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

CDPHP: Essential Plan 3 Coverage Period: 01/01/2027 - 12/31/2027
Coverage for: Individual | Plan Type: HMO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share the cost for covered

health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-800-777-2273 or visit Our website at www.cdphp.com. For
general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary. You can view the Glossary at
www.cciio.cms.gov or www.healthcare.gov/sbc-glossary or call 1-800-777-2273 to request a copy.

Important Questions Answers Why This Matters:
What is the overall deductible? |Not Applicable See the Common Medical Events chart below for your costs for services this plan covers.

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 services covered
before you meet your Yes, Preventive Care
deductible?

Are there other deductibles for
specific services?

What is the out-of-pocket limit | In-Network: $200 Individual/$0 Family; Out- | 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
for this plan? of-Network: Not Applicable plan, they have to meet their own out-of-pocket limits until the overall family out-of-pocket limit has been met.

No You don't have to meet deductibles for specific services.

What is not included in the out- | Costs for premiums, balance billing charges,
of-pocket limit? and health care this plan doesn't cover.

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

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-

Yes. See www.cdphp.com or call

Will youpaylessifyouusea ;o 00 oo list of network

network provider?

roviders. . . ) ) )
Providers 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 No You can see the specialist you choose without a referral.

specialist?
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Common
Medical Event

Services You May Need

What You Will Pay

Limitations, Exceptions, & Other Important
Information

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

If you have a test

If you need drugs to treat
your illness or condition
More information about
prescription drug coverage

is available at
www.cdphp.com/rxlist

Primary care visit to treat an injury or
illness

Specialist visit

Preventive care/screening/
immunization

Diagnostic test (x-ray, blood work)

Imaging (CT/PET scans, MRIs)

Tier 1 (Generic drugs)

Tier 2 (Preferred brand drugs)

Tier 3 (Non-preferred brand drugs)

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

No Charge

No Charge

Adult Physical: No Charge
Adult Immunizations: No
Charge

Well Child Visit: Not Covered

X-Ray: No Charge
Blood Work: No Charge

No Charge
$1/prescription retail, $2.50/
prescription mail order

$3/prescription retail, $7.50/
prescription mail order

$3/prescription retail, $7.50/
prescription mail order

Not Covered

Not Covered

Adult Physical: Not Covered

Adult Immunizations: Not Covered

Well Child Visit: Not Covered

X-Ray: Not Covered
Blood Work: Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

* For more information about limitations and exceptions, see plan or policy document at www.cdphp.com

None

Cost-Sharing for covered services with a primary diagnosis
of mental health or substance use disorder may be lower
than the Cost-Sharing listed in order to comply with the
Mental Health Parity and Addiction Equity Act of 2008
(MHPAEA).

You may have to pay for services that aren't preventive. Ask
your provider if the services needed are preventive. Then
check what your plan will pay for.

1 Exam per 1 CalendarYear

None

Cost-Sharing for covered services with a primary diagnosis
of mental health or substance use disorder may be lower
than the Cost-Sharing listed in order to comply with the
Mental Health Parity and Addiction Equity Act of 2008
(MHPAEA).

Copayment waived if performed at a designated laboratory/
preferred center

Most generic drugs are included in Tier 1; however, some
generic drugs may also be included in Tier 2 or Tier 3

Covers up to a 30-day supply (retail); 90-day supply (mail
order)/prescription. Specialty Drugs may be limited to a 30-
day supply/prescription.

Preauthorization required. If you don't get a
preauthorization, you must pay the entire cost and submit a
claim to us for reimbursement.

Cost-Sharing for covered services with a primary diagnosis
of mental health or substance use disorder may be lower
than the Cost-Sharing listed in order to comply with the
Mental Health Parity and Addiction Equity Act of 2008
(MHPAEA). Cost-Sharing for epinephrine devices shall not
exceed $100 per Plan Year.
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What You Will Pay

M e(i;::';rlnE(:lZnt Services You May Need In-Network Provider Out-of-Network Provider A, Excl‘;';:'::;’tis;: iz i
(You will pay the least) (You will pay the most)

Facility fee (e.g., ambulatory surgery

No Charge Not Covered None
center)

Cost-Sharing for covered services with a primary diagnosis
If you have outpatient of mental health or substance use disorder may be lower
than the Cost-Sharing listed in order to comply with the
Mental Health Parity and Addiction Equity Act of 2008
(MHPAEA).

None

Cost-Sharing for covered services with a primary diagnosis
of mental health or substance use disorder may be lower
than the Cost-Sharing listed in order to comply with the
Mental Health Parity and Addiction Equity Act of 2008
(MHPAEA).

None

Cost-Sharing for covered services with a primary diagnosis
of mental health or substance use disorder may be lower
than the Cost-Sharing listed in order to comply with the
Mental Health Parity and Addiction Equity Act of 2008
(MHPAEA).

None

Cost-Sharing for covered services with a primary diagnosis

of mental health or substance use disorder may be lower

than the Cost-Sharing listed in order to comply with the
Urgent care No Charge Not Covered Mental Health Parity and Addiction Equity Act of 2008

(MHPAEA).

Urgent Care from Non-Participating Urgent Care Centers in

Our Service Area are not covered.

You may use live video visits.

AL Physician/surgeon fees No Charge Not Covered

Emergency room care No Charge No Charge

Emergency medical transportation No Charge No Charge

If you need immediate
medical attention

Facility fee (e.g., hospital room) No Charge Not Covered None
Cost-Sharing for covered services with a primary diagnosis
of mental health or substance use disorder may be lower
If you have a hospital stay | pp, ciian/surgeon fees No Charge Not Covered than the Cost-Sharing listed in order to comply with the
Mental Health Parity and Addiction Equity Act of 2008
(MHPAEA).

* For more information about limitations and exceptions, see plan or policy document at www.cdphp.com 30f6



Common
Medical Event

Services You May Need

What You Will Pay

In-Network Provider
(You will pay the least)

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

Limitations, Exceptions, & Other Important
Information

If you need mental health, | Qutpatient services No Charge Not Covered None
behavioral health, or i :
. Inpatient services No Charge Not Covered None
substance abuse services
Cost share applies for Initial visit to determine pregnancy,
Office visits No Charge Not Covered subsequent visits are Covered in full.
Cost sharing does not apply for preventive services.
Maternity care may include tests and services described
Childbirth/delivery professional No Charge Not Covered elsewhere in the SBC (i.e. ultrasound.). Depending on the
If you are pregnant services 9 type of services, a copayment, coinsurance, or deductible
may apply.
Childbirth/delivery facility services No Charge Not Covered None
40 Visits per contract year limit. The visit limit does not
Home health care No Charge Not Covered apply to Home Health Care for a mental health condition or
substance use disorder.
Error missing amount N/A N/A limit. The visit limit does not
Rehabilitation services No Charge Not Covered apply to Rehabilitation Services for a mental health
condition or substance use disorder.
Error missing amount N/A N/A limit. The visit limit does not
If you need help recovering ' Habilitation services No Charge Not Covered apply to Habilitation Services for a mental health condition
or have other special or substance use disorder.
health needs 200 Days per contract year limit. The visit limit does not
Skilled nursing care No Charge Not Covered apply to Skilled Nursing Care for a mental health condition
or substance use disorder.
Durable medical equipment No Charge Not Covered None
210 Days per contract year limit
Hospice services No Charge Not Covered Family bereavement counseling limited to 5 Visits per
contract year
Children’s eye exam Not Covered Not Covered None
IR EhlEEeaEl Children’s glasses Not Covered Not Covered None
or eye care
Children’s dental check-up Not Covered Not Covered None

* For more information about limitations and exceptions, see plan or policy document at www.cdphp.com
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Excluded Services & Other Covered Services:
Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

®  Acupuncture ®  (osmetic surgery ®  Dental care (Child)
® Long-term care ®  Non-emergency care when traveling outside the U.S. ®  Private-duty nursing
®  Routine eye care (Child) ®  Routine foot care ®  Weight loss programs

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
e Abortion e  Bariatric surgery e (hiropractic care

o Dental care (Adult) e Hearing aids o Infertility treatment
e Routine eye care (Adult)

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: Department of Labor’s Employee
Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/contactEBSA/consumerassistance.html. Other coverage options may be available to you too, including buying individual
insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This 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 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: CDPHP at 1-800-777-2273 (or TTY 711); Department of Labor’s Employee Benefits Security Administration at
1-866-444-EBSA (3272) or https://www.dol.gov/agencies/ebsa/about-ebsa/ask-a-question/ask-ebsa; New York State Department of Financial Services Consumer Assistance Unit at 1-800-342-3736 or
www.dfs.ny.gov. Additionally, a consumer assistance program can help you file your appeal. Contact the Consumer Assistance Program at 1-888-614-5400, or e-mail cha@cssny.org or
www.communityhealthadvocates.org. A list of states with Consumer Assistance Programs is available at: https://www.dol.gov/sites/dolgov/files/EBSA/laws-and-regulations/laws/affordable-care-act/for-
employers-and-advisers/consumer-assistance-programs.doc and www.cms.gov/CClI0/Resources/Consumer-Assistance-Grants.

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.

To see examples of how this plan might cover costs for a sample medical situation, see the next section.

PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The valid OMB control number for
this information collection is 0938-1146. The time required to complete this information collection is estimated to average 0.08 hours per response, including the time to review instructions, search existing data resources,
gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security
Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop (4-26-05, Baltimore, Maryland 21244-1850.

* For more information about limitations and exceptions, see plan or policy document at www.cdphp.com 50f6



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

Managing Joe’s type 2 Diabetes Mia’s Simple Fracture

(a year of routine in-network care of a well-controlled
condition)

(9 months of in-network pre-natal care and a hospital delivery)

(in-network emergency room visit and follow up care)

B The plan's overall deductible %0 B The plan's overall deductible %0 B The plan's overall deductible $0
B Specialist copayment $0 B Specialist copayment $0 B Specialist copayment $0
B Hospital (facility) copayment $0 M Hospital (facility) copayment $0 M Hospital (facility) copayment $0
B Other copayment 50 B Other copayment 50 B Other copayment 50
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) Primary care physician office visits (including disease education) Emergency room care (including medical supplies)
Childbirth/Delivery Professional Services Diagnostic tests (blood work) Diagnostic test (x-ray)
Childbirth/Delivery Facility Services Prescription drugs Durable medical equipment (crutches)
Diagnostic tests (ultrasounds and blood work) Durable medical equipment (glucose meter) Rehabilitation services (physical therapy)
Specialist visit (anesthesia)
Total Example Cost $12,690 Total Example Cost $5,600 Total Example Cost $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles 50 Deductibles 50 Deductibles 50
Copayments 50 Copayments $20 Copayments 50
Coinsurance 50 Coinsurance 50 Coinsurance 50
What isn’t covered What isn't covered What isn't covered
Limits or exclusions $20 Limits or exclusions $20 Limits or exclusions 50
The total Peg would pay is $20  The total Joe would pay is $40  The total Mia would pay is $0

The plan would be responsible for the other costs of the EXAMPLE covered services.
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Discrimination is Against the Law

Capital District Physicians’ Health Plan, Inc., CDPHP Universal Benefits, Inc., and Capital District Physicians’
Healthcare Network, Inc. (collectively referred to as CDPHP®) comply with applicable Federal civil rights laws and do
not discriminate on the basis of race, color, national origin, age, disability, or sex. CDPHP does not exclude people or
treat them less favorably because of race, color, national origin, age, disability, or sex.

CDPHP:
e Provides people with disabilities reasonable modifications and free, appropriate auxiliary aids and services to
communicate effectively with us,

such as
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, other formats)
e Provides free language assistance services to people whose primary language is not English, which may include:
o Qualified interpreters
o Information written in other languages

If you need reasonable modifications, appropriate auxiliary aids and services, or language assistance services,
contact the CDPHP Civil Rights Coordinator.

If you believe that CDPHP has failed to provide these services or discriminated in another way on the basis of race, color,
national origin, age, disability, or sex, you can file a grievance with: CDPHP Civil Rights Coordinator, 6 Wellness Way,
Latham, NY 12110, 1-844-391-4803 (TTY/TDD: 711),

Fax (518) 641-3401. You can file a grievance by mail, fax, or electronically at https://www.cdphp.com/customer-
support/email-cdphp. If you need help filing a grievance, the CDPHP Civil Rights Coordinator 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, DC 20201, 1-800-368-1019 (TDD 1-800-537-
7697).

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

This notice is available on the CDPHP website at http://www.cdphp.com.
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Multi-language Interpreter Services

ATTENTION: If you speak a non-English language, language assistance services, free of charge, are
available to you. Call the number on your member ID card (TTY: 711).

ATENCION: Si habla otro idioma que no es el inglés, tiene a su disposicion servicios gratuitos de
asistencia lingiiistica. Llame al nlimero que figura en su tarjeta de identificacion de miembro (TTY:
71 C.

TE  WREEAES NS B EBEGHES RS - FEELSGE ID f LAY
mmmm (FESIMEREEE : 711 v
BHMUMAHMUE: Eciu BbI TOBOpPHUTE Ha HHOCTPAHHOM SI3BIKE, BBl MOYKETE BOCTIONH30BATHCS

OecruiaTHBIMU yciyraMu niepeBojia. [lo3BoHuTe 1o Homepy Ha Bamieid 1D kapTouke yuacTHHKA
(Teneraiir: 711).

ATANSYON: Si ou pale yon lang ki pa Angle, wap jwenn s¢vis asistans lang gratis disponib pou ou.
Rele nimewo ki sou kat ID manm ou a (TTY: 711).

2] 9o o_(or_ﬁ OE ARgBhE - R E Qo] A AR 2F whe = lF Ut 75
s D7t e MR Aﬂoz A ( 3< 711).

ATTENZIONE: Se non parla inglese né una lingua anglofona, sono disponibili servizi gratuiti di
assistenza linguistica. Chiami il numero presente sulla scheda ID dei membri (TTY: 711).

IR WM QYT VDI HRYOR 119 1D DYDNIWO 72777 TRIDW TOR IND INTIND W, LTV PR 1IN ORTPIVADMN
(711:TTY) 5vxp ID wanyn Ww»K

NS oreys oAty 9t 20310 IRGS (FIN OTErT FAT ICEAN AN G {1 LI6M
Ol TRTOT OAASS ICACT | WAV A W2fS FICET NI B I (TTY: 711)]

UWAGA: Jezeli méwisz po polsku, mozesz skorzystac¢ z bezptatnej pomocy jezykowej. Zadzwon pod
numer na Twojej czlonkowskiej karcie ID (TTY: 711).

el gumnl 4 gl Adlay 3 g gall o8 )L S Ulas Zalll 3aelise ciladd L) S 638 ¢y 5ulaiy) e el dhaay cuiS 1Y) 4
(711 :TTY)

ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont propos¢s
gratuitement. Appelez au numéro indiqué sur votre carte de membre (ATS : 711).

.Cmm[f.bb[bbﬁrbr%ﬁ:ﬁv.%rurbmnm{a »%C&h&&&fb.ﬁbtbbuuﬁhmﬁkbwﬁ..{abw. (0N A
.A‘.—.i—.,<”\w_:r\mbmgﬁ&btmub&whﬁﬁwr%a%h@

ATENSYON: Kung nagsasalita kayo ng wikang iba sa Ingles, magagamit niyo ang mga serbisyo sa
tulong sa wika nang walang bayad. Tawagan ang numero sa inyong card miyembro ID (TTY: 711).

I[TPOZOXH: Av dev puAdte Ayylkd, vdpyovv 6t 018001 Gog LINPEGIEC YAMOTIKNG VIOGTHPIENG O OTOlEG
mapéyovtar dmpedv. Kaléote tov apBpd mov Oa Bpeite oty atopkn cog tavtotnta pédovg (TTY: 711).

VINI RE: Nése flisni njé gjuhé€ jo-anglisht, shérbime falas t€ ndihmés sé gjuhés jané né dispozicion
pér ju. Telefonojini numrit né kartén tuaj t& ID té anétarit (TTY: 711).
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