Harvard Pilgrim

@ Health Care

a Point32Health company

2025 SBSB Small Group Plan Offerings

For employers with 1 to 9 eligible employees

Out-of-Pocket

2025 SBSB Small Group Plans — Effective January 1, 2025, through December 31, 2025.

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

e AL . s 2
Plan Name Gl V{sn. I.)e.ductlble . Maximum® . @3 Urgent Care Inpatient Day Surgery Laboratory PT/OT/ST Acu?unctur? & Rx Cost Sharing
(PCP/Specialist) (Individual /Family) " . insurance Chiropractic
(Individual/Family) =
Retail
Open Plans
HMO
HMO20-Flex $20 copay/$40 copay
Metal level - Platinum $2,500/$5,000 Flex Provider: $150 | Flex PrO\flder: Covered Non-hospital based: $100 copay Non-hospital based: $20 copay $5/$25/$A.10/$60/20% $10/$50/$§0/$180/20%
MD0000201427 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: 5250 coinsurance max} (T5: $750 coinsurance max)
RX0000201233 paywal " Other: $500 copay Other: $40 copay P : pay P : pay
DN0000201175 routine PCP visit
Rx Out-of-Pocket Maximum: $750/$1,500
HMO 500 -Flex
$25 copay/$50 copay Flex Provider: $50 Flex Provider: Covered . .
Metal level - Gol - 52 - 2
o000 | 90051000 | | ooy | sy | oot | o wi | saienmsso |, Jontesiaes S0y | sarvomomststseomy || sososanioonos | siossosizossonnon
RX0000201234 Copay waived for first non- Embedded Embedded pay pay $250 copay Other: Deductiblethen | Other: Deductible then copay P . — P ‘copay pay (T5: $250 coinsurance max) (T5: $750 coinsurance max)
DN0000201176 routine PCP visit $300 copay $45 copay
HMO 1000 - Flex
$25 copay/$50 copay Flex Provider: $50 Flex Provider: Covered . . . .
somosaon | 50005000 | i | s | sowpe | e | i | omeienrsso | Mottt stocony | hensebaaizsiony | sosossosannon | siossosiaosunnon
RX0000201234 Copay waived for first non- Embedded Embedded pay pay $250 copay Other: Deductiblethen | Other: Deductible then copay P . p— P .copay pay (T5: $250 coinsurance max) (T5: $750 coinsurance max)
e ——— routine PCP visit $300 copay $45 copay
HMO 1500 - Flex
$25 copay/$50 copay Flex Provider: $50 Flex Provider: Covered . X X i
MoGuG0201681 $L500/$3000 | $7.000/518000 |\ | 30 cop, $50 cops btee i sl e o Deduciblethensso | e then 300 |Hospra ses Depectiemandso | $50copa $5/$30/560/5100/20% S LA
Copay waived for first non- Embedded Embedded Y =Y $250 copay Other: Deductible then [ Other: Deductible then copay 2 . 2 : bRy (T5: $250 coinsurance max) (T5: $750 coinsurance max)
AN, routine PCP visit $300 copa $45 copa copay copay
DN0000201176 Y P
I\I‘;I':tlg Izgloe(l)-GF:; E2elcspsy Edtkeray Al et ST A BT Non-hospital based: $200 copay Non-hospital based: $25 copay
$2,000/$4,000 $7,000/$14,000 Deductiblethen copay in full Deductiblethen $50 5 K i 5 K B $5/$30/$60/$100/20% $10/$60/$120/$300/20%
P LER Copay waived for first non- Embedded Embedded Bens E300cepay SEDEeEy $250 copay Other: Deductiblethen | Other: Deductible then copay Lcseiialba=ecibedietbictnent S onllfLospitalibased beductblctienl ol CeDeepEy (T5: $250 coinsurance max) (T5: $750 coinsurance max)
RLUULIPLITES routine PCP visit $300 copa: $45 copa copay copay
DN0000201176 Y PR
HMO 2000 Value - Flex ) ) $5/$30/Deductible then $10/$60/Deductible then
. Flex Provider: $250 Flex Provider: $25 X X
Metal level - Silver . ) . Non-hospital based: $750 copay Non-hospital based: $50 copay $80/Deductible then $160/Deductible then
MD0000201436 $55 copay/$75 copay SRR A 5 2SI None bl $75 copay b copaY copa\{ Dyl Sl Hospital based: Deductible then Hospital based: Deductible then $75 $50 copay $120/Deductible then 20% $360/Deductible then 20%
Embedded Embedded $1,000 copay $1,000 copay Other: Deductiblethen | Other: Deductible then copay N A
RX0000201236 $1,000 copay $75 copay $1,000 copay copay (T5: $500 coinsurance max) (T5: $1,500 coinsurance max)
DN0000201177 ! Rx Deductible’; $250/$500
HMO 2500 - Flex
$25 copay/$50 copay Flex Provider: $50 Flex Provider: Covered . . . .
sosuosson | 5100050090 | e | s | ssommy | OScenen | " i | omeienrsso | Mottt tocony | honsesbaaizseony | sosossosuonnon | suossosiaosunnon
RX0000201234 Copay waived for first non- Embedded Embedded pay Pay, $250 copay Other: Deductiblethen | Other: Deductible then copay P . p— P .copay pay (T5: $250 coinsurance max) (T5: $750 coinsurance max)
e ——— routine PCP visit $300 copay $45 copay
I:::acl’lse?lglo .SiFII::r $50 copay/$75 copay vt 5500 e o SCoverd Non-hospital based: $350 copa Non-hospital based: $50 copa:
MDO00020145s $3,000/$6,000 $9,200/$18,400 None | Deductiblethen - Deductible then copay in full Deductible then $150 Ho italpbased_ Ded'uctibletﬁe: Hosoma based. Deduc;iblethe’; ;75 P $5/$30/$80/$120/20% $10/$60/$160/$360/20%
Copay waived for first non- Embedded Embedded $1,000 copay [y $1,000 copay Other: Deductible then [ Other: Deductible then copay P . P . =Y (T5: $500 coinsurance max) (T5:$1,500 coinsurance max)
0020 routine PCP visit $1,000 copa: $100 copa il U Gy copay
DN0000201177 3 pay pay
iora e, e
i $2,000/$4,000 $8,050/$16,100 Deductible then . Deductiblethen . Deductible then $55 $200 copay $35 copay Deductible then . $60/Deductible then $160/Deductible
0 oD =D 553 Non-embedded Embedded NIETD3 $500 copa: i cldletie $55 ey $500 copa: copay el copa Hospital based: Deductible then $500 | Hospital based: Deductible then $55 $50 copa Sy el then $360/Deductible then 20%
RX0000201239 copay pay pay Other: Deductiblethen | Other: Deductible then pay P . copa P ‘co o pay $120/Deductiblethen 20% (T5: $1,500 coinsurance max) °
DN0000201178 $300 copay $100 copay (=Y XY (T5: $500 coinsurance max) B
N ider: | Tder: - "
ng:sl:vse??;lvg:x Deductiblethen $35 DI:ZEr;Ptri:\I”eiiren DFe(jﬁ:tri‘;\I“edtiren Non-hospital based: Deductiblethen [Non-hospital based: Deductible then Deductlzge()';ge‘erlizit/iile:tu;:;blethen Deductible then $10/Deductible then
i $3,000/$6,000 $8,050/$16,100 Deductible then . Deductible then R : Deductiblethen $55 $200 copay $35 copay Deductible then . $60/Deductible then $160/Deductible
RDOR0020 28 oDzl i ziien S5 Non-embedded Embedded Hone $400 copa’ Deilusiltllodien H55 @y $400 copa’ Govare miit] o i copa Hospital based: Deductible then $400 | Hospital based: Deductible then $55 $50 copa SEDeilililieiiz then $360/Deductible then 20%
RX0000201241 copay = P3| Other: Deductible then | Other: Deductible then = P o B o B2y $120/Deductible then 20% el s
DN0000201178 $250 copay $75 copay pay pay (T5: $500 coinsurance max) T
Hmeot:sl:vsefo;::x Deductiblethen $35 Dl:}e:ﬁ:tri(;\lltledtflr;n Dzsz:tl}z\lltle(itirt;n Non-hospital based: Deductible then [Non-hospital based: Deductible then Deductlé);eot/geer(\iiit/iinle::l;:nblethen Deductiblethen $10/Deductible then
i $3,400/56,300 $8,050/$16,100 Deductiblethen . Deductiblethen ) N Deductiblethen $55 $200 copay $35 copay Deductible then N $60/Deductible then $160/Deductible
IO eyl en S5 Non-embedded Embedded Bone $400 copa’ Dilysillleiien $55 @y $400 copa’ Gavree]in il o il copa Hospital based: Deductible then $400 | Hospital based: Deductible then $55 $50 copa O Deiililiiiz then $360/Deductible then 20%
RX0000201242 copay pay pay Other: Deductible then | Other: Deductible then pay P . copa o .co a =Y $120/Deductible then 20% (T5: $1,500 coinsurance max)
DN0000201178 $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.
* Separate Rx deductible applies to medical out-of-pocket maximum.

4In-network and Out-of-Network out-of-pocket maximums not combined.
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Plan Name

Office Visit
(PCP/Specialist)

Deductible®
(Individual/Family)

Out-of-Pocket
Maximum®
(Individual/Family)

Co-
insurance

Urgent Care

Inpatient

Day Surgery

2025 SBSB Small Group Plans — Effective January 1, 2025, through December 31, 2025.

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

Laboratory

Scans:
CT, MRI, PET

PT/OT/ST

Acupuncture &
Chiropractic

Rx Cost Sharing’

Open Plans
Focus HMO
:::tl: 1’\2?_16033 $25 copay/$50 copay
i i i i o
N ITEARAAS ) ‘ $1,000/$2,000 $7,000/$14,000 N $300 copay $50 copay Deductiblethen | Deductiblethen $300 | Deductiblethen $25 Deductiblethen $50 Deductible then $250 copay CHIGTEY $50 copay $5/$30/$§0/$100/20% $10/$60/$1_20/$3oo/20/ﬂ
RX0000201234 Copay waived for first non- Embedded Embedded $250 copay copay copay copay (T5: $250 coinsurance max) (T5: $750 coinsurance max)
DN0000201176 routine PCP visit
F MO 2
Vit evl-Cold $25 copay/$50 copay
; i i i o
MD0000201450 ) . $2,000/$4,000 $7,000/$14,000 N $300 copay $50 copay Deductiblethen | Deductiblethen $300 | Deductiblethen $25 Deductible then $50 Deductible then $250 copay $50 copay $50 copay $5/$30/$§0/$100/20/6 $10/$60/$1A20/$300/20%
RX0000201234 Copay waived for first non- Embedded Embedded $250 copay copay copay copay (T5: $250 coinsurance max) (T5: $750 coinsurance max)
DN0000201176 routine PCP visit
.\Ffl‘:::uslzx:) :i?\?:- $50 copay/$75 copay
- $3,000/$6,000 $9,200/$18,400 Deductiblethen Deductiblethen | Deductiblethen $550 | Deductiblethen $75 Deductiblethen $75 . . $5/$30/$80/5120/20% $10/$60/$160/$360/20%
':Egggg;gf;;; @y G G e Embedded Embedded None $1,000 copay $75 copay $1,000 copay —— p— p— Deductible then $450 copay Deductiblethen $75 copay $50 copay (752 $500 consurance max) (T5: §1.500 colnsurance max)
DN0000201177 routine PCP visit

PPOAccess HSA

PPO Access HSA 3400 - Flex

IN: Flex Provider:
Deductiblethen

IN: Flex Provider:
Deductiblethen

IN: Non-hospital based: Deductible

Deductible then $5/Deductible then

Standard Platinum - Flex
MD0000201392

$3,000/$6,000

Flex Provider: $100

Non-hospital based: $50 copay

Non-hospital based: $20 copay

itz llev] =iy coIN; D/el)del:ic:cl:':ilsltehtehnei?ss " 53:38‘:‘/.5:800 [N S5 005105, 1 IN: None s edlielze IN: Deductible then $55 copa " [;idol:)czflzthen Govre] il oz Il " Deduit;bfthen ° ”t\‘f::nogégooscp:al ba:zri: Ii:’tztljtgzlel:il'e then 535 copay tlr:\le:nDSe:(l;i:blae el i SZT)d/lll)cetézlcet::Ieentiir?ézefidoiﬁlezljctt?sre
MD0000201460 pay. : OON: $16,100/$32,200| ' then $400 copay | - ! pay P3| Other: Deductiblethen | Other: Deductible then pay ) copay, Hosp " | Hospital based: Deductible then $55 pay $80/Deductible then ;
copay $6,800/$13,600 OON: 20% OON: Deductible then 20% OON: Deductible OON: Deductible then Deductible then $400 copay OON: Deductible N then $360/Deductible then 20%
RX0000201242 OON: Deductiblethen20% |  Non-embedded Embedded OON: SameasIN then 20% PRy S 20% OON: Deductible then 20% copay then 20% S R e 0 (T5: $1,500 coinsurance max)
DN0000201181 . ° OON: Deductiblethen | OON: Deductiblethen . OON: Deductible then 20% (T5: $500 coinsurance max) T
20% 20%
IN: Flex Provider: IN: Flex Provider: Deductible then $5/Deductible then X .
A A . . . Deductiblethen $10/Deductible then
PPOA HSA -Fl D leth 2 B -| :Di D leth
0 Access HSA 5000 - Flex IN: Deductiblethen $75 | IN: $5,000/$10,000 IN: Deductible _ IN: Deductiblethen | Deductiblethen$500 | Deductiblethen 525 f . ooy, tipjethen $150 | IN: Non-hospital based: Deductiple | "N: Nomhospital based: Deductible | . ooy tipe 530/Deductlble then $60/Deductible then 45%/Deductible
e ionze copay/Deductible then OON: [ S5 /A5 100 IN: None then $1,500 It Dl i S $1,500 copa copay copay copa then $500 copay, Hospital based: i D EeEy then $50 copa (e ugilla e then 45%/Deductible then 50%
MD0000201457 pay, . OON: $16,100/$32,200 . ! copay ’ pAy Other: Deductiblethen | Other: Deductible then P V A pay, P . Hospital based: Deductible then $65 p Y 45%/Deductible then 50% . N
$150 copay $10,000/$20,000 OON: 20% copay - OON: Deductible OON: Deductible then Deductiblethen $1,000 copay OON: Deductible A (T3: $250 coinsurance max
RX0000201245 OON: Deductible then 20% Embedded Epbedded @enEGresy || CSR R AN AT then 20% P ey SRy 20% OON: Deductible then 20% copay then 20% (R e I T4: $750 coinsurance max
DN0000201187 : ; : : OON: Deductiblethen | OON: Deductible then ; : ; OON: Deductible then 20% ; T4:$250 coinsurance max : ;
. T5:$1,500 coinsurance max)
20% 20% T5: $500 coinsurance max)

Connector Plans

RX0000201220 $20 copay/$40 copay None Embedded None $150 copay $40 copay $500 copay C)thercstnzpsa(;/c0 . Covered in full Covered in full Hospital based: $150 copay Hospital based: $40 copay $40 copay $10/$25/$50 $20/$50/$150
DN0000201163 : pay

Standard High Gold
MD0000201393 $1,000/$2,000 $6,000/$12,000 Deductiblethen | Deductiblethen $100 | Deductiblethen $25 Deductiblethen $35 . . .
RX0000201222 $20 copay/$40 copay Embedded Embedded None $250 copay $40 copay $200 copay — — p—— Deductible then $150 copay $40 copay $50 copay $25/$45/Deductiblethen $75 $50/$90/Deductible then $225
DN0000201165
Standard Silver
MD0000201394 $2,000/$4,000 $9,200/$18,400 Deductiblethen Deductiblethen | Deductiblethen $500 | Deductiblethen $25 Deductiblethen $50 . . .
RX0000201223 $25 copay/$60 copay Embedded Embedded None $350 copay $60 copay $1,000 copay i —— A— Deductible then $350 copay $60 copay $50 copay $30/$55/Deductiblethen $75 $60/$110/Deductible then $225
DN0000201166

Standard Low Silver HSA - Flex Deductible then $30 Dedzlcet);l':lreot:::zzso DedFllii)t(i[l’)T:‘tlLdeenr;ZO Non-hospital based: Deductible then [Non-hospital based: Deductible then
MD0000201404 copay/Deductible then $60 $2,000/$4,000 $7,050/$14,100 None Deductiblethen Deductible then $60 copa Deductiblethen copa copa Deductiblethen $75 $200 copay $30 copay Deductible then Deductible then $30/Deductible Deductible then $60/Deductible then
RX0000201227 pay. Non-embedded Embedded $300 copay (Y $750 copay P y P y copay Hospital based: Deductible then $500 | Hospital based: Deductible then $60 $50 copay then $60/Deductible then $105 $120/Deductible then $315
DN0000201170 copay Other: Deductible then | Other: Deductible then copa cona
$500 copay $60 copay pay pay
Standard High Bronze HSA - Flex Deductiblethen $60 Dedzlcet);;l;ot:::rsizso DedFli:iET::Lde?;ZS Non-hospital based: Deductiblethen |Non-hospital based: Deductible then
MD0000201398 copay/Deductible then $90 $3,600/$7,200 $8,000/$16,000 - Deductiblethen Deductible then $90 copa Deductiblethen copa cona Deductiblethen $135 $500 copay $60 copay Deductiblethen Deductible then $30/Deductible Deductible then $60/Deductible then
RX0000201228 pay, Embedded Embedded $875 copay pay $1,500 copay P y P y copay Hospital based: Deductiblethen $750 | Hospital based: Deductible then $90 $50 copay then $120/Deductible then $200 $240/Deductible then $600
DN0000201171 copay Other: Deductiblethen | Other: Deductible then copa copa
$500 copay $55 copay pay pay
HMO 2000 Value Il - Flex
Flex Provider: $250 Flex Provider: $20
- -hospi 182 Deducti Deducti 120/Deductibl
nﬁgg‘ggzgg‘:g $25 copay/$50 copa $2,000/54,000 BB/ AT Nome || CEHEElatEn $55 copa EettEdHedier copay copay Bl Y Ho?oi?art?::;;a-llabjjﬁitil:?hc;pgoo ol s S auy $50 copa $6§/3I;)e/d:fttijtilt;btl:et:§qzs >0/ educnbltzte:esnsis O/peductivle
OIS pay pay Embedded Embedded $350 copay pay $750 copay Other: Deductible then | Other: Deductible then copay P . p— Hospital based: $50 copay pay
DN0000201172 SR EEEE PEREERE
Rx Deductible’: $250/$500
i $5/$30/Deductible then $10/560/Deductible then

M:'tvalﬂ:\?etln-)l;::)::e Deductible then $40 Dedzlce':;l;;ot:::I;ZSO Flex Provider: Ded Non-hospital based: Deductible then [Non-hospital based: Deductible then 45%/Deductible then 45%/Deductible then 45%/Deductible
RO L copay/Deductible then $65 $3,500/$7,000 $8,500/$17,000 o Deductible then Deductible then $65 copa Deductible then copa then $25 copay Deductiblethen $75 $500 copay $40 copay Deductiblethen 45%/Deductible then 50% then 50%
RX0000201231 pay. Sy Embedded Embedded $1,500 copay pay 20% Other: Dedl‘:ctyiblethen Others: Deductible then copay Hospital-based: Deductible then Hospital based: Deductible then $65 $50 copay (T3: $125/coinsurance max (T3:$250 coinsurance max
DN0000201174 $1,000 copay $75 copay $1,000 copay copay T4:$250 coinsurance max T4:$750 coinsurance max

T5: $500 coinsurance max)

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.

* Separate Rx deductible applies to medical out-of-pocket maximum.

#In-network and Out-of-Network out-of-pocket maximums not combined.
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Out-of-Pocket
Maximum®
(Individual/Family)

Office Visit
(PCP/Specialist)

Deductible®
(Individual/Family)

Co-
insurance

Plan Name Urgent Care

Inpatient

Day Surgery

2025 SBSB Small Group Plans — Effective January 1, 2025, through December 31, 2025.

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

Laboratory

Scans:
CT, MRI, PET

PT/OT/ST

Acupuncture &

Chiropractic

Rx Cost Sharing’

Closed Plans - Only for Existing Groups on 2024 Plan Versions

HM“;)elt:ﬂ:‘lflu(:o'lzlex Flex Provider: $200 Flex Provider: Covered
y $1,500/$3,000 $8,700/$17,400 o Deductiblethen Deductiblethen copay in full . o Non-hospital based: $250 copay Non-hospital based: $35 copay $5/$30/$60/$100/20% $10/$60/$120/$300/20%
h:fgggg;gf;;: Sigcopayorbleonay Embedded Embedded 20k 20% ST ey 20% Other: Deductiblethen | Other: Deductible then Decctp Stz Hospital based: Deductiblethen 20% |Hospital based: Deductible then 20% ey (T5: $250 coinsurance max) (T5: $750 coinsurance max)
o
DN0000201185 20% 202
I:x:l)l‘:\jlglo .Sli:II::r PE GRS R s AR 5250 AR Non-hospital based: $300 copa: Non-hospital based: $50 copa
MDO0O0201448 $4,000/$8,000 $9,200/$18,400 None | Deductiblethen - Deductible then copay in full Deductiblethen$75 |, "o based. Deduc;imethenps;so Hosora bafed. Deduc;ibleth:] §75 S $5/$30/$80/$120/20% $10/$60/$160/$360/20%
Copay waived for first non- Embedded Embedded $500 copay B3y, $750 copay Other: Deductible then | Other: Deductible then copay 2 : 2 . =17 (T5: $500 coinsurance max) (T5: $1,500 coinsurance max)
R0 23 routine PCP visit $750 copa $75 copa SRR LRy
DN0000201177 pay pay
Hmeot:Isl:vzelsogil.vFelrex Deductiblethen $35 Dz:z:triz\llgizn Dzsz:tl}z\lltle(jtflrt;n Non-hospital based: Deductible then [Non-hospital based: Deductible then Deductlé);eot/gzr(\iiit/iinle:::nblethen Deductiblethen $10/Deductible then
i $2,500/$5,000 $8,050/$16,100 Deductiblethen . Deductiblethen ) N Deductiblethen $55 $200 copay $35 copay Deductible then N $60/Deductible then $160/Deductible
ISBOETAL L) oDzl ien S5 Non-embedded Embedded e $500 copa’ il H55 @y $400 copa’ Gotares]im ] Gavaredliin il copa Hospital based: Deductible then $400 | Hospital based: Deductible then $55 $50 copa Dl then $360/Deductible then 20%
RX0000201240 copay R (R Other: Deductible then | Other: Deductible then PR P 'co o B .co o =Y $120/Deductible then 20% (T5: $1,500 coinsurance max)
DN0000201178 $250 copay $75 copay = = (T5: $500 coinsurance max) T
Deductiblethen $5/Deductible then X .
i — . Deductiblethen $10/Deductible then
H'\I;IIIE?:IS:/:)-(:';:IZZX Deductiblethen $75 Dedzlcet);l:;ot\;:g:gﬁo DedFlIJi)t(if)Tz‘tlLde:éZS Non-hospital based: Deductiblethen | Non-hospital based: Deductible then j:‘g//[lg‘::l:?t:zllztt}}f; $60/Deductible then 45%/Deductible
N $4,000/$8,000 $8,050/$16,100 Deductible then . Deductiblethen Deductiblethen $350 $500 copay $40 copay Deductible then N A then 45%/Deductible then 50%
By ey Dl ey Embedded Embedded DCne $1,500 copa Bl a0 ey $1,500 copa oLz CerEY copa Hospital based: Deductible then Hospital based: Deductible then $50 copa! asteilusiliation S5 (T3: $250 coinsurance max
RX0000201243 $150 copay ! pay ! pay Other: Deductiblethen | Other: Deductible then pay P $1 060 copa P $156 copa pay (T3: $125/coinsurance max T4'-$750 T
DN0000201178 $1,000 copay $75 copay ! pay pay T4:$250 coinsurance max . N
. T5:$1,500 coinsurance max)
T5: $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.
* Separate Rx deductible applies to medical out-of-pocket maximum.

4In-network and Out-of-Network out-of-pocket maximums not combined.
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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

What's not covered on our MA Small Group plans.

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 as
provided by health benefits

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

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

Limitations for Massachusetts small group plans

Physical therapy and occupational therapy — combined 60 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
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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 or sex (including pregnancy,
sexual orientation and gender identity). HPHC does not exclude people or treat them differently because of race,
color, national origin, age, disability or sex (including pregnancy, sexual orientation and gender identity).

HPHC:

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 HPHC has failed to provide these services or discriminated in another way on the basis of race,
color, national origin, age, disability or sex (including pregnancy, sexual orientation and gender identity) you can file a
grievance with:

Civil Rights Compliance Officer
1 Wellness Way
Canton, MA 02021-1166

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/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

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

Complaint forms are available at
www.hhs.gov/ocr/office/file/index.html

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

o s sall Bl JLaiy) 2 Ulae el Aalie 4 gall) oo lucal) Cilasd Gl oAy 3dady) 8 o A1 Aad iaats i< 1) 1ol (4w all) Arabic
A Aaldl) pand) 4 gp ABUay

French (Frangais) ATTENTION : Si vous parlez une langue autre que I'anglais, des services d’assistance linguistique gratuits

sont a votre disposition. Veuillez appeler le numéro indiqué sur votre carte d’adhérent.

Greek (EAAnvik@) MPOZOXH: Eav pAGte kamola AAAn yAwooa mépa amo Ta ayyALlkd, YAWOOLKEG UTINPECLEG XWPLC XpEwaon
glval otn dabeon oag. KaAéote Tov aplOuo otnv Kapta LEAOUG OOG.

Gujarati (A%Uc{l) t2ulol AU %A AR 2 Rt ofley st Al 61, Al el Uslal A, dAHIRL HIZ HEd
BGUAGH B. sUL 53l dAHIRL AU W] 51§ URell ololR UR SIA 53

Haitian Creole (Kreyol Ayisyen) ATANSYON: Si w pale yon lang ki pa Angle, gen sévis ed pou lang ki disponib gratis pou ou.
Tanpri rele nimewo ki sou kat ID manm ou a.

Hindi (&) &amer & 3R 319 3PN & 3relrar g GEY AW Seld §, dl HIN HERIAT {GT 39 fow
foT:g[oeh UGS §1 HUAT U HGET TSI &S W AT AT Fe G el |

Italian (Italiano) ATTENZIONE: se parli una lingua diversa dall’inglese, sono disponibili gratuitamente servizi di assistenza
linguistica. Chiama il numero indicato sulla tua tessera membro identificativa.

Khmer (M &nigd) (U SI0EASUNWM AR OManHRIS 0 NP gSSwMman IS s s s8Iy
AHGIRNDSUENUHAY ggwTisimB1u21SIul D meusS[Iunig s

Korean (3h=r0]) &t&l: Jof o)) 9] loj & AREataltdd 1o} A1l Mujag FR2 Al =gyt 7F44H D
sh=o] WA WE e A7) ahg e

Lao (W939990) NTQVISLFIY: mvncﬁowosvgnfr‘n)cc.u'uwvsoé’gﬁo, WILFILIOIFO3INIVFWVWIFTNS
Yowbiczesn. nvom?mmvcume LUOUrSICTOTTLIRN2091ID.

Polish (polski) UWAGA: Jesli postugujesz sie jezykiem innym niz angielski, mozesz bezptatnie korzystac z ustug pomocy
jezykowej. Zadzwon pod numer podany na Twojej karcie cztonkowskiej.

Portuguese (Portugués) ATENCAO: caso fale outro idioma que n3o o inglés, sdo-lhe disponibilizados gratuitamente servicos
de assisténcia linguistica. Ligue para o nUmero no seu cartao de identificagdo de membro.

Russian (Pycckuit) BHUMAHUE! Ecnum Bbl He roBOpuTE Ha aHIIMIMCKOM A3bIKe, TO MOXKeTe 6ecnnaTHO BOCNo1b30BaTbCA
yCAyramm A3blKOBOM noaaep»Ku. [o3BoHNTE N0 HOMepPY, YKa3aHHOMY Ha Ballen NaeHTUOUMKALMOHHOM KapTe y4acTHUKa.

Spanish (Espafiol) ATENCION: Si usted habla un idioma que no sea inglés, estan disponibles para usted, sin costo, servicios
de asistencia en otros idiomas. Llame al nimero que figura en su tarjeta de identificacién de miembro.

Traditional Chinese (BERESC) JEEHEIH  YUIREEEIFEENEMEES - AT AL I e B = B -
FEF TS B ID R LAVESESRS -

Vietnamese (Tiéng Viét) LU'U Y: Néu quy vi n6i ngon nglr khac khong phai tiéng Anh, chiing t6i cung cép dich vy
hé tro ngén ng mién phi cho quy vi. Vui long goi dén s6 dién thoai trén thé ID héi vién cua quy vi.

ATTENTION: If you speak a language other than English, language assistance services, free of charge, are available
to you. Please call the number on your member ID card.
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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.

Harvard Pilgrim
Health Care

a Point32Health company
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