Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
Community Health Plan of Washington: Cascade Select Bronze

Coverage Period: 01/01/2026-12/31/2026
Coverage for:_Individuals & Families| Plan Type: EPO

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, visit

individualandfamily.chpw.org or call 1-866-907-1906. 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 https://www.healthcare.gov/sbc-glossary/ or call 1-800-318-2596 to

request a copy.

Important Questions

Answers

Why This Matters:

What is the overall
deductible?

$6,000 individual / $12,000 family

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?

Preventive care services, primary
care, laboratory tests, urgent care
visits, and generic brand drugs are
covered before you meet your
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. 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 must pay all of the costs for these services up to the specific deductible amount before this
plan begins to pay for these services.

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

$10,150 individual / $20,300 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 out-of-pocket limit?

Out-of-network services are not
included in out-of-pocket limit.

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

Will you pay less if you
use a network provider?

Yes. There are no out-of-network
providers in this plan.

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.

Do you need a referral to
see a specialist?

No referral is required to see an in-
network specialist or provider.

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

What You Will Pay

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

Limitations, Exceptions, & Other
Important Information

Services You May

Common Medical Event Need Network Provider

(You will pay the least)

. . First two visits: $1 Copay / visit;

Primary care e deductible does not apply.

treat an injury or Additional visits: $40 C / Not covered

iIness dditional visits: opay
If you visit a health care visit; deductible does not apply.
provider’s office or e $100 Copay / visit; deductible does
i Specialist visit not apply Not covered

Preventive No charge; deductible does not

care/screening/ apply. Not covered

immunization

40% Coinsurance for laboratory

Diagnostic test (X- & professional services \ ’

ray, blood work) O P ot covere
If you have a test 40% Coinsurance for X-ray &

diagnostic imaging
'ST:%”?VI(I%E;PET 40% Coinsurance Not covered
$32 Copay / 30-day supply Prescription drugs are provided up to a 90-

Generic drugs $86.40 Copay / 90-day supply Not covered day supply at participating retail pharmacies
:frg:tu :ﬁ??lﬁ\?sgss:: Deductible does not apply. or through mail order.
con di);ion Preferred brand Prescription drugs are provided up to
More information about druas 40% Coinsurance Not covered a 90-day supply at participating retail

rescriotion dru g pharmacies or through mail order.
b Bl 19 Non-preferred brand o .
coverage is available at druas 40% Coinsurance Not covered Coverage is limited to a 30-day supply.
individualandfamily.chpw. g T
orq/2026formulary Coverage is limited to a 30-day supply.
' Asthma Inhalers (corticosteroid/
, o corticosteroid combination), Epinephrine
Specialty drugs 40% Coinsurance Not covered auto injectors, EpiPens & insulin total
monthly OOP cap at $35 / 30-day supply
not subject to deductible.

[* For more information about limitations and exceptions, see the plan or policy document at https://individualandfamily.chpw.org.]
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Common Medical Event

Services You May

Need

Network Provider

What You Will Pay

Out-of-Network Provider

Limitations, Exceptions, & Other
Important Information

If you have outpatient
surgery

Facility fee (e.g.,

(You will pay the least)

(You will pay the most)

ambulatory surgery | 40% Coinsurance Not covered
center)
]Ic:’er;)gsmlan/surgeon 40% Coinsurance Not covered

If you need immediate
medical attention

Emergency room
care

Emergency medical

transportation

40% Coinsurance

40% Coinsurance

$100 Copay / visit; deductible does

40% Coinsurance

40% Coinsurance

Cost sharing for Emergency Care Services
is the same whether a member obtains
services from an in-network or out-of-
network provider in an emergency
situation.

Cost sharing for Emergency Care Services
is the same whether a member obtains
services from an in-network or out-of-
network provider in an emergency
situation.

Urgent care not apply Not covered
HraiEmelEET Egggliglﬂra:oﬁ.)g” 40% Coinsurance Not covered Preauthorization required.
stay ]I:’hysmlan/surgeon 40% Coinsurance Not covered
ees
First two office visits: $1 Copay /
visit; deductible does not apply.
Additional office visits: $40
If you need mental Outpatient services g;;av fvisit; deductible does not Not covered
health, behavioral y
health, or s-ubstance Other outpatient services: 40%
abuse services Coinsurance
Inpatient services 40% Coinsurance Not covered Preauthorization required.

[* For more information about limitations and exceptions, see the plan or policy document at https://individualandfamily.chpw.org.]
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Services You May

What You Will Pay

Limitations, Exceptions, & Other

Common Medical Event Need Network Provider Out-of-Network Provider Important Information
(You will pay the least) (You will pay the most)
Office visits O BN Ll etz Not covered
not apply
If you are pregnant Childbirth/delivery 40% Coinsurance Not covered
professional services
Ch|.|§ib|rth/ d.ellvery 40% Coinsurance Not covered
facility services
Home health care $50 Copay / day; deductible Not covered Limit to 130 visits per calendar year.
does not apply Preauthorization required.
Includes physical, speech, and
Outpatient: 40% Coinsurance occupational therapies. Inpatient: 30-day
Rehabilitation services T Notcovered maximum for all rehabilitation therapy
Inoatient: 40% Coi services per calendar year; Outpatient: 25-
If you need help hpatient. 40% Loinsurance visit maximum for all rehabilitation therapy
recovering or have services per calendar year.
h ial health ient: .
::iezrsspecla ealt Outpatient: 40% Includes physical, speech, and
Habilitation services ~ Coinsurance Not covered occupational therapies. Inpatient: 30-day
Inpatient: 40% Coinsurance maximum for all habilitation therapy
services per calendar year; Outpatient: 25-
visit maximum for all habilitation therapy
services per calendar year.
Skilled nursing care ~ 40% Coinsurance Not covered 60 days per calendar year
Durable medical 40% Coinsurance
. Not covered
equipment
Outpatient: $50 Copay / day; L .
Hospice services deductible does not apply Not covered Preauthorization required.

Inpatient: 40% Coinsurance

Respite Care: 14 days lifetime maximum.

[* For more information about limitations and exceptions, see the plan or policy document at https://individualandfamily.chpw.org.]
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What You Will Pay

Limitations, Exceptions, & Other Important

Common Medical Event | Services You May Need Network Provider Out-of-Network Provider

Information
(You will pay the least) | (You will pay the most)
Children's eye exam No charge; deductible Not covered IncIud!ng dllatlop as professionally indicated
does not apply and with refraction. 1 exam per calendar year.
. . Limited to children under age 19. One pair of
_ No charge; deductible prescription lenses or contacts every calendar
If your child needs Children's alasses does not apply Not covered year, including polycarbonate lenses and
dental or eye care 9 scratch-resistant coating. One pair of frames
or contact lenses (in lieu of lenses and frames)
per calendar year. Includes fitting fee.
Children’s dental check- Not covered Not covered
up

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 Qut-of-network providers e Private Duty Nursing e Dental Services
o Infertility Treatment (except for Artificial ¢ Non-emergency care when traveling e Adult Orthodontia
Insemination) outside the U.S.

e Routine Eye Exams for Adults

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
e Abortion e Acupuncture e Chiropractic Care (10 visits per calendar year)
e Hearing Aids e Newborn Care e Reconstruction Surgery
e Routine Foot Care

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: WAHBE 1-855-923-4633 and WA OIC 1-800-562-6900. 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. The contact information for
those agencies is: WA OIC 1-800-562-6900. 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: 1-866-907-1906.

[* For more information about limitations and exceptions, see the plan or policy document at https://individualandfamily.chpw.org.] Page 5 of 10
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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? Not applicable
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 1-866-907-1906.]

[Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-907-1906.]
[Chinese (FX): INRFEFXHER), 1HIRITIXAFHE1-866-907-1906.]

[Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-866-907-1906.]

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 https://individualandfamily.chpw.org.] Page 6 of 10
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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 $6,000
B Specialist copayment $100
B Hospital (facility) coinsurance 40%
B Other coinsurance 40%

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 $6,000
B Specialist copayment $100
B Hospital (facility) coinsurance 40%
B Other coinsurance 40%

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 $6,000
B Specialist copayment $100
B Hospital (facility) coinsurance 40%
B Other coinsurance 40%

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 $6,000
Copayments $10
Coinsurance $2,540

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $8,610

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 $4,340  Deductibles $2,740
Copayments $410 Copayments $10
Coinsurance $0 Coinsurance $0
What isn’t covered What isn’t covered
Limits or exclusions $20 Limits or exclusions $0
The total Joe would pay is $4,770 The total Mia would pay is $2,750
The plan would be responsible for the other costs of these EXAMPLE covered services.
Page 7 of 10
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Notice of Availability of Language Assistance Services and Auxiliary Aids and Services

English
For free language assistance services and auxiliary aids and services, call 1-866-907-1906 (TTY: 711).

Espaiiol (Spanish)
Para obtener servicios gratuitos de asistencia lingUistica asi como ayudas y servicios auxiliares,
llame al 1-866-907-1906 (TTY: 711).

h3Z ( {&{&) (Chinese)
MERBIESHEIRSUU N TEMARS - 152 51-866-907-1906
(FTBEALIBHRITTIY : 711) -

Tiéng Viét (Vietnamese)
Dé str dung dich vy hd trg ngdn ngir mién phi ciing nhw cac dich vy va tinh nang hé tre thém,
hay goi 1-866-907-1906 (TTY: 711).

o=@l (Korean)
T2 A0 XA AMH[AQF EHZE X[ @l U MH|AE RISEA|H 1-866-907-1906 (TTY: 7112 22| FA|7| HFEFL|CL,

Pycckuii (Russian)
[ns nonyyeHus GecnnaTHbIX yCnyr S3bIKOBOV NOMOLLM a Takke BCrIOMOraTenbHbIX CPEACTB 1 YCryr, 380HUTE No Homepy 1-866-907-1906 (TTY: 711).

Tagalog
Para sa mga libreng serbisyo sa tulong sa wika at mga pantulong na kagamitan at serbisyo,
tumawag sa 1-866-907-1906 (TTY: 711).

YkpaiHcbka (Ukrainian)
[ns oTpmaHHs 6e3KOLITOBHOI MOBHOI 4OMOMOTY, A0MOMIXHMX 3acobiB Ta nocnyr TenedoHyiTe 3a Homepom 1-866-907-1906 (TTY: 711).

121 (Mon-Khmer Cambodian)
UEUINAYSSWIRSAMan SHaUMIND SHINHAYSSWEWSSSASIY yugiumsiins
1-866-907-1906 (TTY: 711)
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H A& (Japanese)
ERYR—M—EX (R BLUHBMNGRECH —EREZSHFEDAIL.
1-866-907-1906 (TTY: 711) E THEFELIZELY,

AMCE (Amharic)
A AIR PLTIL ACBF A1 ATT AT UTD ARNA F8+EF ACSF AT ATAATTI ML 1-866-907-1906 (TTY: 711) LM

(Arabic) 4l
a8l e Jlai¥l oy ) Cleaall s saclusall <l 5a¥) 5 dlaall 4y salll sae Lisall Cilara 3l
(T11 &8 e Jai) TTY (aill iiledl) 1-866-907-1906

YATH! (Punjabi)
HS3 I AJTEST Aee! ATTES ATU& »3 Aee B8, 1-866-907-1906 (TTY: 711) '3 918 4|

Deutsch (German)
Kostenlose Sprachassistenzdienste, Hilfsmittel und Dienstleistungen erhalten Sie unter
1-866-907-1906 (TTY: 711).

WIF1290 (Laotian)
F930NIVVINIVFOOCHDOIVWII (€D UENOL CCIT NIVVINIVCTLCLLVCTIV,
10w 1-866-907-1906 (TTY: 711).

Cushite Afaan Oromoo
Tajaajiloota hiikkaa afaanii, fi namoota hangina dubbachuu, arguu fi dhagahuu gabaniif deeggarsa dubbii, argaa fi dhageettii meeshaatiinii bilisaan argachuuf,
gara 1-866-907-1906 (TTY: 711) tti bilbilaa.

+9CF (Tigrinya)
12 G 7R ATH MINCTE NIOR' D7 §8 L&HT ATHT AININTT 79°CN G0
1-866-907-1906 (TTY:- 711) La-vx:

Soomaali (Somali)

Si aad u hesho adeegyada caawinta lugadda bilaashka ah iyo galabka iyo adeegyada kaalmada ah,
wac 1-866-907-1906 (TTY: 711).
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Frangais (French)
Pour bénéficier d’'une assistance linguistique gratuite et d’aides et services auxiliaires,
appelez le 1-866-907-1906 (TTY : 711).

(Dari) ¢
Lo 58 a8 Ly o 556 381 (m gaadia (Jlasiy Ciladd g la SeaS 5 (801 ) dan 5 ledd sl 5350 (51
A sd (elai 43 1-866-907-1906 (TTY: 711)
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