Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: Beginning on or after 01/01/2023

CalChoice Cigna+Oscar Open Access Plus Platinum $500

Cpverage feswindividual + Family | Plan Type: EPO

4 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 1-855-OSCAR-55 or visit
https://www.hioscar.com/business/cigna?redirect=cignaoscar.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.healthcare.gov/sbe-glossary/ or call 1-855-OSCAR-55 to

request a copy.

Important Questions _ Why This Matters:

What s the overal o |
docarctblor $500 individual / $1,000 family

Yes. Preventive care, Pre-and post-natal
. preventive care, PCP/Specialist visits, Ind
ﬁ;:otgerz:enl;\ggfsocl?rv ered Lab, X-rays, Urgent Care, outpatient mental
dedu cti%al e? y health/substance use disorders office visits,
e Prescription Drugs, Home health care, Child
Vision and Dental Check-up.

Are there other deductibles No
for specific services? '

What is the out-of-pocket limit o ,
for this plan? $3,750 individual / $7,500 family

Premiums, balance billing charges, and
healthcare this plan does not cover, and
manufacturer drug coupons

What is not included in the
out-of-pocket limit?

Yes. See www.hioscar.com/care-options or call

Will you pay less if you use a :
e :) ;2€i5d-eor§CAR-55 for a list of network

Do you need a referral to see No
a specialist? '

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.

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/.

You don’t have to meet deductibles 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 their own out-of-pocket
limits until the overall family out-of-pocket limit has been met.

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-
network provider for some services (such as lab work). Check with your provider
before you get services.

You can see the specialist you choose without a referral.
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H & Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

Services You Limitations, Exceptions, & Other

Common Medical Event R Network Provider (You will pay the | Out-of-Network Provider (You will Important Information*
least) pay the most)

. . Cost share applies to both in-person
ey are st | 520 copmymenti Dt 085 | Cver o e vt e U o
orillness Pply Telemedicine Providers are covered in

full; Deductible does not apply.

Cost share applies to both in-person
- - and virtual visits. Virtual Urgent Care
ﬁg,? e(}:_ori_ayment/ visit Deducfible does Not Covered visits from Oscar-designated
PRIy Telemedicine Providers are covered in
full; Deductible does not apply.

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

If you receive Non-Preventive
services during a preventive visit, the
applicable cost share will apply to
those Non-Preventive services.

Preventive care/
screening/ No charge Not Covered
immunization

15% coinsurance Deductible does not
apply (X-rays), No charge

Diagnostic test (x- (OViinde 0 Preauthorization required for certain
pendent labs), 15% Not Covered -
ray, blood work) coinsurance subject to deductible (Al Services.
If you have a test other outpatient labs)

Imaging (CT/PET | 40% coinsurance subject to Preauthorization required.

scans, MRIs) e Not Covered Eﬁ:rtétgr?éi;ation is not required in an
- Retail is limited to a 30-day supply.
$10 copayment/prescription . it
If you need drugs to treat | Generic drugs Deductible does not apply (retail), $30 Mail Order is limited to a 90-day
your illness or condition | (ier 1) ’ @P_ayment/prescriptiorr)1p[§le(ductitgl’e$ Not Covered supply and is subject to 3x refail cost-

sharing amount. Preauthorization/step

does not apply (mail order) therapy may be required.

More information about

prescription drug_coverage Retail is limited to a 30-day supply.

is available at $35 copayment/prescription Mail Order is limited to a 90-da
httos://hioscar.com/drug- | Preferred brand | Deductible does not apply (retail), - - y i
forﬁwlaries g drugs (Tier 2) $105 copayment/prescription Not Covered supply and is subject to 3x retail cost

sharing amount. Preauthorization/step

Deductible does not apply (mail order) therapy may be required

*For more information about limitations and exceptions, see the plan or policy document at https://www.hioscar.com/forms/2023/ca
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What You Will Pay

Services You Limitations, Exceptions, & Other

Common Medical Event May Need Network Provider (You will pay the | Out-of-Network Provider (You will Important Information*
least) pay the most)

If you need drugs to treat 75 copayment/prescription Retail is limited to a 30-day supply.
your iliness or condition | Non-preferred gedtﬁt%liﬁspnot apf)ly (retail) Mail Order is limited to a 90-day
brand drugs (Tier | &so amar. ’ Not Covered supply and is subject to 3x retail cost-

3) $225 copayment/prescription sharing amount. Preauthorization/step

More information about Deductible does not apply (mail order) therapy may be required

prescription drug_coverage

is available at : : . Limited to a 30-day supply up to $250
https://hioscar.com/drug- | Specialty drugs | 10% cainsurance Deductible does not | oy oyered per script. Preauth){)rizgtri)o);llsaep X
formularies (Tier 4) apply (retail/mail order) therapy may be required.
Facility fee (e.g., | 15% coinsurance subject to
ambulatory deductible (surgical and non-surgical | Not Covered Preauthorization may be required.
If you have outpatient surgery center) | services)
surgery - o :
]E;r;);sman/ surgeon ;gd/tj Cc—tci)t|)r|1§urance subject to Not Covered Preauthorization may be required.
The first Ambulance trip and
Emergency Room visit each Benefit
Period is $250 after deductible. Each
additional trip or visit is $500 after
$500 copayment/visit subject to $500 copayment/visit subject to deductible. Cost-share waived if
If you need immediate Emergency room | deductible (ER Facility Fee), $0 deductible (ER Facility Fee), $0 admitted. See Medical Inpatient
medical attention care copayment/visit subject to deductible | copayment/visit subject to deductible | Services or Mental Health Services for
(ER Physician Fee) (ER Physician Fee) details on emergency admissions.

Emergency_Room care by an out of
network provider is covered if the
services are for an emergency
condition.

*For more information about limitations and exceptions, see the plan or policy document at https://www.hioscar.com/forms/2023/ca
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Common Medical Event

Services You

May Need

What You Will Pay

Network Provider (You will pay the

least)

Out-of-Network Provider (You will

Limitations, Exceptions, & Other
Important Information*

If you need immediate
medical attention

If you have a hospital
stay

If you need mental
health, behavioral health,
or substance abuse
services

*For more information about limitations and exceptions, see the plan or policy document at https://www.hioscar.com/forms/2023/ca

Urgent care

Facility fee (e.g.,

hospital room)

Physician/surgeon

fees

Outpatient
services

Inpatient services

$500 copayment/visit subject to
deductible

$50 copayment/visit Deductible does
not apply

15% coinsurance subject to
deductible

15% coinsurance subject to
deductible

$20 copayment/visit Deductible does
not apply (office visit), 15%
coinsurance subject to deductible
(other outpatient services)

15% coinsurance subject to
deductible

pay the most)

$500 copayment/visit subject to

deductible

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered
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The first Ambulance trip and
Emergency Room visit each Benefit
Period is $250 after deductible. Each
additional trip or visit is $500 after
deductible. Emergency transportation
services by an Out-of-Network
provider, including air ambulance, are
covered if the services are for an
emergency condition. Non-emergency
ambulance transportation by a
licensed ambulance service is
covered when the vehicle transports
the member to or from covered
services, and the use of other means
of transportation may endanger the
insured’s life. The cost share also
applies to covered non-emergency
transportation.

Urgent Care is covered Out of network
when a member is located outside the
network's service area.

Preauthorization required. However,
preauthorization is not required for
emergency admissions.

Preauthorization is required. However,
Preauthorization is not required for
emergency admissions.

Preauthorization may be required for
Other Outpatient Services.
Preauthorization is not required for
Outpatient Office visits.

Preauthorization required. However,
preauthorization is not required for
emergency admissions.

Page 4 of 7



Common Medical Event

Services You
May Need

What You Will Pay

Network Provider (You will pay the

Out-of-Network Provider (You will

Limitations, Exceptions, & Other
Important Information*

If you are pregnant

Office Visits

least)

No charge

pay the most)

Not Covered

Depending on the type of services, a
copayment, coinsurance, or deductible
may apply. Cost-sharing does not
apply for preventive services.

Childbirth/delivery
professional
services

15% coinsurance subject to
deductible

Not Covered

Preauthorization is required.

Childbirth/delivery
facility services

15% coinsurance subject to
deductible

Not Covered

Preauthorization is required for a
hospital stay that will exceed 48 hours
following a vaginal birth or 96 hours
following a cesarean section.

If you need help
recovering or have other
special health needs

Home health care

$20 copayment/visit Deductible does
not apply

Not Covered

100 visits per plan year. (The limit is
not applicable to mental health and
substance use disorder conditions.)
Preauthorization is required.

Rehabilitation

$50 copayment/visit Deductible does

services not apply Not Covered none
Habilitation $50 copayment/visit Deductible does N
services not apply Not Covered none

Skilled nursing

15% coinsurance subject to

Not Covered

100 days per benefit period.

check-up

care deductible Preauthorization is required.
Durable medical | 15% coinsurance subject to N .
equipment deductible Not Covered Preauthorization may be required.
Hospice services 15% coinsurance subject to Not Covered Preauthorization is required
Hospice SENVICES | jedyctible Freauthorization IS required.
Children’s eye One (1) exam per plan year for
exam No charge Not Covered children up to age 19.
If your child needs dental | ~ . . One (1) prescribed lenses and frames
or eye care Children's glasses | No charge Not Covered per plan year for children up to age 19.
Children's dental No charge Not Covered One (1) preventive visit per 6 months

*For more information about limitations and exceptions, see the plan or policy document at https://www.hioscar.com/forms/2023/ca
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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 » Weight loss programs (does not apply to Preventive
e Dental care (Adult) * Non-emergency care when traveling outside the care related weight loss interventions)

e Hearing aids u.S.

e Infertility treatment * Routine eye care (Adult)

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

 Abortion e Chiropractic care  Routine foot care
e Acupuncture e Private-duty nursing - 100 visits/year combined with
e Bariatric surgery home health care

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/healthreform. Other coverage options may be available to
you too, including buying individual insurance coverage through the Health Insurance Marketplace Covered California. For more information about Covered California, visit
www.coveredca.com or call 1-800-300-1506.

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:Cigna
c/o Oscar Insurance Company, 1-855-672-2789, P.O. Box 52146 Phoenix, AZ 85072-2146 California Department of Insurance Consumer Services, Division 300 South
Spring Street, South Tower, Los Angeles, CA 90013 www.insurance.ca.govCalling within California: 1-800-927-HELP (4357). TDD: 1-800-482-4TDD. Department of Labor’s
Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform.

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 1-855-OSCAR-55.Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa
Tagalog tumawag sa 1-855-OSCAR-55.Chinese (P 30): ZNR EEHXHIFE) |, 153KFT X585 1-855-0SCAR-55.Navajo (Dine): Dinek'ehgo shika at'ohwol
ninisingo, kwiijigo holne' 1-855-OSCAR-55.

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

*For more information about limitations and exceptions, see the plan or policy document at https://www.hioscar.com/forms/2023/ca
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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
aa 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)

® The plan’s overall deductible $500
® Specialist copayment $20
® Hospital (facility) coinsurance 15%
® Other coinsurance 15%
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 $500
Copayments $10
Coinsurance $1,500
What isn’t covered
Limits or exclusions $0
The total Peg would pay is $2,010

Managing Joe’s Type 2 Diabetes

(a year of routine in-network care of a well-

controlled condition)

® The plan’s overall deductible

® Hospital (facility) coinsurance
¥ Other coinsurance

This EXAMPLE event includes services like:

$500

$20
15%
15%

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 $500

Copayments $700

Coinsurance $80

What isn’t covered
Limits or exclusions $0
The total Joe would pay is $1,280

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

care)
® The plan’s overall deductible $500
¥ Specialist copayment $20
® Hospital (facility) coinsurance 15%
® Other coinsurance 15%

This EXAMPLE event includes services like:
Emergency_room care (including medical supplies)
Diagnostic test (x-ray)

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

The plan would be responsible for the other costs of these EXAMPLE covered services.
CalChoice Cigna+Oscar Open Access Plus Platinum $500 Off-Ex Small Group CA 2023 SBC

Total Example Cost $2,800
In this example, Mia would pay:
Cost Sharing

Deductibles $500

Copayments $1,000

Coinsurance $80

What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,580
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Non-Discrimination

Notice of Non-Discrimination:

Discrimination is Against the Law

Cigna complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability,
sex, ancestry, marital status, gender identity or sexual orientation.
Cigna does not exclude people or treat them differently because of
race, color, national origin, age, disability, sex, ancestry, marital status,
gender identity or sexual orientation.

Cigna:

e Provides free aids and services to people with disabilities to
communicate effectively with us, such as:
¢ Qualified sign language interpreters
e Written information in other formats (large print, audio,
accessible electronic formats, other formats)

e Provides free language services at all times to people whose
primary language is not English, such as:
e Qualified interpreters
¢ Information written in other languages

If you need these services, contact customer service at the toll-free
phone number shown on your ID card, and ask a Customer Service
Associate for assistance.

If you believe that Cigna 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 by sending an email to
ACAGrievance@cigna.com or by writing to the following address:

Cigna

Nondiscrimination Complaint Coordinator
P.O. Box 188016

Chattanooga, TN 37422

Persons who believe they subject to unlawful discrimination should contact
the Department's Consumer Complaint Center at1-800-927-4357, or submit
a complaint through the Department's website at www.insurance.ca.gov.

To contact the Department of Insurance, for complaints regarding the above,
a complaint may be submitted on CDI's website or You may write or call:

California Department of Insurance Consumer Services
Division 300 South Spring Street, South Tower
Los Angeles, CA 90013
www.insurance.ca.gov
1-800-927-HELP (4357). TDD:1-800-482-4TDD

fyou need assistance filing a written grievance, please call the number on
the back of your ID card or send an email to ACAGrievance@cigna.com. 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, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/
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Multi-language interpreter services

Proficiency of Language Assistance Services

English — ATTENTION: Language assistance services, free of charge, are available to you. For current Cigna customers, call the number on the back of
your ID card.
Spanish — ATENCION: Hay servicios de asistencia de idiomas, sin cargo, a su disposicion. Sies un cliente actual de Cigna, llame al nimero que figura en el
reverso de su tarjeta de identificacion.
Chinese — % : A AHERRIRFEESHEIRE. i< Cigna WRAES , SAEEH ID REEHIHRE. )
Vietnamese — XIN LUU Y: Quy vi duoc cap dich vu tro gitip vé ngdn ngir mién phi. Danh cho khach hang hi én tai ciia Cigna, vui long goi s6 & mit
sau thé Hoi vién.
Korean 0| 3H201SALBBIALE AL, V1OJX| IMHIAE 2 220|834 IS LICHEICigna. 7HURHEHMEID
eSO YEN S S 2 M4 2.
Tagalog — PAUNAWA: Makakakuha ka ng mga serbisyo sa tulong sa wika nang libre. Para sa mga kasalukuyang customer ng Cigna, tawagan ang
numero sa likuran ng iyong 1D card.
Russian — BHUMAHME: Bam MOTYT NPeI0CTABUTh OecIiIaTHbIe YCIIyTH epeBona. Eciu Bl yike yyactsyere B tuiane Cigna, o3BOHUTE 110 HOMEPY,
YKa3aHHOMY Ha 0OparHOW CTOpPOHE Ballled HIeHTU(PUKAIMOHHON KapTOYKH YUYaCTHUKA TUIaHA.

le by 4 s 2la sl — Arabic Cigna:

bho ) Ll e ¢ Linhd L J N o

Armenian(Eastern) — NFCUNYNFE@3NFL Qtq hwuwlbh GU wuyswp (Gguwywl oquniejwl dwnwjnie)nLbltp: Cigna-h pupwghy
hwswfunpnutph hwdwn, quuqwhwpte atn Swlwsnnwywu pwpunh nupdwynnunwd gunnuynn hwdwnpny:

Punjabi (India), —tfhonrs €: 3 0O ooT g coTfggoTgodgo  Ot@0 OTo OT0 d goog ©0oTzd Tt Ho g3, @Lrgau J&. HodHo
ogor Cigna

I COTCOTO O '8_8'11 b nirae 23 ID F00Tgs @UES0 0 500Yd '300 JO0TS 9d

Khmer — G A U o Cigapgnn " ,,,,,, e ] S s NS O BEH Aﬁ ﬁa»‘i-::::::--:::::- Aoao: BSt: < CUHS

=4

1o S CUnoHUn NS Clgna oGy UISS Mool Sioel 6 Jes A juamn IDIUT o oY o H

Hmong- LUS CEEV: Muaj kev pab txhais lus pub dawb rau koj. Rau cov neeg ghuas tam sim no rau ntawm Cigna, hu rau tus nab npawb xov tooj nyob sab

tom gab ntawm koj daim npav ID.

Japanese —IEEH : BAREZEFINDIES. EHOEEIEY—EXREZHAWNETET, BEDOCORADEEHK(E. IDA—FEE
OEFESET. HBHECTIEE LS,

Hindi - +<>T93: oud g siveT Terader 80 1@ A @ SudB 11 Cigna & HEFoN 1T6® ARSI PN B Ul

W@ Ao IR Pid BR Ihdo K|

Thai - Tusausu: SANMNYT oRE ouns T admed uwas Cigna
uTusn ULAAD umu il nA a: oAt Uiaau
Tusa lvsemme § phovun suszad o wswmcn
wseeng  ad us
Adl e, o (Farsi) Persian— gadr Aoy S8 e linasi) LIS
aotit=Cignae ks T e jlalS g4 2t Sl L

s s el 80
@R 928283 10/12
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