

Anticancer medication is covered at 20%
coinsurance.

If you have
outpatient

surgery

Facility fee (e.g.,

20% coinsurance

ambulatory 40% coinsurance 60% coinsurance
surgery center)

Physician/surgeon | 20% coinsurance : .

fee); g ° 40% coinsurance 60% coinsurance

Preauthorization may be required to avoid a penalty
of 50% up to a maximum deduction of $2,500.

* 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

Tier 1 Provider
(You will pay the least)

Tier 2 Provider

What You Will Pay

Tier 3 Provider
(You will pay the

Limitations, Exceptions, & Other Important
Information

Emergency room
care

20% coinsurance

20% coinsurance

most)

20% coinsurance

Tier 1 deductible and out-of-pocket limit applies.

Childbirth/delivery
facility services

20% coinsurance

40% coinsurance

60% coinsurance

If you need Emergency Commercial transportation is limited to one-way for a
immediate medical 20% coinsurance 20% coinsurance 20% coinsurance | sudden, life-endangering medical condition. Tier 1
mtfd':f“ transportation deductible and out-of-pocket limit apply.
attention
20% coinsurance,
Urgent care 0% coinsurance for 40% coinsurance 60% coinsurance | None.
CirrusMD virtual visit.

FaC|I|Ity fee (e, 20% coinsurance 40% coinsurance 60% coinsurance

hospital room)
If you have a P Preauthorization is required to avoid a penalty of
hospital stay . 50% up to @ maximum deduction of $2,500.

;Z);smlan/surgeon 20% coinsurance. 40% coinsurance 60% coinsurance

. Psychological or neuropsychological testing limited
. 20% coinsurance, 2
If you need Outpatient 0% occmor 40% coinsurance 60% Coinsurance to 12 hours per year. Preauthorization may be
mental health, services CirrusMD virtual visit I =————— | required for some services to avoid a penalty of 50%
behavioral us ual visit. up to a maximum deduction of $2,500.
health, or
substance Preauthorization is required for inpatient and
abuse services | Inpatient services | 20% coinsurance 40% coinsurance 60% coinsurance | residential services to avoid a penalty of 50% up to a
maximum deduction of $2,500.
Office visits 20% coinsurance 40% coinsurance 60% coinsurance
. _ Cost sharing does not apply for preventive services.

If vou are Childbirth/delivery . o . Depending on the type of services, a copay,
pr);gnant professional 20% coinsurance 40% coinsurance 60% coinsurance | ¢oinsurance or deductible may apply. Maternity care

services

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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Common

Medical Event

Services You May
Need

What You Will Pay

Tier 1 Provider
(You will pay the least)

Tier 2 Provider

Tier 3 Provider
(You will pay the

Limitations, Exceptions, & Other Important
Information

If you need help
recovering or
have other
special health
needs

Home health care

20% coinsurance

40% coinsurance

most)
60% coinsurance

Calendar year maximum of 130 visits.

Rehabilitation
services

20% coinsurance

40% coinsurance

60% coinsurance

Habilitation
services

20% coinsurance

40% coinsurance

60% coinsurance

Calendar year maximum of 30 days for inpatient
and 45 sessions for outpatient rehabilitation and
habilitation. Limits apply separately to outpatient
rehabilitative and habilitative services.
Preauthorization may be required to avoid a penalty
of 50% up to a maximum deduction of $2,500.

Skilled nursing
care

20% coinsurance

40% coinsurance

60% coinsurance

Calendar year maximum of 60 days.

Durable medical

20% coinsurance

40% coinsurance

60% coinsurance

Includes supplies and prosthetics. Frequency limits
apply to some DME. Hearing exams are covered
once per year. One hearing aid per ear every 3

equipment 20% _coinsurance for 20% _coinsurance for 20% coinsurance | Years. Earexam once per 2 years. Preauthorization
hearing aids hearing aids for hearing aids may be required to avoid a penalty of 50% up to a
maximum deduction of $2,500.
Hospice services | 20% coinsurance 40% coinsurance 60% coinsurance Lifetime maximum of 10 inpatient days and 240

hours respite care.

If your child
needs dental or
eye care

Children’s eye

50% coinsurance,

Limited to one eye exam per calendar year for
children under age 19. Additional Tier 1 or Tier 2

No charge No charge deductible does , . )
exam preventive eye screening for children age 3-5 at no
not apply. .
cost sharing.
50% coinsurance, Coverage limited to one pair of glasses per
Children’s glasses | No charge No charge deductible does 9 P g P

not apply.

calendar year for children under age 19.

Children’s dental
check-up

0% coinsurance for
preventive and diagnostic
services, 20% coinsurance
for basic dental services,
50% coinsurance for major
dental and orthodontia
services

0% coinsurance for
preventive and
diagnostic services,
20% coinsurance for
basic dental services,
50% coinsurance for
major dental and
orthodontia services

50% coinsurance

For members under age 19. Frequency limits apply
to some services.

* For more information about limitations and exceptions, see the plan or policy document at www.modahealth.com.
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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 e Routine eye care (Adult)
e Dental care (Adult) o Non-emergency care when traveling ¢ Routine foot care
e Infertility treatment outside the U.S. e 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 Chiropractic care e Hearing aids
e Acupuncture

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 (FXX): INRFZEhCHIERL, HILIT XA 515 888-873-1395.

Navajo (Dine): Dinek'ehgo shika atohwol 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 6 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
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 $3,500
B Specialist coinsurance 20%
M Hospital (facility) coinsurance 20%
B Other coinsurance 20%

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 $3,500
B Specialist coinsurance 20%
M Hospital (facility) coinsurance 20%
B Other coinsurance 20%

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 $3,500
B Specialist coinsurance 20%
M Hospital (facility) coinsurance 20%
B Other coinsurance 20%

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 $3,500
Copayments $0
Coinsurance $1,800

What isn’t covered
Limits or exclusions $50
The total Peg would pay is $5,350

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 $3,500 Deductibles $2,800
Copayments $0 Copayments $0
Coinsurance $400 Coinsurance $0

What isn’t covered What isn’t covered
Limits or exclusions $20 Limits or exclusions $0
The total Joe would pay is $3,920 The total Mia would pay is $2,800

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

601SW 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 =

HEALTH



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 noi tiéng Viét, c6 dich
vu hé trg ngdn nglr mién phi cho ban.
Goi 1-877-605-3229 (TTY:711)

AR ANREFPX 0 ISR EE S HEARTS o
sAENE1-877-605-3229 (Fm AEH  711)

Fo|: =02 R A0 XY ME|AE
O|BstAl2T Chg ABIME QIBtsiFA|7|
viEhoct, M3} 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)

Cland lligh ¢y jall Caaats CaiS 13) Al
a8 53 Jaadl Ul ol Aalic 4 gal 330 L
(711 : =il i) 1-877-605-3229

sl TV 2 (URDU) JJ 7t 24
e s —t L T A
1-877-605-3229 (TTY: 711) J/Jl{/

BHVMMAHWE! Ecnn Bbl roBopuTe No-pyccKuy,
BOCMONb3ynTecb 6ecnnaTHoON A3bIKOBOW
noaaepKoi. NMo3soHUTe 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)

Gladd (28 0 Cuna ()B4 AS (J)pa ) Aa s
Ll 2 g ga Ladi g OBG1) ) gom 4 4 i
A8 Ll (TTY: 711) 1-877-605-3229

& & afe a1y &S dierd €, df STUe! SIS SeradT fodT S
a7 fgu suasT ¢ 1 1-877-605-3229 W ha & (TTY: 711)

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

AR HABACTHLDAICIL BAEE
H—ERXEERNTRHLTHIET,
1-877-605-3229 (TYY.TLARATSA %2 —
HETHBOAIE7) FTHEELEEL,

DA AL dH (CUML AR 52 A MIML
ot(ul CSLML) SIAL 9L dl d HIMIHL dHIZ
HIZ (Al 4l A GUdoid 9. 1-877-
605-3229 (TTY: 711) uz 514 52|

W029: §911939W99990, NIVLoBG
9V VT D DIVL0DE0O9. T
1-877-605-3229 (TTY:711)

YBATA! AKLo B roBopuTte YKpaiHCbKOLO,
[NS Bac AOCTYNHi 6€3KOLWTOBHI KOHCYNbTaLii
pigHo0 MOBOI0. 3aTenepoHynTe
1-877-605-3229 (TTY: 711)

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

anamo IGHAS uNwmanigs 1w
Lnf“ﬂi[ﬁjﬂnB'EiSUjIEnMIfLﬂ[th
AafAniy ANSEUYSINAEAT gy §iade)
IFIMSIRUS 1-877-605-3229 (TTY: 711)

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

TUsamnau: WAAUNAATEN WY AaL
N1NSOlTUBNNS TSRS ILANEN
GNE InT 1-877-605-3229 (TTY: 711)

FA'AUTAGIA: Afai e te tautalaile gagana
Samoaq, 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 oséb méwigcych po polsku
dostepna jest bezptatna pomoc jezykowa.
Zadzwon: 1-877-605-3229 (obstuga TTY: 711)



