Harvard Pilgrim
HealthCare

Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services
Clear Choice Maine's Choice Plus HMO HSA Bronze 6300

Coverage Period: 01/01/2026 — 12/31/2026
Coverage for: Individual + Family | Plan Type: HMO

A

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, www.harvardpilgrim.org/public/eoc?pdid=PD0000201534. 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.healthcare.gov/sbc-glossary or call 1-888-333-4742 to request a copy.

Important Questions
What is the overall deductible?

Answers

Medical & Prescription Drug Deductible:
Preferred Deductible: $6,300 member /$12,600
family

Standard Deductible: $7,500 member /$15,000
family

Benefits are administered on a calendar year basis.

Why This Matters

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 plan, each family member
must meet their own individual deductible until
the total amount of deductible expenses paid
by all family members meets the overall family
deductible.

Are there services covered before you meet
your deductible?

Yes. Preventive care, certain preventive
drugs, and Preferred Network provider routine
eye exams are covered before you meet your
deductible.

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 other deductibles for specific
services?

No.

You don’t have to meet deductibles for specific
services.

What is the out—of—pocket limit for this plan?

Preferred Network: $7,500 member /$15,000
family
Standard Network: $7,500 member /$15,000
family

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 their own out-of-pocket limits until the
overall family out-of-pocket limit has been met.
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Important Questions Answers Why This Matters

What is not included in the out—of—pocket Pediatric Dental Care, premiums, Even though you pay these expenses, they don’t
limit? balance-billing charges, and health care count toward the out—of—pocket limit.
this plan doesn’t cover.
Will you pay less if you use a network provider? [ Yes. See https://www.harvardpilgrim.org/ This plan uses a provider network. You will
public/find-a-provider or call 1-888-333-4742 |pay less if you use a provider in the plan’s
for a list of preferred providers. 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-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 specialist? Yes This plan will pay some or all of the costs to see
a specialist for covered services but only if you
have a referral before you see the specialist.

n All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.
What You Will Pay T
L : s imitations,
Common Medical Services You May Partlcm_)atlng Provider Non-Partl_C|pat|ng Exceptions, &
Event Need (You will pay the least) Provider Other Important
You will pay the i
Preferred Network  Standard Network ( mosFt’) Y Ll LT
If you visit a health | Primary care visit to 50% coinsurance No charge Not covered None
care provider’s office |treat an injury or illness
or clinic Specialist visit 50% coinsurance No charge Not covered None
Preventive care/ No charge; deductible does not apply Not covered You may have to pay
screening/ for services that aren’t
immunization preventive. Ask your

provider if the services
needed are preventive.
Then check what your
plan will pay for.
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Common Medical
Event

If you have a test

Services You May
Need

What You Will Pay
Participating Provider

(You will pay the least)
Standard Network

Preferred Network

Non-Participating
Provider
(You will pay the
most)

Limitations,
Exceptions, &
Other Important
Information

Diagnostic test (x-ray, |X-rays: 50% X-rays: No charge Not covered None
blood work) coinsurance Laboratory: No charge

Laboratory: 50%

coinsurance
Imaging (CT/PET 50% coinsurance No charge Not covered None

scans, MRIs)

If you need drugs to
treat your illness or
condition

More information
about prescription
drug coverage is
available at

www.harvardpilgrim.ox
2024 Value5T.

Generic drugs

o/

30-Day Retail Tier 1: 50% coinsurance
90-Day Mail Tier 1: 50% coinsurance
30-Day Retail Tier 2: 50% coinsurance
90-Day Mail Tier 2: 50% coinsurance

Not covered

Preferred brand drugs

30-Day Retail Tier 3: 50% coinsurance
90-Day Mail Tier 3: 50% coinsurance

Not covered

Non-preferred brand
drugs

30-Day Retail Tier 4: 50% coinsurance
90-Day Mail Tier 4: 50% coinsurance

Not covered

Value formulary - covers
a limited list; not all
drugs are covered.

You pay retail price

for Out of Network
pharmacy drugs

and are reimbursed
minus applicable cost
sharing. Covered only

outside of service area.

Specialty drugs

30-Day Retail Tier 4: 50% coinsurance
90-Day Mail Tier 4: 50% coinsurance

Not covered

Some drugs must be
obtained through a

30-Day Retail Tier 5: 50% coinsurance Specialty Pharmacy.
90-Day Mail Tier 5: 50% coinsurance
If you have outpatient |Facility fee (e.g, 50% coinsurance No charge Not covered None
surgery ambulatory surgery
center)
Physician/surgeon fees [50% coinsurance No charge Not covered
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Common Medical
Event

If you need immediate
medical attention

Services You May

Need

What You Will Pay

Participating Provider

(You will pay the least)
Standard Network

Preferred Network

Non-Participating
Provider
(You will pay the
most)

Limitations,
Exceptions, &
Other Important
Information

Emergency room 50% coinsurance None
care
Emergency Medical |50% coinsurance None

Transportation

Urgent Care

Urgent care center:
50% coinsurance

Urgent care center: No
charge

Urgent care center: Not
covered

Non-participating
providers are only
covered outside the
service area.

Cost sharing may vary
based on Urgent Care
location.

If you have a hospital |Facility fee (e.g, 50% coinsurance No charge Not covered None
stay hospital room)
Physician/surgeon fee  [50% coinsurance No charge Not covered
If you need mental Outpatient services 50% coinsurance Not covered None
health, behavioral Inpatient services 50% coinsurance Not covered
health, or substance
abuse services
If you are pregnant Office visits 50% coinsurance No charge Not covered Cost sharing does not
apply for preventive
services.
Childbirth/delivery 50% coinsurance No charge Not covered
professional services
Childbirth/delivery 50% coinsurance No charge Not covered

facility services
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Common Medical
Event

If you need help
recovering or have
other special health
needs

Services You May
Need

Home health care

What You Will Pay

Participating Provider
(You will pay the least)

Preferred Network

50% coinsurance

Standard Network

Non-Participating
Provider
(You will pay the
most)

Not covered

Limitations,
Exceptions, &
Other Important
Information

None

Rehabilitation
services

Habilitation services

Physical Therapy: 50%
coinsurance

Occupational Therapy:
50% coinsurance

Speech Therapy: 50%

Physical Therapy: No
charge

Occupational Therapy:
No charge

Speech Therapy: No

Not covered

Physical, Occupational
& Speech Therapy -
60 combined visits/
calendar year

coinsurance charge

Skilled nursing care |50% coinsurance No charge Not covered - 150 days/ calendar year
combined with Inpatient
Rehabilitation services

Durable medical 50% coinsurance Not covered None

equipment

Hospice services 50% coinsurance Not covered For inpatient see “If
you have a hospital
stay”

If your child needs Children’s eye exam No charge; deductible |No charge Not covered - 1 exam/ calendar year

dental or eye care

does not apply

Children’s glasses

Reimbursed first $50, then 50% of covered charges; deductible does not

apply

Frames & lenses OR
contacts every 24

months up to end of
month child turns 19

Children’s dental
check-up

Not covered

Off exchange plans
must have separate
coverage
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Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy or plan document for other excluded services.)

* Cosmetic Surgery * Non-emergency care when traveling outside ~ * Routine foot care (except for diabetes or
¢ Dental Care (Adult) the U.S. systemic circulatory diseases)
* TLong-Term Care * Private-duty nursing * Services that are not Medically Necessary

*  Weight Loss Programs

Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered services and your costs for
these services.)

* Abortion * Chiropractic Care * Infertility Treatment
* Acupuncture * Hearing Aids - 1 hearing aid/ impaired ear * Routine eye care (Adult) - 1 exam/ calendar
*  Bariatric surgery every 36 months up to age 19 year

* Hearing Aids - $3,000/ impaired ear every 36
months for all other members

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: Maine Bureau of Insurance, Department of Professional and Financial Regulation, 34 State House Station, Augusta, ME 04333-0334,
(800) 300-5000, or contact Harvard Pilgrim at the number on the back of your ID card. Other coverage options may be available to you too, including
buying individual insurance coverage through the CoverME.gov. For more information, about the CoverME.gov, visit www.CoverME.gov or call
1-866-636-0355.

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 on how 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:

HPHC Member Appeals-Member  Department of Labor’s Employee Consumer for Affordable Health Maine Bureau of Insurance

Services Department Benefits Security Administration Care 34 State House

Harvard Pilgrim Health Care, Inc. 1-866-444-3272 12 Chutch Street, PO Box 2409 Station Augusta, ME 04333
1 Wellness Way www.dol.gov/ebsa/healthreform  Augusta, Maine 04338-2490 1-207-624-8475

Canton, MA 02021-1166 1-800-965-7476 1-800-300-5000
Telephone: 1-888-333-4742 www.mainecahc.org

Fax: 1-617-509-3085 consumerhealth@mainecahc.org

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.
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Does this plan meet the Minimum Value Standard? 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.

Language Access Services:

Para obtener asistencia en Espafiol, llame al 1-888—-333—4742.
SM SM SM SM SM SM SM SM SM_ SM SM SM SM SM SM SM 18883334742,

De assisténcia em Portugués, por favor ligue 1-888-333-4742.

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

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

Managing Joe’s Type 2 Diabetes

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

Mia’s Simple Fracture

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

m The plan’s overall $6,300
deductible

m Specialist coinsurance 50%
m Hospital (facility) 50%
coinsurance

m Other coinsurance 50%

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 $6,300
Copayments $0
Coinsurance $1,200
What isn’t covered
Limits or exclusions $0
The total Peg would pay is $7,500

m The plan’s overall $6,300
deductible

m Specialist coinsurance 50%
m Hospital (facility) 50%
coinsurance

m Other coinsurance 50%

This EXAMPLE event includes services
like:

Primary care physician office visits (#ncluding
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (g/ucose meter)

Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing
Deductibles $2,300
Copayments $500
Coinsurance $0
What isn't covered
Limits or exclusions $0
The total Joe would pay is $2,800

m The plan’s overall $6,300
deductible

m Specialist coinsurance 50%
m Hospital (facility) 50%
coinsurance

m Other coinsurance 50%

This EXAMPLE event includes services
like:

Emergency room care (including medical supplies)
Diagnostic test (x-7a))

Durable medical equipment (¢crutches)
Rehabilitation services (physical therapy)

Total Example Cost $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $2,800
Copayments $0
Coinsurance $0
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $2,800

The plan would be responsible for the other costs of these EXAMPLE covered services.
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& itkin | anguage Assistance Services

a Point32Health company

b Aalall gmall 35ps A8k e 5 gm gl A8 0 LY o Ulae Ol Akt 45 5all) sacbiadd) Ciland (i 6y 5 2l e 5 A Aa) SoaT G 13) il (43 a))) Arabic
French (Frangais) ATTENTION : Si vous parlez une langue autre que l'anglais, des services d'assistance linguistique gratuits sont a votre disposition. Veuillez
appeler le numéro indiqué sur votre carte d'adhérent.

Greek (EMANvIKG) NMPOZOXH: Eav pihare kamoia aihn yAdwooa mépa amd Ta ayyhkd, yhwooikég utnpeoieg ywpic ypéwaorn eival otn SiaBeon ocag. KahéoTe Tov
apiBud otV KdpTa péloug oag.

Gujarati (3josuel) et 240l 7wl ol 2ioRa] ular ellogl e el o], dl e (ST, dsiRi =2 Had Gueaoi 8., 5ul 53 diRl (6 2418351 5155 urHL o
U2 51d 531,

Haitian Creole (Kreydl Ayisyen) ATANSYOM: Si w pale yon lang ki pa Anglé, gen sévis éd pou lang ki disponib gratis pou ou. Tanpri rele nimewo ki sou kat 1D
manm ou a.

Hindir;g:ﬁ} E[T &: 3R 1T 3T & 37eTTa s Su) WTaT aietd &, o WTST HeTdd SaT 30 oielt A+1-Yoih IYotaE ¢ | & U7 310 W5y HTEs! IS8 W 28U U Ha¥
O3 hiet o |

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

Khmer (mangul) GirdsuiHs ndunwmanuamuglimanygdun o sanayetg wman siusaning i M GImNeomiEs n7 o yuivims
unigtiund ID MaANDAITATHE 77

Korean (8t=10]) Z&l: Hof 0]2)0] HHE ALESIACHH 21o] X8 MH[AE 222 HZ6) S| 212XHD 200 DAE HE 2 HMapsba|d| High ot
Lao (wn@a) n:pun Suziw: i imudwnadiihun buwan Fina, imuawnal2lamiowunal b Todume b nspunlemBuelu Doush Bos:nBnas) imu.

Polish (polski) UWAGA: lesli postugujesz sie jezykiem innym niz angielski, mozesz bezptatnie korzystac z ustug pomocy jezykowe|. Zadzwon pod numer
pedany na Twojej karcie cztonkowskiej.



Portuguese (Portugués) ATENCAQ: caso fale outro idioma que n3o o inglés, sdo-lhe disponibilizados gratuitamente servicos de assisténcia linguistica. Ligue
para o numero no seu cartdo de identificacdo de membro.

Russian (Pycckud) BHWMAHWE! Ecnm bl He roBopiTe Ha BHIMMHCKOM A3biKe, TO MOXeTe GecnnaTHo BOCNONb30BaTLCA YCNyTaMu A3bIKOBON NOLOe PRI,
Mo3BOHKTE NO HOMEDY, YKA3AHHOMY Ha Ballel WAEHTUGMKALWOHHON KapTe YY4acTHUKE.

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 identificacidon de miembro.

Traditional Chinese (R#3) TEHI: NMRTMIFRENAMES, BMNOLATRESROESHREER. HETTEE D £ LORMERE.
Vietnamese (Tiéng Viét) LUU ¥: Néu quy vi ndi ngdn ngll khac khong phai tiéng Anh, chdng téi cung cdp dich vu hé trd ngdn ngll mién phi cho quy vi. Vui long gol
dén s dién thoai trén the 1D héi vién cia 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 |D card.

M73401T132.0825



General Notice About Nondiscrimination
and Accessibility Requirements

Harvard Pilgrim Health Care and its affiliates as noted below ("HPHC™) comply with applicable federal civil nights
laws and does not discriminate on the basis of rece, color, national ongin, age. disability or sex (including pregnancy.
sexual orentation and gender identity ). HPHC does not exclude people or treat them ditferently because of race,

color. national origin, age. disability or sex (including pregnancy, sexual onentation 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 (lange print, audio, other formats)

« Provides free language services to people whose primary language is not English, such as qualified interpreters

¥ you need these services, contact owr Civil Rights Compliance Officer (see below for contact information)

K you believe that HPHC has failed to provide these services or dscriminated in another way on the basis of race,

color, national origin, age, disability or sex (inchuding pregnancy, sexual onentation and gender identity) you can file a

grevance with

Pomt32Health Civil Rights Legal Coordinator

1 Wellness Way

Canton, MA 0202111464

B44-T50-2074, TTY service: T11

Fax: 617-648-7754

Ermal OCRCoordinatorgpointiZhealth.org

You can file a grievance in person or by mail, fax or email. ¥ you need help filing a grievance, the Cavil Rights

Compliance Officer is available to help you. You can also file a civil rights complaint with the U.S. Departrment of

Health and Human Services, Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal,

available at httpe://ocrportal hhs.gov/ocr/portal/lobby.jsf of by madl or phone at

LS. Department of Health and Human Services

200 Independence Averwue_ SW

Room 509, HHH Building

Washington, D.C_ 20201

B800-368-1019 BOO-537-7697 (TDD)

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



