Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2024 - 12/31/2024
Delta Health Group Health Plan Coverage for: Individual and Family | Plan Type: PPO

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 1-800-324-9396 or visit our
website www.kemptongroup.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.kemptongroup.com or call 1-866-335-9057 to request a copy.

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
$1,500 Individual / $3,000 Family plan, each family member must meet their own individual deductible until the total

What is the overall

ible?
deductible? amount of deductible expenses paid by all family members meets the overall
family deductible.
Yes. Services rendered through a Delta Health This p@ covers some items and services even if you haven't yet met the
. , \ : i . : deductible amount. But a copayment or coinsurance may apply. For
Are there services covered provider, preventive services, physician office services, : , , , : .
, : e example, this plan covers certain preventive services without cost-sharing
before you meet your urgent care, certain therapy services, sterilization and before vou meet vour deductible. See a list of covered preventive
deductible? services, and services through the KPPFree™ y your deQUCtve. des b

) services at https://www.healthcare.gov/coverage/preventive-care-
program and QuestSelect laboratories. benefits/”
Are there other deductibles

e X No. You don’t have to meet deductibles for specific services.
for specific services?

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

What is the out-of-pocket limit Medical: $3,500 Individual / $7,000 Family

for this plan? Prescription Drug: $1,500 Individual / $3,000 Family Lhee;;or;/]v:tout of-pocket limits until the overall family out-of-pocket limit has
Premiums, balance-billed charges, cost containment

What is not included in penalties, manipulative therapy, massage therapy, Even though you pay these expenses, they don’t count toward the out—of-

the out-of-pocket limit? acupuncture, amounts over the maximum allowable pocket limit.

charge, and health care this plan doesn’t cover.

115, SEE WA AT EeT) O €2l This plan uses a provider network. You will pay less if you use a provider
1-866-335-9057 for a list of network providers. . , . ' )

in the plan’s network. You will pay the most if you use an out-of-network
All services available through Delta Health, except | provider, and you might receive a bill from a provider for the difference
OBGYN, are REQUIRED to be done through a Delta | between the provider's charge and what your plan pays (balance billing).
Health provider or the claim(s) will be denied. 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

Will you pay less if you use a
network provider?

Out-of-Network charges are held to a percentage of

Medicare (Reference Based Pricing). SEIVIces.
Do you need a referral to see - ,
a specialist? No. You can see the specialist you choose without a referral.
(DT - OMB control number: 1545-0047/Expiration Date: 12/31/2019)(DOL - OMB control number: 1210-0147/Expiration date: 5/31/2022) 10f7
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A All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Services available through Delta Health providers are covered at 100% (deductible waived), and do not require preauthorization.

Common
Medical Event

Limitations, Exceptions, & Other

| Services You May Need ML A R Important Information

You will

Copay includes office visit, lab, x-rays,
allergy services, and non-surgical
Primary care visit to treat injections.

an injury o iiness $40 copay, (deductible waived)

All other services are deductible then
20% coinsurance.

Copay includes office visit, lab, x-rays,
allergy services, and non-surgical

If you visit a health

care provider’s Specialist visit $40 copay, (deductible waived) injections.
office or clinic All other services are deductible then
20% coinsurance.
: You may have to pay for services that
Preventive , . S
care/screening/ No charge aren't pr.eventlve. Ask your growder if
MU—qnization the services needed are preventive.

Then check what your plan will pay for.

Diagnostic test Deductible then 20% coinsurance N.o charge when a QuestSeIgct ora
(x-ray, blood work) _ E— directly contracted laboratory is used.

If you have a test
Preauthorization required to avoid a
claim denial.

Imaging

. o
(CT/PET scans, MRIs) Deductible then 20% coinsurance

No charge if the plan is primary and the
KPPFree™ program is used.

* For more information about limitations and exceptions, see the plan or policy document at www.kemptongroup.com. 20of7
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Services available through Delta Health providers are covered at 100% (deductible waived), and do not require preauthorization.

Common What You Will Pay

Limitations, Exceptions, & Other

Medical Event Services You May Need Netvx_:ork Provider Out-of-Network Provider [
(You will pay the least) (You will pay the most)
Generic drugs:
Retail: 1-34 days $15 copay Not covered
If you need drugs  Mail order: 1-90 days $30 copay There is a $1,500 Individual / $3,000

to treat your iliness
or condition

Family out-of-pocket maximum for

ACTEY C N prescription drugs (separate from the

Retail: 1-34 days Lesser of 35% coinsurance or $150 Not covered Medical)
More information Mail order: 1-90 days Lesser of 35% coinsurance or $150 '
about prescription | Non-Preferred drugs: _
drug coverage is Retail: 1-34 days Lesser of 40% coinsurance or $200 Not covered You will pay the copay, PLUS the
available at Mail order: 1-90 days Lesser of 35% coinsurance or $200 difference in cost between the generic
www.medone-rx.com and the brand name drug if generic is
or 1-866-335-9057 Specialty druas available.
Ly—q_Limite d 10 30 days $200 copay Not covered
Preauthorization required for to avoid a
Facility fee (e.g., claim denial.
ambulatory surgery $300 copay, deductible then 20% coinsurance
If you have center) No charge if the plan is primary and the
outpatient surgery KPPFree™ program is used.
Physician/surgeon fees Deductible then 20% coinsurance Nojohargeifjthe plan IS primary and the
KPPFree™ program is used.
Emergency room care $300 copay, deductible then 20% coinsurance Copay waived if admitted.
If you need , . e 0
immediate medical :Emerqerr:c:( Cidlten Deductible then 20% coinsurance ﬁﬂur:.mbulanfe 5 e 2 120 et e
attention ransportation edicare rate.

Urgent care $75 copay, (deductible waived) None

* For more information about limitations and exceptions, see the plan or policy document at www.kemptongroup.com. 30f7
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Services available through Delta Health providers are covered at 100% (deductible waived), and do not require preauthorization.

Common
Medical Event

Services You May Need |

What You Will Pay
Network Provider Out-of-Network Provider

Limitations, Exceptions, & Other
Important Information

If you have a
hospital stay

Facility fee (e.g., hospital
room)

(You will pay the least) (You will pay the most)

$300 copay per admission, deductible then 20% coinsurance

Preauthorization required to avoid a

claim denial.

No charge if services rendered through
the KPPFree™ program.

No charge if services rendered through

. : o

Physician/surgeon fees Deductible then 20% coinsurance the KPPFree™ program.
Office setting: $20 copay, (deductible waived)

If you need mental Outpatient services None

health, behavioral Facility/hospital setting: deductible then 20% coinsurance

health, or

substance abuse

services Inpatient services $300 copay per admission, deductible then 20% coinsurance Z:;uézc:i';f fion required to avoid a
Office visits Deductible then 20% coinsurance A $40 office visit copay may apply for

If you are pregnant

Childbirth/delivery
professional services

Deductible then 20% coinsurance

Childbirth/delivery facility
services

Deductible then 20% coinsurance

the initial visit only.

Preauthorization is recommended to
avoid a claim denial as it is required if
the stay exceeds 48 hours for vaginal
delivery or 96 hours for cesarean
delivery.

Benefits are limited to employee or
spouse.

* For more information about limitations and exceptions, see the plan or policy document at www.kemptongroup.com.
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Services available through Delta Health providers are covered at 100% (deductible waived), and do not require preauthorization.
What You Will Pay

Limitations, Exceptions, & Other

Common

Medical Event Services You May Need | Network Provider Out-of-Network Provider Important Information
(You will pay the least) (You will pay the most) P
Home health care Deductible then 20% coinsurance Limited to 60 visits per calendar year.
o Acupuncture, manipulative, and
Acupuncture, manipulative, and massage therapy: massage are limited to 12 visits each
Rehabilitation services $30 copay, up to @ maximum of $75 per visit, (deductible waived) per calendar year.
Occupational, physical, and speech
Occupational, physical, and speech therapy: therapy are limited to 26 visits each per
$40 copay, (deductible waived) calendar year.
If you need help o .
recovering or have | Habilitation services Cardiac and pulmonary rehabilitation
other special health All other services: Deductible then 20% coinsurance are limited to 36 visits each per
needs calendar year.
Skilled nursing care Deductible then 20% coinsurance Limited to 30 days per calendar year.
w Deductible then 20% coinsurance None
equipment
Hospice services Deductible then 20% coinsurance None
. , Limited to certain preventive services
Children’s eye exam Not covered required under the ACA.
If your child needs Children's alasses Not covered Limited to certain preventive services
dental or eye care g required under the ACA.
Children’s dental check- Limited to certain preventive services
Not covered .
up required under the ACA.

* For more information about limitations and exceptions, see the plan or policy document at www.kemptongroup.com. 50f7
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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.)

e Cosmetic surgery e Long term care ¢ Routine foot care
e Dental care (adult) ¢ Non-emergency care when traveling outside the US. o Weight loss programs
o Infertility treatment e Routine eye care
Other Covered Services (Limitations apply to these services. This isn’t a complete list. Please see your plan document.)
e Acupuncture e Chiropractic care e Private-duty nursing
e Bariatric surgery e Hearing aids

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: U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-EBSA(3272) or www.dol.gov/ebsa/healthreform, or the U.S.
Department of Health and Human Services at 1-877-267-2323 x61565 or www.cms.gov/CCIIO/Resources/Consumer-Assistance-Grants/. 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: the plan at 1-800-324-9396. You may also contact your state insurance department, the U.S. Department of Labor, Employee Benefits Security
Administration at 1-866-444-EBSA(3272) or www.dol.gov/ebsa/healthreform, or the U.S. Department of Health and Human Services at 1-877-267-9323 x61565 or
www.cms.gov/CCIlIO/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? Yes
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 (Espariol): Para obtener asistencia en Espafiol, llame al 1-800-521-1711.

’ 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 C4-26-05, Baltimore, Maryland 21244-1850.

* For more information about limitations and exceptions, see the plan or policy document at www.kemptongroup.com. 6of 7
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About these Coverage Examples:

&

A

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

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-

Mia’s Simple Fracture
(in-network emergency room visit and follow

hospital delivery)

M The plan’s overall deductible $1,500
W Specialist copay $40
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

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 $1,500

Copayments $400

Coinsurance $2,200

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $4,160

The plan would be responsible for the other costs of these EXAMPLE covered services.

controlled condition)

M The plan’s overall deductible $1,500
W Specialist copay $40
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

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)

Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing

Deductibles $900

Copayments $500

Coinsurance $1,000

What isn’t covered
Limits or exclusions $20
The total Joe would pay is $2,420

up care)
M The plan’s overall deductible $1,500
W Specialist copay $40
B Emergency Room (facility) copay $300
M Hospital (facility) coinsurance 20%
B Other coinsurance 20%

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 $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $1,500
Copayments $600
Coinsurance $100
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $2,200
7of 7
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If you, or someone you are helping, have questions, you have the right to get help and information in your language at no cost.
To speak to an interpreter, call the customer service number on the back of your member card. If you are not a member, or don’t have a card, call 1-800-324-9396.
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D
Arabic 9396-324-800-1 i s Jucilé (Ailay clial il i ¢1ume (S5 o1 13) ey Al
hwtnbl Gt nne Jwd nplk JBYp, nud oqunid Bp, nlube hwngtn, nnue hpwydnidup ndube wudbwp ogunieynit W inbnGlwunynieiniu unwliwg abp Ggyny:
. rrwpagUwlsh htwn funubint hwdwn quugwhwnbe atinp wunwy pwpwnh hGwnlh Jwunwd ginudnn hwwhuinpnubph uywuwnpydwl hwdwnphl: et wunwy
Armenian sbip Jwd sniubip pwpwn, qulqwhwnbpe 1-800-324-9396 htnwhunuwhwdwpny:
FEA INBEFBEETEMIAFERD - BENEEREULNESRENTDMER - IBSOXRTK - BRITZAREENEF RS BIE - IREA
Chinese SLRFWBEERF - BB 1-800-324-9396,
B afe; 3Mmadh I1 fSraebt 310 Heg oR Te &, SUD U BIS U 8, o ! {81 ol lore & St HTsT # FETam 3R eI U1 bR 1 SR &
i GHITRET § &1 A & oG, 310 Tew 1S & Ui fau U Arees TaT HeR W $id 31 3R /10 Hew e 8, M 310 Ur TS el 8, it 1-800-324-9396
TR Hid DY
Filipino Kung ikaw, o isang taong tinutulungan mo, ay may mga katanungan, may karapatan kang makakuha ng tulong at impormasyon sa iyong wika nang walang bayad.
. Upang makipag-usap sa isang interpreter, tawagan ang numero ng customer service sa likod ng iyong member card. Kung hindi ka miyembro, o walang card,
Filipino tumawag sa 1-800-324-9396.
Francais Si vous, ou quelqu'un que vous aidez, avez des questions, vous avez le droit d'obtenir gratuitement de I'aide et des informations dans votre langue. Pour parler a
un interprete, appelez le numéro du service client indiqué au dos de votre carte de membre. Si vous n’étes pas membre ou n’avez pas de carte, appelez le 1-800-
French 324-9396.
Deutsch Wenn Sie oder jemand, dem Sie helfen, Fragen haben, haben Sie das Recht, kostenlos Hilfe und Informationen in |hrer Sprache zu erhalten. Um mit einem
Dolmetscher zu sprechen, rufen Sie die Kundendienstnummer auf der Riickseite Ihrer Mitgliedskarte an. Wenn Sie kein Mitglied sind oder keine Karte haben,
German rufen Sie 1-800-324-9396 an.
Italiano Se tu o qualcuno che stai aiutando avete domande, avete il diritto di ricevere aiuto e informazioni gratuitamente nella vostra lingua. Per parlare con un
Italian interprete, chiama il numero del servizio clienti sul retro della tua tessera membro. Se non sei membro o non hai una carta, chiama il numero 1-800-324-9396.
sh2ol ot = ABTHED YE AR H20| Ut FS Hots RREE ASto| MR ES T HEE @2 2|7} YsLICL S AL SatsteiB 812 LS B0 At
Korean DM MH[ A Ho 2 Fotst A2, 2| 10| OtL|AHLE 7tE 7L i= &% 1-800-324-93962 2 T25HA| Q.
Polski Jezeli Ty lub osoba, ktdérej pomagasz, macie pytania, macie prawo uzyskac bezptatng pomoc i informacje w swoim jezyku. Aby porozmawiaé z ttumaczem,
Polish zadzwon pod numer obstugi klienta podany na odwrocie karty cztonkowskiej. Jesli nie jestes cztonkiem lub nie masz karty, zadzwon pod numer 1-800-324-9396.
Portugués Se vocé, ou alguém que vocé esta ajudando, tiver duividas, vocé tem o direito de obter ajuda e informagdes em seu idioma, sem nenhum custo. Para falar com
um intérprete, ligue para o numero de atendimento ao cliente indicado no verso do seu cartdo de membro. Se vocé ndo é membro ou ndo possui cartao, ligue
Portuguese | 2 1-800-324-9396.
PycCKMit Ecnv y Bac Mau y Koro-To, KOMy Bbl MOMOTaeTe, eCTb BOMPOCHI, Bbl UMeeTe NpaBo 6ecnnaTHO Noay4YmMTb NOMOLLL U MHPOPMALLMIO Ha Ballem si3biKe. YTobbI
. NMOroBOPUTb C NEPEBOAYMKOM, MO3BOHUTE MO HOMEPY CNYXKObl NOAAEPHKKN KNMEHTOB, YKa3aHHOMY Ha 06paTHOM CTOPOHE Ballel KapTbl y4acTHWKa. Ecam Bbl He
Russian ABNAETECH YYAaCTHUKOM WK Yy BaC HET KapTbl, N03BOHMTe no TenedoHy 1-800-324-9396.
Espafiol Si usted o alguien a quien estd ayudando tiene preguntas, tiene derecho a obtener ayuda e informacién en su idioma sin costo alguno. Para hablar con un
Spanish intérprete, llame al nimero de servicio al cliente que figura en el reverso de su tarjeta de miembro. Si no es miembro o no tiene tarjeta, llame al 1-800-324-9396.
Tiéng Viét N&u ban hodc ai d6 ban dang gitp d& c6 thac mac, ban c¢é quyén nhan tro gilip va thong tin bang ngén ngit cila minh mién phi. P& néi chuyén véi thdng dich
Vietnamese | Vién, hdy goi dén s& dich vu khdch hang & mat sau thé thanh vién cta ban. Néu ban khéng phai la thanh vién hodc khéng cé thé, hay goi 1-800-324-9396.
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