Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
Community Health Choice: Community Premier Gold 005 - Al/AN Zero Cost Variation

Coverage Period: 01/01/2023-12/31/2023
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, call 1-855-315-
5386 or https://www.communityhealthchoice.org/health-insurance-marketplace/know-the-details-2023/ . 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

WWWw.cciio.cms.gov or call 1-855-315-5386 to request a copy.

What is the overall

Important Questions Why This Matters:

services?

deductible? $0. See the Common Medical Events chart below for your costs for services this plan covers.

Are there services This plan covers some items and services even if you haven't yet met the deductible amount.
covered before you meet | Yes. But a copayment or coinsurance may appl

your deductible? y apply.

Are there other

deductibles for specific No. You don't have to meet deductibles for specific services.

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

Not Applicable. This plan does not have an out-of-pocket limit on your expenses.

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

Not Applicable. This plan does not have an out-of-pocket limit on your expenses.

Will you pay less if you
use a network provider?

Ves. See This plan uses a provider network. You will pay less if you use a provider in the plan’s network.
g . . You will pay the most of you use an out-of-network provider, and you might receive a bill from a
https://providersearch.communityhealth

choice.orq o call 1-855-315-5386 for provider for the difference between the provider's charge and what your plan pays (balance

a list of network providers billing). Be aware our network provider might use an out-of-network provider for some services
' (such as lab works). Check with your provider before you get services.
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* For more information about limitations and exceptions, see the plan or policy document https://www.communityhealthchoice.org/wp
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What You Will Pay

Common Medical Event Services You May Need

* For more information about limitations and exceptions, see the plan or policy document https://www.communityhealthchoice.org/wp-content/uploads/2022/04/eoc-
deductible-2023.pdf
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What You Will Pay

Non-Participating Limitations, Exceptions, & Other

Important Information

Common Medical Event Services You May Need Participating Provider Provider
(You will pay the least) (You will pay the

most)
For select frames, standard lenses, and
- ) contact lenses only, for children 18 years old
Children’s glasses No Charge Not Covered and younger. Limited to plan requirements.
_ *See Section 3(w)
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.)

X Abortion with exception of limited services x Cosmetic surgery x Non-emergency care when traveling outside the
*See Section 4(16) of your plan document x Dental care (Adult) U.S.

X Acupuncture X Infertility treatment X Routine eye care (Adult)

X Bariatric surgery X Long-term care X Weight loss programs

X Children’s dental check-up

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

x  Chiropractor care (35 visits per year) X Private-duty nursing (Inpatient private duty
X Hearing aids (each ear, every three years) nursing)

X Routine foot care (diabetes related services)

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: Texas Department of Insurance, 333 Guadalupe, Austin TX 78701 at 1-800-578-4677 or the issuer at 1-855-315-5386. 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

* For more information about limitations and exceptions, see the plan or policy document https://www.communityhealthchoice.org/wp-content/uploads/2022/04/eoc-
deductible-2023.pdf
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Language Access Services:
Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-855-315-5386

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-855-315-5386
Chinese (pe): 6 Y7TAO[pe$xZ*“ B' fF Z'11- 855-315-5386
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-855-315-5386

] To see examples of how tplanmight 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
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