YOUR 2023 BENEFITS

IJJ UnitedHealthcare

Benefit Summary

ASO Choice Plus
Grange Insurance Choice CDHP Medical Plan — Active

United HealthCare Services, Inc. and Grange Insurance want to help you take control and make the most of your health care benefits. That’s why we provide

convenient services to get your health care questions answered quickly and accurately:

. myuhc.com® - Take advantage of easy, time-saving online tools. You can check your eligibility, benefits, claims, claim payments, search for a doctor and hospital and
more.

. Customer Care telephone support — Need more help? Call a customer care professional using the toll-free number on the back of your ID card. Get answers to your
benefit questions or receive help looking for a doctor or hospital.

Your Costs
In addition to your premium (monthly) payments paid by you or your employer, you are responsible for paying these costs.

Your cost if xou use Network Benefits Your cost if zou use Out-of-Network Benefits

Annual Deductible

What is an annual deductible?

The annual deductible is the amount you pay for Covered Health Care Services per year before you are eligible to receive Benefits. It does not include any amount that exceeds
Allowed Amounts. The deductible may not apply to all Covered Health Care Services. You may have more than one type of deductible.

. No one in the family is eligible for benefits until the family coverage deductible is met.

. Dollars applied to the Network Deductible also apply to the Non-Network Deductible and vice-versa (cross apply).

Medical Deductible — Individual $3,100 per year. $6,200 per year.
Medical Deductible - Family $6,200 per year. $12,400 per year.

Out-of-Pocket Limit

What is an out-of-pocket limit?

The Out-of-Pocket Limit is the maximum you pay per year. Once you reach the Out-of-Pocket Limit, Benefits are payable at 100% of Allowed Amounts during the rest of that year.
. Your co-insurance and deductibles (including pharmacy) count towards meeting the out-of-pocket limit.

. If more than one person in a family is covered under the Policy, the individual out-of-pocket limit does not apply.

. Dollars applied to the Network Out-of-Pocket Limit also apply to the Non-Network Out-of-Pocket Limit and vice-versa (cross apply).

Out-of-Pocket Limit — Individual $4,300 per year. $8,600 per year.
Out-of-Pocket Limit — Family $8,600 per year. $17,200 per year.
Your Costs

Following is a list of services that your plan covers in alphabetical order. In addition to your premium (monthly) payments paid by you or your employer, you are responsible for
paying these costs.
Covered Health Care Services Your cost if you use Your cost if you use Does a Medical

Network Benefits Out-of-Network Benefits Deductible Aeelz?

Ambulance Services

Emergency Ambulance: 80% co-insurance Same as Network. Network: Yes
Out-of-Network: Yes
Network Deductible applies
to Out-of-Network benefits.

Non-Emergency Ambulance: 80% co-insurance Same as Network.
Prior Authorization is required for Non- Prior Authorization is required for Non-
Emergency Ambulance. Emergency Ambulance.

Clinical Trials
80% co-insurance 60% co-insurance Network: Yes
Out-of-Network: Yes

Prior Authorization is required. Prior Authorization is required.
Congenital Heart Disease (CHD) Surgeries
80% co-insurance 60% co-insurance Network: Yes

Out-of-Network: Yes

Prior Authorization is required.
Dental Services — Accident Only
80% co-insurance Same as Network. Network: Yes
Out-of-Network: Yes
Network Deductible applies
to Out-of-Network benefits.
Prior Authorization is required. Prior Authorization is required.

This Benefit Summary should only be used to highlight your Benefits. Don't use this document to understand your exact coverage, exclusions, and limitations. If this Benefit Summary
conflicts with the Summary Plan Description (SPD), Schedule of Benefits, Riders, and/or Amendments, those documents are correct. Review your SPD for an exact description of the
services and supplies that are covered, those which are excluded or limited, and other terms and conditions of coverage. This material is provided on the recipient’s agreement that it
will only be used for the purpose of describing United HealthCare Services, Inc.’s products and services to the recipient. Any other use, copying or distribution without the express
written permission of United HealthCare Services, Inc. is prohibited.
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Your Costs

Following is a list of services that your plan covers in alphabetical order. In addition to your premium (monthly) payments paid by you or your employer, you are responsible for
paying these costs.

Covered Health Care Services Your cost if you use Your cost if you use Does a Medical

Network Benefits Out-of-Network Benefits Deductible Aeelz?

Diabetes Services

Diabetes Self-Management and The amount you pay is based on where the covered health care service is provided. Network: Yes
Training/Diabetic Eye Exams/Foot Care: Out-of-Network: Yes
Diabetes Self-Management Items: The amount you pay is based on where the covered health care service is provided under

Durable Medical Equipment (DME), Orthotics and Supplies or in the Outpatient Prescription

Drug Rider.

Prior Authorization is required for DME that
costs more than $1,000.
Durable Medical Equipment (DME) , Orthotics and Supplies
Limited to a single purchase of a type of DME 80% co-insurance 60% co-insurance Network: Yes
or orthotic every three years. Repair and/or Out-of-Network: Yes
replacement of DME or orthotics would apply
to this limit in the same manner as a purchase.
This limit does not apply to wound vacuums.
Prior Authorization is required for DME or
orthotics that costs more than $1,000.
Emergency Health Services - Outpatient
80% co-insurance Same as Network. Network: Yes
Out-of-Network: Yes
Network Deductible applies
to Out-of-Network benefits.
Notification is required if confined in an Out-
of-Network Hospital.

Gender Dysphoria
The amount you pay is based on where the covered health care service is provided. Network: Yes
Out-of-Network: Yes

Prior Authorization is required for certain Prior Authorization is required for certain
services. services.

Habilitative Services

Inpatient: 80% co-insurance 60% co-insurance Network: Yes
Out-of-Network: Yes

Inpatient services limited per year as follows:

Limit will be the same as, and combined with,

those stated under Skilled Nursing

Facility/Inpatient Rehabilitation Services.

Outpatient: 80% co-insurance 60% co-insurance Network: Yes
Out-of-Network: Yes

Outpatient therapies:

Physical therapy.

Occupational therapy.

Manipulative Treatment.

Speech therapy.

Post-cochlear implant aural therapy.

Cognitive therapy.

For the above outpatient therapies:
Limits will be the same as, and combined with,
those stated under Rehabilitation Services —
Outpatient Therapy and Manipulative
Treatment.
Prior Authorization is required for certain
services.
Hearing Aids
Limited to $2,500 every year. Benefits are 80% co-insurance 60% co-insurance Network: Yes
further limited to a single purchase per hearing Out-of-Network: Yes
impaired ear every three years. Repair and/or
replacement of a hearing aid would apply to
this limit in the same manner as a purchase.

Home Health Care

Limited to 60 visits per year. One visit equals 80% co-insurance 60% co-insurance Network: Yes

up to four hours of skilled care services. This Out-of-Network: Yes
visit limit does not include any service which is

billed only for the administration of intravenous

infusion.

This Benefit Summary should only be used to highlight your Benefits. Don't use this document to understand your exact coverage, exclusions, and limitations. If this Benefit Summary
conflicts with the Summary Plan Description (SPD), Schedule of Benefits, Riders, and/or Amendments, those documents are correct. Review your SPD for an exact description of the
services and supplies that are covered, those which are excluded or limited, and other terms and conditions of coverage. This material is provided on the recipient’s agreement that it
will only be used for the purpose of describing United HealthCare Services, Inc.’s products and services to the recipient. Any other use, copying or distribution without the express
written permission of United HealthCare Services, Inc. is prohibited.
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Your Costs

Following is a list of services that your plan covers in alphabetical order. In addition to your premium (monthly) payments paid by you or your employer, you are responsible for
paying these costs.

Covered Health Care Services Your cost if you use Your cost if you use Does a Medical

Network Benefits Out-of-Network Benefits Deductible Aeelz?

To receive Network Benefits for the
administration of intravenous infusion, you
must receive services from a provider the
Claims Administrator identifies.
Prior Authorization is required.
Hospice Care
80% co-insurance 60% co-insurance Network: Yes
Out-of-Network: Yes
Prior Authorization is required for Inpatient
Stay.
Hospital — Inpatient Stay
80% co-insurance 60% co-insurance Network: Yes
Out-of-Network: Yes
Prior Authorization is required.
Lab, X-Ray and Diagnostics - Outpatient

Lab Testing - Outpatient 80% co-insurance 60% co-insurance Network: Yes
Out-of-Network: Yes
X-Ray and Other Diagnostic Testing - 80% co-insurance 60% co-insurance Network: Yes
Outpatient Out-of-Network: Yes
Prior Authorization is required for certain
services.

Major Diagnostic and Imaging - Outpatient
80% co-insurance 60% co-insurance Network: Yes
Out-of-Network: Yes
Mental Health Care and Substance — Related and Addictive Disorders Services

Inpatient: 80% co-insurance 60% co-insurance Network: Yes
Out-of-Network: Yes
Outpatient: 80% co-insurance 60% co-insurance Network: Yes
Out-of-Network: Yes
Partial Hospitalization/Intensive Outpatient 80% co-insurance 60% co-insurance Network: Yes
Treatment: Out-of-Network: Yes
Prior Authorization is required for certain
services.

Ostomy Supplies
80% co-insurance 60% co-insurance Network: Yes
Out-of-Network: Yes
Pharmaceutical Products - Outpatient
This includes medications administered in an 80% co-insurance 60% co-insurance Network: Yes
outpatient setting, in the Physician’s Office or Out-of-Network: Yes
in a Covered Person’s home.
Physician Fees for Surgical and Medical Services
80% co-insurance 60% co-insurance Network: Yes
Out-of-Network: Yes
Physician’s Office Services — Sickness and Injury

Primary Care Physician Office Visit: 80% co-insurance 60% co-insurance Network: Yes
Out-of-Network: Yes
Specialist Office Visit: 80% co-insurance 60% co-insurance Network: Yes

Out-of-Network: Yes
Prior Authorization is required for Genetic
Testing.
Additional co-pays, deductible, or co-insurance may apply when you receive other services at your physician’s office.

Pregnancy — Maternity Services
The amount you pay is based on where the covered health care service is provided Network: Yes
Out-of-Network: Yes

Prior Authorization is required if the stay in

the hospital is longer than 48 hours

following a normal vaginal delivery or 96

hours following a cesarean section delivery.
Preventive Care Services
Physician Office Services, Lab, X-Ray or other You pay nothing 60% co-insurance Network: No
preventive tests. Out-of-Network: Yes

Certain preventive care services are provided as specified by the Patient Protection and Affordable Care Act (ACA), with no cost-sharing to you. These services are based on
your age, gender and other health factors. UnitedHealthcare also covers other routine services that may require a co-pay, co-insurance or deductible.

This Benefit Summary should only be used to highlight your Benefits. Don't use this document to understand your exact coverage, exclusions, and limitations. If this Benefit Summary
conflicts with the Summary Plan Description (SPD), Schedule of Benefits, Riders, and/or Amendments, those documents are correct. Review your SPD for an exact description of the
services and supplies that are covered, those which are excluded or limited, and other terms and conditions of coverage. This material is provided on the recipient's agreement that it
will only be used for the purpose of describing United HealthCare Services, Inc.’s products and services to the recipient. Any other use, copying or distribution without the express
written permission of United HealthCare Services, Inc. is prohibited.
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Your Costs

Following is a list of services that your plan covers in alphabetical order. In addition to your premium (monthly) payments paid by you or your employer, you are responsible for
paying these costs.

Covered Health Care Services Your cost if you use Your cost if you use Does a Medical

Network Benefits Out-of-Network Benefits Deductible Aeelz?

Prosthetic Devices
Limited to a single purchase of each type of 80% co-insurance 60% co-insurance Network: Yes
prosthetic device every three years. Repair Out-of-Network: Yes
and/or replacement of a prosthetic device
would apply to this limit in the same manner as
a purchase.
Prior Authorization is required for Prosthetic
Devices that costs more than $1,000.
Reconstructive Procedures
80% co-insurance 60% co-insurance Network: Yes
Out-of-Network: Yes

Prior Authorization is required.

Rehabilitation Services — Outpatient Therapy and Manipulative Treatment

Benefits are limited as follows: 80% co-insurance 60% co-insurance Network: Yes

60 combined annual visits for physical therapy, Out-of-Network: Yes

speech therapy, pulmonary rehabilitation and

occupational therapy.

25 visits of Manipulative Treatment

36 visits of cardiac rehabilitation therapy

30 visits of post-cochlear implant aural therapy

20 visits of cognitive rehabilitation therapy

Scopic Procedures — Outpatient Diagnostic and Therapeutic

Diagnostic/therapeutic scopic procedures 80% co-insurance 60% co-insurance Network: Yes

include, but are not limited to colonoscopy, Out-of-Network: Yes

sigmoidoscopy and endoscopy.

Skilled Nursing Facility / Inpatient Rehabilitation Facility Services

Limited to 90 days per year. 80% co-insurance 60% co-insurance Network: Yes
Out-of-Network: Yes

Prior Authorization is required.
Surgery — Outpatient
80% co-insurance 60% co-insurance Network: Yes
Out-of-Network: Yes
Prior Authorization is required for certain

services.
Therapeutic Treatments — Outpatient
Therapeutic treatments include, but are not 80% co-insurance 60% co-insurance Network: Yes
limited to dialysis, intravenous chemotherapy, Out-of-Network: Yes

intravenous infusion, medical education
services and radiation oncology.
Prior Authorization is required for certain

services.
Transplantation Services
Network Benefits must be received from a 80% co-insurance 60% co-insurance Network: Yes
Designated Provider. Out-of-Network: Yes
Prior Authorization is required.
Urgent Care Center Services
80% co-insurance 60% co-insurance Network: Yes

Out-of-Network: Yes
Additional co-pays, deductible, or co-insurance may apply when you receive other services at the urgent care facility.

Virtual Visits

Network Benefits are available only when 80% co-insurance Out-of-Network Benefits are not available. Network: Yes

services are delivered through a Designated Out-of-Network: Out-of-
Virtual Visit Network Provider. You can find a Network Benefits are not
Designated Virtual Visit Network Provider by available.

contacting us at myuhc.com® or the telephone
number on your ID card. Access to Virtual
Visits and prescription services may not be
available in all states or for all groups.

This Benefit Summary should only be used to highlight your Benefits. Don't use this document to understand your exact coverage, exclusions, and limitations. If this Benefit Summary
conflicts with the Summary Plan Description (SPD), Schedule of Benefits, Riders, and/or Amendments, those documents are correct. Review your SPD for an exact description of the
services and supplies that are covered, those which are excluded or limited, and other terms and conditions of coverage. This material is provided on the recipient's agreement that it
will only be used for the purpose of describing United HealthCare Services, Inc.’s products and services to the recipient. Any other use, copying or distribution without the express
written permission of United HealthCare Services, Inc. is prohibited.
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Additional Covered Health Care Your cost if you use Your cost if you use Does a Medical

Services Network Benefits Out-of-Network Benefits Deductible Aeelz’?

Infertility Services

Limited to $25,000 per lifetime for employee 80% co-insurance 60% co-insurance Network: Yes

and spouse combined. Out-of-Network: Yes
Prior Authorization is required. Prior Authorization is required.

Obesity — Weight Loss Surgery
Obesity surgery is covered if the member has a  80% co-insurance 60% co-insurance Network: Yes
BMI or greater than 40; or the member has a Out-of-Network: Yes
minimum BMI of 35 with complicating co-
morbidities (such as sleep apnea or diabetes)
directly related to, or exacerbated by the
obesity.
Prior Authorization is required. Prior Authorization is required.
Private Duty Nursing
Provided on an outpatient basis by a licensed 80% co-insurance 60% co-insurance
nurse such as a Registered Nurse (RN),
Licensed Practical Nurse (LPN) or Licensed
Vocational Nurse (LVN). Limited to any
combination of Network and Non-Network
benefits of 70 shifts per year.

Temporomandibular Joint Services
80% co-insurance 60% co-insurance Network: Yes
Out-of-Network: Yes
Prior Authorization is required for Inpatient

Stay.

Vision Exams

Limited to 1 exam every plan year 80% co-insurance Not Covered Network: Yes
Out-of-Network: Not
Covered

Wigs

Limited to $1,000 every plan year 80% co-insurance 60% co-insurance Network: Yes

For medical conditions from cancer treatment Out-of-Network: Yes

to alopecia.

Exclusions and Limitations
This is a partial list of services that your plan generally does not cover. It does not include all of the services that are not covered. It is important that you
review Section 2: Exclusions and Limitations in your Summary Plan Description for an exact description of the services and supplies that are covered, those
which are excluded or limited, and other terms and conditions of coverage.
. Acupuncture
Cosmetic Surgery
Dental Care
Glasses
Long-Term Care
Non-emergency care when traveling outside the U.S.
Routine Foot Care
Weight Loss Programs

For Internal Use Only:
SFXABXXTTT18

This Benefit Summary should only be used to highlight your Benefits. Don't use this document to understand your exact coverage, exclusions, and limitations. If this Benefit Summary
conflicts with the Summary Plan Description (SPD), Schedule of Benefits, Riders, and/or Amendments, those documents are correct. Review your SPD for an exact description of the
services and supplies that are covered, those which are excluded or limited, and other terms and conditions of coverage. This material is provided on the recipient's agreement that it
will only be used for the purpose of describing United HealthCare Services, Inc.’s products and services to the recipient. Any other use, copying or distribution without the express
written permission of United HealthCare Services, Inc. is prohibited.
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ATENCAD: Se voce fala portugues (Portugeese), contate © servico de
assrgténeia de idiomas gramaito. Ligee grammamente para o nimers encontrado
UnitedHealthcare Insurance Company does not treat members differenty no seu cartio de weanficacdio.

because of sex, age, race, color, disability or national origim.
ATTEMZIONE: in caso la lingua parlata sia litaliane (Italiam), sono disponibil
If you think you were treated unfaify because of your sex, age, race, color, servizl di essistenza linguistica grafuiti. Per favore chiamate i1 mumero di

disability or national origin, you can send a complaint to Civil Rights Coordinator. | telefono verde indicato sulla vostra tessera identificativa.

Online: UHC Civil Rightsffiubc.com ACHTUMNG: Falls Si= Dentsch (German) sprechen, st=hen lhnen kostenlos
aprachliche Hilfsdienstleishmgen zur Verfiigung. Bitte mufen Sie die

Mail: Civil Rights Coordinator. United HealthCare Civil Rights Grisvance. P.O. e brenfreis Rufonmmer aof der Rickseite Ihres Mitglisdsansorsises an.

Box 30608 Salt Lake City, UTAH 84130 . . .

g = SEWE: DU EISEIEEE, MONSHEARS £
You must send the complaint within 60 days of when you found cut about it. & %hi‘%@?}%ﬁ"«"i . TREEREEIC g STl S 7 =S40
decision will be sent to you within 30 days. If you disagree with the dedision, you mEman e e
hawve 15 days to ask us to look at it again.

s bl s R e s L ol s vl (Farsi) e Lt () B
It you need help with your complaint. please sl the tol-frez phone number fisted e *‘_";_“""*" S 8 A B L

your . . ay through Friday, 8 am. to 8 p.m. T T A (Hindi) T3 3, mwwm fr.qw
Vou can also file a complaint with the U.S. Dept. of Health and Human Services, | S0P € | AT 315 ST o4 o et i R T w

. . CEEBR TOOM: Yog koj hais Lus Hmooh (Hmong). muaj kev pab tchais hus pab
Online: e |.nihs. gowioen st dawb rao koj. Thov b raw 1oz =ov toof hu deb dawh uas teev muaj nyob raw

otawim kod daim voaj cim ghia tws kheej.

SoMuUMiEsnn: 15658 H A S uNWwM aNigd

Caomnplaint forms are available at hitpcifwsw hh

Phone: Tollfree 1-500-368-1010, B00-537-7647 (TDD) (hmen UN S WA ST WE S A S1G
Mail: LS. aof Health and H Senices. 200 Independence A csw| BENS RNUH S o
Rioom EDGEEIEI:H Bu?ﬁingaw.ashki‘lnn;gm D 20201 vEE ISR = el taii

iBuen=s LT H 85 el TN AN UF LN 115 67 14 P54
We provide free senvices to help you communicate with ws. Such as, letters in £l = na =

othvers languages or large print. Or, wou can ask for an interpreter. To ask for help,| PAKDAAR: Mu saritaem 1 Docane (Mocamo), 1 serbisyo para 1 baddang 1
please l.':;ﬁlhe toll-free phone numbser listed an your 1D card, 711, Manday lengguahe nga awanan bayadna. ket sidadaan para kenyam Madaaat nga

through Friday. 8 am. to 2 p.m. avvagan it toll-free o numero ti telepone nga nakalista ayvan it identification card
foi Tl

ATTEMNTION: If you speak English, language assistance services, free of
cherze, are ervailable to vou
Please call the toll-free phones mumber Listed on your wentificaton card.

Dii Baa AKONINIZIN: Dine (Navaje) bizaad bee vanit' go, sgad bea
aka'anida’awo'igii, t'aa jiik'eh, bee na'ahoot's'. T'aa shoodi mnaaltsoos notfizi bee
nédhozinigii bine'des” Y jiik ehgoe bédsh bee hane'i bikd igii bee hodiilng.

ATERCION: 51 hatla espaiiol {Spanish), hav servicios de asistencia de OGOW: Haddii asd ku hadasho Seomaall (Somall), adeegyads taagesrads
adiomas, sin carge, a sa disposinion. Llame al nomere de telefono grabuto que lugadda, oo bilaash ah, ayaad hel kartan. Fadlan wac lambarka telefonka khadka
aperece en su tarjeta de identificacion. balzashka ee ku yaalla kaarkaspa agoonsigs

HEE  MIRFEFY (Chinese) HESRSTERESEMEE - 28
&R FRASEAREREEME -

HIW LU Y- Néu qui vi néi tifnz Vige (Vietnamese), qui vi 58 dupe cung cip
dich wu tro grip ve ngén nelr meen phi. Vo léng got s6 didn thoa: midn phi &
mdt san the hid vifn cba gud v

L. R0 (Korean)E AF2SHA|L 22 lof |2 MH|AE 28 =F 0|2
S 4 lELich Ftte| MRS Flod Z|AE BE s fsdss B
EILTRINT-S

PAALALA: Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha kang
mga hibreng serbisyo ng tulong sa wika Pakstawngan ang toll-free npa mumero ng
telepono na haza ivong identification card.

BHHMAHHE: GecnonaTHRIE VOIVTH MepeBoa Qo TYITHEL T8 Toaed, sef
PoaEof ARE AEaseToA pycckor (Russian). ITossorAT: 00 GecmaaTmomMy
HOMepy Tea=fors, YRIZIHHOMY Ha Ramedl wr=mredeocannomncdi kapTe.

ol 1 ol i gl all g oM el e 0 (AP abEC) A Al C11a 8 i 13 g
Al 3% e g el Aa LT G e L

ATANSYON: 51w pale Kreyol ayisyen (Haitian Creole), ou kapab benefisye
s&vis ki gratis pou eds w nan lang pa w. Tanpn rele nimewo zratis ki zou kat
wdantifikasyon w.

ATTEMTION - 5ivous parlez francais (French), d=s services d'aide
lingmstique vous sont proposés gratutement. Venillez appeler l= numeéro d=
téléphone gratoit figurant sur voire carte " identification.

TWAGA: Jezeli mdwizz po pokhu (Polish), udostepniliimy darmone ustugi
thimacza. Prosimy zadzwonié pod bezplany nomer telefom podany na karcie
identvfikacyine .
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