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

Community Health Plan of Washington: Cascade Select Silver

Coverage Period: 01/01/2027-12/31/2027
Coverage for: Individuals & Families| Plan Type: EPO

to request a copy.

Important Questions

What is the overall
deductible?

Answers

$2,800 individual / $5,600 family

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

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?

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?

$11,200 individual / $22,400 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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45 All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Medical Event

Services You May Need

What You Will Pay

Network Provider
(You will pay the least)

Out-of-Network
Provider
(You will pay the

Limitations, Exceptions, & Other Important
Information

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

Primary care visit to treat an
injury or illness

First two visits: $1 Copay / visit;
deductible does not apply.
Additional visits: $20 Copay /
visit; deductible does not apply.

Not Covered

Specialist visit

$65 Copay / visit: deductible does
not apply

Not Covered

Preventive care/screening/
immunization

No charge; deductible does not
apply

Not Covered

If you have a test

Diagnostic test (X-ray, blood
work)

$40 Copay / visit: deductible does
not apply for laboratory &
professional services;

$65 Copay / visit: deductible does
not apply for X-ray & diagnostic
imaging

Not Covered

If you need drugs to treat
your illness or condition
More information about
prescription drug coverage
is available at
individualandfamily.chpw.or

g/2027formulary.

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

Imaging (CT/PET scans, MRIs) 30% Coinsurance Not Covered

$25 Copay / 30-day supply; Prescription drugs are provided up to a 90-
Generic drugs $67.50 Copay / 90-day supply;  Not Covered day supply at participating retail pharmacies or

deductible does not apply through mail order.

$75 Copay / 30-day supply; Prescription drugs are provided up to a 90-
Preferred brand drugs $202.50 Copay / 90 day Not Covered day supply at participating retail pharmacies or

supply; deductible does not apply

through mail order.

Non-preferred brand drugs ~ $250 Copay / prescription Not Covered Coverage is limited to a 30-day supply
Coverage is limited to a 30-day supply.
Asthma Inhalers (corticosteroid/ corticosteroid
. $250 Copay / prescription combination), Epinephrine auto injectors,
Specialty drugs Not Covered

EpiPens & insulin total monthly OOP cap at $35
130-day supply not subject to deductible.
Coverage limited to a 30-day supply.
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What You Will Pay

Out-of-Network | iitations, Exceptions, & Other Important

Common Medical Event Services You May Need Network Provider Provider
(You will pay the least) (You will pay the
most)
If you have outpatient  Facility fee (e.g., ambulatory $600 Copay / visit Not Covered
surgery surgery center)

Physician/surgeon fees $200 Copay / visit Not Covered

Copay is waived if admitted as inpatient within
N 24 hours.

Emergency room care $800 Copay / visit $800 Copay /Visit  ost.sharing for Emergency Care Services is the
same whether a member obtains services from
an in-network or out-of-network provider in an

If you need immediate emergency situation.
medical attention $375 Copay / trip; deductible $375 Copay / trip; | Cost-sharing for Emergency Care Services is the

Emergency medical does not apply deductible does not same whether a member obtains services from

transportation apply an in-network or out-of-network provider in an
emergency situation.

$65 Copay / visit;
Urgent care deductible does not apply Not covered
$800 Copay / day - )
. Facility fee (e.g., hospital room) Not Covered At o 5_copayment§ per hospital stay.
If you have a hospital Preauthorization required.
stay . No charge Physician/surgeon hospital visit fees are
Physician/surgeon fees Not Covered included with the facility copay.
First two office visits: $1 Copay
[ visit; deductible does not
apply. Additional office visits:
$20 Copay / visit; deductible
If you need mental : : -
el ol el Outpatient services does not apply. Not Covered
or sqbstance ELReE Other outpatient services: $20
RELES Copay / visit;
deductible does not apply
Inpatient services $800 Copay / day Not Covered Limit of 5 copayments per inpatient treatment

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

stay. Preauthorization required.
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Common Medical Event

Out-of-Network

Limitations, Exceptions, & Other Important

If you are pregnant

Services You May Need Network Provider Provider ;
(You will pay the least) | (You will pay the | " ormation
most)
Office visits No charge; deductible does not Not Covered
apply

Childbirth/delivery professional  No charge Professional services fees are included with the

. Not Covered "
services facility charge.
Childbirth/delivery facilit $800 Copay / da

v Y Y Not Covered Limit of 5 copayments per hospital stay.

services

If you need help
recovering or have other
special health needs

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

Home health care

$30 Copay / day; deductible does
not apply

Not Covered

Limit to 130 visits per calendar year.
Preauthorization required.

Rehabilitation services

Outpatient: $40 Copay / visit;
deductible does not apply

Inpatient: $800 Copay / day

Not Covered

Includes physical, speech, and occupational
therapies. Inpatient: 30-day maximum for all
rehabilitation therapy services per calendar year.
Limit of 5 copayments per hospital stay;
Outpatient: 25-visit maximum for all rehabilitation
therapy services per calendar year.

Habilitation services

Skilled nursing care

Outpatient: $40 Copay / visit;
deductible does not apply

Inpatient: $800 Copay / day

$800 Copay / day

Not Covered

Not Covered

Includes physical, speech, and occupational
therapies. Inpatient: 30-day maximum for all
habilitation therapy services per calendar year.
Limit of 5 copayments per hospital stay;
Outpatient: 25-visit maximum for all habilitation
therapy services per calendar year.

60 days per calendar year; limit of 5 copayments
per stay.

Durable medical equipment

30% Coinsurance

Not Covered

Hospice services

Outpatient: $30 Copay / day;
deductible does not apply

Inpatient: $800 Copay / day

Not Covered

Preauthorization required. Limit of 5 copayments
per hospital stay.

Respite Care: 14 days lifetime maximum.
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Out-of-Network Limitations, Exceptions, & Other Important

Information

Common Medical Event |  Services You May Need Network Provider Provider
(You will pay the least) (You will pay the
most)

No charge; deductible does not 1 exam per calendar year for routine vision

Children’s eye exam apply Not Covered (S:ZIrzr?crj“anrgyzgf 1 comprehensive eye exam per

Limited to children under age 19. One pair of

No charge; deductible does not -
prescription lenses or contacts every calendar

If your child needs dental el year, including polycarbonate lenses and
or eye care Children’s glasses Vol G scratch-resistant coating.
One pair of frames per calendar year, or
contact lenses (in lieu of lenses and frames).
Includes fitting fee.
Children’s dental check-up Not covered Not Covered

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

¢ 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
¢ 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): INREEFXHIER), HIRITIXA5151-866-907-1906.]

[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:

.fl" I \

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 $2,800
B Specialist copayment $65
B Hospital (facility) copayment $800
B Other coinsurance 30%

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 $2,800
Copayments $1,930
Coinsurance $0

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $4,790

B The plan’s overall deductible
B Specialist copayment

B Hospital (facility) copayment
B Other coinsurance

$2,800
$65
$800
30%

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 $2,800
B Specialist copayment $65
B Hospital (facility) copayment $800
B Other coinsurance 30%

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 \ $5,600 Total Example Cost \ $2,800
In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing

Deductibles $2,800 Deductibles $2,800
Copayments $1,370 Copayments $810
Coinsurance $30 Coinsurance $0

What isn’t covered What isn’t covered
Limits or exclusions $20 Limits or exclusions $0
The total Joe would pay is $4,220 The total Mia would pay is $3,610

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).

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

32 ( {&i{K) (Chinese)
MFERZNIBES MRS R TEMRS - 152 E1-866-907-1906
(FTEREATIBRITTIY 1 711) -

Tiéng Viét (Vietnamese)
Dé& sir dung dich vu hé trg ngdn ngir mién phi cling nhu cac dich vu va tinh nang hé trg thém,
hay goi 1-866-907-1906 (TTY: 711).

k=10l (Korean)
T2 A0 X[ MH| A EX X[ 8! AH|AE /SHA|EH 1-866-907-1906 (TTY: 711)2 2|8 FA|7| HFEFL|C},

Pycckuii (Russian)
[ins nonyyeHuns BecnnaTHbIX YCnyr A3bIKOBOW NOMOLLM @ Takke BCNOMOraTesbHbIX CPefCcTB 1 yenyr, 3BoHUTE 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)
[ins oTpumaHHs 6e3KOLLTOBHOI MOBHOT AOMOMOTK, OMOMIXHIUX 3acobiB Ta nocnyr TenedoHyiTe 3a Homepom 1-866-907-1906 (TTY: 711).

fg: (Mon-Khmer Cambodian)

UEUINAYESWIRSAMan SHEUMIN SHIHAYSSWIEWSSSSIY vygiunishius
1-866-907-1906 (TTY: 711)

[* For more information about limitations and exceptions, see the plan or policy document at https://individualandfamily.chpw.org.] Page 8 of 10
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H A& (Japanese)
BV R—M—EX(EN) BLUHBNLGREOY—EXREZSHFEDAIL.
1-866-907-1906 (TTY: 711) ETEH BEELIZLY,

AMCE (Amharic)
A AR PRI ACSF ATANFT AT8UT° ARNA 18+8F ACSHF AT ATAIFTT ML 1-866-907-1906 (TTY: 711) RLM-A=
(Arabic) 4
A0 e JuasVl s ddliay) cileadl) s sae Lusall il 5a) 5 dilaall 4 galll sae Lusall cleds al)
(711 80 Je Joai) TTY (oaill ailell) 1-866-907-1906

YATE (Punjabi)
HE3 I HJTE3T ATl AT AUaT w3 Aee B, 1-866-907-1906 (TTY: 711) '3 o1& 3|

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

w3920 (Laotian)
F23UNIMVVINIVKYOBCTO IV WITI €€ YUENOL €T NIVVINIVCTLCLLUCTLOM,
1w 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.

+1CF (Tigrinya)
N2 T8 7L ATH K10 T NI°A @7 §8 2Lkt ATH T AN 79°ChA G
1-866-907-1906 (TTY:- 711) L@-fr::

Soomaali (Somali)

Si aad u hesho adeegyada caawinta lugadda bilaashka ah iyo qalabka iyo adeegyada kaalmada ah,
wac 1-866-907-1906 (TTY: 711).

[* For more information about limitations and exceptions, see the plan or policy document at https://individualandfamily.chpw.org.] Page 9 of 10
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Francais (French)
Pour bénéficier d’'une assistance linguistique gratuite et d’aides et services auxiliaires,
appelez le 1-866-907-1906 (TTY : 711).

(Dari) s

Ll s8aS 0 o) g2l 8l e geade Gluidy Gledd g la SaS (OB 4ea 5 ladd il 63 3 (6)
5 (i 43 1-866-907-1906 (TTY: 711)
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	◼ The plan’s overall deductible $2,800
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