& CareConnect Standard Silver

CareConnect Insurance Company, Inc.

Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage Period: 01/01/2017 - 12/31/2017
Coverage for: Individual + Spouse, Family | Plan Type: EPO

This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or
plan document at www.CareConnect.com or by calling 1—855—706}—77545.

Important Questions Answers

$2,000 per person / $4,000

Why this Matters:

You must pay all the costs up to the deductible amount before this plan begins to pay for

What is the overall per family covered services you use. Check your J{aolicg or plan document to see when the deductible starts
deductible? Doesn't apply to preventive —|over (usually, but not always, January 531. ee the chart starting on page 2 for how much you
care. pay for covered setvices aftet you meet the deductible.

Qgg thgﬁe(s)ttl—gr - No You don't have to meet deductibles for specific services, but see the chart starting on page 2
ﬁ p < : for other costs for services this plan covers.
Is thete an The out-of-pocket limit is the most you could pay during a coverage period (usually one year
out—of—pocket t on . or your share of the cost of covered services. This limit helps you plan for health care

f-pocket limi ;ae;'sﬁ%lifni?ployee / for your share of th £ ices. ‘This imit helps you plan f Kusiiny one yean
my expensesr > expenses.

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

Premiums, balance-billed
charges, and health care this
plan doesn't cover.

Even though you pay these expenses, they don't count toward the out-of-pocket limit.

Is there an overall annual

The chart starting on page 2 describes any limits on what the plan will pay for specific covered

paystpon what the plan No. services, such as office visits.
Yes. See I}fl you use %n iIl-IlCEIWOtk doctor or other health care %'dcr, this plan will pay some or all off
. : the costs of covered services. Be aware, your in-network doctor or hospital may use an out-of-
Ee(zgfo%lgli)g . rouvisgci's? cl al; 1 ;15 L%%?%Sggi%cg?;ﬁ st |network provider for some services. Plans use the term in-network, prefetted, or participating

of in-network providers.

for providers in their network. See the chart starting on page 2 for how this plan pays different
kinds of providess, o0 &onpag pran pay

Do I need a referral to
see a specialist?

No. You don't need a referral
to see a specialist.

You can see the specialist you choose without permission from this plan.

Are there services this
plan doesn’t cover?

Yes.

Some of the services this plan doesn't cover are listed on page 5. See your policy or plan
document for additional information about excluded services.

Questions: Call 1-855-706-7545 or visit us at www.CareConnect.com.

If you aren’t clear about any of the bolded terms used in this form, see the Glossary. You can view the Glossary
at www.cclio.cms.gov or call 1-855-706-7545 to request a copy.
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igpi * Co-payments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.

* Co-insurance is your share of the costs of a covered service, calculated as a 6)ercent of the allowed amount for the service. For
example, if the plan’s allowed amount for an overnight hospital stay is $1,000, your co-insurance payment of 20% would be $200.

This may change if you haven’t met your deductible.

e The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the
allowed amount, you may have to pay the difference. For exam}(a)le if an out-of-network hospital charges $1,500 for an overnight stay
and the allowed amount 1s $1,000, you may have to pay the $50 difference. (This is called balance bil%.ng.)

e This plan may encourage you to use in-network providers by charging you lower deductibles, co-payments and co-insurance
amounts.

Common Medical Your cost if you use a

Your cost if you use a

Services You May Need S : Non-Participatin Limitations & Exceptions
Event y Participating Provider  pOn At g

Primary care visit to treat an | $30 copay / visit after

injury gr illness deduct?bl}é Not Coveted None
If you visit a health care Specialist visit ggg&gfﬁl}é/ visit after Not Covered None
provider’s office or —
clinic Other practitioner office visit %ﬁ?rgggg o/ rzlfstlé rfgé ductible | Not Covered None

Preventive care / screening / :

o i &/ | Covered in full Not Covered None

Diagnostic test (x-ray, blood | $30 copay / test after

WO r%) (x-ray dedu ctllabl}é Not Covered None
If you have a test ;

%\f{nﬁﬁ)ﬁg (CT/PET scans, Egg 1;:cot11)k?l}é / test after Not Covered None

goverstp to a 30—9%215 supply.l )
: opay for up to a ay su is
Generic drugs $10 C?ip Etlly r/1 retail Not Covered thrge{imes the regular c}(l)pa%;ty
prescrpto retail and two and ahalf times the

regular copay at mail order.

Covers Up to a 30-day supply.
Copay_forp up to a 90 gay ISDIIJDP}ISIY is

If you need drugs to Preferred brand drugs $35 copay / retal Not Covered three times the regular copay at

treat your illness or s preseription retail and two and ahalf ti?ne}:ls the

condition regular copay at mail order.

More information about goverstp to a 30—9%2{5 supply.l )

prescription drug $70 copay / retail opay tor up to a ay supply 1s

coverage i ilable at . | Non-preferred brand drugs pay Not Covered three times the regular copay at
crage 5 avatable 2 P 8 prescription retail and two and ahalf ti?nf}:fs the

regular copay at mail order.

goverstp to a 30—9%35 supply.1 )

: opay for up to a ay supply is
Specialty drugs $70 copay / retail Not Covered three times the regular copay at

o 7 S PAESE Ao retail and two and ahalf tigngs the

regular copay at mail order2 of 8




Common Medical
Event

Services You May Need

Your cost if you use a
Participating Provider

$100 copay / procedure

Your cost if you use a
Non-Participating
Provider

Limitations & Exceptions

Facility fee (e.g., ambulator
If you have outpatient surgertg; cen'ger% g after deductible Not Covered None
sur,
gety Physician/surgeon fees f}gr) 32 Szti/bﬁrocedure Not Covered None
Ermeroency room services $250 copay after deductible / | $250 copay after deductible / None
gency visit visit
If you need immediate | Emergency medical $150 copay / transport after |$150 copay / transport after
mzdical attention transpgorta%]ion deductilg)ley P deductilg)ley P Neine
Urgent care ?;ZS?tCOpay after deductible / Not covered None
Facility fee (e.g., hospital $1,500 copay after deductible
If you have a hospital roomgy 2 I 5 dmissigny Not covered None
sta i
' Physician/surgeon ee | 100t ddueible /] Nor covered None
Mental/Behavioral health $30 copay / visit after
outpatient services deduct?bl}é Not covered N
Mental/Behavioral health $1,500 copay after deductible
%lf;zlotﬁ %&ﬁgﬁﬁd health. | Inpatient services adrnissigny Not covered None
or substance abuse ’ Substance use disorder $30 copay / visit after
needs outpatient services deductg)bl}é o govEed Noiaz
Substance use disorder $1,500 copay after deductible
inpatient services zldrnissigny Not covered None
Prenatal and postnatal care | Covered in full Not covered None
If vou are breenant . ) . $1,500 copay after deductible
Y pregn Delivery and all inpatient / admission and $100 copay | Njo¢ covered None

Services

after deductible for physician
services
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Common Medical
Event

Services You May Need

Your cost if you use a
Participating Provider

Your cost if you use a
Non-Participating

Provider

Limitations & Exceptions

Coverage is limited to 40 visits

$30 copay / visit after
Home health care de duct?bl}é Not Covered per plan year.
Coverage is limited to 60 visits
$30 J visit af per cbo.nd(iiti%n, per plag yearh 4
e . copay / visit after combined therapies. Speech an
Rehabilitation services deductlljbl}é Not Covered Physical TherapF})f are ogly covered
following a hospital stay or
surgery.
If you need help $30 copay / visit aftet Coverage is limited to 60 visits
tecoveting ot have other Habilitation services ded ct?bl}é Not Covered per condition, per plan year
special health needs v combined therapies.
. - $1,500 copay after deductible Coverage is limited to 200 days
Skilled nursing care 7 admis si(}))ny Not Covered per pl ar% vear. Y
: - 30% coi ft Preauthorization i ired f
Durable medical equipment | 3. d&ggﬁsumnce atter Not Covered iéfglsl ab(z)rxlfzea$ é)&)%s required tor
gngatie_rll)tlz $/l,55)0 copay after c - limited 10 210 d
. ~ eductible / admission overage is limited to ays
Hospice service Outpatient: $30 copay / visit Not Covered pet plar% year. ’
after deductible
$30 copay / visit after Coverage is limited to one exam
1By exaioa deduct?blsé Not coyered per plar% year.
. ~ Coverage is limited to one
If your child needs Glasses (31021/0 ct(i)lljtfsurance after Not covered prescrié{ed lenses and frames per
dental or eye care €ductible plan year.
$30 copay / visit after Coverage is limited to one exam
Dental check up dedu ctlljbl}é Not covered per pl ar% vear.
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Excluded Services & Other Covered Services:

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

* Acupuncture * Long-Term Care *  Routine Eye Care(Adult)
¢ Cosmetic Surgery ¢ Non-Emergency Care When Traveling * Routine Foot Care
Outside the U.S}.f
*  Dental Care (Adult) *  Private-Duty Nursing *  Weight Loss Programs
Other)Cove red Services (This isn’ta complete list. Check your policy or plan document for other covered services and your costs for these
fC:le:le)f).rtion Services ¢ Chiropractic Care e Infertility Treatment
* Bariatric Surgery *  Hearing Aids

Your Rights to Continue Coverage:

Federal and State laws may provide protections that allow you to keep this health insurance coverage as long as you pay your premium. There are
exceptions, however, such as if:

*  You commit fraud
*  The insurer stops offering services in the State
*  You move outside the coverage area

For more information on your rights to continue coverage, contact the insurer at 1-855-706-7545. You may also contact your state insurance department
at 1-800-342-37306.
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Your Grievance and Appeals Rights:

If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For
questions about your rights, this notice, or assistance, you can contact the New York State Department of Financial Services at 1-800-400-8882 or by e-

mail at: Externalappealquestions@dfs.ny.gov. Additionally, a consumer assistance program can help you file your appeal. Contact Community Service
Society, Community Health Advocates at 1-888-614-5400 or cha@cssny.org.

Does this Coverage Provide Minimum Essential Coverage?

The Affordable Care Act requires most people to have health coverage that qualifies as "minimum essential coverage." This plan or policy does provide
minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?

The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value). This
health coverage does meet the minimum value standard for the benefits it provides.

Language Access Services
Para obtener asistencia en Espanol, llame al 1-855-706-7545

To see examples of how this plan might cover costs for a sample medical situation, see the next page.
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About 1hese Coverage Having a baby Managing type 2 diabetes
Examples: normal delive (routine maintenance of
These examples show how this plan might cover B Amount owed to providers: 37,540 a well-controlled condition)
medical care in given situations. Use these M Plan pays $3,52000 » Amount owed to providers: $5 400
examples to see, in general, how much financial [ @ patient pays $4,020.00 ’
protectcllon ?i Sal’él' %e patlerllt might get if they are ’ B Plan pays $3,390.00
covered under different plans. :
Sample care costs: W Patient pays $2,010.00
This is not Hospltal Charge§ (mother) $2,700 Sample care costs:
cost estimator. Routine obstetric care $2,100 Prescriptions $2.900
Don’t use these examples to Hospital .charges (baby) $900 Medical Equipment and Supplies | $1,300
eﬁpimsilte y%}llr actual1 costs under Anesthesia $900 Office Visits and Procedures $700
this plan. The actual care you Tab .
recelgfe will be different fr}(;rn A orsilto'ry 1E5TS $300 Education $300
t{llese exam 1lesl, ari)d tclll_ef:fcost of Presctiptions $200 Laboratory tests $100
; att;are Wlt e fe .1 erert1t. . Radiology $200 Vaccines, other preventive $100
ee the next page for importan : -
o s zlljb §ut thesep Vaccines, other preventive $40 Total $5.400
examples. ’IF;Otil' . : $7.540 Patient pays:
atient pays. Deductibles $1.150.00
Deductibles $2,000.00 Co-pays $400.00
Co-pays 3L870.00 | Co.insurance $380.00
Co-insurance $0.00 Limits or exclusions $30.00
Limits or exclusions $150.00 Total $2.010.00
Total $4,020.00 ’
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Questions and answers about the Coverage Examples:

What are some of the
assumptions behind the
Coverage Examples?

Costs don’t include premiums.

Sample care costs are based on national
averages supplied by the U.S. Department of
Health and Human Services, and aren’t

What does a Coverage Example
show?

For each treatment situation, the Coverage
Example helps you see how deductibles, co-
payments, and co-insurance can add up. It also
helps you see what expenses might be left up to
you to pay because the service or treatment isn’t

Can | use Coverage Examples to
compare plans?

‘/& When you look at the Summary of Benefits
and Coverage for other plans, you’ll find the
same Coverage Examples. When you compare
plans, check the “Patient Pays” box in each
example. The smaller that number, the more

specific to a particular geographic area or coverage the plan provides.

Health plan covered or payment is limited.

*  The patient’s condition was not an excluded
or preexisting condition.

Does the Coverage Example

consider when comparing plans?

‘/& An important cost is the premium you pay.
Generally, the lower your premium, the more
you’ll pay in out-of-pocket costs, such as co-
payments, deductibles, and co-insurance. You
should also consider contributions to accounts
such as health savings accounts (HSAs), flexible
spending arrangements (FSAs) or health
reimbursement accounts (HRAs) that help you
pay out-of-pocket expenses.

. All services and treatments started and

ended in the same coverage period. X No. Treatments shown are just examples. The

care you would receive for this condition could
be different based on your doctor’s advice, your
age, how serious your condition is, and many
other factors.

. There are no other medical expenses for any
member covered under this plan.

*  Out-of-pocket expenses are based only on
treating the condition in the example.

. The patient received all care from in-
network providers. If the patient had
received care from out-of-network
providers, costs would have been higher.

Does the Coverage Example
predict my future expenses?

X No. Coverage Examples are not cost estimators.
You can’t use the examples to estimate costs for
an actual condition. They are for comparative
purposes only. Your own costs will be different
depending on the care you receive, the prices
your providers charge, and the reimbursement
your health plan allows.

Questions: Call 1-855-706-7545 or visit us at www.CareConnect.com.
If you aren’t clear about any of the bolded terms used in this form, see the Glossary. You can view the Glossary
at www.cclio.cms.gov or call 1-855-706-7545 to request a copy.
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Notice of Non-Discrimination @ CareConnect

Healthier Insurance”

CareConnect Insurance Company, Inc. (“CareConnect”) complies with applicable Federal civil rights laws and does not discriminate on the basis
of race, color, national origin, age, disability, or sex. CareConnect does not exclude people or treat them differently because of race, color, national
origin, age, disability, or sex.

CareConnect:
* Provides free aids and services to people with disabilities to communicate effectively with us, such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, other formats)
* Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages
If you need these services, contact CareConnect’s Senior Director, Quality Improvement.

If you believe that CareConnect 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 with:

CareConnect
Senior Director, Quality Improvement
2200 Northern Blvd., Suite 104, East Hills, NY 11548
Phone: 855-706-7545
TTY: 855-226-7318
Fax: 844-447-2525
Email: CareConnectAppeals@nslijcc.com

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, the Senior Director, Quality Improvement is available
to help you.

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/index.html.

CareConnect Insurance Company, Inc.



Multi-Language Interpreter Services @ CareConnect

Healthier Insurance
ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call 1-855-226-7318 (TTY: 711).

ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiistica. Llame al 1-855-226-7318 (TTY: 711).

R B RS T o B DL B e RE S TR s, S5 2R 1-855-226-7318 (TTY: 711).

BHUMAHWE: Ecnu Bbl roBOpUTE Ha PYCCKOM SA3blKe, TO BaM A0CTYNHbl 6ecnnaTHble ycnyrn nepesoga. 3BoHute 1-855-226-7318 (TTY: 711).
ATANSYON: Si w pale Kreyol Ayisyen, gen sévis &d pou lang ki disponib gratis pou ou. Rele 1-855-226-7318 (TTY: 711).

FO: eI E MEStA= B, 80 N3 MHIAE 22 0| Eota! == ASLICH 1-855-226-7318 (TTY: 711)H 22 M3t =& AIL.

ATTENZIONE: In caso la lingua parlata sia I'italiano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero 1-855-226-7318
(TTY: 711).

1- VOIN .ZNXOX [ID M9 OVO'IINYO §7'N TNIOYW K IND [NNIND |VIVT ,WITN DTV AN QN :DNTZIVNONIN
855-226-7318 (TTY: 711).

THIY A it 1T TLET, FUT IO A, ST [N ALB T GIAT FOT AN S R | I L

NSNS

1-855-226-7318 (TTY: 711).

UWAGA: Jezeli mowisz po polsku, mozesz skorzystaé z bezptatnej pomocy jezykowej. Zadzwon pod numer 1-855-226-7318 (TTY: 711).

#) 855-226-7318-1- by dhoal _laally el ol 5 2 sl sac Lol ilesd of Aalll S31 oo i€ 13 1AL sala
(711 28415 aaall Caila

ATTENTION: Si vous parlez francgais, des services d’aide linguistique vous sont proposés gratuitement.
Appelez le 1-855-226-7318 (TTY: 711).

Js - wul.wuawmu&»éamédb)gsu‘y(waygb)‘ ul_,Sl Dlops
1-855-226-7318 (TTY: 711) 4y 5.

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa
1-855-226-7318 (TTY: 711).

MPOZOXH: Av pIAGTe eEAAnNVIKA, oTn 81GBe0T) oag BpiokovTal UTTNPETiEG YAWOOIKNG UTTOOTAPIENG, O1 OTTOIEG TTapEXovTal dwpedv. KaAéaTe
1-855-226-7318 (TTY: 711).

KUJDES: Nése flitni shqip, pér ju ka né dispozicion shérbime té asistencés gjuhésore, pa pagesé. Telefononi né 1-855-226-7318 (TTY: 711).

CareConnect Insurance Company, Inc.





