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

UniCare State Indemnity Plan/PLUS

A

Coverage Period: 07/01/2018-06/30/2019
Coverage for: Individual/Family | Plan Type: Indemnity

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, go to
www.unicarestateplan.com/pdf/Series4HBFY19.pdf or call 833-663-4176. 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 833-663-4176 to request a copy.

Important Questions  Answers Wy This Matters:

For network (PLUS) providers:
What is the overall $500/person or $1,000/family

deductible?
$500/person or $1,000/family

Are there services Yes. Preventive care and in-network
covered before you meet \behavioral health services are covered
your deductible? before you meet your deductible.

Are there other
deductibles for specific
services?

Yes, for prescription drug coverage:
$100/person or $200/family

In-network medical, emergency,
prescription drug and behavioral health
(shared):
$5,000/person or $10,000/family

Out-of-network medical and behavioral
health (shared):
$5,000/person or $10,000/family

Premiums, balance billing charges, and
health care this plan doesn’t cover

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

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

Yes. Go to unicarestateplan.com or call
833-663-4176 for a list of in-network
providers.

Will you pay less if you
use a network provider?

Do you need a referral to

see a specialist? No

03083MAMENUNC (Rev. 03/18)

For out-of-network (non-PLUS) providers:

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 must pay all of the costs for these services up to the specific deductible amount before
this plan begins to pay for these services.

The out-of-pocket limit is the most you could pay in a year for covered services. If you have
other familiy 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.

OMB Control Numbers 1545-2229, 1210-0147, and 0938-1146
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H All copayment and coinsurance costs shown in this chart apply both before and after your deductible has been met, if a deductible applies.

Common iihaaiculsiilliay Limitations, Exceptions, & Other
Medical Event Services You May Need Netvw.lork Provider Out-of-Network Provider Important Information
(You will pay the least) (You will pay the most)

With a Patient-Centered Primary

Primary care visit to treatan | Care PCP: $15 copay/visit $20 copay/visit and None
injury or illness All other PCPs: $20 copay/visit 20% coinsurance
Deductible does not apply
In MA:
Tier 1: $30 copay/visit
If you visit a health care Tier 2: $60 copay/visit o
provider's office or  Specialist visit Tier 3: $75 copaylvisit $g%§—°p—?‘l’v's't and None
clinic Outside MA and other specialists: o Consurance
$60 copay/visit
Deductible does not apply
You may have to pay for services that
Preventive care/screening/  No charge No charge aren’t preventive. Ask your provider if the
immunization Deductible does not apply Deductible does not apply services needed are preventive. Then
check what your plan will pay for.
Diagnostic test o i
(X-ray, blood work) No charge 20% coinsurance None
If h test Preauthorization is required for some
yotihave a fes Imaging $100 copay/da $100 copay/day and procedures. If you don’t get
(CT/PET scans, MRIs) copayrday 20% coinsurance preauthorization, benefits could be
reduced by up to $500.
, , $10 copay/prescription (retail) - :
lfrg:tu gﬁi?ll(:\r:sgsscff g $25 copay/prescription (mail order) supply; mail order cost share is for up to
condi);ion Tier 2 — Preferred brand and |$30 copay/prescription (retail) Not g a 90-dlay §upply. Some drugs require prior
some generic drugs $75 copay/prescription (mail order) QRIS authorization to be covered. Some drugs

* For more information about limitations and exceptions, see the plan or policy document at www.unicarestateplan.com/pdf/Series4HBFY19.pdf. 20f9
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Common What You Will Pay Limitations, Exceptions, & Other
Medical Event Services You May Need Net\A_/ork Provider Out-of-r‘_letwork Provider Important Information
(You will pay the least) (You will pay the most)

Benefits provided by have quantity limitations. A 90-day supply
Express Scripts of maintenance medications may be
More information about obtained at a CVS Pharmacy for the
prescription drug applicable mail order copay. If a drug
coverage is available at  Tier 3 — Non-preferred brand |$65 copay/prescription (retail) Not covered has a generic equivalent, and you buy
express-scripts.com drugs $165 copay/prescription (mail order) the brand name (even if your physician
Phone: 855-283-7679 indicates no substitutions), you will pay

the generic-level copay plus the cost
difference between the generic and the
brand name drug.

Limited to a 30-day supply. Must be filled
Limited to a 30-day supply with through Accredo, an Express Scripts

N specialty pharmacy. Some drugs require
: appropriate tier copay (see above) . N
Specialty drugs when purchased at a designated Not covered prior authorization to be covered. Some

drugs have quantity limitations. Some
specialty drugs may also be covered
under your medical benefit.

specialty pharmacy.

At a hospital facility in MA:
Tier 1: $110 copay/calendar quarter

Tier 2: $110 copay/calendar quarter o110 copay/calendar N -
: Facility fee (e.g., ambulatory | Tier 3: 2250 copav/calendar guarter quarter and Preauthorization is required for some
If you have outpatient surgery center) - 9200 opay/cale 20% coinsurance surgeries. If you don't get
surgery At a hospital facility outside MA: preauthorization, benefits could be
$110 copay/calendar quarter reduced by up to $500.
At a non-hospital facility: No charge ~ |20% coinsurance
Physician/surgeon fees No charge 20% coinsurance
Emergency room care $100 copay/visit (waived if admitted) $100 copayjvisit None

(waived if admitted)

If you need immediate  Emergency medical Covered only for transportation to the

medical attention transportation No charge No charge ggﬁ(rjiis; I1:ailc|l|ty equipped to treat the
$20 copayvisit $20 copayvisit Applies to stand-alone, non-hospital-
Urgent care Deductible does not apply Deductible does not apply  owned facilities only.
. . . Tier 1: $275 copay/calendar quarter  |$500 copay/calendar Preauthorization is required. If you don't
|sft)al°U have a hospital rFoaocr|Tl]|;[y G Tier 2: $500 copay/calendar quarter quarter and get preauthorization, benefits could be
y Tier 3: $1,500 copay/calendar quarter | 20% coinsurance reduced by up to $500.

* For more information about limitations and exceptions, see the plan or policy document at www.unicarestateplan.com/pdf/Series4HBFY19.pdf. 3of9



https://www.unicarestateplan.com/pdf/Series4HBFY19.pdf
https://www.express-scripts.com/

Common .
Medical Event Services You May Need

What You Will Pay

Network Provider Out-of-Network Provider
(You will pay the least) (You will pay the most)

Limitations, Exceptions, & Other
Important Information

Physician/surgeon fees

Outpatient services
If you need mental
health, behavioral
health, or substance
use disorder services
Inpatient services
Office visits

Childbirth/delivery

If you are pregnant professional services

No charge

Individual and family therapy:
$20 copay/visit

Group therapy, medication
management, and telehealth
services: $15 copay/visit

Deductible does not apply

$200 copay/calendar quarter
Deductible does not apply

No charge
Deductible does not apply

No charge

20% coinsurance

$30 copayvisit, plus any
charges over the allowed
amount

$200 copay/calendar
quarter and
20% coinsurance

20% coinsurance

20% coinsurance

Mental Health Services:
Preauthorization required for outpatient
therapy (individual/family) beyond 26.
Substance Use Disorder Services:
Preauthorization is not required for
treatment from Massachusetts
Department of Public Health (DPH)
licensed providers. For treatment from
non-DPH licensed providers,
preauthorization is required for
outpatient therapy (individual/family)
beyond 26.

Mental Health Services: Services in a
general hospital or psychiatric hospital.
May require preauthorization.

Substance Use Disorder Services:
Services in a general hospital or
substance use disorder facility.
Preauthorization is not required for
in-network facilities, or for out-of-network
facilities licensed by the Massachusetts
DPH. Preauthorization is required for
out-of-network facilities that are outside
of Massachusetts only.

Maternity care may include tests and
services described elsewhere in the SBC
(e.g., ultrasound).

Preauthorization is required for delivery.

. . - Tier 1: $275 copay/calendar quarter 500 copay/calendar If you don’t get preauthorization, benefits
Childbirthidelivery facility | 5. e50g copay/calendar quarter quarter and could be reduced by up to $500.

services

Tier 3: $1,500 copay/calendar quarter | 20% coinsurance

* For more information about limitations and exceptions, see the plan or policy document at www.unicarestateplan.com/pdf/Series4HBFY19.pdf. 4 of 9
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Common .
Medical Event Services You May Need

What You Will Pay

Network Provider Out-of-Network Provider
(You will pay the least) (You will pay the most)

Limitations, Exceptions, & Other
Important Information

If you need help
recovering or have
other special health
needs

If your child needs
dental or eye care

Home health care

Rehabilitation services

Habilitation services

Skilled nursing care

Durable medical equipment

Hospice services

Children’s eye exam

Children’s glasses
Children’s dental check-up

Excluded Services & Other Covered Services:

No charge

Physical and occupational therapy:

$20 copay/visit
Deductible does not apply
Speech therapy: No charge
Deductible does not apply

Early intervention services for children

under age 3: No charge
Deductible does not apply

20% coinsurance

No charge

Deductible does not apply to

breast pumps

No charge

Optometrist: $60 copay/visit

Ophthalmologist In MA:
Tier 1: $30 copay/visit
Tier 2: $60 copay/visit;
Tier 3: $75 copay/visit

Ophthalmologist outside MA:

$60 copay/visit
Deductible does not apply
Not covered
Not covered

20% coinsurance

Physical and occupational
therapy: $20 copay/visit

Speech therapy:
20% coinsurance

Early intervention services
for children under age 3:
No charge

Deductible does not apply
20% coinsurance

20% coinsurance

Deductible does not apply
to breast pumps

20% coinsurance

$60 copay/visit and
20% coinsurance

Deductible does not apply

Not covered
Not covered

Preauthorization is required. If you don’t
get preauthorization, benefits could be
reduced by up to $500.

Preauthorization is required. If you don’t
get preauthorization, benefits could be
reduced by up to $500.

Limit of 20 visits/plan year

None

Limit of 45 days/plan year in an inpatient
facility

Preauthorization is required if costs will
be more than $1,000. If you don't get
preauthorization, benefits could be
reduced by up to $500.

None

Routine eye exams including refraction
and glaucoma testing

Limit of one exam every 24 months

None
None

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 Cosmetic surgery

e Dental care (adult)
e Long-term care

* For more information about limitations and exceptions, see the plan or policy document at www.unicarestateplan.com/pdf/Series4HBFY19.pdf. 50f9
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Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
e Bariatric surgery e Non-emergency care when traveling outside o Routine foot care (when diagnosis is diabetes
e Chiropractic care (limit of 20 visits/plan year) the U.S. or peripheral vascular disease)
e Hearing aids e Private duty nursing (at home only) e Weight loss programs (when BMI is 40 or
e Infertility treatment ¢ Routine eye care (adult) higher)

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. Contact the Group Insurance
Commission’s Public Information Unit at 617-727-2300; the Department of Labor's Employee Benefits Security Administration at 866-444-EBSA (3272) or
www.dol.gov/ebsa; or the U.S. Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 877-267-2323 x61565 or
www.cciio.cms.gov. 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 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:

UniCare Life and Health Insurance Company

Grievances and Appeals

P.O. Box 2011

Andover, MA 01810-0035

833-663-4176

Additionally, a consumer assistance program can help you file your appeal. Contact:
Massachusetts Office of Health Care for Al
30 Winter Street, Suite 1004
Boston, MA 02108
800-272-4232
www.hcfama.org/helpline

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.

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 www.unicarestateplan.com/pdf/Series4HBFY19.pdf. 60of9
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About these Coverage Examples:

i

Peg is Having a Baby

(9 months of in-network pre-natal care

Managing Joe’s Type 2 Diabetes
(a year of routine in-network care of a

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.

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

and a hospital delivery)

M The plan’s overall deductible $600
M Specialist copayment $30/60/75
M Hospital (facility)

copayment $275/500/1,500

Ml Other coinsurance 20%

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 $12,840

In this example, Peg would pay:
Cost Sharing
Deductibles
Copayments
Coinsurance
What isn’t covered
Limits or exclusions
The total Peg would pay is

well-controlled condition)

M The plan’s overall deductible $600
M Specialist copayment $30/60/75
M Hospital (facility)

copayment $275/500/1,500

Ml Other coinsurance 20%

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 $7,460

In this example, Joe would pay:
Cost Sharing
Deductibles
Copayments
Coinsurance
What isn’t covered
Limits or exclusions

The total Joe would pay is $1,460

and follow-up care)

M The plan’s overall deductible $600
M Specialist copayment $30/60/75
W Hospital (facility) copayment $275/500/1,500
B Other coinsurance 20%

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

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

Total Example Cost $2,010
In this example, Mia would pay:
Cost Sharing

Deductibles $500

Copayments $240

Coinsurance $0

What isn’t covered
Limits or exclusions $0
The total Mia would pay is $740

The plan would be responsible for the other costs of these EXAMPLE covered services. 70of9


https://www.healthcare.gov/sbc-glossary/%23plan

Language Access Services:
(TTY/TDD: 711)

8336634176 Ao il ian_sia ) Ganill | Jilia 30 litly il gleall 5 50 Lol e Jpmnd) A G cotiieaall 38 Ly O jlassival o/ il 5IS 3] (4 s2J1) (Arabic)
Chinese (F37) : AR A AH B » TAEEFERTNES R BESHIAIER - NMFFHEE RS > 552 833-663-4176,

French (Frangais) : Si vous avez des questions sur ce document, vous avez la possibilité d’accéder gratuitement a ces informations et a une aide dans votre langue.
Pour parler a un interpréte, appelez le 833-663-4176.

Greek (EAAnvIka) Av £xete TuXOV aTmopieg OXETIKA WE TO TTAPAOV £yypago, EXETE T dikaiwpa va AaBeTe BonBeia kal TTAnpogopies aTn yAwooa aag dwpeav. Ma va
MIAAOETE e KATToIoV dIEPUNVED, TNAEQWVHOTE 0T 833-663-4176.

Gujarati (exR0dl): 651 1L £2AlASY Vi3 AUA SITURL URAL S dl, SIOUBL W2 4012 AUAL S HEE il HIGAL HAAUAL dHA 2512 9. LB 112 Al 529
12, 5l4 521 833-663-4176.

Haitian Creole (Kreyol Ayisyen): Si ou gen nenpot kesyon sou dokiman sa a, ou gen dwa pou jwenn ed ak enfomasyon nan lang ou gratis. Pou pale ak yon entepret,
rele 833-663-4176.

Hindi (fY): 31T 31T0eh T8 SH GEcTast & IR 3 IS Y& §, Al 3T fo:g[eh 39t #7797 7 Hee 3R SRR Ured olel &7 HRAHR &1 gy
T 91 A & [T, il e 833-663-4176 |

Italian (ltaliano): In caso di eventuali domande sul presente documento, ha il diritto di ricevere assistenza e informazioni nella sua lingua senza alcun costo aggiuntivo.
Per parlare con un interprete, chiami il numero 833-663-4176.

Khmer (ZE’J) ZUHﬁMSﬁfﬂﬂiilz’[ﬁigjﬁHmﬁﬁﬁHﬁS HﬁmsmggS’ﬂfﬁSLUSa’:imemsmmeniUﬁfHﬁZm&fﬁﬁ“ﬁﬁi&"7 15 bﬂj/’ﬁiﬁﬁ
mywﬁf{ﬁu&“zzu 5:U‘HZU77 833-663-4176 7

Korean (33 0f): & 2 A{0f Chs OftH 3t 2| Af2I0|2LE U2

AE B2 Tt = w5k AL S
UELICE S A ALt 0|0F7| 5} ™ 833-663-4176 2 29| 5H & A| 2.

FIF
Q

02 2 2 A FHES s A2t

Lao (w999090): 1) 90 oww “©9nwlogn 'don vcenzzwy ", v ww "o T0lo s veosvg ‘oscen. “oaore T Tw, vcu v
wIFI2e9) wloev T ‘coee 9. cw " oo "o "wn Lo awccuwIzr, & TS 833-663-4176.

Polish (polski): W przypadku jakichkolwiek pytan zwigzanych z niniejszym dokumentem masz prawo do bezptatnego uzyskania pomocy oraz informacji w swoim jezyku.
Aby porozmawia¢ z ttumaczem, zadzwon pod numer: 833-663-4176.
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Language Access Services:

Portuguese (Portugués): Se tiver quaisquer duvidas acerca deste documento, tem o direito de solicitar ajuda e informagdes no seu idioma, sem qualquer custo. Para
falar com um intérprete, ligue para 833-663-4176.

Russian (Pycckuii): ecnn y Bac eCTb kakue-nbo BONpPOCh! B OTHOLLEHUM JaHHOTO JOKYMEHTA, Bbl MMEETE NpaBo Ha BecnnaTHoe nosyyYeHne NOMOLLM 1 MHAOPMALIK
Ha BaLleM 3bike. UToBbl CBA3ATLCS C YCTHLIM NEPeBOAYMNKOM, NO3BOHUTE no Ten. 833-663-4176.

Spanish (Espaiiol): Si tiene preguntas acerca de este documento, tiene derecho a recibir ayuda e informacion en su idioma, sin costos. Para hablar con un intérprete,
llame al 833-663-4176.

Vietnamese (Tiéng Viét): Néu quy vi co bt ky thac méc nao vé tai liéu nay, quy vi cé quyén nhan sur tro giip va thong tin bang ngon ngir cua quy vi hoan toan mién
phi. D¢ trao doi vai mot thdng dich vién, hay goi 833-663-4176.

It's important we treat you fairly
That's why we follow federal civil rights laws in our health programs and activities. We don’t discriminate, exclude people, or treat them differently on the basis of

race, color, national origin, sex, age or disability. For people with disabilities, we offer free aids and services. For people whose primary language isn’t English, we
offer free language assistance services through interpreters and other written languages. Interested in these services? Call the member services number on your
ID card for help (TTY/TDD: 711). If you think we failed to offer these services or discriminated based on race, color, national origin, age, disability, or sex, you can
file a complaint, also known as a grievance. You can file a complaint with our Compliance Coordinator in writing to Compliance Coordinator, P.O. Box 27401,

Mail Drop VA2002-N160, Richmond, VA 23279. Or you can file a complaint with the U.S. Department of Health and Human Services, Office for Civil Rights at
200 Independence Avenue, SW; Room 509F, HHH Building; Washington, D.C. 20201 or by calling 800-368-1019 (TDD: 1- 800-537-7697) or online at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf. Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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