Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: Beginning on or after 01/01/2018
CommunityCare: CC 80/500 A Lg

Coverage for: 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, www.ccok.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.ccok.com/pdf/SB C/SB CUniformGlossary-2017.pdf or call
1-800-777-4890 to request a copy.

Answers

Important Questions

What is the overall
deductible?

$500 member/$1,000 family

Why This Matters:

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. Preventive care and
physician office visits are
covered before you meet your
deductible.

This plan covers some items and services evenif 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?

In-network $3,500
Member/$7,000 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 gut-of-pocket

Premiums and health care this

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

limit? plan doesn't cover.
Ves Sam This plan uses a provider network. You will pay less if you use a provider in the plan's

Will you pay less if
you use a network
provider?

www.ccok.com/directory or
1-800-777-4890 for a list of
in-network providers.

network. You will pay the mostif 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 you 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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“ All copayment and coinsurance costs shown inthis chart are after your deductible has been met, if a deductible applies.

What You Will Pay

Common In-network Provider Out-of-Network

Services You May

Limitations, Exceptions, & Other Important

Medical Event Need (You will pay the Provider Information
least) (You will pay the most)
. Primary care visit to $25 / visit
s alrfey|0; r%x;sletr?sho?‘?ilcfg ftlrleat aninjury or Deductible does not Not covered None
or clinic I apply
$35 / visit
Specialist visit Deductible does not Not covered None
apply
Preventive care/ No charge You may have to pay for services that aren't
= ) preventive. Ask your provider if the services needed
w/. Deductible does not Notcovered are preventive. Then check what your plan will pay
immunization apply -
Diagnostic test (x-ra No cha_rge
If you have a test Y. | Deductible does not Not covered None
blood work)
apply
Imaging (CT/IPET _ Requires _prequthori zation. Failure to receive
20% coinsurance Not covered preauthorization will result in non-payment of
scans, MRIs) [——
If you need drugs to
ggﬁtd)i/t?(;j r: lliness or $15 Preferred retail _
More information about = Preferred generic $20_Non-Preferred Covers up to a 30 day supply for retail and a 90 day
raeraian dla drugs retail . Not covered supply for mail order. Some preferred generic drugs
resClplon crud $30 mail order per have no charge.
coverage is available L P 9
atwww.ccok.com or prescription
by calling
1-877-293-8628.
$40 Preferred retail
$50 Non-Preferred Covers up to a 30 day supply for retail and a 90 day
Preferred brand drugs | retail Not covered supply for mail order. The difference between brand
$80 mail order per and generic pricing is not covered.
prescription
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What You Will Pa

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

Common Services You May

Need

Limitations, Exceptions, & Other Important
Information

Medical Event

$70 Preferred retail
$90 Non-Preferred
retail Not covered

Covers up to a 30 day supply for retail and a 90 day

Nor-preferred brand supply for mail order. The difference between brand

or generic drugs

$140 mail order per
prescription

and generic pricing is not covered.

Specialty drugs

$160 Preferred retail
$200 Non-Preferred

retail

$160 mail order per

prescription

Not covered

Covers up to a 30 day supply for retail and mail
order. The difference between brand and generic
pricing is not covered.

Facility fee (e.qg.,

Requires preauthorization. Failure to receive

fees

If you have ambulatory surgery 20% coinsurance Not covered preauthorization will result in non-payment of
outpatient surgery center) be nefits.

Physician/surgeon _ Requires _Qrez_;\uthori zation. Failure to receive

20% coinsurance Not covered preauthorization will result in non-payment of

benefits.

fees

imlrwé?jlija?: (rar?edi - Emergency room care | 20% coinsurance 20% coinsurance None
attention
E;nﬁc%gc:nn_emced 20% coinsurance 20% coinsurance None
$50 / visit
Urgent care Deductible does not Not covered None
apply
Facility fee (e _ Requires _Qrez_;\uthori zation. Failure to receive
If you have a hospital 9 20% coinsurance Not covered preauthorization will result in non-payment of
hospital stay ospital room) be nefits.
Physician/surgeon _ Requires _Qrez_;\uthori zation. Failure to receive
20% coinsurance Not covered preauthorization will result in non-payment of

benefits.
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Common

Medical Event

Services You May
Need

What You Will Pa

In-network Provider
(You will pay the

Out-of-Network
Provider

Limitations, Exceptions, & Other Important
Information

If you need mental
health, behavioral
health, or substance
abuse services

Outpatient services

least)

Office - $25 / visit
Outpatient services -
20% coinsurance
Deductible does not
apply to office visits

(You will pay the most)

Not covered

None

Requires preauthorization. Failure to receive

Inpatient services 20% coinsurance Not covered preauthorization will result in non-payment of
be nefits.
Depending on the type of services, a copayment,
If you are pregnant , - e cha_rge coinsurance, or deductible may apply. Maternity care
Office Visits Deductible does not Not covered " . .
200l may include tests and services described elsewhere
PPl inthe SBC (i.e. ultrasound).
grglflggérit:r/\g?g\é?\;yces 20% coinsurance Not covered None
gc]:llﬂs ;rt:/r\sl!ig\;ery 20% coinsurance Not covered None
If you need help Requires preauthorization. Failure to receive
recovering or have Home health care 20% coinsurance Not covered preauthorization will result in non-payment of
other special health be nefits.
needs
Up to 60 treatment days per disability, per calendar
year. Combination of physical, occupational, and
Rehabilitation services | 20% coinsurance Not covered speech therapy. Requires preauthorization. Failure

to receive preauthorization will result in non-payment
of benefits.

Habilitation services

Not covered

Not covered

Not covered

Skilled nursing care

20% coinsurance

Not covered

Up to 60 treatment days per disak_)ility, per calendar

year. Inpatient requires preauthorization. Failure to

receive preauthorization will result in non-payment
of benefits.

Durable medical
equipment

20% coinsurance

Not covered

Requires preauthorization. Failure to receive
preauthorization will result in non-payment of
be nefits.
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What You Will Pa

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

Common Services You May Limitations, Exceptions, & Other Important

Information

Medical Event Need

20% coinsurance Requires preauthorization. Failure to receive

Hospice services Deductible does not Not covered preauthorization will result in non-payment of
apply benefits.
No charge
If your child needs @ Children's eye exam Deductible does not Not covered Limited to one exam in 365 days.
dental or eye care apply
Children's glasses Not covered Not covered Not covered
Children's dental Not covered Not covered Not covered

check-up
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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.)

® Bariatric surgery ® Dental care (Child) ® Non-emergency care when traveling
outside the U.S.

® Children's glasses ® Habilitation Services ® Private-duty nursing

® Cosmetic surgery ® |nfertility treatment ® Routine foot care

® Dental care (Adult) ® | ong-term care ® Weight loss programs

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

® Acupuncture ® Hearing aids (Limited to one for each ® Routine eye care (Adult) (limited to 1 visit
hearing impaired ear in any 48 month per year)
period.)

® Chiropractic care
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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: CommunityCare at 1-800-777-4890 or the Department of Labor's 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
complaintis 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 reasonto your plan. For more
information about your rights, this notice, or assistance, contact: CommunityCare at 1-800-777-4890. You may also contact the Department of Labor's
Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/healthreform, or the Oklahoma Insurance Department at
1-800-522-0071.

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:

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwijigo holne' 1-800-777-4890.


www.dol.gov/ebsa/healthreform
www.HealthCare.gov
www.dol.gov/healthreform

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.

Peq is Havina a Baby Manaaina 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 (in-network emergency room visit and follow up
hospital delivery) well-controlled condition) care)
B The plan's overall deductible $500 ® The plan's overall deductible $500 ® The plan's overall deductible $500
m Specialist copayment $35 B Specialist copayment $35 m Specialist copayment $35
m Hospital (facility) coinsurance  20% m Hospital (facility) coinsurance  20% B Hospital (facility) coinsurance  20%
m Other coinsurance 20% B Other coinsurance 20% m Other coinsurance 20%

This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE eventincludes services like:

Specialist office visits (prenatal care) Primary care physician office visits Emergency room care (including medical
o _ _ _ (including disease education) supplies)
ChildbirtVDelivery Professional Services Diagnostic tests (blood work) Diagnostic test (x-ray)
ChildbirttvDelivery Facility Services Prescription drugs Durable medical equipment (crutches)
Diagnostic tests (ultrasounds and blood Durable medical equipment (glucose meter)  Rehabilitation services (physical therapy)
vvork)_ . . Total Example Cost $7,400 Total Example Cost | $1,900
Specialist visit (anesthesia)
Total Example Cost $12,800 In this example, Joe would pay: In this example, Miawould pay:
Cost Sharing Cost Sharing
In this example, Peg would pay: Deductibles $0 Deductibles $500
Cost Sharing Copayments $1,200 Copayments $40
Deductibles $500 Coinsurance $100 Coinsurance $300
Copayments $10 What isn't covered What isn't covered
Coinsurance $2,200 Limits or exclusions $60 Limits or exclusions $0
What isn't covered The total Joe would pay is $1,360 The total Miawould pay is $840
Limits or exclusions $80
The total Peg would pay is $2,790

The plan would be responsible for the other costs of these EXAMPLE covered services. 8ofll



CommumityCare
Multi-Language Interpreter Services — Taglines for Notices

Language Translated Taglines

Spanish Este Aviso contiene informacion importante. Este aviso contiene informacion
importante acerca de su solicitud o cobertura a traves de CommunityCare. Preste
atencion a las fechas clave que contiene este aviso. Es posible que deba tomar alguna
medida antes de determinadas fechas para mantener su cobertura medica o ayuda con
los costos. Usted tiene derecho a recibir esta informacion y ayuda en su idioma sin
costo alguno. Llame al 1-800-777-4890.

Vietnamese Thong bao nay cung cap thong tin quan trong. Thing bao nay cé théng tin quan trong ban
ve domn nop hodc hop déng bao hiém qua chuong trinh CommunityCare. Xin xem ngay
then chot trong thong bao nay. Quy vi co thé phai thue hién theo théng bao ding trong
thei han dé duy tri bao hiém sirc khoe hodc durgc tro trap thém vé chi phi. Quy vi co
quyén durgc biét théng tin nay va dugc tro gitp bang ngdn ngir cda minh mién phi. Xin
goi s6 1-800-777-4890.

Chinese ABHASEOAE . FBHNEMREZEE A SBM I8 B #EHE CommunityCare
REMPAFEN REHNERAE, FEEXANANEZEY, BARRFEREHILL
Bz aiRmiTs), DREBEOERARE SHEERMM. CREMNRIEUENS
ERIIRMENEE . HREE (I A BT 1-800-777-4890

Korean EETNM= =t BEINEN YUSLICLEZS 0| EXAME Aate A= 26HY
233 CommunityCare & S & HHEIA] Of] 28t B2 S Xt AsLICh
EEXNHUA A D= ENNES RO AL, Fot= 2ote A2 HHE XS
H= SXotHLU HIES Z2010| flold &8 DI22THR| EXIE FHollof &
ZRI}US = ASLICH FHol=0lz{et B2 =2 Hole HHZ HIE
SERl0 228 4 A= A0 YUsLI L 1-800-777-48902 E 3G A 2.

German Diese Benachrichtigung enthalt wichtige Informationen. Diese Benachrichtigung enthalt
wichtige Informationen beziiglich |hres Antrags auf Krankenversicherungsschutz durch
CommunityCare. Suchen Sie nach wichtigen Terminen in dieser Benachrichtigung. Sie
konnten bis zu bestimmten Stichtagen handeln miissen, um Ihren
Krankenversicherungsschutz oder Hilfe mit den Kosten zu behalten. Sie haben das Recht,
kostenlose Hilfe und Informationen in Ihrer Sprache zu erhalten. Rufen Sie an unter

1-800-777-4890.
Arabic ’ i ; .
Dt il s g g g e fu) 0 gy i Chaglas Ju¥) 3
pds el 5l faal b o Bliall dgna g 18 A ol ol JaTY pliad ¥l 1l A m ) e SadrcOommnticae
LA00-TT14890 = Juall WS gy e il el y s el e jpunall B all Sl S
Burmese

g_ﬁmé l$ﬂl'|f=l.'-|l.'lg$ﬁi AT WE'EE"'?"'-‘? Uﬁlﬂé‘ima" g:ﬁlﬂ'?é -TA.J'E:-%E 13&':553! 3 :J‘F,tﬁu?ﬂ?f-:mmuni!'rfarr
0 Sogige 2 ¢ Sexfae  mbgeoohs doglopan :8maap([o} ajesgape [l

woggpie an ¢ g qm edff oSy woe qienge  fruvpor eficilenfge  mppfe cseqs

= solggepfiogfin i = soolgml giicfes ¢ opmd gage smmIgooapiqfas mieder

N = &3 in " o= e a T
a U.ELE-E‘%J:\ B8 o oonmnmos: Joo . :laﬂ:_:aaéque, JEpon 1-800-777-48900
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C i Cares

Multi-Language Interpreter Services — Taglines for Notices

Language Translated Taglines

Hmong

Tsab ntawv tshaj xo no muaj cov ntshiab lus tseem ceeb. Tsab ntawv tshaj xo no
muaj cov ntsiab lus tseem ceeb txog koj daim ntawv thov kev pab los yog koj ghov
kev pab cuam los ntawm CommunityCare. Saib cov caij nyoog los yog tej hnub tseem
ceeb uas sau rau hauv daim ntawv no kom zoo. Tej zaum koj kuj yuav tau ua gee yam
uas peb kom koj ua tsis pub dhau cov caij nyoog uas teev tseg rau hauv daim ntawv
no mas koj thiaj yuav tau txais kev pab cuam kho mob los yog kev pab them tej ngi
kho mob ntawd. Koj muaj cai kom lawv muab cov ntshiab lus no uas tau muab sau ua
koj hom lus pub dawb rau koj. Hu rau 1-800-777-4890.

Tagalog

Ang Paunawa na ito ay naglalaman ng mahalagang impormasyon. Ang paunawa na ito
ay naglalaman ng mahalagang impormasyon tungkol sa ivong aplikasyon o pagsakop sa
pamamagitan ng CommunityCare. Tingnan ang mga mahalagang petsa dito sa
paunawa. Maaring mangailangan ka na magsagawa ng hakbang sa ilang mga itinakdang
panahon upang mapanatili ang iyong pagsakop sa kalusugan o tulong na walang gastos.
May karapatan ka na makakuha ng ganitong impormasyon at tulong sa iyong wika ng
walang gastos. Tumawag sa 1-800-777-4890.

French

Cet avis a d'importantes informations. Cet avis a d'importantes informations sur votre
demande ou la couverture par l'intermediaire de CommunityCare. Rechercher les
dates clés dans le présent avis. Vous devrez peut-étre prendre des mesures par
certains délais pour maintenir votre couverture de santé ou d'aide avec les colts.
Vous avez le droit d'obtenir cette information et de I'aide dans votre langue a aucun
colt. Appelez 1-800-777-4890.

Laotian

mmﬁgmuﬂuauumﬁu r-':uc:ﬂjr-*-uﬂﬂeuuﬁimﬁumoﬁumsajﬁ-

N ENIVHLHSIZSINILI OBE IV CommunityCare. ::u:.-.r':l:- umbnduiisriulucdynuo B.

l.;l'l'l Le1n ‘i'lfﬂuﬂﬂﬂ?‘q{ﬂ STHKUUWU?HHTI'I'IUHED:J ',‘ru] [L'UDEI'IJ-

q-ﬁnmmununuqam l.nuaa;w1umn1uﬂﬂmmamum?:ﬂw
winiSahesldsuayveromubearmugoucieluwimsieeqiiuio Daald91u. Tu 18007774880

Thai

" -f W - -.'... 1 - - = 4
teen 'Fuﬂ‘l'r‘;ut‘-ﬂ'lﬁ:g 1 -_.*.'P“'.u:"!m‘i'.'-ﬁ'. wegRtafun an sadeniessu b g i mes s CommunityCare
¥

B S e = § P LY walls ¥ y - - ¥ N ’ il 1 s
IL."I WA ST J":ti”.' P SRR U T T T AT S LR L L R S ST M L = 'L-iq'll" 'I"I-'I'J'Ii‘lh-"."Th- 1T TR B R RN

rpumiamiias Uduinygnuaczm ST T Y nreesmlme Fl Mdre Tne 1-800-777-4890

Urdu

ayhas ol e g o S Tan gy g Sl e CommunityCare e Sl o el il e 253

e i Ja e A S S Al gl ey e S e S S B g S RIS s Gl e i
S A ala S e e e g M Sl B B P E A eS T Y MLl pels Sl S
et

s b 1-800-777-4890

Cherokee

O'WeDkd SSICPT 04D 2D O'Wedkd RGZA4 RCWARLT ROG$HDD VA PhdDAWE B8hVolr RGS46DE.5
CommunityCare SGI@DOLALT CSRDSDA LVLTR AD SSZGPT RMod ATddd KMG.A DS G

HHREWaL (/éDVB TS SAL1. V.3 G351 DhDT5Ha0S Gol” DE JEGWEHT PR (71CBaD] hERD GHW.

DL AWE(r DLgDSW.A RGN 28 RGZA4A GSPEDE CSWHADAS CVP §W0hAddJd ET Z8 JEGW.I hFRO PRT
JAWZPA 4601 2D 1-800-777-4890.

Persian-Farsi

s iy a5 5w g idmlics o e ) Vil s 0 gt s ST Tl egadiE)
\ _;Iﬁ;l_}. l_ﬁ.}da‘_h +FMJ;_;1: =g hosand gl Ok Yo .:._;h,_a:;.‘.:_;_,‘!il;u o pha gl 'JJ}-J‘-EﬂﬂmUHiWCBFE
AL 5 st p ooy SaS sie D | bS5 Gl Tagm s oleb S s ihs s s\ £ 3—;3....5...5 i
1-800-777-4890 .24 s,
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CommunityCare

CommunityCare complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color,
national origin, age, disability, or sex. CommunityCare does not exclude people or treat them differently because of race, color,
national origin, age, disability, or sex.

CommunityCare:
® Provides free aids and services to people with disabilities to communicate effectively with us, such as:
O Qualified sign language interpreters
O Written information in other formats (large print, audio, accessible electronic formats, other formats)

® Provides free language services to people whose primary language is not English, such as:
O Qualified interpreters

O Information written in other languages

If you need these services, contact CommunityCare's Senior Manager of Quality Improvement/Compliance. If you believe that
CommunityCare 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:

CommunityCare

Attn: Senior Manager of Quality Improvement/Compliance
P.O. Box 3249 Tulsa, Oklahoma 74101

(918) 594-5303 (phone)

(918) 879-4048 (fax)

G&A@ccok.com

You canfile a grievance in person or by mail, fax, or email. If you need help filing a grievance, CommunityCare's Senior
Manager of Quality Improvement/Compliance is available to help you.

You canalso 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, D.C. 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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