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

Valley Health Plan: Gold 80 HMO AI-AN

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

to request a copy.

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 us at www.valleyhealthplan.org or call 1-888-
421-8444. 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 https://www.dol.gov/ebsa/healthreform or call 1-888-421-8444

What is the overall
deductible?

Important Questions Answers Why This Matters:

$0

See the Common Medical Events chart below for your costs for services this plan covers.

Are there services
covered before you meet
your deductible?

Not Applicable.

This plan does not have a deductible. See the chart starting on page 2 for other costs for
services this_plan covers. See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits/. Includes ACA preventive care
requirements http://www.ncsl.org/research/health/american-health-benefit-exchanges-b.aspx

Are there other
deductibles for specific
services?

No.

There are no other deductibles for specific services. See the chart starting on page 2 for other
costs for services this plan covers.

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

For network providers
$8,700 individual/$17,400 family

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. Copays and coinsurance amount that you pay
for covered services applies towards your annual maximum out-of-pocket expense.

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

Copayments for certain services,
premiums, balance-billing 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.

Will you pay less if you
use a network provider?

Yes. See Valley Health Plan
Provider Search or call 1-888-421-
8444 for a list of network providers

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.

Do you need a referral to
see a specialist?

Yes.

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.

(DT - OMB control number; 1545-0047/Expiration Date: 12/31/2019)(DOL - OMB control number; 1210-0147/Expiration date: 5/31/2022)

Page 1 of 5

(HHS - OMB control number: 0938-1146/Expiration date: 10/31/2022)


https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
http://www.valleyhealthplan.org/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary
https://www.dol.gov/ebsa/healthreform%20or%20call%201-888-421-8444
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/coverage/preventive-care-benefits/
http://www.ncsl.org/research/health/american-health-benefit-exchanges-b.aspx
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/#out-of-pocket-limit
https://www.healthcare.gov/sbc-glossary/#out-of-pocket-limit
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/#out-of-pocket-limit
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/#network-provider
https://vhpservices.sccgov.org/
https://vhpservices.sccgov.org/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/#referral
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/

44 Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

Limitations, Exceptions, & Other
Important Information

Common Medical Event Services You May Need Network Provider Out-of-Network Provider
(You will pay the least) | (You will pay the most)

Primary care visit to treat an

. ) $35/visit Not covered
injury or iliness
If you visit a health care  Specialist visit $65/visit Not covered
provider’s office or
clinic
Preventive care/screening/ No charge Not covered

immunization

Diagnostic test (x-ray, blood  Lab - $40Avisit

Not covered
work) " Xeray - $75/visit '
If you have a test imaging (CTIPET
maging scans, .
MRIs) $75/visit Not covered
Generic drugs $15 copay/prescription | Not covered
If you need drugs to Preferred brand drugs $60 copay/prescription | Not covered
treat your iliness or Non-preferred brand drugs $85 copay/prescription | Not covered
condition
More information about
prescription drug
coverage is available at . 20%_up to $250 per
www.valleyhealthplan.org Szl dhogs script NEBTEEY
Facility fee (e.g., ambulatory $130/visit Not covered
If you have outpatient surgery center)
surgery Physician/surgeon fees $40/visit Not covered

None

Prior written authorization is required. If you
do not get preauthorization, you may be
financially responsible for the full cost of
such services

None. You may have to pay for services that
aren’t preventive. Ask your provider if the
services needed are preventive. Then check
what your plan will pay for.

None

Prior written authorization is required. If you
do not get preauthorization, you may be
financially responsible for the full cost of
such services

Prescriptions filled at an Out-of-network
Pharmacy are covered if related to care for a
medical emergency or urgently needed care.
If your prescription is not listed on the
formulary, prior written authorization is
required. If you do not get preauthorization, you
may be financially responsible for the full cost of
such services. Retail: Up to 90-day supply for
Generic and Brand drugs

Mail Order: Up to 90-day supply for Generic
and Brand Maintenance drugs

Prior written authorization is required. If you
do not get preauthorization, you may be
financially responsible for the full cost of
such services.

[* For more information about limitations and exceptions, see the plan or policy document at [www.valleyhealthplan.org].] Page 2 of 5
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Common Medical Event

Services You May Need

What You Will Pay

Limitations, Exceptions, & Other
Important Information

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

Facility - $350/visit

Facility-$350/visit

Emergency room care = T None
Physician - No charge Physician - No charge
:Emerqerr:c:( el $250/transport $250/transport None
If you need immediate  ransportation
medical attention Urgent care services at Non-Plan Providers
$35/visit. Not covered within the Service Area must be Prior
Urgent care $35/visit inside service area. Authorized before services are rendered or
you may be financially responsible for all
charges
Facility fee (e.g., hospital $330 perday upto 5 Prior written authorization is required. If you
. Not covered N
If you have a hospital room) days do not get preauthorization, you may be
stay . financially responsible for the full cost of
Physician/surgeon fees No charge Not covered e STEE
$35/visit Not covered Prior written authorization may be required.
Outpatient services If you do not get preauthorization, you may
If you need mental P Other items $35/visit be financially responsible for the full cost of
health, behavioral such services
health, or substance Facility - $330 per day Not covered Prior written authorization may be required.
abuse services : : up to 5 days If you do not get preauthorization, you may
Inpatient services : : :
Phvsician - No ch be financially responsible for the full cost of
ysician - No charge such services
Office visits No charge Not covered None
ChiIdbir}h/deIivery No charge Not covered Prior written authorizgtiqn is required. If you
If you are pregnant professional services do not get preauthorization, you may be
Childbirth/delivery facility $330 per day up to 5 Not ed financially responsible for the full cost of
services days ot covere such services.
100 days/year. Prior written authorization is
- required. If you do not get preauthorization,
if you nc.eed heLp — $30hisit Not covered you may be financially responsible for the
recovering or have full cost of such services.
other special health o : - :
needs Rehabilitation services $35/visit Not covered Includes physmal therapy, sp.eech ltherapy,
Habilitation services $35/visit Not covered eI L e ST

[* For more information about limitations and exceptions, see the plan or policy document at [www.valleyhealthplan.org].]
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What You Will Pay

. . Limitations, E tions, & Oth
Common Medical Event Services You May Need Network Provider Out-of-Network Provider ! Trrllc;;rc])srtan);clz?olr?':astion et
(You will pay the least) | (You will pay the most)

preauthorization, you may be financially

responsible for the full cost of such services

100 days/calendar year. Prior written
$150 per day up to 5 Not covered authonza’qon is required. If you do npt get
days preauthorization, you may be financially
responsible for the full cost of such services

Prior written authorization is required. If you
do not get preauthorization, you may be

Skilled nursing care

Durable medical equipment 20% coinsurance Not covered financially responsible for the full cost of
such services
Hospice services No charge Not covered None
Children’s eye exam No charge Not covered Coverage limited to one exam per year.
If your child needs : : verage limited to one pair of gl r
deyntal or eye care Children’s glasses el et Gt ;?;af (c";]rg c(?onta(idler?s?aseinpﬁeuom9 gallz::sg.e
Children’s dental check-up No charge 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 Chiropractic care o Infertility treatment ¢ Nutritional Counseling

e Cosmetic surgery e Long-Term care e Private-duty nursing

e Dental care (Adult) e Non-emergency care when traveling outside the e Routine Eye Care (Adult)
e Hearing aids u.S. e Weight loss programs

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

e Acupuncture e Bariatric surgery
e Routine foot care with limits

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: California, California Department of Managed Health Care at 1-888-466-2219 or TDD line 1-877-688-9891 for the hearing and speech impaired or
www.dmhc.ca.gov. and/or or call your contact state insurance at 1-800-927-HELP (4357) or , the Department of Labor's Employee Benefits Security Administration
https://www.dol.gov/agencies/ebsa/about-ebsa/ask-a-question/ask-ebsa, Office of Personnel Management Multi State Plan Program
https://www.opm.gov/healthcare-insurance/multi-state-plan-program/external-review/ Other coverage options may be available to you too, including buying individual
insurance coverage through California’s Health Insurance Marketplace, Covered California, at 1-800-300-1506 or www.coveredca.com. 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
[* For more information about limitations and exceptions, see the plan or policy document at [www.valleyhealthplan.org].] Page 4 of 5
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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: Department of Managed Health Care (DMHC) Consumer Help-Line at 1-888-466-2219.

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 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:
Getting help in other languages
ATTENTION: If you speak another language, language assistance services, free of charge, are available to you. Call 1.888.421.8444 (California Relay Service
(CRS) 711).
Espaiol (Spanish)
ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia lingliistica. Llame al 1.888.421.8444 (California
Relay Service (CRS) 711).

Tiéng Viét (Vietnamese) ) ) ,
CHU Y: Néu ban ndéi Tieng Viét, cé cac dich vu ho trgg ngdbn nglr mién phi danh cho ban. Goi sC 1.888.421.8444 (California Relay
Service (CRS) 711).

Tagalog (Filipino)
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad.
Tumawag sa 1.888.421.8444 (California Relay Service (CRS) 711).

¢F30{ (Korean)
F9: st E At l= 82,90 K& NBIAE 222 0/86tal &= UASLICH 1.888.421.8444 (California Relay Service (CRS)
711) BIO2 351 TAAIL.

00
QJ
> >

Z#P3C (Chinese)
AR MREERERT S IR EESE SRR - 5558 1.888.421.8444 (California Relay Service (CRS) 711) -

Swjwuwnwl (Armenian)
NhTUNPRESNPL  Bphk junumid tp hugtpkl, wyw dkq wuddwp Jupnn Eb wpudwnpdl) (kqujut wewljgnipjut
dwnwynipiniutbp: Quuquhwunptp 1.888.421.8444 (California Relay Service (CRS) 711):

Pycckuit (Russian)
BHUMAHMUE: Ecnu BbI roBOpUTE Ha PYCCKOM $I3bIKE, TO BaM JOCTYIHBI O€CIIJIaTHbIE YCIYTH MepeBoia. 3BOHUTE 1.888.421.8444
[* For more information about limitations and exceptions, see the plan or policy document at [www.valleyhealthplan.org].] Page 5 of 5
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(California Relay Service (CRS) 711).

o (Farsi)
s pd) il (51 OB ) ) eay (L) COg (i€ s QK o )l Gl 4 Rlidgad
8 i 1.888.421.8444 (California Relay Service (CRS) 711) b .5l
HAEE (Japanese)
FERE: BAREZEINDGGS. BHOEEXBEZZFAVEITEY,
1.888.421.8444 (California Relay Service (CRS) 711) &= CT. HB/EEICTIE

[* For more information about limitations and exceptions, see the plan or policy document at [www.valleyhealthplan.org].] Page 6 of 5
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Hmoob (Hmong)
LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pah dawb rau koj.
Hu rau 1.888.421.8444 (California Relay Service (CRS) 711).

et (Punjabi)
fimrs fe€. 7 3H! ArEl S8 3, 37 I R AarfesT #er 3973 BE He3 gumEy I
1.888.421.8444 (California Relay Service (CRS) 711) '3 &8 a31

iy gl (Arabic)

888.421.8444.1 & duatt glaally @l il 558 4, ol e Lisall milans, ol ARl SN a3 1A sl
(California Relay Service (CRS) 711)

&Y (Hindi)
AT & FTa A1 f§al Ao & a1 ATk [o10 {FT # 99T TerEar Ja70 3T &
1.888.421.8444 (California Relay Service (CRS) 711) ¥ i L

aen na (Thai)

) 3 E4 Y A ' A E

158U, ﬂ1ﬂﬂ!‘1{!ﬂﬂ1kﬂ]{h’]ﬂﬂmﬁ1llﬁﬂ15]5‘ljiﬂﬁ'ﬂ)”JﬂMﬂﬂVlNﬂTﬂﬂﬂT\E Tn51.888.421 8444
(California Relay Service (CRS) 711).

21 (Cambodian)

s idasmysSunw Mmanis wndgwigsman whwisAnngn
ANGESHNUULULESY G §indg) 1.888.421.8444 (California Relay Service (CRS) 711)1

w9990 (Lao)

100390 1790 211 e Tawezr 090, nrwn o nwy vew_ "o mwwim, lowu T Be 9, cw bw

w swle v . ns 1.888.421.8444 (California Relay Service (CRS) 711).

To see examples of how this plan might cover costs for a sample medical situation, see the next section.

thplan.org].]
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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.

[* For more information about limitations and exceptions, see the plan or policy document at [www.valleyhealthplan.org].] Page 8 of 5
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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

M The plan’s overall deductible $0
M Specialist copayment $65
W Hospital (facility) copayment $330/day
B Other (blood work) copayment $35

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)

M The plan’s overall deductible $0
M Specialist copayment $65
W Hospital (facility) copayment $330/day
B Other (blood work) copayment $35

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)

care)
M The plan’s overall deductible $0
M Specialist copayment $65
W Hospital (facility) copayment $330/day
B Other (x-ray) copayment $75

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 | $12,690
In this example, Peg would pay:
Cost Sharing

Deductibles $0
Copayments $800
Coinsurance $70

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $930

Total Example Cost \ $5,600
In this example, Joe would pay:
Cost Sharing

Deductibles $0
Copayments $1,500
Coinsurance $200

What isn’t covered
Limits or exclusions $20
The total Joe would pay is $1,720

Total Example Cost \ $2,800
In this example, Mia would pay:
Cost Sharing

Deductibles $0
Copayments $1,100
Coinsurance $70

What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,170

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