Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services
| CA SignatureValue Harmony HMO WKA

A5

',,J UnitedHealthcare

Coverage Period: 01/01/2020 - 12/31/2020
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, visit http://csveba.welcometouhc.com/ or
call 1-888-586-6365. 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/sbc-glossary/ or call 1-888-586-6365 to request a copy.

specific services?
What is the out-of-

pocket limit for this
plan?

What is not included

in the out-of-pocket
limit?

For participating providers $1,500
individual / $3,000 family.

Copayments for certain services,
premiums, balance-billing charges,
and health care this plan doesn’t
cover.

Important Questions | Answers Why This Matters:

\é\ggﬁé;tflr;e?overall $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. But
Yes. Preventive care and primary : : . .

covered before you . a copayment or coinsurance may apply. For example, this plan covers certain preventive
care services are covered before you , . , . )

meet your , services without cost-sharing and before you meet your deductible. See a list of covered

. meet your deductible. : . : . .

deductible? B preventive services at https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other

deductibles for No. 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.

Will you pay less if
you use a network
provider?

Do you need a
referral to see a

specialist?

Yes. See
http://csveba.welcometouhc.com/ or
call 1-888-586-6365 for a list of
participating providers.

Yes, written or oral approval is

required, based upon medical policies.

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 a non-participating 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 participating provider might use a non-participating provider for some
services (such as lab work). Check with your provider before you get services.

This plan will pay some or all of the costs to see a specialist for covered services but only if you
have a referral before you see the specialist.
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Common What You Will Pay Limitations, Exceptions, & Other

: rvices You May N — . i e—" . :
Medical Event Services You May Need Part|C|pat|ng Provider Non Part|.C|pat|ng Provider Important Information
(You will pay the least) (You will pay the most)
$20 copay / office visit and : o .
Primary care visitto treat ~ $20 copay / Virtual visits by a Not covered gf%gg \r/?;te“;zdsi%gvr'];?ién :drilgr?tr; tgr
an injury or illness designated virtual ' COpayMeENts

participating provider BT e ity ipjal

Member is required to obtain a referral
to specialist or other licensed health
care practitioner, except for OB/GYN

If you visit a health care Physician services, reproductive health
rovider’s office or L . care services within the Participating
p—clinic Specialist visit $20 copay / visit Not covered Medical Group and Emergency /

Urgently needed services. If you
receive services in addition to office
visit, additional copayments or
coinsurance may apply.

You may have to pay for services that
aren’t preventive. Ask your provider if the

Preventive care/screening/

, — No charge Not covered : .
immunization services you need are preventive. Then
check what your plan will pay for.
Diagnostic test (x-ray, No charge Not covered
blood work)
If you have a test _ None
:\;lnslgl)ng (SIFET $100 copay / test Not covered
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Common SR Sarticinating P V\{gat You Vlilli" Psy cioating Provid Limitations, Exceptions, & Other
Medical Event \ articipating Provider on-Participating Provider Important Information
(You will pay the least) (You will pay the most)

Tier 1 — Generic drugs Not covered Not covered
If you need drugs to ier 2 —
y l arug Tier 2 — Preferred Brand N aaver) N aaver)
treat your illness or drugs Ref h lan §
condition j e e_{ to your pharmacy plan for coverage
Refer to your pharmacy ~ Tier 3 — Non-Preferred Not covered Not covered elals.
plan for coverage details. ~ Brand drugs
Tier 4 — Specialty drugs Not covered Not covered
Facility fee (e.g., No charge Not covered
If you have outpatient ambulatory surgery center) None
surgery
Physician/surgeon fees No charge Not covered
Emergency room care $150 copay / visit $150 copay / visit Copayment waived if admitted.
If you need immediate ELUERTe sl No charge No charge None
medical attention transportation

If you receive services in addition to

Urgent care $20 copay / visit $75 copay / visit urgent care, additional copayments or
coinsurance may apply.

Facility fee (e.g., hospital

$250 copay / admit Not covered
If you have a hospital ~ "°°M)
stay None

Physician/surgeon fees No charge Not covered

$20 copay / office visit and
If you need mental Outpatient services No charge for all other Not covered . o
health, behavioral outpatient services Substance abuse outpatient and inpatient
health, or substance services are covered at No charge.
abuse services Inpatient services $250 copay / admit Not covered
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Common
Medical Event

Services You May Need

What You Will Pay

Participating Provider

Non-Participating Provider

Limitations, Exceptions, & Other
Important Information

(You will pay the least)

(You will pay the most)

Cost sharing does not apply to certain

Office visits No charge Not covered preventive services. Routine pre-natal
care and first postnatal visit is covered at
Childbirth/delivery No charge. Depending on the type of
- _ » coinsurance may apply. Maternity care
Childbirth/delivery facility ¢ copay / admit Not covered may include tests and services described
Services elsewhere in the SBC (i.e. ultrasound).
Home health care No charge Not covered None
I . . Coverage is limited to physical,
Rehabilitation services $20 copay / visit Not covered occupational, and speech therapy.
If you need help Habilitative services Not covered Not covered No coverage for Habilitative services.
recovering or have other
special health needs
Skilled nursing care No charge Not covered Up to 100 days per benefit period.
—D“f?‘b'e medical No charge Not covered None
equipment
Vo senlas No charge Not covered If inpatient admlss_lon, subject to inpatient
copayments or coinsurance.
Children’s eye exam No charge Not covered 1 exam per year.
If your child needs s
dental or eye care Children’s glasses Not covered Not covered None
Children’s dental check-up  Not covered Not covered No coverage for Dental check-ups.
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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 o Infertility treatment e Private-duty nursing
e Dental care (Adult) e Long-term care ¢ Routine foot care
e Dental care (Child) e Non-emergency care when traveling outside the U.S. e  Weight loss programs

Habilitative services

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

e Bariatric surgery e Hearing aids e Routine eye care (Adult)
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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
are: Department of Managed Health Care California Help Center, 980 9" street Suite #500, Sacramento, CA 95814-4275 at 1-888-466-2219 or
http://www.healthhelp.ca.gov., or Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or http://www.dol.gov/ebsa/healthreform.
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 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: your human resource department, and the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
http://www.dol.gov/ebsa/healthreform.

Additionally, a consumer assistance program may help you file your appeal. Contact Department of Managed Health Care California Help Center, 980 9t street
Suite #500, Sacramento, CA 95814-4275 at 1-888-466-2219 or http://www.healthhelp.ca.gov.

Does this plan provide Minimum Essential Coverage? Yes
If you don't have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax return unless you qualify for an exemption from the
requirement that you have health coverage for that month.

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 (Espafiol): Para obtener asistencia en Espafiol, llame al 1-888-586-6365.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-888-586-6365.
Chinese (FX): INEFEPXHIELE, FHIKITX A5 51-888-586-6365.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-888-586-6365.

To see examples of how this plan might 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 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 participating provider pre-natal care
and a hospital delivery)

Managing Joe’s type 2 Diabetes

(a year of routine participating provider care of
a well-controlled condition)

Mia’s Simple Fracture

(participating provider emergency room visit and
follow up care)

M The plan’s overall deductible $0 ™ The plan’s overall deductible $0 ™ The plan’s overall deductible $0
M Specialist copayment $20 m Specialist copayment $20 m Specialist copayment $20
B Hospital (facility) copayment $250 ® Hospital (facility) copayment $250 m Hospital (facility) copayment $250
B Other coinsurance 0% M Other coinsurance 0%  ® Other coinsurance 0%
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) Primary care physician office visits Emergency room care (including medical supplies)
Childbirth/Delivery Professional Services (including disease education) Diagnostic test (x-ray)
Childbirth/Delivery Facility Services Diagnostic tests (blood work) Durable medical equipment (crutches)
Diagnostic tests (ultrasounds and blood work) Prescription drugs Rehabilitation services (physical therapy)
Specialist visit (anesthesia) Durable medical equipment (glucose meter)

Total Example Cost \ $12,800 Total Example Cost \ $7,400 Total Example Cost \ $1,900
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:

Cost Sharing Cost Sharing Cost Sharing

Deductibles $0 Deductibles $0 Deductibles $0

Copayments $300 Copayments $100 Copayments $300

Coinsurance $0 Coinsurance $0 Coinsurance $0

What isn't covered What isn't covered What isn't covered
Limits or exclusions $100 Limits or exclusions $6,000 Limits or exclusions $0
The total Peg would pay is $400 The total Joe would pay is $6,100 The total Mia would pay is $300
Note: These numbers assume the patient does not participate in the plan’s wellness program. If you participate in the plan’s wellness program,
you may be able to reduce your costs. For more information about the wellness program, please contact: 1-888-586-6365.
The plan would be responsible for the other costs of these EXAMPLE covered services. 70f7



English
IMPORTANT LANGUAGE INFORMATION:
You may be entitled to the rights and services below. You can get an interpreter or translation services at no charge. Written information may

also be available in some languages at no charge. To get help in your language, please call your health plan at: UnitedHealthcare of
California 1-800-624-8822 / TTY: 711. If you need more help, call HMO Help Line at 1-888-466-2219.

Spanish

INFORMACION IMPORTANTE SOBRE IDIOMAS:

Es probable que usted disponga de los derechos y servicios a continuacion. Puede pedir un intérprete o servicios de traduccion sin cargo. Es
posible que tenga disponible documentacion impresa en algunos idiomas sin cargo. Para recibir ayuda en su idioma, llame a su plan de
salud de UnitedHealthcare of California al 1-800-624-8822 / TTY: 711. Si necesita mas ayuda, llame a la linea de ayuda de la HMO al

1-888-466-2219.

Chinese

EEEEEM -

BAIEE A BB ESR FIAEFIEE T IRTS - BRIl BEINOEZES e BIERTE - BB ES Ih ik
EREEEEN - MENSEBEES EI’\JT:mﬁJJ EEII T EFE TR RS -
UnitedHealthcare of California 1-800-624-8822 / B2 HEESIEFERFEELR (TTY) 1 711 - BEREE

Z138h - 5855 HMO BN & 48 1-888-466-2219 -

Arabic “Aall e Aaga cilaglna
Las psm (s Aea il Clead i (5558 paa yie o Jseanl) S olial laadlly 3sial) e Jgeaall Sase 585 Ly
Sle maall dliba,y Jlai¥l o) el sacboe o Janlly agu) Gsb el saey 40l ilagladl) Wyl 355
Sy Bacluall (o 2 jal Ciial 135 1-800-624-8822 / TTY: 711 &) = UnitedHealthcare of California

.1-888-466-2219 A&l e HMO 3 £ sac Luad) Jass Juaid)

Armenian

qurocdnr rceduuuu S BUNkESNRL

Zujutwjut k, np 2Eq hwuwubkh thukt hbnbjuw) hpwniupubpt ni Swupwmipmibubpnp:
Yuwuipnn p vty punbwdnp pupgdwish jud pupgdumiinipjut wmbddwp dwunwnipiniuubtnp:
Zuwpwnnp Ednp dh pwapp 1Egnibtpny twal wnljw 1thth wmbud&wn gqpudnp rnbnbEnipinih: 2Qbnp
1kqyni ogunipnih unwbwnt hunlwp fatanpmid kup qubiquhwph) QEp wpnneuuyuhwljut
dpwughp’ UnitedHealthcare of California 1-800-624-8822 / TTY 711 hwudwpni]: Zu]bjjug
oqunipjut uipnhph ntypmJd, quuqubhuptp HMO-h Oqunipjut hEpwihanuuwughs
1-888-466-2219 hwidwnpnd:

Cambodian , _
NS AIEISHOMaNs:
&gﬁmrjgﬁmsmg Gims ﬁjg Sﬁimﬁig’imﬁ‘i‘[ﬁ”ﬁﬁ"l Hﬁi—ﬂGGGFUHﬁUﬁTLU U‘ifﬁhmiﬁﬁilﬁ ENWRHAG

ﬂﬁmSiuﬂijﬁIﬁﬁﬁ ﬁmﬁshmsmmﬁﬂqmﬁgs i"’]l‘ﬁﬁﬁﬁﬁiﬁiﬁiﬂ Y| S GIUN S WMman
5Ufﬁi—iﬁ fﬁHQimmiQ‘fﬁiﬂﬂmBmﬂiUﬁJHﬁ muoitua s UnltedHeaIthcare of California 1-800-624-8822 /
TTY: 711"] IUMSHﬁLﬁiﬁ”IIﬁS[U‘EﬁHinﬁ iUﬁiSjGﬁﬁiﬂﬁStﬁ HMO Muyifu8 1-888-466-2219



Farsi
10LJ Asa ) aga cile Sl

SRl gz O ) A B L (LS e e Slead S e 2ll ) ps 2l ) Slead 5 Gsfa gl p Sl (S LS

L leial ) 5SS il o) adlasa se b Gl ) (oA e A A e DA 5y s Sl (Sas (oS Sile Bl oS Gl Hagh e

ol 1-800-624-8822/TTY: 711 » )& 4 UnitedHealthcare of California (Sl 52 4<l Lkl (olia s ol

1-888-466-2219 o )bl 40 HMO (2leid) ) 5 S8 by jo Tad b eyl Ol o 5iden laial ) 5 oSS 4 81 3,8,
—“:’)»—i—‘ ol

Hindi

aTeT-Hael FgeaqUl ISR

319 e 3Rt 3T Aarsit & ghar 81 Fehd § | TIh HFA H ATSAT AT JHegare dare

3UcTs IS ST Tehdll 81 T ATIST H fofad Jraihil off 39 HFT H 3T FU3 ST Thell 81

379 SATST H HETIAT 9o hlal & [T, HUAT 39 FITELT Tl I AgT bl h: UnitedHealthcare of

CahfLrnla 1-800-624-8822 / TTY: 711| 9¥| 3TaRea @g™@ar &1 m@Tsar 954 91, HMO

Help Line s 1-888-466-2219 T shiel 1 |

Hmona
COV NTAUB NTAWV LUS TSEEM CEEB:

Tej zaum koj yuav muaj cai rau cov cai pab cuam hauv gab no. Koj tuaj yeem tau txais ib tug kws txhais lus los sis txhais ntawv
pub dawb. Cov ntaub ntawv sau no muaj sau ua gee yam ntaub ntawv pub dawb rau sawd daws. Yuav tau txais kev cov ntaub
ntawv sau ua koj lus, thov hu rau ghov chaw npaj kho mob rau ntawm: UnitedHealthcare of California

1-800-624-8822 / TTY: 711. Yog koj xav tau kev pab ntxiv, hu rau HMO Help Line ntawm tus xov tooj 1-888-466-2219.

Japanese
EEXBY—FRIZODLVTOEELBHLE :

BERICIE, UTHEANSHY ., RELY—EXRZTHRAWFEIT5RE8EENHY T3, SFH

X, BREFELIIFROV—ERZERTIHAWNETET, SEBICE T, XEESIN: BREZEHNTIFHTESHEELHYET,
CHLEDEBIZLIEMZCHFLEDAIL. BEH OEBRRKR TS VICSERK CES LY,  UnitedHealthcare of California 1-800-624-8822 /

TTY: 711, C QDY R— FARBERIFEIZIE. HMO Help Line [Z 1-888-466-2219 2T &/
WEbhE S,

Korean

32 2o HH

T5t= oteiet #2 W2l ¥ MHIAE FEld & UsLc Fete 89 &2 HY MHIAE H|I8 2HERIO0| 0|8stA = U&suct
UE 10{9] B MM 3 MH|A EFF H|E BEA B MH|A7F 2HstA|M F5te| HAZ 2”0l CHS

0
Q.
=
e
=
o

= —
MetHES 2 29|54 A|2. UnitedHealthcare of
66-2219)2 2 EOISHAAIL.



Punjabi
HI3ISYIS IH ©f Aedat:

It It £ wiitharg w2 Aoe  Jaug I AaR I IH 9o fOR 9= 2 TIEM 7 wgee
A= yUZ IS Aae J1 fBuEt Aeardt a9 gEw oo fHor fan w99 © fHs "aet I wuEt s
feg Aofes YUz 995 39, fagur 93 wnust oz v § 8 3% a3: UnitedHealthcare of
California 1-800-624-8822 / TTY: 7111 # 3T¢ I3 Hee I J, 3 HMO I8y odis 3 I8 a3
1-888-466-22191

Russian

BAXHAA A3bIKOBAA UHO®OPMALUA:

Bam moryT nonaratbcs cnegywowme npasa u ycnyru. Bbl moxeTe nonydntb 6ecnnatHyld MOMOLLb YCTHOrO mepeBodyvvKka MM MUCbMEHHbIN
nepesod. NncbMeHHass MHopMauns MOXeT ObiTb Takke OCTYMNHA Ha psage A3bikoB 6ecnnaTtHo. YTobbl Nony4ynMTb NOMOLLL Ha BaweM S3blke,
noxkanymcra, no3BoHUTe no Homepy Bawero nnaHa: UnitedHealthcare of California 1-800-624-8822 / nuuua TTY: 711. Ecnn Bam Bce ewe
TpebyeTca nomoLLb, No3BoHUTE B cryby nogaepxkm HMO no tenedoHy 1-888-466-2219.

Tagalog
MAHALAGANG IMPORMASYON SA WIKA:

Maaaring kwalipikado ka sa mga karapatan at serbisyo sa ibaba. Maaari kang kumuha ng interpreter o mga serbisyo sa pagsasalin nang walang
bayad. Maaaring may available ding libreng nakasulat na impormasyon sa ilang wika. Upang makatanggap ng tulong sa iyong wika, mangyaring
tumawag sa iyong planong pangkalusugan sa: UnitedHealthcare of California 1-800-624-8822 / TTY: 711. Kung kailangan mo ng higit pang
tulong, tumawag sa HMO Help Line sa 1-888-466-2219.

Thai

mmgaa-mspmu'mun-nu'n

At idaNa lasudnsuazusniseie q ﬂ'ma'wu aaugusnuaauulaniuIausaisudaniwle
Tae'llisasdua1ldanausatnolea uanaail dearafidauatduaradneaidnesureniu 1 biisaa Tan
Tisaundaa ladanausad19la nndasnisuaauhamdatiluawraasan TusaTnsaAnviaownu
gunwuavamu ; UnitedHealthcare of California 1-800-624-8822 / @ wsugiiauunnsadnianis
Wa : 711 windasnisauthamudacindu TusaTnsdnwvideaudliialuzdlaidatasrdu HMO
AnanaeuTnsdwyi 1-888-466-2219

Vietnamese

THONG TIN QUAN TRONG VE NGON NGO

Quy vi co thé dwoc hwdng cac quyén va dich vy duoi day Quy vi co thé yéu cau dwoc cung cdp mot thong dich vién hoac cac dich vu dich thuat
mién phi. Théng tin bang van ban cling ¢c6 thé s&n c6 & mét sd ngdn ngr mién phi. D& nhan tro' gitp bang ngon ngu cua quy vi, vui l1ong goi cho
chwong trinh bdo hiém vy té cua quy vi tai: UnitedHealthcare of California 1-800-624-8822 / TTY: 711. Néu quy vi can trg gilp thém, xin goi
Puwong day hd tro HMO theo sb 1-888-466-2219.
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Nondiscrimination Notice and Access to Communication Services

UnitedHealthcare does not exclude, deny Covered Health Care Benefits to, or otherwise discriminate against any Member on the ground of race,
color, national origin, ancestry, religion, sex, marital status, gender, gender identity, sexual orientation, age, or disability for participation in, or
receipt of the Covered Health Care Services under, any of its Health Plans, whether carried out by UnitedHealthcare directly or through a Network
Medical Group or any other entity with which UnitedHealthcare arranges to carry out Covered Health Care Services under any of its Health Plans.

Free services are available to help you communicate with us such as letters in other languages, or in other formats like large print. Or, you can ask for
an interpreter at no charge. To ask for help, please call the toll-free number listed on your health plan ID card.

If you think you weren’t treated fairly because of your sex, age, race, color, national origin, or disability, you can send a complaint to:

Online: UHC Civil Rights@uhc.com
Mail: Civil Rights Coordinator
UnitedHealthcare Civil Rights Grievance
P.O. Box 30608 Salt Lake City, UTAH 84130

You must send the complaint within 60 days of when you found out about it. A decision will be sent to you within 30 days. If you disagree with the
decision, you have 15 days to ask us to look at it again. If you need help with your complaint, please call the toll-free phone number listed on your
health plan ID card, Monday through Friday, 8 a.m. to 8 p.m.

You can also file a complaint with the U.S. Dept. of Health and Human Services.

Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)
Mail: U.S. Dept. of Health and Human Services
200 Independence Avenue, SW Room 509F, HHH Building
Washington, D.C. 20201




