Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2025 - 12/31/2025
Township of Winslow: PPO 3 Plan Coverage for: Individual + Family | Plan Type: PPO

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
H 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 1-844-352-1706 or visit us at
www.amerihealth.com/tpa. For 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 https://www.healthcare.qgov/sbc-glossary/ or call 1-844-352-1706 to request a copy.

T Why This Mattrs:

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.

This plan covers some items and services even if you haven't yet met the

Are there services covered v . . deductible amount. But a copayment or coinsurance may apply. For example,

before you meet your es.lln-Network preven.tlve LI T SEEE that this plan covers certain preventive services without cost sharing and before you
y y require a copay. There is no In-Network deductible. pian . — Lostsnaring y

deductible? meet your deductible. See a list of covered preventive services at

https://www.healthcare.gov/coverage/preventive-care-benefits/.

What is the overall In-Network $0 person / $0 family,
deductible? Out-of-Network $100 person / $200 family.

Are therg _other —clieductlbles No. You don't have to meet deductibles for specific services.
for specific services?
For In-Network providers $250 person / $500 family, | The out-of-pocket limit is the most you could pay in a year for covered services. If

for Out-of-Network providers $500 person / $1,000 you have other family members in this plan, they have to meet their own out-of-

What is the out-of-pocket

st s e family. pocket limits until the overall family out-of-pocket limit has been met.
What is not included in the | Premiums, balance-billed charges, health care this Even though you pay these expenses, they don’t count toward the out—of-pocket
out-of-pocket limit? plan doesn't cover, and preauthorization penalties. 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
Will you pay less if you use | Yes. See www.amerihealth.com/tpa or call: you might receive a bill from a provider for the difference between the provider's
a network provider? 1-844-352-1706 for a list of In-Network providers. | 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

L No. You can see the specialist you choose without a referral.
see a specialist? SPECIaliSt y reterral
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ﬁ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pa . .
Me?j(i)chEovlnt Services You May Need In-Network Provider Out-of-Network Provider AT Ex‘iﬁ‘f);'x:t’ignomer [OTefiE
You will pay the least You will pay the most

Primary care visit to treat an
injury or iliness

$15 copay per visit 20% coinsurance ---None---

Chiropractor: Limited to 30 visits per calendar

If you visit a health | Specialist visit $25 copay per visit 20% coinsurance
care provider’s year. :
office or clinic You may have to pay for services that aren’t
.Prevenltlve. care/screening/ No Charge 20% coinsurance preventive. Ask your provider if the services you
immunization E— need are preventive. Then check what your plan
will pay for.
0 ood %Jot/patient Hospital:
lagnostic test (x-ray, bloo o coinsurance. ,
w_or?()— (x-ray Freestandinoctor's 20% coinsurance ---None---
If you have a test office: No Charge.
Outpatient Hospital:

oo Preauthorization is required for some diagnostic
10% coinsurance.

Imaging (CT/PET scans, MRIs) Freestanding or doctor's 20% coinsurance services. There is a 20% reduction in benefits
office: No Charge. when preauthorization is not obtained.
E)ytcr):a?:lzifirllljﬁ:ss Generic drugs %;8 _p_yggg; I Bg{ 2” :r?;?lllorder Not Covered
;:\)Ar com]icition Preferred brand drugs %gg %%Y Bg 2” :ﬁ;?lllorder Not Covered
ore information copay . . - -
e $50 copay per fill retail Prescription Out-of-Pocket limit: $1,500 person /
about prescrlptllon Non-preferred drugs $100 copay per fill mail order Not Covered $3.000 family.
drug.| ct:;l)vetrage is Retail:
available a . Generic: $10 copay
WWW.eXpress- Specialty drugs Preferred: $20 copay IR
scripts.com Non-Preferred: $35 copay
$10 copay per visit for SP
Facility fee (e.g., ambulatory Facility. ,
; 20% coinsurance
i you have surgery center) ggcctgﬁgggﬁfiggreestandmg or ’ Preauthorization is required for some outpatient
. vay Sy surgeries. There is a 20% reduction in benefits
R E;?)Iﬁ:’[())/ I when preauthorization is not obtained.

Physician/surgeon fees 20% coinsurance

No charge for Freestanding or
Doctor's office.
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What You Will Pa o .
Me%?tgPEovlnt Services You May Need In-Network Provider Out-of-Network Provider AT Ex‘iﬁ?;'fr::t’ignomer [OTefiE
You will pay the least You will pay the most

Emergency room care $125 copay per visit $125 copay per visit Copay waived if admitted.
If you need S e 100% of the allowed
immediate medical 1ansno rta’zon No Charge amount and subject to Must be medically necessary.
attention e balance billin
Urgent care $50 copay per visit $50 copay per visit ---None---
e e Facility fee (e.g., hospital room) | No Charge 20% coinsurance Preauthorization is required. There is a 20%
hospital sta N o reduption in benefits when preauthorization is not
p y Physician/surgeon fees No Charge 20% coinsurance st
If you need mental | Qutpatient services $25 copay per visit 20% coinsurance ---None---
health, behavioral . , .
health. or Preauthorization is required. There is a 20%
substa,nce EnEe Inpatient services No Charge 20% coinsurance reduction in benefits when preauthorization is not
Services obtained.
Office visits $25 copay per visit 20% coinsurance
Childbirth/delivery professional | \ =~ 20% coi Preauthorization is required. There is a 20%
If you are pregnant | services 0 Lharge o COINSUrance reduction in benefits when preauthorization is not
ildbi ' ili obtained.
g:rl\llciifér;h/dellvery A No Charge 20% coinsurance
Preauthorization is required. There is a 20%
Home health care No Charge 20% coinsurance reduction in benefits when preauthorization is not
obtained. Limited to 100 visits per calendar year.
Rehabilitation services $25 copay per visit 20% coinsurance Preauthorization is required. There is a 20%
Habiltafi _ ) N 20% co reduction in benefits when preauthorization is not
vou need hel abilitation services $25 copay per visit 0% coinsurance obtained. Limitations may apply.
re)cl:overin or hpave Preauthorization is required. There is a 20%
9 Skilled nursing care No Charge 20% coinsurance reduction in benefits when preauthorization is not
other special health
needs P obtained. Limited to 60 days per calendar year.
Preauthorization is required. There is a 20%
Durable medical equipment No Charge 20% coinsurance reduction in benefits when preauthorization is not
obtained. Limitation may apply.
Preauthorization is required. There is a 20%
Hospice services No Charge 20% coinsurance reduction in benefits when preauthorization is not

obtained.
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What You Will Pa o .
Me?i?tgPEovlnt Services You May Need In-Network Provider Out-of-Network Provider AT Ex‘:ﬁ?;'fg:t’ignomer [OTefiE
You will pay the least You will pay the most

Children’s eye exam Bengﬂtg gdmlnlstered by Bengfltg gdmlnlstered by Benefits administered by Davis Vision.
Davis Vision Davis Vision
TR Sl DEEes Children’s glasses Bengﬂts_ gdmlnlstered by Bengflts_ gdmlnlstered by Benefits administered by Davis Vision.
dental or eye care Davis Vision Davis Vision
Children’s dental check-up Benefits administered by Benefits administered by Benefits administered by Delta Dental.
Delta Dental. Delta Dental.

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 e Hearing Aids e Routine foot care
o Cosmetic surgery e Long Term Care e Weight loss programs
o Dental care (Adult) (Delta Dental) o Non-emergency care when traveling outside the U.S.

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

o Bariatric surgery o Infertility Treatment ¢ Routine eye care (Adult) (Davis Vision)
e Chiropractic care (30 visits per calendar year) e Private-duty nursing

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-EBSA (3272) or www.dol.gov/ebsa/healthreform. 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: 1-844-352-1706 or www.amerihealth.com/tpa. You may also contact the Department of Labor's Employee Benefits Security Administration 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.
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Nondiscrimination Notice and Notice of Availability of Auxiliary Aids and Services
AmeriHealth Administrators complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or
sex. AmeriHealth Administrators does not exclude people or treat them differently because of race, color, national origin, age, disability, or sex.

AmeriHealth Administrators:
e Provides free aids and services to people with disabilities to communicate effectively with us and written information in other formats, such as large print
e Provides free language services to people whose primary language is not English and information written in other languages

If you need these services, contact our Civil Rights Coordinator.

If you believe that AmeriHealth Administrators 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 with our Civil Rights Coordinator.

There are four ways to file a grievance directly with AmeriHealth Administrators:
e by mail: AmeriHealth Administrators,
ATTN: Civil Rights Coordinator, 1900 Market Street, Philadelphia, PA 19103;
e by phone: 844-352-1706 (TTY 711);
e by fax: 215-761-0920; or
e by email: AHACIvilRightsCoordinator@ahatpa.com.

If you need help filing a grievance, our Civil Rights Coordinator is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights electronically through the Office for Civil
Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf or by mail or phone at: U.S. Department of Health and Human Services, 200
Independence Avenue SW, Room 509F, HHH Building, Washington, DC 20201, 1-800-368-1019, 800-537-7697 (TDD). Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.
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Language Access Services:
English: ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call 1-844-352-1708 (TTY: 711).

Spanish: ATENCION: Si usted habla inglés, tiene a su disposicién servicios de asistencia de idiomas sin costo. Liame al 1-844-352-1706 (TTY: 711).

Chinese: &8 : MSEE[PI] , WEI LS ZHEMIES NEERS. EEIFE 1-844-352-1706 ( TTY 1 711 ) ,

Hmong: LUS CEEB TOOM: Yog tias koj hais LUS HMOOB, ces yuav muaj kev pab cuam txhais lus pub dawb rau koj. Hu rau tus xov tooj

1-844-352-1706 (TTY: 711).

\ietnamese: CHU ¥: N&u ban néi [ngudi vigt nam], ban sé& dugc cung cép céc dich vu hé tro ngdn nglr mién phi. Goi 1-844-352-1706 (TTY: 711).

Somali: FIIRO GAAR AH: Haddii aad ku hadashid luugada Soomaaliga, adeegyada caawinta luugada, oo bilaash ah, ayaa laguu helayaa. Soo wac

1-844-352-1706 (TTY: 711).

Russian: BHMMAHKME: Ecnu Bbl roBopMTE Ha PYCCKOM, BAM AO0CTYNHB SecnnartHele yonyri nepesogyuea. Mossodure 1-844-352-17068 (TTY: 711).
AVIVITTY) WY Voo As £o) o8 0 el Ugee Sy palll Sonlocald ilaad, 8 o8 o0 iy ol Aal Zona T oS 13 450 D Arabic

French : ATTENTION : Sivous parlez le frangais, des services d'assistance linguistique gratuits, vous sont proposés. Appelez le

1-844-352-1706 (ATS : 711).

German: ACHTUNG: Wenn Sie Deutsch sprechen, steht lhnen ein kostenloser Sprachassistent zur Werfligung. Rufen Sie unter der Nummer
1-844-352-1706 (TTY: 711) an.

Amharic: e [ROICE] PTIST74- DU hie P 19 PUPY Pk W1451A=-TF MR P18 1-844-352-1706 (TTY: 711) AL Bl
Korean: F£2|: [BH=0{1& AMMESH= 22, 28 20 A& MU|AE 0|85 5= & LICHL 1-844-352-1706 2 TSI F LA |2, (TTY: 711).
Lao: #yfieond: trurucdiwrznato, nrutdnugoeciasnrchuwrscciu Bisvw ioedidieue. fn 1-844-352-1706 (TTY: 711).

Tagalog: PANSININ: Kung nagsasalita ka ng Tagaleg, libre na available sa iyo ang mga serbisyo sa tulong sa wika. Tumawag sa
1-844-352-1706 (TTY: 711).

Mavajo: Ahéhee’: T'aa afniil nigii bizaad yadaaliti'i nisin, ya'at'éeha anida’at nisin, dkét'éego bee hdlg, bizaad yadaaltti'i nisin dah nishii, yaattsoh da
t'aaji'igii ashkii. 1-844-352-1706 t'4a baa yashti'. (TTY: 711).

Khmer: [Wajuebes: (Uaisvdy s Sunwenan [(ed) enSgiiunsgd@SwamanizussAniggsgsys wrigigisivue

1-844-352-1706 (TTY* 711)4

talian: ATTENZIOMNE: Per colore che parlano italiano, sono disponibili i servizi di assistenza linguistica gratuiti. Chiamare al numero 1-844-352-1706
(TTY: 711).

Guajarati: talel 2441 %71 il pzidl elldl 91, dl etsl det Aaizdl, dMizl Hi2 Felgs Guaey 8. 1-844-352-1706 (TTY: 711) Uz 519 531

Polish: UWAGA: Jesli méwisz po polsku, moZzesz skorzystad z bezplatnych ustug pomocy jezykowej. Zadawon pod numer 1-844-352-1706 (telefon
tekstowy: 711).

Creole: ATANSYON: Si ou pale kreydl, sévis asistans lang yo gratis, e yo disponib pou ou. Rele nan 1-844-352-1706 (TTY: 711).

Portuguese: ATENGAO: Se vocé fala portugués, os servigos de assisténcia linguistica, gratuitos, estio disponiveis para vocé. Ligue 1-844-352-1706
(TTY: 711).

Japanese: J¥id : [B&EE] FERTOEBHOSHEEEY—CEAERATEEY . W 1-844-352-1706 (TTY: 711).
LYY TTY) 308y QLS WY LaTO VoA £ £ o Lol ly nh Lad ga s 53 (ARG 400 pem sy 4,0l 5 o Sal Cilanis anid s f8 Lt 55 2 4n 55 -Fairsi
S S oy (VY TTY) WWaRTeohs o) e s dd S o e LS S S S o5 0w 3w se ol b SV G e e tURU
Hindi: ter &: ofa 30 Re8 area €, @ 9ods oo foneeess sman FEaan ®and sudey €| 1-844-352-1706 (TY: 711) U e &)
Telugu: G5 28308 S0 Bt SrercAORE, rar Hrahd RDden Hd addornr odyramn. 1-844-352-1706 (TTY: 711)%0 =5 THobhod.
Swahili: KUMBUEA: wapo unazungumza Kiswahili, utapata huduma za usaidizi wa lugha bila malipo. Piga simu kwa 1-844-352-1706 (TTY: 711).
Ciibwe: AMBE: Giishipin wii'wiidookaagoovan ii-noondam Qiibwemowin, gancozhishinaam 1-844-352-1706 (TTY: 711) Gawain gidavw-diba'anziin.

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:

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)

B The plan’s overall deductible $0
M Specialist copayment $25
B Hospital (facility) no cost sharing $0
m Other no cost sharing $0

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

Deductibles $0

Copayments $40

Coinsurance $100

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $200

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a
well-controlled condition)

B The plan’s overall deductible $0
M Specialist copayment $25
B Hospital (facility) no cost sharing $0
m Other no cost sharing $0

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 $5,600
In this example, Joe would pay:
Cost Sharing

Deductibles $0

Copayments $200

Coinsurance $10

What isn’t covered
Limits or exclusions $20
The total Joe would pay is $230

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

Mia’s Simple Fracture

(in-network emergency room visit and follow

up care)
B The plan’s overall deductible $0
W Specialist copayment $25
B Hospital (facility) no cost sharing $0
M Other no cost sharing $0

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic tests (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $0
Copayments $200
Coinsurance $10
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $210

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