MEDICA. MSIMedica Choice Passport ASO 3500-0% HSA

Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage Period: Beginning on or after 1/1/2017
Coverage for: Individual/Family | Plan Type: PPO

(& This is only a summary: If you want more detail about your covera§e and costs, you can get the complete terms in the policy or plan document at

Important Questions

What is the overall
deductible?

www.medica.com or by calling 952-945-8000 (Minneapolis/St. Pau

Answers

$3,500 per person/ $7,000 per family for in-network
services. $7,000 per person/ $14,00({ per family for
out-of-network services. Deductible does not apply to
Ifareventive care, preventive prescriptions or prenatal care

rom in-network providers or well child or prenatal care
from out-of-network providers.

Metro area) or 1-800-952-3455.

Why this Matters:

You must pay all the costs up to the deductible amount before this
plan begins to pay for covered services you use. Check your policy
or plan document to see when the deductible starts over (usually,
but not always, January Ist). See the chart starting on page 2 for
how much you pay for covered services after you meet the
deductible.

Are there other
deductibles for specific
services?

No.

You don’t have to meet deductibles for specific services, but see the
chart starting on page 2 for other costs for services this plan covers.

Is there an out-of-pocket
limit on my expenses?

Yes. $3,500 ger person/ $7,000 per family for in-network
services. $8,000 per person/ $16,000 per family for
out-of-network services.

The out-of-pocket limit is the most you could pay during a
coverage period (usually one year) for your share of the cost of
covered services. This limit helps you plan for health care expenses.

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

Premiums, balance-billed 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.

Is there an overall
annual limit on what the
plan pays?

No.

The chart starting on page 2 describes any limits on what the plan
will pay for specific covered services, such as office visits.

Does this plan use a
network of providers?

Yes. For a list of Medica Choice with UnitedHealthcare
providers see www.medica.com or call 952-945-8000 or
1-800-952-3455 or 711 (TTY users).

If you use an in-network doctor or other health care provider, this
plan will pay some or all of the costs of covered services. Be aware,
your in-network doctor or hospital may use an out-of-network
provider for some services. Plans use the term in-network,
preferred, or participating for providers in their network. See the
chart starting on page 2 for how this plan pays different kinds of
providers.

Do I need a referral to
see a specialist?

No. You don’t need a referral to see a specialist.

You can see the specialist you choose without permission from this
plan.

Are there services this
plan doesn’t cover?

Yes.

Some of the services this plan doesn’t cover are listed on page 6. See
your policy or plan document for additional information about
excluded services.

Questions: Call 1-800-952-3455 or visit us at www.medica.com.
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If you aren't clear about any of the bolded terms used in this form, see the Glossary. You can view the Glossary at
http://www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf or call 1-800-952-3455 to request a copy.



MEDICA. MSIMedica Choice Passport ASO 3500-0% HSA

Summary of Benefits and Coverage: What this Plan Covers & What it Costs

A:

Coverage Period: Beginning on or after 1/1/2017

Coverage for: Individual/Family | Plan Type: PPO

Co-payments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.
Co-insurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if the

Elan’s allowed amount for an overnight hospital stay is $1,000, your co-insurance payment of 20% would be $200. This may change if you
aven’t met your deductible.
® The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the allowed

amount, you may have to pay the difference. For example, if an out-of-network hos

amount is $1,000, you may have to pay the $500 difference. (This is called balance Eilling.)

® This plan may encourage you to use in-network providers by charging you lower deductibles, co-payments and co-insurance amounts.

Common Medical

Event

If you visit a health care
provider’s office or
clinic

Services You May
Need

Primary care visit to

Your cost if you use an

In-network
Provider

Out-of-network
Provider

ital charges $1,500 for an overnight stay and the allowed

Limitations & Exceptions

treat an injury or 0% co-insurance after deductible. 50% co-insurance after deductible. |---none---
illness
Specialist visit 0% co-insurance after deductible. 50% co-insurance after deductible. |---none---

Other practitioner
office visit

0% co-insurance after deductible for
chiropractic care. 0% co-insurance

after deductible for convenience care.

50% co-insurance after deductible.

Limited to 15 visits per
member, per year for
out-of-network chiropractic
care. Limited to 15 visits per
member, per year combined for

scans, MRIs)

in-network and out-of-network
acupuncture.

Preventive care/ 0% co-insurance for well child care.

screening/ No charge 50% co-insurance after deductible  |---none---

immunization for other services.

Diagnostic test . . . .

(x-ray, blood work) 0% co-insurance after deductible. 50% co-insurance after deductible. |---none---

If you have a test I - CT/PET
maging ( 0% co-insurance after deductible. 50% co-insurance after deductible. |---none---

If you need drugs to
treat your illness or
condition

More information about
prescription drug
coverage is available at
www.medica.com.

Generic

0% co-insurance after deductible. No
charge for preventive drugs.

50% co-insurance after deductible.

Up to a 31-day supply per
prescription

Preferred Brand

0% co-insurance after deductible. No
charge for preventive drugs.

50% co-insurance after deductible.

Up to a 31-day supply per
prescription

Non-Preferred Brand

0% co-insurance after deductible.
Preventive drug benefit does not

apply.

50% co-insurance after deductible.

Up to a 31-day supply per
prescription

Preferred Specialty

Non-Preferred
Specialty

Preferred/ 0% co-insurance after
deductible. Non-Pref./ 0%
co-insurance after deductible.

Not covered

Up to a 31-day supply per
prescription received from a
designated specialty pharmacy.
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MEDICA. MSIMedica Choice Passport ASO 3500-0% HSA

Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Common Medical

Services You May

Coverage Period: Beginning on or after 1/1/2017

Coverage for: Individual/Family | Plan Type: PPO

Your cost if you use an

In-network Out-of-network Limitations & Exceptions
Kxent Need Provider Provider
Facility fee (e.g., ) .
] ambulatory surgery |0% co-insurance after deductible. 50% co-insurance after deductible. |---none---
If you have outpatient y SHEEy
You have outpatien center
surgery Phvsi ). Y
fe ggsmla SUIgeon 69, co-insurance after deductible. 50% co-insurance after deductible. |---none---
ISEeTVeirC%incy Toom 0% co-insurance after deductible. Covered as an in-network benefit.  |---none---
If you need immediate .
medical attention Eg;f;rﬁggrrtlgg Orrr:edlcal 0% co-insurance after deductible. Covered as an in-network benefit.  |---none---
Urgent care 0% co-insurance after deductible. Covered as an in-network benefit.  |---none---
It h hosbital Eggg:ttgl E%%Egjg" 0% co-insurance after deductible. 50% co-insurance after deductible. |---none---
you have a hospita
sta ici . . . .
d Jlf’eléysmmn/surgeon 0% co-insurance after deductible. 50% co-insurance after deductible. |---none---
Mental/Behavioral ‘ ) . ‘
health outpatient 0% co-insurance after deductible. 50% co-insurance after deductible. |---none---
services
Mental/Behavioral ‘ ) ) ‘
If you have mental health inpatient 0% co-insurance after deductible. 50% co-insurance after deductible.  |---none---
health, behavioral ST
health, or substance Substance use
abuse needs disorder outpatient |0% co-insurance after deductible. 50% co-insurance after deductible. |---none---
services
Substance use
disorder inpatient  |0% co-insurance after deductible. 50% co-insurance after deductible. |---none---
services
Prenatal and No charge for prenatal care. 0% 0% co-insurance for prenatal care.
ostnatal care co-insurance after deductible for 50% co-insurance after deductible  |---none---
If you are pregnant P postnatal care. for postnatal care.
g;g;’iz;}; gggﬁg}a s 0% co-insurance after deductible. 50% co-insurance after deductible. |---none---
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MEDICA. MSIMedica Choice Passport ASO 3500-0% HSA

Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Common Medical
Event

Services You May
Need

Home health care

Coverage Period: Beginning on or after 1/1/2017

Coverage for: Individual/Family | Plan Type: PPO

Your cost if you use an

In-network
Provider

0% co-insurance after deductible.

Out-of-network
Provider

50% co-insurance after deductible.

Limitations & Exceptions

120 visits per member per year
in-network and 60 visits
out-of-network, per member per
year.

Rehabilitation
services

0% co-insurance after deductible.

50% co-insurance after deductible.

Out-of-network physical and
occupational therapy is limited
to a combined limit of 20 visits
per member, per year.
Out-of-network speech therapy
is limited to 20 visits per
member, per year.

If d hel .
regg‘l,le?ﬁfg orehl;ve Out-of-network physical and
other special health occupational therapy is limited
needs to a combined limit of 20 visits
Habilitation services |0% co-insurance after deductible. 50% co-insurance after deductible. |per member, per year.
Out-of-network speech therapy
is limited to 20 visits per
member, per year.
Limited to 120 days combined
Skilled nursing care |0% co-insurance after deductible. 50% co-insurance after deductible. |in- and out-of-network
providers.
gﬁ%‘ﬁ;ﬁedical 0% co-insurance after deductible. 50% co-insurance after deductible. |---none---
Hospice service 0% co-insurance after deductible. 50% co-insurance after deductible. |---none---
Eye exam No charge 50% co-insurance after deductible. |---none---
If your child needs Glasses Not covered Not covered Glasses are not covered by the

dental or eye care

plan.

Dental check-up

Not covered

Not covered

Dental check-ups are not
covered by the plan.
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M EDIC A MSI Medica Choice Passport ASO 3500-0% HSA Coverage Period: Beginning on or after 1/1/2017
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual/Family | Plan Type: PPO

Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy or plan document for other excluded services.)

® Acupuncture exceeding 15 visits per ® Dental check-up ® [Infertility treatment
member per year combined for in-network ® Glasses ® Jong Term Care
and out-of-network. ® Hearing aids except for members 18 years ® Private-duty nursing
® Bariatric Surgery of age and younger for hearing loss that is ® Routine foot care except for specified
® Chiropractic care exceeding 15 visits per not correctable by other covered conditions
member per year for out-of-network. Erocedures; coverage is limited to one ® Weight Loss programs
® Cosmetic Surgery earing aid per ear every three years.

® Dental Care (Adult)

Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered services and your costs for these services.)

o Non—emergencsy care when traveling ® Routine eye care (Adult)
outside the U.S.
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M EDIC A MSI Medica Choice Passport ASO 3500-0% HSA Coverage Period: Beginning on or after 1/1/2017
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual/Family | Plan Type: PPO

Your Rights to Continue Coverage:

If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide Frotections that allow you to keep health
coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium you pay
while covered under the plan. Other limitations on your rights to continue coverage may also apply. For more information on your rights to continue coverage,
contact the plan at 952-945-8000 or 1-800-952-3455. You may also contact your state insurance department, the U.S. Department of Labor, Employee
Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the U.S. Department of Health and Human Services at 1-877-267-2323 x61565
or www.cciio.cms.gov.

Your Grievance and Apgeals Rights:

If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For questions
about your rights, this notice, or assistance, you can contact your plan administrator or you may also contact Medica. For group health coverage subject to
ERISA, you may contact the Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.gov/ebsa/healthreform.

Does this Coverage Provide Minimum Essential Coverage? N o .
The Affordable Care Act requires most people to have health care coverage that qualifies as "minimum essential coverage." This plan or policy does provide
minimum essential coverage.

Does this Coveraﬁe Meet the Minimum Value Standard?
The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value). This
health coverage does meet the minimum value standard for the benefits it provides.

For assistance, call the number included in this document or on the back of your ID card.

Dine K'ehji shich'i' hadoodzih ninizingo, beesh bee hane'e binumber naaltsoos bikaahigii bich't' hodiilnih ei doodaii bee neehozin biniiye nanitinigii
bine'dee bikaa doo aldo'.

ERERXNE , BRIXXHFAREL R FEEANBESH,
Para sa tulong sa Tagalog. tawagan ang numerong Kabilang sa dokumentong ito o sa likod ng iyong ID card.

Para obtener asistencia en espanol, llame al nimero de teléfono que se incluye en este documento o al dorso de su tarjeta de identificacion.
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MEDICA. MSIMedica Choice Passport ASO 3500-0% HSA

Coverage Examples

Coverage Period: Beginning on or after 1/1/2017
Coverage for: Individual/Family | Plan Type: PPO

About these Coverage Examples:

These examples show how this plan might cover
medical care in given situations. Use these
examples to see, in general, how much financial
protection a sample patient might get if they are
covered under different plans.

{4 This is not a cost
n estimator.

Don’t use these examples to
estimate your actual costs
under this plan. The actual
care you receive will be
different from these
examples, and the cost of
that care will also be
different.

See the next page for
important information about
these examples.

Having a baby
(normal delivery)

= Amount owed to providers: $7,540
= Plan pays $3,040
m Patient pays $4,500

Sample care costs:

Managing type 2 diabetes
(routine maintenance of
a well-controlled condition)

= Amount owed to providers: $5,400
m Plan pays $2,900
m Patient pays $2,500

Sample care costs:

Hospital charges (mother) $2,700 Prescriptions $2,900
Routine obstetric care $2,100 Medical Equipment and Supplies $1,300
Hospital charges (baby) $900 Office Visits and Procedures $700
Anesthesia $900 Education $300
Laboratory tests $500 Laboratory tests $100
Prescriptions $200 Vaccines, other preventive $100
Radiology $200 Total $5,400
Vaccines, other preventive $40 Patient pays:
Total $7,540
Deductibles $2,500
Patient pays: Co-pays $0
Deductibles $3,500 Co-insurance $0
Co-pays $0 Limits or exclusions $0
Co-insurance $0 Total $2,500
Limits or exclusions $1,000
Total $4,500

Limits or exclusions include Hospital
charges (Baby) and non-covered drugs. Baby
costs would be covered separately if enrolled.
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MEDICA. MSI Medica Choice Passport ASO 3500-0% HSA

Coverage Examples

Questions and answers about the Coverage Examples:

What are some of the assumptions behind

the Coverage Examples?

® Costs don’t include premiums.

® Sample care costs are based on
national averages su%plied by the U.S.
Department of Health and Human
Services, and aren’t specific to a
particular geographic area or health
plan.

® The patient’s condition was not an
excluded condition.

® All services and treatments started and
ended in the same coverage period.

® There are no other medical expenses
for any member covered under this
plan.

® Out-of-pocket expenses are based
only on treating the condition in the
example.

® The patient received all care from
in-network providers. If the patient
had received care from
out-of-network providers, costs
would have been higher.

This plan is a self-funded group health
plan administered by Medica Self Insured.

What does a Coverage Example show?

For each treatment situation, the Coverage
Example helps you see how deductibles,

co-payments, and co-insurance can add up.

It also helps you see what expenses might
be left up to you to pay because the service
or treatment 1sn’t covered or payment is
limited.

Coverage Period: Beginning on or after 1/1/2017
Coverage for: Individual/Family | Plan Type: PPO

Does the Coverage Example predict my
own care needs?

No. Treatments shown are just examples.
The care you would receive for this
condition could be different based on
your doctor’s advice, your age, how
serious your condition is, and many other
factors.

Can I use Coverage Examples to compare
plans?

Yes. When you look at the Summary of
Benefits and Coverage for other plans,
you’ll find the same Coverage Examples.
When you compare plans, check the
"Patient Pays" box in each example. The
smaller that number, the more coverage
the plan provides.

Does the Coverage Example predict my
future expenses?

No. Coverage Examples are not cost
estimators. You can’t use the examples to
estimate costs for an actual condition.
They are for comparative purposes only.
Your own costs will be different
depending on the care you receive, the
prices your providers charge, and the
reimbursement your health plan allows.

Questions: Call 1-800-952-3455 or visit us at www.medica.com.
If you aren’t clear about any of the bolded terms used in this form, see the Glossary. You can view the Glossary at
http://www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf or call 1-800-952-3455 to request a copy.

Are there other costs I should consider
when comparing plans?

Yes. An important cost is the premium
you pay. Generally, the lower your
premium, the more you’ll pay in
out-of-pocket costs, such as
co-payments, deductibles, and
co-insurance. You should also consider
contributions to accounts such as health
savings accounts (HSAs), flexible
spending arrangements (FSAs) or health
reimbursement accounts (HRAs) that
help you pay out-of-pocket expenses.
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MEDICA. MSIMedica Choice Passport ASO 3500-0% HSA

/

Medica complies with applicable Federal civil rights laws and will
not discriminate against any person on the basis of race, color,
national origin, age, disability, or sex. Medica:

e Provides free aids and services to people with disabilities to
communicate effectively with us, such as: TTY communication
and written information in other formats (large print, audio,
other formats).

® Provides free language services to people whose primary language
is not English, such as: Qualified interpreters and information
written in other languages.

If you need these services, call the number included in this
document or on the back of your Medica ID card. If you believe
that Medica has failed to provide these services or discriminated
in another way on the basis of race, color, national origin, age,
disability, or sex,

Discrimination is Against the Law

you can file a grievance with:
Lori Braegelman, Civil Rights Coordinator, Mail Route CP250,
PO Box 9310, Minneapolis, MN 55443-9310,
952-992-3422 (phone/fax), TTY 711,
lori.braegelman@medica.com.

You can file a grievance in person or by mail, fax, or email. You may
also contact the Civil Rights Coordinator if you need assistance with
filing a complaint.

You can also file a civil rights complaint with the U.S. Department
of Health and Human Services, Office for Civil Rights, electronically
through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf or by mail or phone at:
U.S. Department of Health and Human Services 200 Independence
Avenue, SW Room 509F, HHH Building Washington, D.C. 20201,
1-800-368-1019, 800-537-7697 (TDD). Complaint forms are
available at http://www.hhs.gov/ocr/office/file/index.html.

If you want free help translating this information, call the number included in this
document or on the back of your Medica ID card.

Si desea asistencia gratuita para traducir esta informacion, llame al
numero que figura en este documento o en la parte posterior de su
tarjeta de identificacion de Medica.

Yog koj xav tau kev pab dawb kom txhais daim ntawv no, hu rau tus
xov tooj nyob hauv daim ntawv no los yog nyob nraum gab ntawm
koj daim npav Medica ID.

MREEERBEFRZILE N FRELEPHE T LM Medica IDR
HEE SRS

Né&u quy vi mudn trg gitip dich thong tin nay mién phi, hay goi vao s6 c6
trong tai liéu nay hodc & mat sau thé ID Medica ctia quy vi.

Odeeffannoo kana gargaarsa tolaan akka isinii hilkkamu yoo
barbaaddan, lakkoobsa barruu kana keessatti argamu ykn ka dugda
kaardii Waragaa Eenyummaa Medica irra jiruun bilbila'a.

ois 9 5)ledl @byl le Jadls slogleoll ois Aoy 8 duilons Bacluns 4y iS5

il duolsdl LSuaue wiyes dblay pgls e of dausyd!

Ecnu Bel xotute nonyuuTe GecnnatHyto NOMOLLE B nepesoe
3TOW MHpOpMaLUMK, NO3BOHUTE NO HOMEPY TenedoHa,
yKa3aHHOMY B AlaHHOM [JOKYMeHTe 1 Ha obpaTHOI cTopoHe Batueit
WHAeHTUdMKaLoHHOW KapTel Medica.

Hruiwdepivaolwgouideluniucusyuiug, Witnmanowiifyl
uenza1ul g garugijzejun Medica 2ejniu.

.

0| HHE Hosi= O] 222 £22 4y AOA|H 0] 2 A0 Tatel
HMSHHS L Medica ID 7HE SIHO|] HotHB 2 HMelsHIAI2.

Si vous voulez une assistance gratuite pour traduire ces
informations, appelez le numéro indique dans ce document ou au
dos de votre carte d'identification Medica.

sei58:diofrodonmdlgisiodigiodiofichenmmddgd.Bicdnds5aianmod
oSco0dhcBads8mmeieoeidssfose c3hmdoniainpmaiidommu2bdbsborol.

Kung nais mo ng libreng tulong sa pagsasalin ng impormasyong ito,
tawagan ang numero na kasama sa dokumentong ito o sa likod ng
iyong Kard ng Medica ID.

LT avd B AaoACH9 48 ACSS POLAAT hUPh NH U A18 @AT PADT 7C @e9°
Medica evgmdpg hee® NtEca fam<y gL v

Ako zelite besplatnu pomo¢ za prijevod ovih informacija, nazovite
broj naveden u ovom dokumentu ili na poledini svoje ID kartice
Medica.

Dii 1’44 jiik’e sha ata’ hodoonih ninizingo éi ninaaltsoosMedica bee
néiho’dilzinigi bine'déé’ namboo bika’igijji” béésh bee hodiilnih.
Wenn Sie bei der Ubersetzung dieser Informationen kostenlose

Hilfe in Anspruch nehmen mdchten, rufen Sie bitte die in diesem
Dokument oder auf der Riickseite lhrer Medica-ID-Karte angegebene

Nummer an.
COMIFB 0716 —/




