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

Minuteman

Health.

MyDoc HMO Bronze 2500

Coverage Period: Beginning on or after 04/01/2017
Coverage for: 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, go to www.minutemanhealth.org or call 1-
855-644-1776. 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 1-800-318-2596 to request a copy.

Important Questions

What is the overall
deductible?

Are there services
covered before you meet
your deductible?

Are there other
deductibles for specific
services?

What is the out-of-pocket
limit for this plan?

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

Will you pay less if you
use a network provider?

Do you need a referral to
see a specialist?

Updated: 5/15/2017

$2,500/Individual or $5,000/family

Yes, some prescription drugs and
Preventive Care are covered
before you meet your Deductible.

Yes. $500 for individual/$1,000 for
a family for prescription drug
coverage. There are no other
specific deductibles.

$7,150/Individual or
$14,300/family

Copayments for certain services,
premiums, and health care this
plan doesn’t cover.

Yes. See
www.minutemanhealth.org/memb
ers/Doctor-Pharmacy-Search or
call 855-644-1776 for a list of
network providers.

No.

SBC for MyDoc HMO Bronze 2500_73331MA1030001

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.

This plan covers some items and services even if you haven't yet met the deductible amount. But
a copayment or coinsurance may apply.

You must pay all of the costs for these services up to the specific Deductible amount before this
plan begins to pay for these services.

The out-of-pocket limit is the most you could pay in a year for covered services.

Even though you pay these expenses, they don't count toward the out-of-pocket limit.

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.

You can see the specialist you choose without a referral.
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“ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common What You Will Pa Limitations, Exceptions, & Other Important
Services You May Need In-Plan Provider Out-of-Plan Provider .
Medical Event . . Information
(You will pay the least) | (You will pay the most)

Prlmary qare visit to treat an $25 @w aﬁer' . Not Covered None
injury or illness Deductible per visit
Specialist visit $50 Copay after Not Covered None

If you visit a health
care provider’s office
or clinic

Deductible per visit

Contraceptive methods approved by FDA and

. . prescribed for a woman by her health care
Preventive care/screening/

mmunization No Charge Not Covered provider, subject to reasonable medical
management, will be covered without cost
sharing requirements
Lab:
$50 Copay after
Diagnostic test (x-ray, blood Deductible per test
work) X-Rav: Not Covered None
If you have a test —“175 Copav after
Deductible
Imaging (CT/PET scans, MRIs) gle’gggti%ew 2] Not Covered Prior authorization required.

$30 Copay retail;$60
Copay mail order per
prescription. Deductible
does not apply.

Generic drugs (Tier 1) Not Covered

If you need drugs to
treat your illness or
condition

More information about
prescription drug

Cost-sharing covers up to 30-day supply at
retail pharmacy; up to 90-day supply at mail
order pharmacy (maintenance drugs only); 90-
day supply of maintenance drugs also

$75 Copay retail;$150
Copay mail order after

Deductible per Not Covered

Preferred brand drugs (Tier 2)

coverage is available at
https://www.minuteman
healthdirect.org/formular

y_search/

Non-preferred brand drugs
(Tier 3)

prescription

$100 Copay retail;$300
Copay mail order after
Deductible per
prescription

Not Covered

available at retail pharmacy (3 retail cost-

sharing amounts apply).
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Common : . What You Will Pay - Limitations, Exceptions, & Other Important
. Services You May Need In-Plan Provider Out-of-Plan Provider .
Medical Event : : Information
(You will pay the least) | (You will pay the most)

$100 Copay retail;$300
Copay mail order after

If you have outpatient
surgery

If you need immediate
medical attention

Specialty drugs (Tier 4)

Facility fee (e.g., ambulatory

surgery center)

Physician/surgeon fees

Emergency room care
Emergency medical
transportation

Urgent care

Facility fee (e.g., hospital room)

Deductible per
prescription

$1,000 Copay after
Deductible per visit
No Charge after
Deductible

Not Covered

Not Covered

Not Covered

$750 Copay after Deductible per visit

$250 Copay after Deductible

$25 Copay after Deductible per visit

$1,000 Copay after

Not Covered

Some services require prior authorization; cost
sharing varies by location of services.

Some services require prior authorization.
Copay waived if admitted
None

No coverage for urgent care received from
non-participating providers located inside the
MHI service area. Cost-sharing varies by
location of service.

Some services require prior authorization

If you have a hospital Deductible per stay
stay Physician/surgeon fees No Chgrge after Not Covered Some services require prior authorization
Deductible
If you need mental , , $25 Copay after
health, behavioral DRl e Deductible per visit Mo CreEs None
health, or substance . : $1,000 Copay after . L L
abuse services Inpatient services Deductible per stay Not Covered Some services require prior authorization
Office visits giSd %ﬁzyszﬁe\cisit Not Covered Cost sharing does not apply to certain
T . . NP preventive services. Depending on the type of
Childbirth/delivery professional | No Charge after . . .
If you are pregnant . : Not Covered services, coinsurance may apply. Maternity
services Deductible . ) .
Childbirthidelivery facility $1,000 Copay after care may mclude tests gnd services described
: Y 20Dy Not Covered elsewhere in the SBC (i.e. ultrasound).
services Deductible per stay
No Charge after , o o
If you need help Home health care Deductible Not Covered Some services require prior authorization
recovering or have S : $50 Copay after - .
other special health Rehabilitation services Deductible per visit Not Covered Limited to 60 VIS.I’[S per member per Calendar
il —$50 Copav after Year forla combmat!on of physical and
Habilitation services e Not Covered occupational therapies.

Deductible per visit
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Common : . What You Will Pay - Limitations, Exceptions, & Other Important
. Services You May Need In-Plan Provider Out-of-Plan Provider .
Medical Event : : Information
(You will pay the least) | (You will pay the most)

$1,000 Copay after

Skilled nursing care Deductible per stay Not Covered Limited to 100 days per calendar year
PrYyR——

Durable medical equipment 20% M after Not Covered Some services require prior authorization
Deductible per item

Hospice services N Chgrge ity Not Covered Some services require prior authorization
Deductible

Children’s eye exam No Charge Not covered Limited to one exam per Calendar Year.

Children’s glasses No Charge Not covered Coverage limited to one pair of collection

If your child needs
dental or eye care

glasses per calendar year.

50% Coinsurance after Dental check-ups are limited to two per 12-

Children’s dental check-up Deductble Not covered month period

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 Acupuncture ¢ Non-emergency care when traveling outside the
e Cosmetic surgery o (lasses (adult) U.S.
e Dental Care (adult) e Long-term care e Private duty nursing

e Routine Foot Care (for non-diabetics)

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

e Abortion Services (including elective abortions) e Coverage outside the United States, see o Infertility Treatment
e Bariatric Surgery www.minutemanhealth.org ¢ Routine eye care (adult)
e Chiropractic Care e Hearing Aids o Weight loss programs

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 you rights to continue coverage may also apply.

For more information on your rights to continue coverage, contact the plan at 1-855-MHI-1776. 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 contact Minuteman Health at 1-855-MHI-1776 or www.minutemanhealth.org. Or
you may write to us at Minuteman Health, Inc., P.O. Box 120025, Boston, MA 02112-0025.
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Other contact information: Department of Labor's Employee Benefits Security Administrations, 1-866-444-3272 or www.dol.gov/ebsa/healthreform

Consumer Assistance Resource
If you need help, the consumer assistance program in Massachusetts can help you file your appeal.

Contact: Health Care for All

30 Winter Street, Suite 1004
Boston, MA 02108

(800) 272-4232
http://www.hcfama.org/helpline

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 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 855-644-1776.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 855-644-1776.

Chinese (FXX): SN RF|BEHXHIEEE), BIRITX S8 855-644-1776.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 855-644-1776.
To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

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)

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.

Mia’s Simple Fracture
(in-network emergency room visit and follow up

B The plan’s overall deductible $2,500
B Specialist copayment $50
M Hospital (facility) coinsurance N/A
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)

Total Example Cost $12,800
In this example, Peg would pay:
Cost Sharing

Deductibles $2,500

Copayments $1,460

Coinsurance $0

What isn’t covered
Limits or exclusions $0
The total Peg would pay is $3,960

M The plan’s overall deductible $2,500
W Specialist copayment $50
M Hospital (facility) coinsurance N/A
M 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)

Total Example Cost $7,400
In this example, Joe would pay:
Cost Sharing
Deductibles* $1,690
Copayments $2,440
Coinsurance $0
What isn’t covered
Limits or exclusions $0
The total Joe would pay is $4,130

care)
M The plan’s overall deductible $2,500
B Specialist copayment $50
M Hospital (facility) coinsurance N/A
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 $1,900
In this example, Mia would pay:
Cost Sharing
Deductibles* $1,930
Copayments $0
Coinsurance $0
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,930

Note: These numbers assume the patient does not participate in the plan’s wellness program. If you participate in the plan’s wellness program, you may be able to
reduce your costs. For more information about the wellness program, please contact Minuteman Health at 855-644-1776 or go to www.minutemanhealth.org.
*Note: This plan has other deductibles for specific services included in this coverage example. See "Are there other deductibles for specific services?” row above.

The plan would be responsible for the other costs of these EXAMPLE covered services.
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V. Minuteman
YA Health.

Translation Information

English If you, or someone you are helping, have questions about Minuteman Health, you have the right to get help and information in your
language at no cost. To speak with an interpreter, call (855) 644-1776.

Arabic Guaanll 44l 4) SEL clizly QLAJL“S\J Bac L) ‘:Js d}m&“ i\ > «Minuteman Health d}; i 473\ ¢32e Luvall 4l ("ﬁj Lo (adld }i el S o\s \.Sj
(8 5)B 4-1 7 BB e Jadl s 58 pa sia )

Brazilian Se vocé ou alguém que vocé esteja ajudando tem duvidas sobre a Minuteman Health, vocé tem o direito de obter ajuda e informacdes
Portuguese no seu idioma sem nenhum custo. Para falar com um intérprete, ligue para (855) 644-1776.

Canadian French  Sivous, ou quelqu’un que vous aidez, avez des questions sur Minuteman Health, vous avez le droit d’obtenir de I'aide et une
information dans votre langue et ce, gratuitement. Pour parler avec un interprete, appelez le (855) 644-1776.

Greek " ¢c2wOb O WE wF ¢ WWF WY ws WIwlWyWogawyoddd) OEDOQF UEDE Bl K O prup
FYFuwytcdWwt WIdOQY whs CwonybbYwbhbYUwX6dJwr pbs W46 w FYwIYws FUE
(855) 6441776.

Gujarati 3, u,, Y& ' wv,, 3,71, ,ee d  (MinitemapHealth)” v "av g, 7 pH, U T 0 Q7
ee Y, 7 .v ..., Y Nd (855441776 QW dT T T d g, T v d 7 T H
Haitian Creole Si ou menm, oswa yon moun ou ap ede, gen kesyon konsénan Minuteman Health, ou gen dwa pou jwenn éd ak enfomasyon nan lang pa

ou gratis. Pou pale ak yon entépret, rele (855) 644-1776.

Hindi Ak n KOG sSOIKSW!IKzUL $ Kip 6 NK 66 Y 6 n | B (Minuteman Health) K ZzoeY K8 ) ¢ | Siih n K z
Ann@odaUs SadNe o n KD®K 6 YA U R KIYRIU O K@Y K6 Y0 oe(855) 644-1776 1) 602 K 6 3 |

Indonesian Apabila Anda, atau orang yang sedang Anda bantu, memiliki pertanyaan tentang Minuteman Health, Anda berhak untuk mendapat
bantuan dan informasi dalam bahasa Anda secara gratis. Untuk berbicara dengan salah seorang penerjemah lisan, hubungi (855) 644-
1776.

Italian In caso di domande da parte vostra, o da parte di persone da voi assistite, in merito a Minuteman Health, avete il diritto di ricevere

assistenza e informazioni nella vostra lingua senza alcun costo. Per parlare con un interprete, chiamare il numero (855) 644-1776.




V., Minuteman
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7ZA\N Health.

Khmer " XEE® n, B W S>NE,E o, pDATHIC EEs <C T AD*XY TERhYE<'T Mi nut emaBvEBEdeal tt

(Cambodian) E~p,>ps<” "y’ yy’'  JA< ¢ < 1.lyPs<yr”" TV " N,>DE?¢, ys ylr, n Ezcl{85%
6 487 h6

Kirundi Nimba wowe, canke undimuntu ufasha, mufite ikibazo cerekanye Minuteman Health, mufise uburenganzira bwo kuronka ubufasha na
amakuru mururimi rwanyu kubuntu. Kuvugana na umusemuzi, hamagara (855) 644-1776.

Korean (o8 llc 01 + MinutemanHealthCy + 8O Yy b dv + ZAK" g o..iT 1y
s0n [ BT s’ 30 ung3,(855)6441776; T & HAC.

Laotian

UFo 0 Zey GUBEUS I EQZE [ Tt WEVI@BIHY [ WEFS & Minuteman Healthd EDYBBTtuY (Tgt & AYZ T WG |
Y T z de0i® Yite0Fmi®& Y gs aap Wi Y [, oZf & MiE855) 6441776

Mexican Spanish

Si usted, o alguien a quien estd ayudando, tiene preguntas sobre Minuteman Health, tiene derecho a obtener ayuda e informacion en su idioma sin
ningun costo. Para hablar con un intérprete, llame al (855) 644-1776.

Nepali O UMNhihE DNnih@H 3 M ks §,K08 Un | SYO(Minuteman Health) 6 016 YS 0 ), Nnpih@KU niy@Y k6 n@uda SOBKkanKG 6 ¢
n o TANOW K BIKO My o0 &Y 61 ¢
(MT Fca(y popK cek nUc Sz $§7 i

Polish Jesli Ty, lub osoba ktérej oferujesz pomoc, posiada pytania na temat programu Minuteman Health, przystuguje Ci prawo do pomocy oraz
informacji w jezyku ojczystym bez poniesionych kosztéw. Ttumacz jest dostepny pod numerem
(855) 644-1776.

Russian Ecan y Bac uav y avua, KOTOpomMy Bbl MOMOraeTe, ecTb BONpockl 0 niaHe Minuteman Health, Bbl MmeeTe npaBo 6ecniaTHO NOAYYUTb MOMOLLL U

MHbOPMaLMIO Ha BalleM POAHOM s3bike. YTobbl NOroBOpPUTL C NEPeBOAYMKOM, NO3BOHUTE No TenedoHy (855) 644-1776.

Serbo-Croatian

Ako vi ili neko kome pomazete, imate pitanja o Minuteman Health zdravstvenom planu, imate pravo da dobijete pomo¢ i informacije na
svom jeziku bez ikakvih dodatnih troskova. Da biste razgovarali sa prevodiocem, nazovite (855) 644-1776.




V. Minuteman
YA Health.

Somali Haddii adiga, ama qof aad caawinaysid, gabo su’aalo ku saabsan Minuteman Health, waxa aad xaq u leedahay inaad heshid caawimaad iyo
macluumaad lagugu siiyo lugaddaada kharash la’aan. Si aad ula hadashid turjubaan, wac (855) 644-1776.

Traditional MREHTIEEEB Z AT ¥ Minuteman Healthz5¢ - MBS EESHERINEZBEN - 553 E(855) 644-1776H 4% 5%
Chinese _

E\ o
Vietnamese N&u quy vi, hodc ngudi nao dé ma quy vi dang gitp d&, cé cac thac mac vé Minuteman Health, thi quy vi cé quyén nhan su gitp d& va cac thong tin

bang ngdn nglt cia quy vi mién phi. D& néi chuyén véi mot thong dich vién, hiy goi (855) 644-1776.

Non-Discrimination Information

Minuteman Health (MHI) complies with all applicable state and Federal civil rights laws and does not discriminate, exclude or treat individuals differently on the
basis of race, color, national origin, age, disability or sex.

MHI provides the following free language services to people whose primary language is not English: (1) Qualified interpreters available by phone; (2) Plan
information available in other languages. If you need these services, contact the Member Services Team at 855-644-1776 Monday through Friday from 8am until

6pm.

If you believe that Minuteman Health has failed to provide these services or discriminated in another way on the basis of race, color, national origin, age,
disability or sex you can file a grievance in person or by mail, fax or email. If you need help filing a grievance, Minuteman Health’s Complaints and Appeals
Manager is available to help you.

To file by mail, fax, or email contact: Complaints and Appeals Manager; P.O. Box 120025; Boston, MA 02111; 855-644-1776; MA TTY Number: (800) 439-2370;
NH TTY Number: (800) 735-2964; Fax: 888-225-8716; appealscomplaints@minutemanhealth.org

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights by mail or phone at: U.S. Department of
Health and Human Services; 200 Independence Avenue SW, Room 509F; HHH Building; Washington, DC 20201; Phone: 800-368-1019, 800—-537—-7697 (TTY).

You can also submit a complaint electronically through the Office for Civil Rights Complaint Portal. Forms are available at http://
www.hhs.gov/ocr/office/file/index.html
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