Harvard Pilgrim
Health Care

2024 SBSB Sma" Grou p Plan offerings 2024 SBSB Small Group Plans — Effective January 1, 2024, through December 31, 2024.

This is only a summary of plans. For more complete information, please refer to the Schedule of Benefits.

For employers with 1 to 9 eligible employees

Out-of-Pocket

o R Rx Cost Sharing’
Plan Name ® ;f/ﬁ ;:E\:;::st) (Ind?\:::::;léla;il ) Maximum® Coinsurance Urgent Care Inpatient Day Surgery Laboratory PT/OT/ST AZ:?:::;::;&
Y| (individual/Family) Retail
Open Plans
HMO
HMO 20 -Flex
X $20 copay/$40 copay I o
Metal level - Platinum $2,500/$5,000 Flex Provider: $150 | Flex Provider: Covered Non-hospital based: $100 copay | Non-hospital based: $20 copay, $5/$25/$40/$60/20% $10/$50/$80/$180/20%
MD0000201128 Copay waived for first non- None Embedded None $125 copay $40 copay $400 copay copay in full $30 copay Hospital based: $200 copa Hospital based: $40 copa: $40 copay (T5: $250 coinsurance max) (T5: $750 coinsurance max)
RX0000201077 P ‘r’outine bom it Other: $500 copay Other: $40 copay P ; pay P : pay ; :
DN0000201047
HMO 500 - Flex
$25 copay/$50 copay Flex Provider: $50 Flex Provider: Covered . .
Metal level - Gold . . . Non-hospital based: $200 copay Non-hospital based: $25 copay, o o
MD0000201129 X SR/, A 000 adl None $300 copay $50 copay Pl 25 copay . n fu”_ Dz 50 Hospital based: Deductiblethen [ Hospital based: Deductible then $50 $50 copay SS/$30/$6_0/5100/20A $10/$60/$1.20/$300/20A:
RX0000201078 Copay waived for first non- Embedded Embedded copay Other: Deductible | Other: Deductiblethen copay $300 copay — (T5: $250 coinsurance max) (T5: $750 coinsurance max)
DN0000201048 routine PCP visit then $300 copay $45 copay
HMO 1! -Fl;
Metgl @1?-653 $25 copay/$50 copay Flex Provider: 350 | Flex Provider: Covered Non-hospital based: $200 copa Non-hospital based: $25 copa
$1,000/$2,000 $7,000/$14,000 Deductible then $250 copay in full Deductible then $50 e SOPERlEY TAEE o =D $5/$30/$60/5100/20% $10/$60/$120/$300/20%
MD0000201130 X None $300 copay $50 copay . X Hospital based: Deductiblethen |Hospital based: Deductible then $50 $50 copay A X
Copay waived for first non- Embedded Embedded copay Other: Deductible | Other: Deductiblethen copay (T5: $250 coinsurance max) (T5: $750 coinsurance max)
AT routine PCP visit then $300 copa $45 copa E300kcon=y CRLE
DN0000201048 i .
HMO 1500 - Fl
Metal level -G:I:I E2=kopay/2nleonay e et o Rtz PR Covaie] Non-hospital based: $200 copay Non-hospital based: $25 copay,
. X . g - : ) o o
MD0000201131 X $1,500/53,000 $7,000/514,000 None $300 copay $50 copay Deductiblethen $250 copay . n fuII. Deductiblethen 550 Hospital based: Deductiblethen [ Hospital based: Deductible then $50 $50 copay $5/$30/$6_0/$100/ZOA 510/560/51_20/5300/ZOA
RX0000201078 Copay waived for first non- Embedded Embedded copay Other: Deductible | Other: Deductiblethen copay $300 copay — (T5: $250 coinsurance max) (T5: $750 coinsurance max)
DNG000201048 routine PCP visit then $300 copay $45 copay
HMO 2 -Fl;
Met:l I:loetl)-G:Iz $25 copay/$50 copay ElerehiderEot ElediiovicerCoreted Non-hospital based: $200 copa Non-hospital based: $25 copa
$2,000/$4,000 $7,000/$14,000 Deductible then $250 copay in full Deductible then $50 eH HoRYy LY AHISE REOSLL $5/$30/$60/$100/20% $10/$60/$120/$300/20%
MD0000201132 X None $300 copay $50 copay . . Hospital based: Deductiblethen | Hospital based: Deductible then $50 $50 copay . .
Copay waived for first non- Embedded Embedded copay Other: Deductible | Other: Deductible then copay (T5: $250 coinsurance max) (T5: $750 coinsurance max)
RACo0020I0ze routine PCP visit then $300 copa: $45 copa B300lcenaY copay
DN0000201048 =Y =
G 2 Sy ance R eX Flex Provider: $200 | Flex Provider: Covered 5
Metal level - Gold $2,000/$4,000 $6,000/$12,000 Deductible then copay in full e el CEEbCEROCEEEY || oo om0 ey $5/$30/560/$100/20% $10/560/$120/$300/20%
MD0000201135 40 75 , ! ! ! 20% 75 Deductiblethen 20% Deductiblethen 20% Hospital based: Deductible thi ) § 50 ° K
RX0000201090 $40 copay/$75 copay Embedded Embedded B 20% SrB Gy eductiblethen 07 Other: Deductible | Other: Deductible then eductiblethen 20% REAE asezo; uctiblethen Hospital based: Deductible then 20% E2llcop2y (T5: $250 coinsurance max) (T5: $750 coinsurance max)
b
9 9
DN0000201057 then 20% 20%
HMO 2000 Value - Flex s s $5/$30/Deductible then $10/$60/Deductible then
. Flex Provider: $250 Flex Provider: $25 . . $80/Deductible then $160/Deductible then
Metal level - Silver . . . Non-hospital based: $750 copay Non-hospital based: $50 copay ted L=
2,000/54,000 9,450/518,900 Deductibleth Deductibleth 1,000 Deductibleth 100 . . . q i i
MD0000201136 $55 copay/$75 copay $ /5 $ /s None couctprethen $75 copay G copY _copay SIS Hospital based: Deductiblethen | Hospital based: Deductiblethen $75 $50 copay $120/Deductible then 20% $360/Deductible then 20%
RX0000201079 Embedded Embedded $1,000 copay copay Other: Deductible [ Other: Deductible then copay $1,000 copay — (T5: $500 coinsurance max) (T5:$1,500 coinsurance max)
then $1,000 copay $75 copa ’
DN0000201049 P Rx Deductible: $250/$500
HM ~Fl;
Metall)lse?/glo- SiI::r $50 copay/$75 copay Flex Provider: $500 | Flex Provider: Covered Non-hospital based: $350 copa Non-hospital based: $50 copa:
$3,000/$6,000 $9,450/$18,900 Deductiblethen Deductible then $1,000 copay in full Deductible then $150 e HEERV LY AU : v $5/$30/$80/$120/20% $10/$60/$160/$360/20%
MD0000201137 X None $75 copay . X Hospital based: Deductiblethen [Hospital based: Deductible then $75 $50 copay . .
Copay waived for first non- Embedded Embedded $1,000 copay copay Other: Deductible [ Other: Deductible then copay (T5: $500 coinsurance max) (T5: $1,500 coinsurance max)
RADOCOZ01080 routine PCP visit then $1,000 copa: $100 copa LD ey copay
DN0000201049 z P P
= ider: ider: D i D i
Hm:t:lsll:vze??:ilvzlrex Deductible then $35 Dedﬂ::i:::'::;\de?\rws ngz:tricl))‘llg:en Non-hospital based: Deductible | Non-hospital based: Deductible then edumglaeot/h;;i?t/ibT:::;bIEthen Deductiblethen $10/Deductible then
X $2,000/54,000 $8,050/$16,100 Deductiblethen ’ Deductible then $500 B Deductiblethen $55 then $200 copay $35 copay Deductible then $50 . $60/Deductible then $160/Deductible
MD0000201141 G DU i 55 Non-embedded Embedded Hons $500 copa Brilusil ez S5 ey copa GLE Goverl i copa Hospital based: Deductiblethen | Hospital based: Deductible then $55 copa SE Pl i then $360/Deductible then 20%
RX0000201082 copay pay pay Other: Deductible | Other: Deductible then pay P e P PN pay $120/Deductible then 20% e e
DN0000201050 then $300 copay $100 copay pay pay (T5: $500 coinsurance max) T
HMO HSA 3000 - Fl Flex Provider: Flex Provider: Deductibleth 5/Deductible th
. ex . ex IfOVI er X r‘ow er Non-hospital based: Deductible | Non-hospital based: Deductible then el / uctiviethen Deductiblethen $10/Deductible then
Metal level - Silver Deductible then $35 . . Deductible then Deductible then . . $30/Deductiblethen . .
I $3,000/$6,000 $8,050/$16,100 Deductiblethen . Deductible then $400 ) R Deductiblethen $55 then $200 copay $35 copay Deductiblethen $50 N $60/Deductible then $160/Deductible
OIS ey i i S5 Non-embedded Embedded Bois $400 copa Dzl teidinen S5 ey copa Cavareimid] G (il copa Hospital based: Deductiblethen | Hospital based: Deductible then $55 copa eyl i then $360/Deductiblethen 20%
RX0000201084 copay Py pay Other: Deductible | Other: Deductible then pay P 5400' copa 2 'co o =Y $120/Deductible then 20% (T5: $1,500 coinsurance max) °
DN0000201050 then $250 copay $75 copay pay P2y, (T5: $500 coinsurance max) T
HMO HSA 3400 - Fl Flex Provider: Flex Provider: Deductibleth 5/Deductible th
MStalslevgel ?gilverex Deductible then $35 De::ctzﬁrel‘::ren De:zct?:)‘lleliiren Non-hospital based: Deductible | Non-hospital based: Deductible then educ ISSTJ/DeeZict/ible::eL ethen Deductiblethen $10/Deductible then
I $3,400/$6,800 $8,050/$16,100 Deductiblethen X . ) R Deductiblethen $55 then $200 copay $35 copay Deductiblethen $50 N $60/Deductible then $160/Deductible
WIBEALAL copay/Deductiblethen $55 Non-embedded Embedded 20 $400 copa Deductiblethen $55 copay | Deductible then 20% Coviart i il Gavaic il copay Per Visit Hospital based: Deductiblethen | Hospital based: Deductible then $55 copa $80/Deductible then then $360/Deductible then 20%
RX0000201085 copay pay Other: Deductible | Other: Deductible then pay P 5400' copa B 'co o =Y $120/Deductible then 20% (T5: $1,500 coinsurance max) °
DN0000201050 then $250 copay $75 copay pay pay (T5: $500 coinsurance max) T

T An explanation of embedded vs. non-embedded can be found in our key insurance terms to know.
2 Preventive Rx applies for all HSA plans.
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Plan Name

Open Plans
PPOHSA

PPO HSA 3400 - Flex
Metal level - Silver
MD0000201162

RX0000201085
DN0000201053

Office Visit
(PCP/Specialist)

IN: Deductible then $35
copay/Deductible then $55
copay
OON: Deductible then 20%

Deductible®
(Individual/Family)

IN: $3,400/6,800
OON:
$6,800/$13,600
Non-embedded

Out-of-Pocket

Maximum’*
(Individual /Family)

IN: $8,050/$16,100
OON: $16,100/$32,200
Embedded

Coinsurance

IN:20%
OON: 20%

IN: Deductible
then $400 copay
OON: Sameas IN

Urgent Care

IN: Deductible then $55
copay
OON: Deductiblethen 20%

Inpatient

IN: Deductible then
20%
OON: Deductible then
20%

Day Surgery

IN: Flex Provider:
Deductible then
Covered in full
Other: Deductible
then $250 copay
OON: Deductible then
20%

2024 SBSB Small Group Plans — Effective January 1, 2024, through December 31, 2024.

This is only a summary of plans. For more complete information, please refer to the Schedule of Benefits.

Laboratory

IN: Flex Provider:
Deductible then
Covered in full
Other: Deductible then
$75 copay
OON: Deductiblethen
20%

IN: Deductible then $55
copay
OON: Deductible then
20%

IN: Non-hospital based: Deductible
then $200 copay, Hospital based:
Deductible then $400 copay
OON: Deductible then 20%

PT/OT/ST

IN: Non-hospital based: Deductible
then $35 copay
Hospital based: Deductible then $55
copay
OON: Deductiblethen 20%

Acupuncture &
Chiropractic

IN: Deductible then
$50 copay
OON: Deductible then
20%

Rx Cost Sharing®

Retail

Deductiblethen $5/Deductible then
$30/Deductible then
$80/Deductible then

$120/Deductible then 20%
(T5: $500 coinsurance max)

Deductiblethen $10/Deductible then
$60/Deductible then $160/Deductible
then $360/Deductible then 20%
(T5:$1,500 coinsurance max)

PPOHSA 5000 - Flex
Metal level - Bronze
MD0000201163
RX0000201087
DN0000201054

Standard Platinum - Flex

IN: Deductible then $75
copay/Deductible then $150
copay
OON: Deductiblethen 20%

IN: $5,000/$10,000
OON:
$8,000/$16,000
Embedded

IN: $8,050/$16,100
OON: $16,100/$32,200
Embedded

IN: None
OON: 20%

IN: Deductible
then $1,500
copay
OON: Sameas IN

IN: Deductible then $150
copay
OON: Deductible then 20%

IN: Deductible then
$1,500 copay
OON: Deductiblethen
20%

IN: Flex Provider:
Deductiblethen $500
copay
Other: Deductible
then $1,000 copay
OON: Deductible then
20%

Flex Provider: $100

IN: Flex Provider:
Deductiblethen $25
copay
Other: Deductible then
$75 copay
OON: Deductible then
20%

IN: Deductible then $150
copay
OON: Deductiblethen
20%

IN: Non-hospital based: Deductible
then $500 copay, Hospital based:
Deductible then $1,000 copay
OON: Deductiblethen 20%

IN: Non-hospital based: Deductible
then $40 copay
Hospital based: Deductible then $65
copay
OON: Deductiblethen 20%

IN: Deductible then
$50 copay
OON: Deductible then
20%

Deductiblethen $5/Deductible then
$30/Deductiblethen
50%/Deductible then

50%/Deductible then 50%
(T3: $125/coinsurance max
T4: $250 coinsurance max
T5: $500 coinsurance max)

Deductiblethen $10/Deductible then
$60/Deductible then 50%/Deductible
then 50%/Deductible then 50%
(T3:$250 coinsurance max
T4:$750 coinsurance max
T5:$1,500 coinsurance max)

Connector Plans

T5: $500 coinsurance max)

MD0000201122 $3,000/$6,000 . . Non-hospital based: $50 copay Non-hospital based: $20 copay
RX0000201064 $20 copay/$40 copay None Embedded None $150 copay $40 copay $500 copay Otherc;zpsagco . Covered in full Covered in full Hospital based: $150 copay Hospital based: $40 copay $40 copay $10/$25/$50 $20/$50/$150
DN0000201034 : pay
Standard High Gold
MD0000201116 $6,000/$12,000
RX0000201066 $30 copay/$55 copay None Embedded None $350 copay $55 copay $750 copay $500 copay $25 copay $75 copay $250 copay $55 copay $50 copay $30/$60/$90 $60/$120/$270
DN0000201036
$30/Deductible then $60/Deductiblethen $120/Deductible
HMO 2 Low -Fl i
AT Flex Provider: $250 Flex Provider: $20 ) $60/Deductiblethen $125 then $375
el v -l $2,000/$4,000 $5,450/$10,900 Deductiblethen Deductible then $750 copa copa Deductiblethen $50 Nerp-esie zseib SIS0 ey Non-hospital based: $25 copa
MD0000201123 $25 copay/$50 copay , ! ! ! None $55 copay =Y . P y Hospital based: Deductible then .p . pay $50 copay
Embedded Embedded $300 copay copay Other: Deductible | Other: Deductible then copay Hospital based: $50 copay
RA00002050%0 then $500 copa $50 copa B300lceraY Rx Deductible: $250/$500
DN0000201040 Y P :
Standard Silver
MD0000201117 $2,000/$4,000 $9,450/$18,900 Deductiblethen Deductiblethen $1,000 |Deductible then $500 | Deductiblethen $25 Deductiblethen $50 . . .
|
RX0000201067 $25 copay/$60 copay Embedded Embedded None $350 copay $60 copay — - — — Deductible then $350 copay $60 copay $50 copay $30/$55/Deductiblethen $75 $60/$110/Deductible then $225
DN0000201037
Standard Low Silver HSA - Flex Deductible then $30 Ded:::et)i(bl;;got\ll'll::gZSO DedFllj:)t(inTeJ‘:Lde(::sZO Non-hospital based: Deductible | Non-hospital based: Deductible then
MD0000201125 copay/Deductible then $60 $2,000/$4,000 $7,050/$14,100 None Deductiblethen Deductible then $60 copa Deductiblethen $750 copa coa Deductiblethen $75 then $200 copay $30 copay Deductiblethen $50 Deductiblethen $30/Deductible Deductiblethen $60/Deductible then
RX0000201068 pay. Non-embedded Embedded $300 copay pay copay pay . P y copay Hospital based: Deductiblethen [ Hospital based: Deductible then $60 copay then $60/Deductible then $105 $120/Deductiblethen $315
DN0000201038 copay Other: Deductible [ Other: Deductible then $500 copa copa
then $500 copay $60 copay pay pay
N Flex Provider: Flex Provider: . . 8 A
Standard High Bronze HSA - Flex Deductible then $60 Deductiblethen $250 | Deductible then $25 Non-hospital based: Deductible | Non-hospital based: Deductible then
MD0000201126 copay/Deductible then $90 $3,600/57,200 $8,000/5$16,000 R Deductiblethen Deductible then $90 copa Deductiblethen $1,500 copa cona Deductiblethen $135 then $500 copay $60 copay Deductiblethen $50 Deductiblethen $30/Deductible | Deductiblethen $60/Deductible then
RX0000201069 (= Embedded Embedded $875 copay = copay =Y n p y copay Hospital based: Deductiblethen [ Hospital based: Deductible then $90 copay then $120/Deductible then $200 $240/Deductible then $600
DN0000201039 copay Other: Deductible | Other: Deductible then $750 copa copa
then $500 copay $55 copay pay pay
i $5/$30/Deductible then $10/$60/Deductible then
erlolesvsetlml;:i:e Deductible then $40 Dedlflc?i(bpl«;i‘;\l::ZZSO Flex Provider: Ded Non-hospital based: Deductible Non-hosital based: Deductible then 50%/Deductible then 50%/Deductible then 50%/Deductible
I $3,500/$7,000 $8,500/$17,000 Deductiblethen . . then $25 Deductiblethen $75 then $500 P o Deductiblethen $50 50%/Deductible then 50% then 50%
MD0000201124 copay/Deductible then $65 20% Deductiblethen $65 copay | Deductiblethen 20% copay . . . $40 copay, Hospital based: . .
Embedded Embedded $1,500 copay . Others: Deductible then copay Hospital-based: Deductible then " copay (T3: $125/coinsurance max (T3:$250 coinsurance max
RX0000201072 copay Other: Deductible $75 $1,000 Deductible then $65 copay T4: $250 coinsurance max T4: $750 coinsurance max
DN0000201042 then $1,000 copay ! ) )

T5:$1,500 coinsurance max)

' An explanation of embedded vs. non-embedded can be found in our key insurance terms to know.

2 Preventive Rx applies for all HSA plans.
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2024 SBSB Small Group Plans — Effective January 1, 2024, through December 31, 2024.

This is only a summary of plans. For more complete information, please refer to the Schedule of Benefits.

Out-of-Pocket
Maximum’*
(Individual /Family)

Office Visit
(PCP/Specialist)

Rx Cost Sharing®

Deductible®
(Individual /Family)

Acupuncture &
Chiropractic

Plan Name Coinsurance Urgent Care Inpatient Day Surgery Laboratory PT/OT/ST

Retail

Closed Plans - Only for Existing Groups on 2023 Plan Versions

HMO

HMO 1500 with Coinsurance - Flex
Metal level - Gold

Flex Provider: $200

Flex Provider: Covered

Non-hospital based: $250 copay

HMO HSA 2500 - Flex
Metal level - Silver

Deductiblethen $35

Flex Provider:
Deductible then

Flex Provider:
Deductible then

Non-hospital based: Deductible

Non-hospital based: Deductible then

$1,500/$3,000 $7,000/$14,000 Deductiblethen . copay in full . . X X Non-hospital based: $35 copay $5/$30/$60/$100/20% $10/$60/$120/$300/20%

’:Igggggzzgllgfs ER0copay/oblienay Embedded Embedded 2 20% EZeiona) Decuctiielen20ze Other: Deductible | Other: Deductible then Reductbleibenzox fcsoit! basec;.oDa/eductlblethen Hospital based: Deductible then 20% SO EEEY (T5: $250 coinsurance max) (T5: $750 coinsurance max)
0, 0, °

DN0000201048 LhenZ0% 2o%
l\:::::l“e?/::]-sfllj:r PED GEE7 B Ml Pireeliler: S0 || iz Pt Govere Non-hospital based: $300 copa Non-hospital based: $50 copa:

$4,000/$8,000 $9,450/518,900 Deductiblethen Deductible then $750 copay in full Deductible then $75 CED BRVELY ALY BVELY $5/$30/$80/$120/20% $10/$60/$160/$360/20%
MD0000201138 . None $75 copay . . Hospital based: Deductiblethen [Hospital based: Deductible then $75 $50 copay N )

Copay waived for first non- Embedded Embedded $500 copay copay Other: Deductible [ Other: Deductible then copay (T5: $500 coinsurance max) (T5:$1,500 coinsurance max)

RX0000201080 " L $750 copay copay
DN0000201049 routine PCP visit then $750 copay $75 copay

Deductiblethen $5/Deductible then
$30/Deductible then

Deductiblethen $10/Deductible then

2,500/55,000 8,050/516,100 Deductibleth Deductibleth 400 D ibleth h 2 35 Deductibleth 50 60/Deductible th 160/Deductibl
MD0000201142 copay/Deductible then $55 ls\loln-en'\/:et;ded $ 'Emb/esddeld None eS:golcoe . en Deductible then $55 copay educ Icoe a kel Covered in full Covered in full educt::)eat e Hos itatl bea::d-oli)oeszgsilethen Hospital basesd‘ DZZE:ZibIethen $55 eauc Icoea e $80/Deductible then $ t/hen ;;Sh/gedzr;tsibletﬁei zu(;yl €
RX0000201083 copay pay pay Other: Deductible | Other: Deductible then pay P 5406 copa 2 'co o =Y $120/Deductible then 20% (T5: $1,500 coinsurance max) °
DN0000201050 then $250 copay $75 copay pay e (T5: $500 coinsurance max) By
Deductiblethen $5/Deductible then . .
. . . Deductiblethen $10/Deductible then
- 3 3 D
HMMe(t)a'I'IIS:I:I?%(:o:Iz:x Deductible then $75 Ded\fi:et)i(bplz‘;\l::rWSO DedF\IJ?:)t(iFt’::z‘tlll\dle$25 Non-hospital based: Deductible | Non-hospital based: Deductible then sggl/DZj:?tll:IIeett::r; $60/Deductible then 50%/Deductible
) $4,000/$8,000 $8,050/$16,100 Deductiblethen . Deductiblethen $1,500 Deductible then $350 then $500 copay $40 copay Deductible then $50 K n then 50%/Deductible then 50%
MD0000201145 copay/Deductiblethen $150 None Deductible then $150 copay copay copay . . . . . 50%/Deductible then 50% .
Embedded Embedded $1,500 copay copay n 8 copay Per Visit Hospital based: Deductible then Hospital based: Deductible then copay X (T3:$250 coinsurance max
RX0000201086 copay Other: Deductible [ Other: Deductible then $1,000 copa $150 copa (T3: $125/coinsurance max T4: $750 coinsurance max
DN0000201050 then $1,000 copay $75 copay ! pay pay T4:$250 coinsurance max .

T5: $500 coinsurance max)

T5:$1,500 coinsurance max)

FocusHMO 1000
Metal level - Gold $25 copay/550 copay

. . . . o o
MIDO000201146 . $1,000/$2,000 $7,000/$14,000 None $300 copay 850 copay Deductiblethen $250 [Deductiblethen $300| Deductiblethen$25 | Deductiblethen $50 T ey $50 copay $50 copay $5/530/360/$100/20% $10/560/5120/$300/20%
RX0000201078 Copay waived for first non- Embedded Embedded copay copay copay copay (T5: $250 coinsurance max) (T5: $750 coinsurance max)
DN0000201048 routine PCP visit
:/T:tl: 1:2?-2(-3033 $25 copay/$50 copay

. . . . o o
MD0000201148 ‘ $2,000/$4,000 $7,000/$14,000 . $300 copay $50 copay Deductiblethen $250 |Deductiblethen $300| Deductiblethen $25 Deductiblethen $50 Deductible then $250 copay $50 copay $50 copay $5/$30/$§0/$100/20Aa 510/560/51.20/5300/206
RX0000201078 Copay waived for first non- Embedded Embedded copay copay copay copay (T5: $250 coinsurance max) (T5: $750 coinsurance max)
DN0000201048 routine PCP visit
Vit vl iver 350 copay/S75 copay
MD0000201150 . $3,000/$6,000 $9,450/$18,900 None Deductiblethen $75 copay Deductiblethen $1,000 | Deductible then $550 | Deductiblethen $75 Deductiblethen $75 Deductible then $450 copay Deductible then $75 copay $50 copay $5/$30/$§0/$120/20% $10/$60/$1§0/$360/20%
RX0000201080 Copay waived for first non- Embedded Embedded $1,000 copay copay copay copay copay (T5: $500 coinsurance max) (T5:$1,500 coinsurance max)
DN0000201049 routine PCP visit

T An explanation of embedded vs. non-embedded can be found in our key insurance terms to know.

2 Preventive Rx applies for all HSA plans.
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Key Insurance Terms

Premium
This is the monthly cost of your health insurance
coverage and plan.

Cost sharing

Your out-of-pocket costs for services included within
your health plan including copayments, deductibles,
and coinsurance.

Copayments
A fixed dollar amount that you pay for certain covered
benefits.

Deductible

The amount you owe or pay out-of-pocket during a
coverage period (always one year) for certain covered
benefits before your plan begins to pay.

Coinsurance

This is a fixed percentage of costs that you pay for
covered services. For example, if you have a plan with
coinsurance, you may have to pay 20% of a provider's
bill for your care, while Harvard Pilgrim pays 80%.
Coinsurance is usually something you pay after you have
paid an annual deductible.

Out-of-pocket maximum

This is a limit on the total amount of cost sharing you
have to pay annually for covered benefits. This includes
copayments, coinsurance and deductibles. After you
meet your out-of-pocket maximum, Harvard Pilgrim will
pay all additional covered health care costs.

Embedded deductible/

out-of-pocket maximum

All non-HSA plans contain embedded deductibles

and out-of-pocket maximums (OOPM). Embedded
deductible refers to a family plan that has two
components, an individual deductible and a family
deductible. The maximum contribution by an individual
toward the family deductible is limited to the individual
deductible amount and allows for the individual to
receive benefits before the family component is met.
When any number of members collectively meet the
family deductible, services for the entire family are
covered for the remainder of the year.

Embedded OOPM (Out of Pocket Maximum) refers to

a family plan that has two components, an individual
OOPM and a family OOPM. The maximum contribution
by an individual toward the family OOPM is limited to
the individual OOPM and once met, the individual has
no additional cost sharing for the remainder of the year.
When any number of members collectively meet the
family OOPM, then all members have no additional cost
sharing for the remainder of the year.

In-network

Generally, this describes coverage for care that HMO,
POS and PPO members receive from participating
providers in the plan's network. In-network coverage
typically costs less than out-of-network coverage. In
most cases, if you have a POS plan, you need to have a
referral from your primary care provider (PCP) to another
participating provider in order for in-network cost sharing

to apply.

Out-of-network

Out-of-network coverage applies to HMO, POS and PPO
plans. Harvard Pilgrim will cover care that POS and

PPO members receive from non-participating providers,
but it usually costs more than in-network coverage.

In addition, if you have a POS plan, you will —in most
cases — have out-of-network coverage when you receive
care for covered services from participating providers
without your primary care provider's referral. HMO
members cannot received care from out-of-network
providers except in an emergency.

Tier

Medical plans often place providers and hospitals in
different categories, or tiers, with different cost sharing
amounts. Typically, you'll save money when you see
Tier 1 providers.

HSA (health savings account)

This is a savings account that can help you pay for
qualified health care expenses. You need to have a
federally qualified high deductible health plan to be
able to open an HSA. Check with your bank or financial
advisor to see if they offer HSAs.
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Important Legal Information

Excluded services from our plan

For a full list of services not covered, please refer to plan documents. Typically, exclusions include:

- Alternative services and treatments
- Dental care, except as described in the policy

- Any devices or special equipment needed for sports
or occupational purposes

- Experimental, unproven, or investigational services
or treatments

- Routine foot care, except for members diagnosed with
diabetes or systemic circulatory disease

- Educational services or testing
- Cosmetic services or treatment
- Commercial diet plans and weight loss programs

- Nutritional or cosmetic therapy using vitamins,
minerals or elements, and other
nutrition-based therapy

- Charges for services that were provided after
the date on which membership ends

- Charges for any products or services related
to non-covered benefits

- Wigs and scalp hair prostheses when hair loss is due
to male pattern baldness, female pattern baldness,
or natural or premature aging

- Services or supplies provided by (1) anyone related to a
member by blood, marriage or adoption, or (2) anyone
who ordinarily lives with the member

- Infertility treatment, except as described in the policy

Limitations for Massachusetts
individual plans

- Therapy services — Physical and occupational
therapy — 60 combined visits per year

- Skilled nursing facility — 100 days per year
- Inpatient rehabilitation — 60 days per year
- Routine eye exam — 1 exam per year

- Wig — 1 synthetic monofilament wig per year

- Costs for any services for which a member is entitled to
treatment at government expense

- Costs for services for which payment is required to be
made by a workers’' compensation plan or
an employer under state or federal law

- Private duty nursing
- Vision services, except as described in the policy
- Services that are not medically necessary

- Transportation, except as outlined in your Benefit
Handbook

- HMO only: Delivery outside the service area after the
37th week of pregnancy, or after the member has been
told that she is at risk for early delivery

- Over the counter hearing aids

- Any service, supply or medication when there is a less
intensive Covered Benefit or more cost-effective
alternative that can be safely and effectively provided

- Any service, supply or medication that is required by a
third party that is not otherwise Medically Necessary
(examples of a third party are an employer, an insurance
company, a school or court)

- Services provided under an individualized education
program (IEP), including any services provided under an
IEP that are delivered by school personnel or any
services provided under an IEP purchased from a
contractor or vendor

Broker compensation disclosure

Below are fees we pay to brokers and other entities to
support enrollment for our plans:

Connector: Administrative fee: 2.5% of premium
eHealth: $15 Per Member Per Month (PMPM)

HSA (Non-Group): $39 Per Subscriber Per Month (PSPM)
SBSB (Non-Group): $38 Per Subscriber Per Month (PSPM)
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General Notice About Nondiscrimination
and Accessibility Requirements

Harvard Pilgrim Health Care and its affiliates as noted below ("HPHC") comply with applicable federal civil rights
laws and does not discriminate on the basis of race, color, national origin, age, disability, sex, sexual orientation, or
gender identity. Harvard Pilgrim Health Care does not exclude people or treat them differently because of race,

color, national origin, age, disability, sex, sexual orientation, or gender identity.

Harvard Pilgrim Health Care:
Provides free aids and services to people with disabilities to communicate effectively with us, such as qualified
sign language interpreters and written information in other formats (large print, audio, other formats).

Provides free language services to people whose primary language is not English, such as qualified interpreters.
If you need these services, contact our Civil Rights Compliance Officer (see below for contact information).

If you believe that Harvard Pilgrim Health Care has failed to provide these services or discriminated in another way
on the basis of race, color, national origin, age, disability, sex, sexual orientation, or gender identity, you can file a
grievance with:

Civil Rights Compliance Officer
1 Wellness Way
Canton, MA 02021

866-750-2074, TTY service: 711,
Fax: 617-509-3085

Email: civil.rights@point32health.org

You can file a grievance in person or by mail, fax or email. If you need help filing a grievance, the Civil Rights
Compliance Officer 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/smartscreen/main.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

800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at
hhs.gov/ocr/office/file/index.html
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Language Assistance Services

Espafiol (Spanish) ATENCION: Si usted habla espafiol, servicios de asistencia lingliistica, de forma gratuita,
estan a su disposicion. Llame al 1-888-333-4742 (TTY: 711).

Portugués (Portuguese) ATENCAO: Se vocé fala portugués, encontram-se disponiveis servigos linguisticos
gratuitos. Ligue para 1-888-333-4742 (TTY: 711).

Kreyol Ayisyen (French Creole) ATANSYON: Si nou palé Kreyol Ayisyen, gen asistans pou sevis ki disponib nan
lang nou pou gratis. Rele 1-888-333-4742 (TTY: 711).

F B8P3 (Traditional Chinese) ;T & : MMRIGFERERERPX |, B LIGEESE
888-333-4742 (TTY : 711) ,

EBIRTS., HHE 1-

il

Tiéng Viét (Vietnamese) CHU Y: N&u qui vi néi Tiéng Viét, dich vu théng dich ctia chiing tdi san sang phuc vu
qui vi mién phi. Goi s& 1-888-333-4742 (TTY: 711).

Pycckuii (Russian) BHUMAHMUE: Ecnu Bbl rOBOpUTE Ha PYCCKOM A3bIKE, TO Bam A0CTYMNHbI 6ecniaTHble ycnyru
nepesoaa. 3soHuTe 1-888-333-4742 (Tenetaiin: 711).

) 4 2l (Arabic)
1 888-333-4742 o Sl " Ul <l 5 i ia 4y galll a2 Lall culad ¢ Ay jali sl s ol 13) 2ol
(TTY: 711)
i2i (Cambodian) [0IESE0H: 1IGHASINWAMANIS!, IDRESIUNRYUSTU ISINSHAIENW
SEASIGY G §irde) 1-888-333-4742 (TTY: 711)

Frangais (French) ATTENTION: Si vous parlez francais, des services d'aide linguistique vous sont proposés
gratuitement. Appelez le 1-888-333-4742 (ATS: 711).

Italiano (Italian) ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza
linguistica gratuiti. Chiamare il numero 1-888-333-4742 (TTY: 711).

=0 (Korean) ' E" ot=0{ & ALE0IA= E2, 20 X[ MH[AE F2 2 0[50t = ASLICE 1-

888-333-4742 (TTY: 711) HHO 2 M3}8l FTAIA| 2.

eAAnvika (Greek) MPOZOXH: Av piddte eAANVIKA, utdpxouv otn S1aBeon oag Swpedv UTINPECIEC YAWOGOLKNG
urnootnpEnc. KaAéote 1-888-333-4742 (TTY: 711).

Polski (Polish) UWAGA: Jezeli mdéwisz po polsku, mozesz skorzystaé z bezptatnej pomocy jezykowej. Zadzwon
pod numer 1-888-333-4742 (TTY: 711).

T (Hindi) &= QTSIT: 3R 3T Y el § o 39 To ST9Tehl gl HFAH 3UcTsY g,
STAPRT & oI Bl &Y. 1-888-333-4742 (TTY: 711)

o2l (Gujarati) tllol AW : % dAR Al Al &l Al WU M2 sl USlA Aol M
Guaod B. QAN MRl MR §lot 5. 1-888-333-4742 (TTY: 711)

WIF9990 (Lao) LUOFIV: 11299 UIVCDIWITI D90, NIVVINIVYOVCTHDAIVWIZI, LOBVCT N,
cculvIwenlvuan. lns 1-888-333-4742 (TTY: 711).

ATTENTION: If you speak a language other than English, language assistance services, free of charge, are
available to you. Call 1-888-333-4742 (TTY: 711).

1187091808-0923



Contact us

Already a member?
877-907-4742 (Current plan benefit questions)

Harvard Pilgrim Health Care includes Harvard Pilgrim
Health Care, Harvard Pilgrim Health Care of
New England and HPHC Insurance Company.

a Point32Health company
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