Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: Beginning on or after 01/01/2019
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 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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www.ccok.com
www.ccok.com/pdf/SBC/SBCUniformGlossary-2017.pdf
https://www.healthcare.gov/coverage/preventive-care-benefits/
www.ccok.com/directory

“ 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)
e Primary care visit to $25 / visit
Icfgr(;u \r/és\./llt dae?'gzl:fr: - treat an injury or Deductible does not Not covered None
or clinic iliness apply
$35 / visit
Specialist visit Deductible does not Not covered None
apply
Preventive care/ No charge You may have to pay for s_ervipes that a_ren't
screeninal Deductible does not Not covered preventive. Ask your provider if the services r_1eeded
—qi mmunization W are preventive. Then check what your plan will pay
for.
Diagnostic test (x-ray No cha_rge
If you have a test blood work) ' | Deductible does not Not covered None
apply
Imaging (CT/IPET _ Requires _prequthori zation. Failure to receive
scans, MRIs) 20% coinsurance Not covered greau.thorlzatlon will result in non-payment of
’ be nefits.
If you need drugs to
treat your illness or
condition . .
More information about = Preferred generic $15 reta_ul Covers up to a 30 day supply for retail, a 90 day
ee i dr drugs $30 mfeult'order per Not covered 1,?upply.lforCrlnalntenance drugs and a 90 day supply
p—p—gcovera EYRye— prescription or mail order.
atwww.ccok.com or
by calling
1-877-293-8628.
$40 retail Covers up to a 30 day supply for retail, a 90 day
Preferred brand drugs | $80 mail'order per Not covered ?(;errﬁgi :‘%rrg:ar.lr]lt_ﬁga:jril?rzrgrn%ges ; (;Svgegnobcrlgr): ; gpnzly
prescription generic pricing is not covered.
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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

Non-preferred brand
or generic drugs

least)

$70 retalil
$140 mail order per
prescription

(You will pay the most)

Not covered

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

supply for maintenance drugs and a 90 day supply

for mail order. The difference between brand and
generic pricing is not covered.

Specialty drugs

$160 retail

Not Covered

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

If you have outpatient
surgery

Facility fee (e.g.,
ambulatory surgery
center)

20% coinsurance

Not covered

Requires preauthorization. Failure to receive
preauthorization will result in non-payment of
be nefits.

Physician/surgeon
fees

20% coinsurance

Not covered

Requires preauthorization. Failure to receive
preauthorization will result in non-payment of
be nefits.

If you need
immediate medical
attention

apply

Emergency room care | 20% coinsurance 20% coinsurance None

Emergency medical 20% coi 20% coi N

A e © coinsurance © coinsurance one
$50 / visit

Urgent care Deductible does not Not covered None

If you have a hospital
stay

Facility fee (e.qg.,
hospital room)

20% coinsurance

Not covered

Requires preauthorization. Failure to receive
preauthorization will result in non-payment of
be nefits.

Physician/surgeon
fees

20% coinsurance

Not covered

Requires preauthorization. Failure to receive
preauthorization will result in non-payment of
be nefits.

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

Outpatient services

Physician office visit -
$25 / visit

Other outpatient
services - 20%
coinsurance
Deductible does not
apply to physician

office visits

Not covered

None
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Common

Medical Event

Services You May
Need

(You will pay the

What You Will Pa

In-network Provider

Out-of-Network
Provider

Limitations, Exceptions, & Other Important
Information

Inpatient services

least)

20% coinsurance

(You will pay the most)

Not covered

Requires preauthorization. Failure to receive
preauthorization will result in non-payment of
be nefits.

If you are pregnant

Office Visits

No charge

Deductible does not

apply

Not covered

Depending on the type of services, a copayment,
coinsurance, or deductible may apply. Maternity care
may include tests and services described elsewhere
inthe SBC (i.e. ultrasound).

Childbirth/delivery
professional services

20% coinsurance

Not covered

None

Childbirth/delivery
facility services

20% coinsurance

Not covered

None

If you need help
recovering or have
other special health
needs

Home health care

20% coinsurance

Not covered

Requires preauthorization. Failure to receive
preauthorization will result in non-payment of
be nefits.

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
Up to 60 treatment days per disability, per calendar

: : . ear. Inpatient requires preauthorization. Failure to
bl sl 0% Celis e Notcovered ?/eceivepgre authocr]i zation will result in non-payment of
benefits.

Durable medical _ Requires _prequthori zation. Failure to receive

; 20% coinsurance Not covered preauthorization will result in non-payment of
gguipment be nefits.
20% coinsurance Requires preauthorization. Failure to receive

Hospice services Deductible does not Not covered preauthorization will result in non-payment of

apply be nefits.
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
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What You Will Pa

Common Services You May In-network Provider Out-of-Network Limitations, Exceptions, & Other Important

Medical Event Need (You will pay the Provider Information
least) (You will pay the most)

Children's dental

check-up Not covered Not covered Not covered
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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:
Spanish (Espanol): Para obtener asistencia en Espanol, llame al 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



CommunityCare

Multi-Language Interpreter Services - Taglines for Notices

Language

Spanish

Translated Taglines

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.

Viethamese

Thong bao nay cung cap thong tin quan trong. Thong bao nay co thong tin quan
trong ban vé don ndp hoac hop dbng bao hiém qua chuwong trinh
CommunityCare. Xin xem ngay then chdt trong thong bao nay. Quy vi co thé
phai thue hién theo thong bao dung trong thdi han dé duy tri bao hiém sirc khde
hoac duoc tro trup them vé chi phi. Quy vi co quyén dwoc biét thong tin nay va
duwoe tro giup bang ngon ngi¥ ctia minh mién phi. Xin goi s6 1-800-777-4890.

Chinese

FEHNEEEMAER. X ENEREREEAREA SBM IEB M4 CommunityCare
B PEEs _ﬁBﬁHEEEﬂEu FEEFENAMEERE. BOEREREE L
Bz EERTE, LERENRERRE SERAHN. CEENRRLUENEG
EERIFAERMKE, FRESE (TLLEA B 1-800-777-4890

Korean

2 ENHMN= S8 HEI S0 USLICLS 0l STAE Holel AFHM 2ot
Z12l 1! CommunityCare = S8t HHCI Xl 0fl 2t ZE 8 ®&i5l ) ASLICH
SEETMUAMN A = LMES OUAL. Hot= AT 2L HHEIXE
A& =XIotHL HEE 2206l RlolM L E S 0tZ L NHX =X & ol OF 2
2RI AUS = USLICL ASt= 0SS FE2 25 Fot2 HH= HIE
S0 98 4 U= LI JF USLICEH 1-800-777-48902 E 5}5HA Al 2.

German

Diese Benachrichtigung enthalt wichtige Informationen. Diese Benachrichtigung
enthalt wichtige Informationen bezuglich lhres Antrags auf
Krankenversicherungsschutz durch CommunityCare. Suchen Sie nach wichtigen
Terminen in dieser Benachrichtigung. Sie konnten bis zu bestimmten Stichtagen
handeln mussen, um lhren Krankenversicherungsschutz oder Hilfe mit den
Kosten zu behalten. Sie haben das Recht, kostenlose Hilfe und Informationen in
Ilhrer Sprache zu erhalten. Rufen Sie an unter

1-800-777-4890.

Arabic

;_]:l_;nhj.-;.;Llﬁ.L_l.lﬂuJ.ﬁ- J}..ﬂhﬂédl:bhﬂ}mhjhk._h!h. J'I_|_._'L'1'_.”.'I;‘m‘;’:..__:_;m].&--&'|.‘,5.r_- J'LL:}”.L‘A”;}:.J
'1.1.-43 el ji,p.al‘ L P _,:I!r.ldl.'la.'ﬂ I"'.l,'l'.nl ﬁ_}l_ﬁ ,‘,l 2l gyl Jay E'.'-'I.'-ﬁ k] ._J'J.;-'E" I 43 E.-L-LlJ-'- 3_]'_53' LE -;IL_'t-.JDjn'mun['fCarg
1-ED0-777-4890 = (ol AT 5 )50 (e tlinls Bip sl y il glaall oy guaasll 3 gad) Sl CalsEl

Burmese

Q‘imé Gaaq:aan%:a a0 aaérgmr? Jloé]:ngn mﬁmg :m;«ﬁs' céor;g: v::%,lmu?og CommunityCare
I0EOS000|CE 000 S0 -51::'@1: msmooco vlochosol e rErErE wIaene @Lﬂn
YAy . mlf v . B o ] 8 I} a Glm"lg.-ﬁ 53’

IDEYPIECII EEFIQIT RGN 90?% ffng.- zms..qgémgg:ﬁ’iuu?og ﬂﬁﬁééﬂ:}:@g-;aﬂgﬁ]ﬂ%ﬁe- 65063

eomnfgopepfoogy | somnlGogh gfBecrgeogmd gagaconnégronpafas mioder
@ msiao??:ﬁ 8Emmmm2:dug:_mnﬁmégluﬁpﬁ “enoil 1-800-777-48908
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Tsab ntawv tshaj xo no muaj cov ntshiab lus tseem ceeb. Tsab ntawv tshaj
X0 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
Hmong 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.

Ang Paunawa na ito ay naglalaman ng mahalagang impormasyon. Ang paunawa
na ito ay naglalaman ng mahalagang impormasyon tungkol sa iyong aplikasyon
0 pagsakop sa pamamagitan ng CommunityCare. Tingnan ang mga mahalagang
petsa dito sa paunawa. Maaring mangailangan ka na magsagawa ng hakbang sa
Tagalog | jlang 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.

Cet avis a dimportantes informations. Cet avis a dimportantes informations
sur votre demande ou la couverture par lintermediaire de CommunityCare.
Rechercher les dates clés dans le présent avis. Vous devrez peut-etre
prendre des mesures par certains délais pour maintenir votre couverture de
sante ou d'aide avec les couts. Vous avez le droit d'obtenir cette information
et de |’aide dans votre langue a aucun cout. Appelez 1-800-777-4890.

French

MIBECIMLBBERVEIeL. MucanIubBsuuhizdvnjoivensens:

. winfiniwdnesszeuinlovw i CommunityCare. choFSunISodvhsenlvadinini.
Laotian urvsroscivdeglgcomdcBuvmuloenidocoshcsvew
FENIMIVGLasIgerwILgeEinudonciiehbarlgaie. |

urn BSoliscldgvanveromnieosnivgoecislvwiziessirvicier1450. T 1-800-7774850.

afl e 5 g af'g g g 5
U7 SN AW T‘.:!.IE'qit"r?:'J_ u::’I’P‘1]|535Lﬁ113-I?FT~F gaffenasn el s 1eu em IJ.";."elh.i‘:_T.J'l'l WEE SR THE W CommunityCars
Thai L. - L] o e -r = » - - - - - = = 2y - - ] - eled i
o AT T MUTZN N PR RS SHBALEENTN ﬂql.".:- T AR S0 TR A LN BRI NI LT = !1-cf:'t.l Mg -'I-‘I.--.|'I='?tlr THF BRI A7 E-ﬂ'lll.rL"-' i

M e ey ol : bt i ;
reu RV A FonsuazAn st nvE e i e nearralen lsF A 18 e v 1-B00-777-4800

haghae al i 2 4 S Slaths g Cand i 33 S e COmmUnityCare e Jeidl oo - ot Shaghas o i juid od
o 3 P g Al S Tlal il WS A e S e S g RIS i e S
Urdu 1S 25 unla S lna g st e i G5 M S ol oS 30 5 IS S o e Y WSy i el S o S
=

.S o 1-800-7774890

O"'Wcokd 55LGPT CFcocDl. 9D "Wk RGLA4 WCWALT RCWER@ VL ' heDAWE AShVolr RGS 46065
CommuutyCare 5G100MLAST. CSRAOD50I LVLTR 4D SEZGFT. RM ATdDJd K9G DS G601

SHREWeD L 0¥ B TS hFASY. VA GEA DhDTWbeDs Golr DS JEGWOT BR OVICEDA hERE GEW.L
Cherokee DLOAWGE e DLeDEWI RGA T8 RGZA4T GSPGDE GEWEAGLULE GT'P 5¢9h2¢D.1 EA I8 JEGW.I hERO BLRT.
AWITPI J460.1 2D 1-800-777-4890.

ek oy ot ) gt ol b b i M | sl i) gl e SR T sple g
ly wly! s v By Ul roaf e Sy howilds Gl Lol e | Sgtade e il g 8 s e g kS s CommiuinityCare
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1-800-777-4890 . ddegy adlg -

100f 11



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:

= Qualified sign language interpreters

= 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:

= Qualified interpreters
= 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) 594-5250 (Fax)

memberservicesreview@ccok.com

You can file 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 can also file a civil rights complaint with the U.S5. 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 .

Updated 12/04/2017
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