Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services
Scott & White Health Plan: Federal Employee Health Benefits Standard Plan

Coverage Period: 01/01/2018 — 12/31/2018
Coverage for: Self Only, Self Plus One or Self and 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. Please read the FEHB Plan brochure (RI 73-881) that contains the complete terms of this plan. All benefits are subject to the
definitions, limitations, and exclusions set forth in the FEHB Plan brochure. Benefits may vary if you have other coverage, such as Medicare. 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 get the FEHB Plan brochure at http://fehb.swhp.org/open-enrollment, and view the Glossary at www.cciio.cms.gov. You can call 1-800-321-7947 to request

a copy of either document.

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?

$0 / Self Only
$0 / Self Plus One
$0 / Self and Family

Yes. Preventive care and primary
care services are covered before
you meet your deductible.

No.

$5,250 / Self Only
$10,500 / Self Plus One
$10,500 / Self and Family

Copayments on certain services,
premiums, balance-billing
charges, and health care this plan
does not cover.

Yes. See http://fehb.swhp.org/ or
call 1-800-321-7947 for a list of
network providers.

No

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 have not 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 do not 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, the overall family out-of-pocket limit must be 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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u All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common What You Will Pay
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

. ) $25 copay per visit Not Covered
Ifyou visita health Iniury oriliness
care provider’s office | Specialist visit $45 copay per visit Not Covered
or clinic : :

Frevethg care/screening/ No Charge Not Covered

immunization

Diagnostic test (x-ray, blood No Charge Not Covered
If you have a test work)

Imaging (CT/PET scans, MRIs) | $150 copay per procedure | Not Covered
Retail: $8 copay per 30 day

: supply
Generic drugs Maintenance: $16 copay per Not Covered
90 day supply

Retail: $60 copay per 30

Ifyouneeddrugsto | profrreq prand drugs day supply Not Covered
treat your illness or Maintenance: $120 copay
condition per 90 day supply
More information about .
prescription drug Retail; $150 COQay or 50%
coverage is available at of chtarg%z,ov(s)/hlchever is
: reater. cap.
Bl i TS Non-preferred brand drugs d . P Not Covered
n-enroliment Maintenance: $300 copay or
50% of charges, whichever
is greater.
$300 copay / non-

Specialty drugs Not Covered

maintenance

For more information about limitations and exceptions, see the FEHB Plan brochure RI 73-881 at http://fehb.swhp.org.

Limitations, Exceptions, & Other

Important Information

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

Copays are per 30-day supply. Two
copays apply for a 90-day supply if a
maintenance drug is obtained through a
Baylor Scott & White pharmacy OR when
using the mail order prescription service.
Specific preventative medications will be
covered with no cost to the member.

Non-formulary medications are subject to
prior authorization and if medically
necessary will be allowed at the non-
preferred copay.

Failure to obtain preauthorization may
result in the denial of coverage for this
service. Please consult
http://fehb.swhp.org or call
1-800-321-7947 to verify preauthorization
requirements.

Specialty drugs limited to 30-day supply.
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What You Will Pay o :
L E h
ST Services You May Need Network Provider Out-of-Network Provider imitations, xceptlons,.& Other
Medical Event . . Important Information
(You will pay the least) (You will pay the most)

Facility fee (e.g., ambulatory

If you have outpatient $250 copay per procedure | Not Covered

- surgery center) None
gery Physician/surgeon fees No Charge Not Covered
Emergency room care $250 copay per visit $250 copay per visit
If you need immediate = Emergency medical . -
medical attention ransoortation $125 copay per visit $125 copay per visit None
Urgent care $50 copay per visit $50 copay per visit

$1,250 maximum. For prior authorization
requirements and penalties see
http://fehb.swhp.org/open-enrollment.

Facility fee (e.g., hospital room) | $250 copay per day Not Covered Failure to obtain Prior Authorization will
result in the lesser of $500 or 50%
reduction in benefits, or denial in the case
of Health Care Services, other than

If you have a hospital
stay

Physician/surgeon fees No Charge Not Covered Emergency Care, provided by an In-
Network Provider.
If you need mental . : ey
health, behavioral Outpatient services $25 copay per visit Not Covered None
health, or substance . , .
abuse services Inpatient services $250 copay per day Not Covered $1,250 maximum
No charge for prenatal visits; postnatal
visits are covered at the specialist copay.
Office visits $45 copay per visit Not Covered

Depending on the type of services, a
copayment, coinsurance, or deductible

If you are pregnant

may apply.
Childbirth/delivery professional $250 copay per day Not Covered
éehri\llcli(l;?rsth/delivery facility $1,250 maximum
SErvices $250 copay per day Not Covered
i d hel Home health care $45 copay per visit Not Covered None
re)éggenr?: g ore hr;ve Rehabilitation services $45 copay per visit Not Covered 60 visit limit per year.
Habilitation services $45 copay per visit Not Covered 60 visit limit per year.

For more information about limitations and exceptions, see the FEHB Plan brochure RI 73-881 at http://fehb.swhp.org. 3of9
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What You Will Pay o :
: L ,E , h
C9mmon Services You May Need Network Provider Out-of-Network Provider imitations, Exceptions .& Other
Medical Event . . Important Information
(You will pay the least) (You will pay the most)

other special health

Requires pre-authorization. 60 visit limit

needs Skilled nursing care $250 copay per day Not Covered per year. $1.250 maximum,
Durable medical equipment 30% of charges Not Covered None
Hospice services No Charge Not Covered None
Foraur i resels Ch?ldren:s eye exam $45 copay per exam Not Covered One exam limit per year.
dental or eye care Ch!ldren s glasses Not Covered Not Covered None
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 Chiropractic Care
¢ Routine Dental Care

e Private Duty Nursing ¢ Non-emergency care when traveling outside U.S.
e Long-term care e Personal Comfort ltems

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

¢ Routine Eye Care (Adult)

Your Rights to Continue Coverage: You can get help if you want to continue your coverage after it ends. See the FEHB Plan brochure, contact your HR
office/retirement system, contact your plan at [contact number] or visit www.opm.gov.insure/health. Generally, if you lose coverage under the plan, then, depending
on the circumstances, you may be eligible for a 31-day free extension of coverage, a conversion policy (a non-FEHB individual policy), spouse equity coverage, or
receive temporary continuation of coverage (TCC). 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: If you are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal. For information about
your appeal rights please see Section 3, “How you get care,” and Section 8 “The disputed claims process,” in your plan's FEHB brochure. If you need assistance, you
can contact our Customer Service Department by writing to: Scott and White Health Plan Attn: Dispute Resolution Department 1206 West Campus Drive Temple, TX
76502 or calling (800) 321-794.

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

For more information about limitations and exceptions, see the FEHB Plan brochure RI 73-881 at http://fehb.swhp.org. 4 of 9
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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 1-800-321-7947.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-321-7947.

Chinese (F130): AL AR 2R SCAYEEB), ERITX NS5 1-800-321-7947.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-321-7947.

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:

i i

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

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

Managing Joe’s type 2 Diabetes

(a year of routine in-network care of a well-

Mia’s Simple Fracture

amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of

(in-network emergency room visit and follow

hospital delivery)

M The plan’s overall deductible $0
M Specialist copayment $45
W Hospital (facility) coinsurance $250
B Other coinsurance 0%

This EXAMPLE event includes services like:
Sample Care Costs
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 $12,731
In this example, Peg would pay:
Cost Sharing

Deductibles $0

Copayments $927

Coinsurance $0

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $987

controlled condition)

M The plan’s overall deductible $0
W Specialist copayment $45
® Hospital (facility) coinsurance $250
M Other coinsurance 0%
This EXAMPLE event includes services like:
Sample Care Costs
Primary care physician office visits
(including disease education)
Diagnostic tests (blood work)
Prescription drugs
Durable medical equipment (glucose
meter)
Total Example Cost $7,389
In this example, Joe would pay:
Cost Sharing
Deductibles $0
Copayments $1,996
Coinsurance $218
What isn’t covered
Limits or exclusions $55
The total Joe would pay is $2,269

up care)

M The plan’s overall deductible
M Specialist copayment

M Hospital (facility) coinsurance
B Other coinsurance

$0
$45
$250
0%

This EXAMPLE event includes services like:

Sample Care Costs
Emergency room care (including
medical supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)

Rehabilitation services (physical
therapy)

Total Example Cost

In this example, Mia would pay:

Cost Sharing
Deductibles
Copayments
Coinsurance
What isn’t covered

Limits or exclusions
The total Mia would pay is

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

$1,925

$0
$1,865
$22

$0
$1,887
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English:
ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call 1-800-321-7947 (TTY: 1-800-735-2989). Scott & White
Health Plan complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex.

Spanish:
ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingtiistica. Llame al 1-800-321-7947 (TTY: 1-800-735-2989). Scott & White Health
Plan cumple con las leyes federales de derechos civiles aplicables y no discrimina por motivos de raza, color, nacionalidad, edad, discapacidad o sexo.

Vietnamese:

CHU Y: Néu ban néi Tiéng Viét, c6 cac dich vu hd trg ngén ngit mién phi danh cho ban. Goi s6 1-800 321-7947 (TTY: 1-800-735-2989). Scott &
White Health Plan tuan thu luat dan quyén hién hanh cua Lién bang va khong phan biét d6i xir dwa trén ching toc, mau da, nguon gbc quéc gia, do
tudi, khuyét tat, hodc giéi tinh.

Chinese:
TR el s s, R DI B SRR S RIS, FEECE 1-800-321-7947 (TTY : 1-800-735-2989) , Scott & White Health Plan
ST PR R E, AR, e, BRI, iy, R m ST A,

Korean:

T ol g ARl A o] Al ARl AE FRE o] g et 4 /lF Y T 1-800-321-7947 (TTY: 1-800-735-2989) W .= 11 5}5]
T4 Al 2. Scott & White Health Plan (=) ¥ AW S1AR S &5t QE, 74 FA 57 A8, ol = AHS o]/ = 2 E 6]
FE U

Arabic:

Aasdler 13 i Sdaad 340 N Ay la WA L) 1Y dhaed daed wi N ad) Ja 328,10 51-800-321-7947 (< el saa s N 1-800-735-
2989). Ol el i) s GsS s O sdilgn pdwa S W gaay 8 JE Al WA Non8 WY pasde ol G o Il daa Y s )
o e N AEeY) o paadl,
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Urdu:
0 S JE 1-800-321-7947 . v 1 S Gz jla e cclard (S ase (S 0l i g s GG Gl Q1 : i)

i b s sdae ¢ pee (ol e sl (8o i gl o Bildae S il B S Bsia (5 el Bl 5 (3Ol QU8 o seaie gl Sl 5l SlSe (TTY: 1-800-735-2989)
= ot Slaie ol (S

Tagalog:
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 1-800-321-7947 (TTY: 1-
800-735-2989). Sumusunod ang Scott & WhiteHealth Plan sa mga naaangkop na Pederal na batas sa karapatang sibil at hindi nandidiskrimina batay sa lahi, kulay,
bansang pinagmulan, edad, kapansanan o kasarian.

French:

ATTENTION: Si vous parlez frangais, des services d'aide linguistique vous sont proposeés gratuitement. Appelez le 1-800-321-7947 (ATS : 1-800-735-2989). Scott &
White Health Plan respecte les lois fédérales en vigueur relatives aux droits civiques et ne pratique aucune discrimination basée sur la race, la couleur de peau,
l'origine nationale, I'age, le sexe ou un handicap.

Hindi:
e1eT &: g 39 TgET alielel § ot 31Tueh T3eTT U H ST WA YaTu3Telsty g | 1-800-321-7947 (TTY: 1-800-735-2989) X et &Y | Scott & White
Health Plan SITe] 811219 HEM ATITR e T3TEIehR ShisfeT ST UTeled hicll g3 ST, TaT, USERT Hef, 3, FoaehellareT, AT fiefar o 3R oY figemd
ST AT g |

Persian:

-7947 oy bled Lo Lawl oLy Lad sl g ooy oKDy oleds ¢ uniS PRSI Sw_i_lﬁ_}l Olboy 4o 481 tdsges
Jlyad Dae GoSled Ly Golhoe dudw o OlSwl Sodw 4oliysy a8y wlas (TTY:1-800-735-2989) 1-800-321
LOwo S el xS Shwios o > a3l gw oo Lide &5y 0l j0 pwlwl o o wdly o JIHas

German:

ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche Hilfsdienstleistungen zur Verfligung. Rufnummer: 1-800-321-7947 (TTY: 1-800-735-
2989). Scott & White Health Plan erfiillt geltenden bundesstaatliche Menschenrechtsgesetze und lehnt jegliche Diskriminierung aufgrund von Rasse, Hautfarbe,
Herkunft, Alter, Behinderung oder Geschlecht ab.
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Gujarati:
Alclot: %l AN SaUA2 Al &), edl Ast Acl, [:9les, dAMIRL HIZ GUAsU B, 1-800-321-7947 UR SIA $A (TTY: 1-800-735-

2989). Wle Wos coles2 dCU ellol ALY] 3SA ollalRs U[ASIR slAELA] WAl 53 B wal (A, 3L, AL Y, GUR, UL, el
ot (Aatl AR Aeallel ol s:cll.

Russian:

BHUMAHMUE: Eciu Bbl rOBOpUTE Ha PYCCKOM SI3BIKE, TO BaM JOCTYITHBI OeCIUIaTHBIC yCiIyru nepeBoja. 3sonute 1-800-321-7947 (teneraiin: 1-800-
735-2989). Scott & White Health Plan co6monaer npumenumoe heaepaibHOE 3aKOHOIATEIBCTBO B 00JIACTH TPaXKIAHCKUX MIPAB M HE OMYCKACT
JTMCKPUMHUHALIMY TI0 TIPU3HAKAM Pachl, IBeTa KOXKH, HAIIMOHAIBHOW MPUHAIIISKHOCTH, BO3pPAcTa, MHBAJIHIHOCTH HIIH T10JIA.

Japanese:

HEHEIE : AREEZESNIEE, EEOSEXELS ZHHAWZT £9, 1-800-321-7947 (TTY:1-800-735-2989) * T, BEIFIC T
HfE < 722V, Scott & WhiteHealth Planidiiéi H & 40 2 A RMEE A S L, A, JLof, MEE, Fln, FEEE 723N EE-S5<
ZRl W2 LER A,

Laotian:

Wag90: 1999 1IVCSMWIFI 290, NIWOLINIVFOBCTLNIVWIFI, L0BVCF a1, ccivDWoL T, (s 1-800-321-7947 (TTY: 1-800-
735-2989). Scott & WhiteHealth Plan UsGG00urinunIesidosdoiivuaisgzessnuinninivgeuls
x9N0 IFHVLY VGV, 560, F20M9cD0, ©98), OIWEBNIV, T CWO.
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