Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

Memorial Hermann Health Solutions: Select3000 HSA

Coverage Period: 01/01/2024 — 12/31/2024
Coverage for: Individual, Family | Plan Type: HMO

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, refer to http://healthplan.memorialhermann
.org/for-brokers/resource-center or call 855-645-8448. 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 https://www.healthcare.gov/sbc-glossary/ or call 855- 645-8448 to request a copy.

Important Questions

What is the overall
deductible?

Are there services covered
before you meet your
deductible?

Are there other deductibles

for specific services?

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

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

Will you pay less if you use
a network provider?

Do you need a referral to see

a specialist?

Network Providers - $3,000 person /
$9,000 family.

Qut-of-network Providers - None.

Yes. Preventive care services are covered
before you meet your deductible. Does not
apply to Generic, Preferred brand or Non-

Preferred brand prescription drugs.

No.

Network Providers - $3,500 person /
$12,000 family. Out-of-network Providers —
None.

Premiums balance-billing charges, penalties
for failure to obtain Preauthorization for
services and health care this plan doesn’t
cover.

Yes. See
https://healthplan.memorialhermann.org/find-
a-doctor?network=Select+HMO or call 855-
645-8448 for a list of Network Providers.

No.
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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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‘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 |

Out-of-network

C?mmon Services You May Need Network Provider Provider Limitations, Exceptions, & Other Important Information
Medical Event . ’
(You will pay the least) (You will pay the
most)

Primary care visit to treat | No Charge.

an injt?‘ly or illness Deductibglle applies first. Not covered None.
vl e No Charge.
healt.h care Specialist visit Deductible applies first. Not covered None.
provider’s - ) , .
office or clinic | Preventive care/screening/ | No Charge. ot ; You .?aylptz;ve to pay for sedwlccjzes that arer;.t gre%\;lentm;. Alfk ?I]OE[JF

mmunization Deductible does not apply. ot covere provider if the services needed are preventive. Then check wha

— your plan will pay for.
. . Lab - No Charge.
I you have a _g—bDII:o ; (j\ls;'ri;eSt eray, X-ray - No Charge. Not covered Preauthorizat o for all Genetic Testing and Compl
Deductible applies first. uthorization required for all Genetic Testing and Complex

test e (CTIEET e No Charge ot covered Imaging. Non-compliance may result in a penalty.

MRIs) Deductible applies first.
If you need Retail Preferred: $2
drugs to treat . copay/prescription;
your illness or | Tier 1 Retail Non-Preferred: $8
condition (Low cost, high value copay/prescription; Not covered Preferred Network Providers/Pharmacies: Lower costapplies.
More Generics and select Mail Order: $4
information Brands) copay/prescription. Retail covers 30-day supply and mail order covers 90-daysupply.
about Deductible applies first.
prescription Retail Preferred: $40 Network Provider prescription drug copayment/coinsurance apply to
drug coverage copay/prescription; the Maximum Out-of-Pocket limit.
is availableat = Tier2 Retail Non-Preferred: $50
https://healthpl | (Preferred Brands and copay/prescription; Not covered Member responsible for paying applicable copay, allowable
an.memorialh = select Generics) Mail Order: $80 claim amount, or the contracted rate of the prescription, if less
ermann.org/M copay/prescription. than the established copay.
embers/Phar Deductible applies first.
macy-Benefit- Retail Preferred: $90 Preauthorization required for some drugs. Non-compliance may
Information, Tier 3 copay/prescription; result in a penalty.
or by calling 1- | (Non-Preferred Brands and | Retail Non-Preferred: $100 | Not covered
866-333-2757. | Generics) copay/prescription.
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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 pay the

Limitations, Exceptions, & Other Important Information

Mail Order: $180
copay/prescription.
Deductible applies first.
5000 eafiaEnee 30-day supply only. Annual Network Provider Deductible applies to all
Tier 4 | reosW Not covered Specialty drugs. Preauthorization required for some Specialty drugs.
' prescription. Specialty drugs are subject to utilization review.
SimpEal A Deductible applies first. =pecaty (oS W) izt View
E l}/t:l;t?::te z;%tﬁggg(:u%’ery center) ggd%fgzﬁl: 'applies first. Not covered Preauthorization required. Non-compliance may result in a penalty.
. No Charge. o . . :
surgery Physician/surgeon fees Deductible applies first, Not covered Preauthorization required. Non-compliance may result in a penalty.
Emergency room care No Chargefvisit godChﬁ[ﬁe/WSItl.i
L Deductible applies first. ﬁrztu# appiies
LTI No Char eltri
immediate Emergency medical No Chargel/trip. T9e/p.
. , : o Deductible applies None.
medical transportation Deductible applies first. first
attention ;
No Charge.
Urgent care No Charge. Deductible applies None
Deductible applies first. frst '
If you have a Irzoa;;l:;y IEE (g, iespitE] ggd%ﬁﬁ[)?: 'applies Fot Not covered Preauthorization required. Non-compliance may result in a penalty.
hospital stay . No Charge. , . ,
Physician/surgeon fees Deductible applies first. Not covered Cost included in Inpatient stay.
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Common
Medical Event

Services You May Need

Network Provider
(You will pay the least)

Professional Office Visits -

What You Will Pay

Out-of-network

Provider

(You will pay the

most)

Limitations, Exceptions, & Other Important Information

Preauthorization required for MH/SA intensive (extended) or

If you need
mZntaI health gg d%';zg?:applies first residential services, Applied Behavioral Analysis (ABA) therapy
behavioral Outpatient services Oufpatient services - No Not covered and non-behavioral health prpviders neuropsychiatric testing;
health, or Charge. Non- compliance may result in a penalty.
substance Deductible applies first.
LT No Charge
services Inpatient services De ductibglle 'applies first Not covered Preauthorization required. Non-compliance may result in a penalty.
- No Charge. Preauthorization required for the period outside the 48/96-hour
Office visits Deductible applies first. Not covered timeframe listed in the Evidence of Coverage (EOC). Non-
compliance may result in a penalty.
Childbirth/delivery No Charge. Childbirth/delivery professional services: Cost included in
If :
prigl;aar:: professional services Deductible applies first. Not covered Inpatient stay.
Cost sharing does not apply for preventive services. Depending on
Childbirth/delivery facility | No Charge. the type of services, a copayment, coinsurance, or deductible may
services Deductible applies first. Not covered apply. Maternity care may include tests and services described
elsewhere in the SBC (i.e. ultrasound).
Home health care No Charge/visit. Not covered Limited to 60 visits/year. Preauthorization required. Non-compliance
Deductible applies first. may result in a penalty.
Professional Office Visits:
If you need Speech & Hearing Exams - Physical Therapy/Occupational Therapy/Speech Therapy and
help No Charge. Chiropractic: Limited to 35 combined visits for rehabilitation
recovering or Deductible applies first. services and 35 combined visits for habilitation services across
have other Rehabilitation services PT/OT/ST -No Charge. Not covered physical medical services per plan year.

special health
needs

Deductible applies first.
Outpatient services - No
Charge.

Deductible applies first.

Plan limitations do not apply to services related to Autism Spectrum
Disorder.
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What You Will Pay

Out-of-network
Provider

(You will pay the

Common
Medical Event

Services You May Need

Network Provider Limitations, Exceptions, & Other Important Information

(You will pay the least)

Professional Office Visits:
Speech & Hearing Exams - Cardio/Pulmonary Rehabilitation limited to 36 visits for cardiac
No Charge. rehabilitation and 36 visits for pulmonary rehabilitation per plan year.
Deductible applies first.
Habilitation services PT/OT/ST -No Charge. ~ Not covered o .
Deductible applies first. Preauthorization required for Inpatient & ABA in Cognitive Therapy.
Outpatient services - No Non-compliance may result in a penalty.
Charge.
Deductible applies first.
: . No Charge. Limited to 25 days/year. Preauthorization required. Non-compliance
Sl TG 262 Deductible applies first. NEIEBIEEe may result in a penalty.
Durable medical No Charge. Limited to plan requirements; Preauthorization required. Non-
. : L Not covered . .
equipment Deductible applies first. compliance may result in a penalty.
, . No Charge. — . . ,
Hospice services Deductible applies first. Not covered Preauthorization required. Non-compliance may result in a penalty.
If your child Children’s eye exam Not covered Not covered None.
needs dental Children’s glasses Not covered Not covered None.
or eye care Children’s dental check-up | Not covered Not covered None.

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 Long-term care

e Dental care (Adult) ¢ Non-emergency care when traveling outside the

Routine eye care
Weight loss programs

o Infertility treatment u.sS.

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

e Bariatric Surgery (Preauthorization required) e Hearing aids (1 pair every 36 months)

e Chiropractic care (35 visits per year) e Private-duty nursing (Outpatient Home Health aide e Routine foot care (For an illness such as diabetes or

services & Inpatient services only — covered when_
medically necessary)

o Cosmetic surgery (Reconstructive surgery for birth a circulatory disorder of the lower extremities)

defects, injuries, tumors or infection)

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: For
group health coverage subject to ERISA, call MHHSI Customer Service at 855-645-8448 or http://healthplan.memorialhermann.org, or the Department of Labor's Employee
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Benefits Security Administration at 1-866-444-EBSA (3272) or http://www.dol.gov/ebsa/healthreform. For non-federal governmental group health plans, contact the
Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or http://www.cciio.cms.gov. Church plans
are not covered by the Federal COBRA continuation coverage rules. 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: For group
health coverage subject to ERISA, U.S. Department of Labor Employee Benefits Security Administration at 1-866-444-EBSA (3272) or http://www.dol.gov/ebsa/healthreform;
or Memorial Hermann Health Solutions Customer Service at 855-645-8448 or http://healthplan.memorialhermann.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.

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.

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.
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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

B The plan’s overall deductible $3000
M Specialist copayment $0
M Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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 $3,000

Copayments $10

Coinsurance $0

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $3,070

M The plan’s overall deductible $3000
W Specialist copayment $0
® Hospital (facility) coinsurance 0%
M Other coinsurance 0%

This EXAMPLE event includes services like:
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 $1,900

Copayments $1,400

Coinsurance $0

What isn’t covered
Limits or exclusions $20
The total Joe would pay is $3,320

care)
B The plan’s overall deductible $3000
M Specialist copayment $0
M Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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.

2024_MHHSI_SBC_SELECT_3000_HSA _HMO

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
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MERNPANN

Health Plan
Commercial Group Plans

Multi-Language Insert

Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have about
our health or drug plan. To get an interpreter, just call us at 1-855-645-8448. Someone
who speaks English/Language can help you. This is a free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder cualquier
pregunta que pueda tener sobre nuestro plan de salud o medicamentos. Para hablar con
un intérprete, por favor llame al 1-855-645-8448. Alguien que hable espafiol le podra
ayudar. Este es un servicio gratuito.

Chinese Mandarin: 3 12t 28 BN R IR SS, i Bh IR MR o2 T e 25 IR I AR T 58 1n] . N R IR TR
B, K FIRSS, 1 1-855-645-8448, F A S TAE N AR RERE. X2 DRSS

Chinese Cantonese: & FRAM 1 BE B ZEW) PRk vl A7 A 56 R, ZAubIRMie it g nfinE & & . &
BFRERER , BEEK 1-855-645-8448, ZE E E HE E E &K E & & B AKIEM4EY. &
BE: A

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot ang
anumang mga katanungan ninyo hinggil sa aming planong pangkalusugan o
panggamot. Upang makakuha ng tagasaling-wika, tawagan lamang kami sa 1-855-645-
8448. Maaari kayong tulungan ng isang nakakapagsalita ng Tagalog. Ito ay libreng
serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a toutes
vos questions relatives a notre régime de santé ou d'assurance-médicaments. Pour
accéder au service d'interprétation, il vous suffit de nous appeler au 1-855-645-8448.
Un interlocuteur parlant Francais pourra vous aider. Ce service est gratuit.

Vietnamese: Chung t6i c6 dich vu théng dich mién phi dé tra 18i cdc cau hoi vé chudng
suc khée va chuong trinh thuéc men. Néu qui vi can théng dich vién xin goi 1-855-645-
8448 sé c6 nhan vién ndi ti€ng Viét giup d& qui vi. Bay la dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu unserem
Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1-855-645-
8448. Man wird Ihnen dort auf Deutsch weiterhelfen. Dieser Service ist kostenlos.

Korean: JAI= 2| B IE= oFF 2 0f 2ot 20| goll E2| A 72 Y MH|AE HS5t
UELICH &Y MH|AE 0| 85t2{H T3} 1-855-645-8448H 2 2 oo FH AL, o1 0| E St=
HEAZ =t EE AYL|CE O] ME| A= 2 2HE L
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Russian: Ecnu y Bac BO3HMKHYT BONPOCblI OTHOCUTENIbHO CTPaxoBOro unm
MeAMKaMeHTHOro nnaHa, Bbl MOXeTe BOCMN0/1Ib30BaTbCA HaWKnMmM 6ecnnaTHbIMK yCyramu
nepeBoAuYMKoB. YTobbl BOCMO/b30BATbLCA YCNyraMm nepeBoaymka, no3BoHUTE HaM Mo
TenedoHy 1-855-645-8448. Bam okaxeT NOMOLLb COTPYAHUK, KOTOPbIA FOBOPUT MNO-
pycckun. laHHasa ycnyra 6ecnniaTtHas.

Arabic:

ax e o Jpanll Laal 4y oV Joan ol daally sl Al g1 e LU dpladl (558l an jiall oo a3 L)
Apall sty Lo gad i » g, 8448-546-558-1 e W Juai¥) (s s clle (il (558 dadd oda cline Luay
Apila,

Hindi: AR WY 1 &d1 &1 Aol b IR T 3G fobeit i 7% o STaTe & o fo §HR U Jord g
JaTE JUA . Uh GHIIIT Ut o o [T, S §H 1-855-645-8448 TR ThI- e, Pig fad ol fe= ] aerdl

8 3T AGE HR Gohdl ¢. 98 Uh IR 4T 6.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a eventuali
domande sul nostro piano sanitario e farmaceutico. Per un interprete, contattare il
numero 1-855-645-8448. Un nostro incaricato che parla Italianovi fornira |'assistenza
necessaria. E un servizio gratuito.

Portugués: Dispomos de servigos de interpretacdao gratuitos para responder a qualquer
questdo que tenha acerca do nosso plano de saude ou de medicagao. Para obter um
intérprete, contacte-nos através do niumero 1-855-645-8448. Ira encontrar alguém que
fale o idioma Portugués para o ajudar. Este servico é gratuito.

French Creole: Nou genyen sévis entepret gratis pou reponn tout kesyon ou ta genyen
konsénan plan medikal oswa dwog nou an. Pou jwenn yon entépret, jis rele nou nan 1-
855-645-8448. Yon moun ki pale Kreyol kapab ede w. Sa a se yon sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry pomoze w
uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania lekéw. Aby
skorzysta¢ z pomocy ttumacza znajacego jezyk polski, nalezy zadzwonié¢ pod numer 1-
855-645-8448. Ta ustuga jest bezptatna.

Japanese: LT DEEE B K K REER WAETSUICEATISEMICEERT A6 (. & & R
H—EXDNHY FTIWNVET, @BERECHGITHEAIZIE, 1-855-645-8448IC 5 FK B < L3 ., K EEK %
EIEZRNMRE VWVELET., ChEIE KR or—E2TY,
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