Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2023 - 12/31/2023
VANTAGE HEALTH PLAN, INC: FREEDOM SILVER 87 Coverage for: Individual/Family | Plan Type: IND POS - Freedom Silver 87

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, visit www.vantagehealthplan.com or call
toll-free at (844) 833-7505. 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.vantagehealthplan.com or call toll-free at (844) 833-7505 to request a copy.

Important Questions m Why This Matters:

The overall medical deductible:
For In-Network Providers $500
Individual or $1,500 Family; for
Out-of-Network Providers $5,000
Individual or $15,000 Family.

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.

What is the overall
deductible?

. Yes. Primary Care and Specialty This plan covers some items and services even if you haven't yet met the deductible amount.
Are there services Care Provider office visits and But a copayment or coinsurance may apply. For example, this plan covers certain preventive
IR 2 you » | Wellness and Preventive care are services without cost sharing and before you meet your deductible. See a list of covered
meet your deductible? not subject to the deductible. preventive services at https:/www.healthcare.qov/coverage/preventive-care-benefits/.

Yes. For some Prescription Drugs

tiers: $500 Individual/$1,500 Family. | You must pay all of the costs for these services up to the specific deductible amount before this
There are no other specific plan begins to pay for these services.

deductibles.

Are there other
deductibles for specific
services?

What is the out-of- For In-Network providers: $2.300 The out-of-pocket limit is the most you could pay in a year for covered services. If you have

pocket limit for this - p AR other family members in this plan, they have to meet their own out-of-pocket limits until the
Individual/$4,600 Family. : =

plan? overall family out-of-pocket limit has been met.

Copayments and coinsurance on

certain services, premiums,

balance-billing charges, cost sharing | Even though you pay these expenses, they don’t count toward the out-of-pocket limit.
for out-of-network, and health care

this plan does not cover.

What is not included in
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-network provider for some services
(such as lab work). Check with your provider before you get services.

Yes. See VantageHealthPlan.com
Will you pay less if you | and click “Find a Provider” or call
use a network provider? | toll-free at (844) 833-7505 for a list
of network providers.

Do you need a referral to

see a specialist?
* For more information about limitations and exceptions, see the plan or policy document at www.vantagehealthplan.com.

No. You can see the specialist you choose without a referral.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2023 - 12/31/2023
VANTAGE HEALTH PLAN, INC: FREEDOM SILVER 87 Coverage for: Individual/Family | Plan Type: IND POS - Freedom Silver 87

M All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pa

Common . : Out-of-Network Limitations, Exceptions, & Other Important
Medical Event Services You May Need AT O Provider Information®

You will pay the most

(You will pay the least)

Primary care visit to treat an $5 AHN @@." UL . - AHN refers to Affinity Health Network
injury or illness g;gscﬁggg;;' DUy | S GEIEWETIED Providers with lower cost sharing.
. $25 AHN copay/visit or
i you V's,'t a h.ealth care Specialist visit $35 copay/visit. Deductible | 50% coinsurance None
provider’s office or q | _—
clinic oes not apply.

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

50% coinsurance.

Preventive care/screening/ No charge. Deductible Deductible does not

immunization does not apply.

T plan will pay for.
. . Lab and x-ray services performed in an office
WD—g—Ijrk;]OSt'C test (x-ray, blood g;gg /(;\(I)_”: —ucl?e:,l[ ftest or 50% coinsurance setting is covered at no charge. Deductible
If you have a test £opay. may apply.
Imaging (CT/PET scans, $150 AHN copay/test or - ) L :
MRIs) $250 copay/test 50% coinsurance Pre-authorization required.
$10 Tier | copay/prescription
Tier | Prescription Druds (retaﬂ/mqﬂ order) Not covered 1 copay for. 30-day supply; 2 copays for 31-60
Prescription Drug day supply; 3 copays for 61-100 day supply.
- o . deductible does not apply.
trg:tuygilﬁ iIInreusgsso: $20 Tier Il copay/prescription
condition Tier |1 Prescription Drugs (retalllmqll order) Not covered 1 copay for. 30-day supply; 2 copays for 31-60
More information about Prescription Drug day supply; 3 copays for 61-100 day supply.
prc;rsegz:trigﬁ (';:_Tjg ou deductible does n.ot.apply.
coverage is available at | Tier Ill Prescription Drugs $6(t) —Ucl;) all/prgscrlptlon Not covered ; Ll flor. %O-day su?plyé,121_u%00 3 i 31'60
www.vantagehealthplan.com (el o) ay Supply, © £opays for o1- ay Supply.
: - $75 copay/prescription 1 copay for 30-day supply; 2 copays for 31-60
Tier IV Prescription Drugs S Not covered )
(retail/mail order) day supply; 3 copays for 61-100 day supply.
o q 0, -0Of-
O E 50 /o.comsurance Not covered Member pays _50 % up to the Qut of-Pocket
(retail only) Maximum. Mail order not available.

* For more information about limitations and exceptions, see the plan or policy document at www.vantagehealthplan.com.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2023 - 12/31/2023
VANTAGE HEALTH PLAN, INC: FREEDOM SILVER 87 Coverage for: Individual/Family | Plan Type: IND POS - Freedom Silver 87

What You Will Pa

Common Out-of-Network Limitations, Exceptions, & Other Important

Services You May Need Network Provider

(You will pay the least) Provider Information

You will pay the most

Medical Event

Facility fee (e.g., ambulatory | $400 AHN copay or

. 0 H _ . . .
If you have outpatient surgery center) $500 copa 50% coinsurance Pre-authorization required.
surgery Physician/surgeon fees No charge 50% coinsurance Pre-authorization required.
Emergency room care $350 copay $350 copay Worldwide emergency coverage.
If you need immediate :Emerqerrt]c:( il 20% coinsurance 20% coinsurance Emergency criteria required.
medical attention ansportation - .
Urgent care $35 copay/visit. Deductible 50% coinsurance Pre-authorization required on follow-up visits
e does not apply. 0 TS q pVISIES.
If you have a hospital I:ancrlrl]l;ty IEE (619, lrespel $750 copay/day 50% coinsurance Pre-authorization required. $2,250 copay max.
stay Physician/surgeon fees No charge 50% coinsurance Pre-authorization required.
If you need mental $5 AHN copay/office visit or
health, behavioral Outpatient services $15 copayloffice visit. 50% coinsurance None
health, or substance Deductible does not apply.
abuse services Inpatient services $750 copay/day 50% coinsurance Pre-authorization required. $2,250 copay max.
Copay on initial visit only. Cost sharing does not
apply for preventive services. Depending on the
L $5 AHN copay or . o i type of services, a copayment, coinsurance, or
Office visits $15 copay. Deductible 50% coinsurance , .
deductible may apply. Maternity care may
does not apply.

If ¢ include tests and services described elsewhere
you are pregnan in the SBC (i.e., ultrasound).
Childbirth/delivery Pre-authorization required. No charge

o
professional services $750 copay/day 50% coinsurance required for professional services.
g:rl\llcii:;rsth/dellvery [2eL $2,250 copay max 50% coinsurance Pre-authorization required. $750 copay/day
Home health care 20% coinsurance Not covered Pre-authorization required.

i d hel Rehabilitation services $15 copay/visit 50% coinsurance Pre-authorization required.

youneedne’p Habilitation services $15 copay/visit 50% coinsurance Pre-authorization required.

recovering or have other -~ , o . .

special health needs Skilled nursing care $100 copay/day 50% coinsurance Pre-authorization required.
Durable medical equipment | 20% coinsurance 50% coinsurance Pre-authorization required.
Hospice services 20% coinsurance Not covered Pre-authorization required.

* For more information about limitations and exceptions, see the plan or policy document at www.vantagehealthplan.com.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2023 - 12/31/2023

VANTAGE HEALTH PLAN, INC: FREEDOM SILVER 87 Coverage for: Individual/Family | Plan Type: IND POS - Freedom Silver 87
What You Will Pa - :
C?mmon Services You May Need T Out-of-r‘{etwork Limitations, Exceptlons: & Other Important
Medical Event (You will pay the least) Provider Information®
pay You will pay the most
$25 AHN copay/visit or
Children’s eye exam $35 copay/visit. Deductible | 50% coinsurance Limit 1 visit per benefit period.
t apply.
If your child needs does not apply
dental or eye care Children’s glasses o1 Coll e 50% coinsurance Limitations may apply
Deductible does not apply. '
Children’s dental check-up No charge. Deductible No charge. Deductible Limit 2 visits per calendar year.
does not apply. does not apply.

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 Acupuncture e Elective abortions (except when Lona-term care
o Bariatric surgery provided to save the life of the mother) Nong-lemer ency care when traveling outside the U.S
e Cosmetic Surgery o Infertility Treatment gency 9 -

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

e Routine eye care (Adult)
e Routine foot care
e Weight loss programs (Vantage Wellness Program only)

e Chiropractic care e Hearing aids
o Dental care (Adult) e Private-duty nursing

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 https://www.dol.gov/agencies/ebsa/about-ebsa/ask-a-
question/ask-ebsa or Louisiana Department of Insurance, Office of Consumer Services, P.O. Box 94214, Baton Rouge, LA 70804-9214 or call 1-800-259-5300.
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 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 Louisiana Department of Insurance, Office of Consumer Services, P.O. Box 94214, Baton Rouge, LA 70804-9214 or call 1-800-259-5300.

* For more information about limitations and exceptions, see the plan or policy document at www.vantagehealthplan.com.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2023 - 12/31/2023
VANTAGE HEALTH PLAN, INC: FREEDOM SILVER 87 Coverage for: Individual/Family | Plan Type: IND POS - Freedom Silver 87

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 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 (Espafiol): Para obtener asistencia en Espafiol, llame al 1-888-823-1910 (TTY 711).

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-888-823-1910 (TTY 711).
Chinese (FX): INREE X HEB, 15K IT XS5 1-888-823-1910 (TTY 711).

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-888-823-1910 (TTY 711).

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.vantagehealthplan.com.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services
VANTAGE HEALTH PLAN, INC.: FREEDOM SILVER 87

About these Coverage Examples:

i i

Coverage Period: 01/01/2023 - 12/31/2023
Coverage for: Individual/Family | Plan Type: IND POS - Freedom Silver 87

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

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

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

hospital delivery)

M The plan’s overall deductible $500
M Specialist (OB/GYN) copayment $15
® Hospital (facility) copayment $750/day
M Other coinsurance 20%

This EXAMPLE event includes services like:
Specialist (OB/GYN) 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 $500
Copayments $800
Coinsurance $0
What isn’t covered
Limits or exclusions $60
The total Peg would pay is $1,360

controlled condition) up care)

H The plan’s overall deductible $500 m The plan’s overall deductible $500
M Primary Care Physician copayment $15 m Specialist copayment $35
® Hospital (facility) copayment $750/day ™ Hospital (facility) copayment $750/day
B Other coinsurance 20% ™ Other coinsurance 20%

This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Primary care physician office visits (including disease Emergency room care (including medical supplies)
education) Diagnostic test (x-ray)

Diagnostic tests (blood work) Durable medical equipment (crutches)
Prescription drugs Rehabilitation services (physical therapy)

Durable medical equipment (glucose meter)

Total Example Cost $5,600 Total Example Cost $2,800
In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing
Deductibles* $1,000 Deductibles $500
Copayments $1,000 Copayments $600
Coinsurance $80  Coinsurance $100
What isn’t covered What isn’t covered
Limits or exclusions $20  Limits or exclusions $0
The total Joe would pay is $2,100 The total Mia would pay is $1,200

*Note: This plan has other deductibles for specific services included in this coverage example. See "Are there other deductibles for specific services?” row above.

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2023 - 12/31/2023
VANTAGE HEALTH PLAN, INC.: FREEDOM SILVER 87 Coverage for: Individual/Family | Plan Type: IND POS - Freedom Silver 87

Addendum: Language Access Services

If you, or someone you're helping, have questions about Vantage Health Plan or the Marketplace, you have the right to get help and information in your preferred
language at no cost. To talk with an interpreter, call Member Services, 1-888-823-1910 (TTY 711).

Si usted, o alguien a quien usted esta ayudando, tiene preguntas acerca de Vantage Health Plan or the Marketplace, tiene derecho a obtener ayuda e informacién en
su idioma sin costo alguno. Para hablar con un intérprete, llame al 1-888-823-1910 (TTY 711).

Si vous, ou quelqu'un que vous étes en train d’aider, a des questions a propos de Vantage Health Plan or the Marketplace, vous avez le droit d'obtenir de |'aide et
l'information dans votre langue & aucun codt. Pour parler & un interpréte, appelez 1-888-823-1910 (TTY 711).

Né&u quy vi, hay ngudi ma quy vi dang gilip d&, co cau hoi vé Vantage Health Plan or the Marketplace, quy vi s& co quyén dwoc gilip va co thém thong tin bang
ngdn nglr cta minh mién phi. D& ndi chuyén véi mét thong dich vién, xin goi 1-888-823-1910 (TTY 711).

MR%E, SHZ2EEEGBINER, HEMNRMHEA SBM IE B 894 8 Vantage Health Plan or the Marketplace, A EIRIRIRE, &
FEMNGELUGHBESIENINR, G ESe, FRET (LB AR 1-888-823-1910 (TTY 711),

Cala€ Dlad oy Sl o) &l Slanle s 5Slaal 5ali <Vantage Health Plan or the Marketplace, b @b Jas 15 Ja (it cuule s Wil (aaa ga
. 1-888-823-1910 (TTY 711).3bay b laiS a3 253 L <1, Jliadh ae a3 jae lial o

Kung ikaw, 0 ang iyong tinutulangan, ay may mga katanungan tungkol sa Vantage Health Plan or the Marketplace, may karapatan ka na makakuha ng tulong at
impormasyon sa iyong wika ng walang gastos. Upang makausap ang isang tagasalin, tumawag sa 1-888-823-1910 (TTY 711).

OtoF |5t = FBH7t &1 QU= OfH AFZHO| Vantage Health Plan or the Marketplace, Off 2tsli A Z-20| QUCHH 5= D23t =8Nt YEE
A

Hote| AU 2 H|E 2EIQI0| 2 o= U= He| 7t ASLICH OAEAH S G ARE O 7[5 | IS A= 1-888-823-1910 (TTY 711). 2 2}t

Se vocé, ou alguém a quem voceé esta ajudando, tem perguntas sobre o Vantage Health Plan or the Marketplace, vocé tem o
direito de obter ajuda e informagé@o em seu idioma e sem custos. Para falar com um intérprete, ligue para 1-888-823-1910 (TTY 711).
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2023 - 12/31/2023
VANTAGE HEALTH PLAN, INC.: FREEDOM SILVER 87 Coverage for: Individual/Family | Plan Type: IND POS - Freedom Silver 87

) 91 90, B § VY 10N 13 99 o8xcl) ©, DOIT)IVLT JO7) L Vantage Health Plan or the Marketplace,
¥ MWBIOVHEA § LNIVY VBT BCCIFSE W) V2 20TNUNCT LWITIZDIY MLV 919 » 98, 1-888-823-1910 (TTY 711).

AN, FREBEHEOEDMEY DA TEH, Vantage Health Plan or the Marketplace, [T DWW T ZERBMNA TS VEL T
b, CHEDEETHR—LE2Z21T=Y., BHREAFLEYTLHIENTEET, HEEIMINY EFHA, BREBESINDIGE
1-888-823-1910 (TTY 711). E THEFE K =Ly,

D3 3% e b sien ) S Qb e 58 s (e o b S Ol Sl b 3 by il g om0 S 230 il (S Gea i L SIS L el R
s 5 o5 1910-823-888-1 ¢S JIS 58 Sy s ¢ i) S 5,8l s e 5 ol 33 1S5S uala i S e shae

Falls Sie oder jemand, dem Sie helfen, Fragen zum Vantage Health Plan or the Marketplace, haben, haben Sie das Recht,
kostenlose Hilfe und Informationen in lhrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die Nummer 1-888-823-1910
(TTY 711) an.

AL 38z Gan |y asa aBdle anQQJJ:QbM\JM&QJJ&;Ms)\jggjvantageouﬁjmh&qcﬁAJJAJJ‘_;Y\)Mc@@id\;ﬁ@&\swsg‘wﬂ\
28 A (TTY 711) 1910-823-888-1 ¢ swne llada Ly ¢an yia S b Cumaan (5 6!

Ecnu y Bac unu nuua, KOTOpoMy Bbl OMoraeTe, UMetoTCs Bonpockl no nosogy Vantage Health Plan or the Marketplace, To Bbl MeeTe npaBo Ha 6ecnnaTtHoe
NONy4YeHue NOMOLLM 1 MHGOPMaLMKM Ha BalLeM A3blke. [1ns pasroBopa ¢ nepeBoguMKoM no3soHuTe no TenedoHy 1-888-823-1910 (TTY 711).

wineaL  wisRuiimaumasthumaaiimanuiAgni Vantage Health Plan or the Marketplace,
aauflanaiiazlgsuamnuthuwdouazdona lunuwssant ld oy lifien T3 waay nuatu Ins 1-888-823-1910 (TTY 711).
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