Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 07/01/2018 - 06/30/2019
. ONEPOINT HRO,LLC

aetna " Aetna Open Access® Managed Choice® - MC POS OA $3,000/70% Coverage for: Individual + Family | Plan Type: POS

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
M share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
T This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage,
https://www.aetna.com/sbcsearch/getpolicydocs?u=071400-030020-011811 or by calling 1-888-982-3862. 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 1-888-982-3862 to request a copy.

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?

Network: Individual $3,000 / Family $9,000.
Out-of-Network: Individual $9,000 / Family $22,500.

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

Yes. Prescription drugs, emergency care & preventive | amount. But a copayment or coinsurance may apply. For example, this plan covers

care; plus in-network office visits are covered before
you meet your deductible.

No.

Network: Individual $6,350 / Family $12,700.
Out-of-Network: Individual $10,000 / Family $30,000.

Premiums, balance-billing charges, health care this
plan doesn't cover & penalties for failure to obtain
pre-authorization for services.

Yes. See http://www.aetna.com/docfind or call
1-888-982-3862 for a list of network providers.

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 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.

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

Common
Medical Event

Services You May Need

What You Will Pay

Network Provider (You
will pay the least)

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

Limitations, Exceptions, & Other Important
Information

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

Primary care visit to treat an injury or

$40 copay/visit, deductible

o
iliness doesn't apply 50% coinsurance None
Specialist visit $60 copay/visit, deductible 50% coinsurance None

doesn't apply

Preventive care /screening
/immunization

No charge

$75 copaylvisit,
deductible doesn't
apply; except no

You may have to pay for services that aren't
preventive. Ask your provider if the services
needed are preventive. Then check what your

If you have a test

SETgE T plan will pay for.
mammograms

Diagnostic test (x-ray, blood work) 30% coinsurance 50% coinsurance None

Imaging (CT/PET scans, MRIs) 30% coinsurance 50% coinsurance None

If you need drugs to treat
your illness or condition

More information about
prescription drug
coverage is available at
www.aetnapharmacy.com/v
alue

Value Formulary

Preferred generic drugs (Includes
Tier 1A - Value Drugs and Tier 1
Preferred Generic Prescription Drugs)

Copay/prescription,
deductible doesn't apply:
Tier 1A $3 (retail), $6 (mail
order); Preferred Generic
$10 (retail), $20 (mail
order)

50% coinsurance after
copay/prescription,
deductible doesn't
apply: Tier 1A $3
(retail), Preferred
Generic $10 (retail)

Preferred brand drugs

Copay/prescription,
deductible doesn't apply:
$45 (retail), $90 (mail
order)

50% coinsurance after
copay/prescription,
deductible doesn't
apply: $45 (retail)

Non-preferred generic/brand drugs

Copay/prescription,
deductible doesn't apply:
$75 (retail), $150 (mail
order)

50% coinsurance after
copay/prescription,
deductible doesn't
apply: $75 (retail)

Covers 30 day supply (retail), 31-90 day supply
(mail order). Includes contraceptive drugs &
devices obtainable from a pharmacy, oral
fertility drugs. No charge for preferred generic
FDA-approved women's contraceptives
in-network. Review your formulary for
prescriptions requiring precertification or step
therapy for coverage. Your cost will be higher
for choosing Brand over Generics unless
prescribed Dispense as Written.

Specialty drugs

25% coinsurance up to
$250 maximum/
prescription, deductible
doesn't apply

Not covered

First prescription fill at a retail pharmacy or
specialty pharmacy. Subsequent fills must be
through the Aetna Specialty Pharmacy
Network.

If you have outpatient
surgery

Facility fee (e.g., ambulatory surgery
center)

30% coinsurance

50% coinsurance

None

Physician/surgeon fees

30% coinsurance

50% coinsurance

None
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Common
Medical Event

Services You May Need

What You Will Pay

Network Provider (You
will pay the least)

Out-of-Network

Provider (You will pay

Limitations, Exceptions, & Other Important
Information

If you need immediate
medical attention

Emergency room care

$250 copay/visit, deductible
doesn't apply

the most)
$250 copay/visit,
deductible doesn't

apply

No coverage for non-emergency use.

Emergency medical transportation

30% coinsurance

30% coinsurance

Non-emergency transport: not covered, except
50% coinsurance if pre-authorized.

Urgent care

$75 copay/visit, deductible
doesn't apply

50% coinsurance

No coverage for non-urgent use.

If you have a
hospital stay

Facility fee (e.g., hospital room)

30% coinsurance

50% coinsurance

Penalty of $400 for failure to obtain
pre-authorization for out-of-network care.

Physician/surgeon fees

30% coinsurance

50% coinsurance

None

Office: $60 copay/ visit,

If you are pregnant

Childbirth/delivery professional
services

30% coinsurance

50% coinsurance

Childbirth/delivery facility services

30% coinsurance, except
deductible doesn't apply for
newborn hospital expenses

50% coinsurance,
except deductible
doesn't apply for
newborn hospital
expenses

, , deductible doesn't apply; SUED G

Outpatient services TSR -7’ | outpatient services: None

If you need mental health other outpatient services: o

. ’ 50% coinsurance

behavioral health, or no charge

substance abuse services
Inpatient services 30% coinsurance 50% coinsurance Penalty of .$40.0 for failure to obtain

pre-authorization for out-of-network care.

Office visits No charge 50% coinsurance

Cost sharing does not apply for preventive
services. Maternity care may include tests

and services described elsewhere in the SBC
(i.e. ultrasound.) Penalty of $400 for failure to
obtain pre-authorization for out-of-network
care may apply.
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What You Will Pay
Out-of-Network Limitations, Exceptions, & Other Important
Provider (You will pay Information

Common

Medical Event Services You May Need Network Provider (You
will pay the least)

the most)
120 visits/calendar year. Penalty of $400 for
Home health care 0% coinsurance 50% coinsurance failure to obtain pre-authorization for
out-of-network care.
Rehabilitation services 30% coinsurance 50% coinsurance el V|S|ts{calendar VR G7 PEREEL .
Occupational & Speech Therapy combined.
- e Habilitation services 30% coinsurance 50% coinsurance Limited to treatment of Autism.
rezggenr(ie:g ore hr:-we other 60 days/calendar year. Penalty of $400 for
special health needs Skilled nursing care 30% coinsurance 50% coinsurance failure to obtain pre-authorization for
out-of-network care.
Limited to 1 durable medical equipment for
Durable medical equipment 50% coinsurance 50% coinsurance same/similar purpose. Excludes repairs for
misuse/abuse.
Hospice services 30% coinsurance 50% coinsurance FEEly ar .$40.0 Ve D (2 el
pre-authorization for out-of-network care.
) Children's eye exam No charge 50% coinsurance 1 routine eye exam/12 months.
If your child needs dental , ;
or eye care Children's glasses Not covered Not covered Not covered.
Children's dental check-up Not covered Not covered Not covered.

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.)

* Acupuncture * Glasses (Child) * Routine foot care

* Bariatric surgery * Long-term care + Weight loss programs - Except for required
+ Cosmetic surgery + Non-emergency care when traveling outside the preventive services.

* Dental care (Adult & Child) U.s.

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

« Chiropractic care - 20 visits/calendar year. « Infertility treatment - Limited to the diagnosis & * Routine eye care (Adult) - 1 routine eye exam/12
* Hearing aids - 1 hearing aid per ear/60 months for treatment of underlying medical condition. months.

children under age 18; replacements within 5 years * Private-duty nursing - 70- 8 hour shifts/calendar

when hearing aid no longer meets the needs of the year.

child.
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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 is: Department of Regulatory Agencies,
Colorado Division of Insurance, (800) 930-3745, http://www.dora.state.co.us/insurance.

o For more information on your rights to continue coverage, contact the plan at 1-888-982-3862.

« If your group health coverage is subject to ERISA, you may also contact the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA
(3272) or https://www.dol.gov/agencies/ebsa.

e For non-federal governmental group health plans, you may also contact the Department of Health and Human Services, Center for Consumer Information and
Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov.

o If your coverage is a church plan, church plans are not covered by the Federal COBRA continuation coverage rules. If the coverage is insured, individuals should
contact their State insurance regulator regarding their possible rights to continuation coverage under State law.

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:

o Aetna directly by calling the toll free number on your Medical ID Card, or by calling our general toll free number at 1-888-982-3862.
o Department of Regulatory Agencies, Colorado Division of Insurance, (800) 930-3745, http://www.dora.state.co.us/insurance.

« If your group health coverage is subject to ERISA, you may also contact the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA
(3272) or https://www.dol.gov/agencies/ebsa.

o For non-federal governmental group health plans, you may also contact the Department of Health and Human Services, Center for Consumer Information and
Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.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 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.
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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

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

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

a hospital delivery)

m The plan’s overall deductible $3,000
= Specialist copayment $60
m Hospital (facility) coinsurance 30%
m Other coinsurance 30%

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)

well-controlled condition)

= The plan’s overall deductible $3,000
= Specialist copayment $60
m Hospital (facility) coinsurance 30%
m Other coinsurance 30%

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)

follow up care)

m The plan’s overall deductible $3,000
= Specialist copayment $60
m Hospital (facility) coinsurance 30%
m Other coinsurance 30%

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 $12,800
In this example, Peg would pay:
Cost Sharing
Deductibles $3,000
Copayments $90
Coinsurance $2,800
What isn't covered
Limits or exclusions $60
The total Peg would pay is $5,950

Total Example Cost $7,400
In this example, Joe would pay:
Cost Sharing
Deductibles $100
Copayments $1,200
Coinsurance $0
What isn't covered
Limits or exclusions $20
The total Joe would pay is $1,320

Total Example Cost $1,900
In this example, Mia would pay:
Cost Sharing
Deductibles $800
Copayments $400
Coinsurance $0
What isn't covered
Limits or exclusions $0
The total Mia would pay is $1,200

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: 1-888-982-3862.

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Assistive Technology
Persons using assistive technology may not be able to fully access the following information. For assistance, please call 1-888-982-3862.

Smartphone or Tablet
To view documents from your smartphone or tablet, the free WinZip app is required. It may be available from your App Store.

Non-Discrimination

Aetna complies with applicable Federal civil rights laws and does not discriminate, exclude or treat people differently based on their race, color, national origin, sex, age,
or disability.

Aetna provides free aids/services to people with disabilities and to people who need language assistance.
If you need a qualified interpreter, written information in other formats, translation or other services, call the number on your ID card.

If you believe we have failed to provide these services or otherwise discriminated based on a protected class noted above, you can also file a grievance with the Civil
Rights Coordinator by contacting:

Civil Rights Coordinator

P.O. Box 14462, Lexington, KY 40512 (CA HMO customers: PO Box 24030, Fresno, CA 93779)
1-800-648-7817, TTY: 711, Fax: 859-425-3379 (CA HMO customers: 1-860-262-7705)

Email: CRCoordinator@aetna.com

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

Aetna is the brand name used for products and services provided by one or more of the Aetna group of subsidiary companies, including Aetna Life Insurance Company, Coventry Health
Care plans and their affiliates.


https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

TTY: 711
Language Assistance:

For language assistance in your language call 1-888-982-3862 at no cost.

Albanian - Pér asistencé né gjuhén shqipe telefononi falas né 1-888-982-3862.

Amharic - AL7E W1 0 ATICT (11-888-982-3862 12 SLM-(+

Arabic - 1-888-982-3862 _adll a8 1 Lo Juai¥) el 5l oG yall dalll) b sacldl

Armenian - Lkquh gnigupkpud wewlgn prut (hwykpki) quiigh 1-888-982-3862 wnwig qind:

Bahasa-Indonesia-  Untuk bantuan dalam bahasa Indonesia, silakan hubungi 1-888-982-3862 tanpa dikenakan biaya.
Bantu-Kirundi - Niba urondera uwugufasha mu Kirundi, twakure kuri iyi nomero 1-888-982-3862 ku busa
Bengali-Bangala- IR ST IO S¥ JfARETIC 1-888-982-3862-B( FT F |

Bisayan-Visayan - Alang sa pag-abag sa pinulongan sa (Binisayang Sinugboanon) tawag sa 1-888-982-3862 nga walay bayad.

Burmese - egon§aydospecdad ([§&enonmomeom:)gé omameamizanyaapdaungs 1-888-982-3862 of ealedch

Catalan - Per rebre assisténcia en (catala), truqui al numero gratuit 1-888-982-3862.

Chamorro - Para ayuda gi fino' (Chamoru), agang 1-888-982-3862 sin gastu.

Cherokee - 00O SOhADUA JhOSLPOY OLT (CGWY) ObWEiS 1-888-982-3862 O°OT L Al'cod JEGLPJ hRRO.
Chinese - MBS EREPES A | 5518+] 1-888-982-3862 , HFH(THE.

Choctaw - (Chahta) anumpa ya apela a chi | paya hinla 1-888-982-3862.

Cushite - Gargaarsa afaan Oromiffa hiikuu argachuuf lakkokkofsa bilbilaa 1-888-982-3862 irratti bilisaan bilbilaa.

Dutch - Bel voor tolk- en vertaaldiensten in het Nederlands gratis naar 1-888-982-3862.

French - Pour une assistance linguistique en francais appeler le 1-888-982-3862 sans frais.

French Creole - Pou jwenn asistans nan lang Kreyol Ayisyen, rele nimewo 1-888-982-3862 gratis.

German - Benotigen Sie Hilfe oder Informationen in deutscher Sprache? Rufen Sie uns kostenlos unter der Nummer 1-888-982-3862 an.
Greek - T yhwootxn BonOeta oot EAMvid wokéore to 1-888-982-3862 ywoic yotwon.

Gujarati - Ao AUAIHIL SN IHI S HIZ 518 UL WY dIR 1-888-982-3862 UR 14 531



Hawaiian - No ke kokua ma ka ‘lelo Hawai‘i, ¢ kahea aku i ka helu kelepona 1-888-982-3862. Kaki ‘ole ‘ia k&ia kokua nei.

Hindi - gleldr H YT WerIaT & U, 1-888-982-3862 WX HBd ic |

Hmong - Yog xav tau kev pab txhais lus Hmoob hu dawb tau rau 1-888-982-3862.

Ibo - Maka enyemaka asusu na Igbo kpoo 1-888-982-3862 na akwughi ugwo o bula

llocano - Para iti tulong ti pagsasao iti pagsasao tawagan ti 1-888-982-3862 nga awan ti bayadanyo.

Italian - Per ricevere assistenza linguistica in italiano, puo chiamare gratuitamente 1-888-982-3862.

Japanese - HAGE CENE CHREDG(L, 1-888-982-3862 £ THERI THEBRAL LY,

Karen - coroferonoionchiodSandt 038 B: 1-888-982-3862 cxn 0o3383:05fcorSopSanSeronp

Korean - St O0{2 A0 XS B0 AoAH 28 EHS Ol 1-888-982-3862 HO Z Molsl| FAMA|L.
Kru-Bassa - Be'm’ké gbo-kpa-kpa dyé pidyi dé Basod-wuduiin wee, da 1-888-982-3862

Kurdish - (A8 S sty () 5A 43 1-888-982-3862 o e L cas S L 4y (laial ) (o)

Laotian - nanaunegnaunoaugos e luniunduananas, neguatng 1-888-982-3862 Toudisuaaly.
Marathi - TSI (FRTS) TETIATATST 1-888-982-3862 FHTATHIARPIUTTATE IGIATRITATIh ol hl.

Marshallese - Nan bok jipadi ilo Kajin Majol, kallok 1-888-982-3862 ilo cjjelok wonan.

I\P/I(i)%rr?g(g;iaann - Ohng palien sawas en soun kawewe ni omw lokaia Ponape koahl 1-888-982-3862 ni sohte isais.
Mon-Khmer, ASLNUSSLIMANE MANSHH AIEGIATNTS1CIMSNIIS 1-888-982-3862 HINIRHAKG AN

Navajo - T'aa shi shizaad k'ehji bee shiké a'doowol ninizingo Diné k'ehji koji' t'aa jiik'e holne' 1-888-982-3862

Nepali - (FAUTel) AT FATR[eTh AT HETAAT IT3AhT orert 1-888-982-3862 AT HieT IR |

Nilotic-Dinka - Tén kuoony é thok & Thuonjan col 1-888-982-3862 kecin ayodc.

Norwegian - For sprakassistanse pa norsk, ring 1-888-982-3862 kostnadsfritt.

Panjabi - Uaret 2fg ITret AaTfesT B, 1-888-982-3862 '3 He3 918 A4 |

Pennsylvania Dutch - Fer Helfe in Deitsch, ruf: 1-888-982-3862 aa. Es Aaruf koschtet nix.



Persian -

Polish -
Portuguese -
Romanian -
Russian -
Samoan -
Serbo-Croatian -
Spanish -
Sudanic-Fulfude -
Swahili -

Syriac -

Tagalog -
Telugu -

Thai -

Tongan -
Trukese -
Turkish -
Ukrainian -

Urdu -

Vietnamese -
Yiddish -

Yoruba -

ol 2 580 el o 4y a e 90 1-888-982-3862 o sbadi L o )l L3 Ay alainly s

Aby uzyska¢ pomoc w jezyku polskim, zadzwon bezplatnie pod numer 1-888-982-3862.

Para obter assisténcia lingufstica em portugues ligue para o 1-888-982-3862 gratuitamente.

Pentru asistenta lingvistica in romaneste telefonati la numarul gratuit 1-888-982-3862

YTOOBI IIOAYIHTE IIOMOIIb PYCCKOAZBIYHOIO IIEPEBOAYHKA, IIO3BOHHUTE 11O OecriaaTHOMY HOMepy 1-888-982-3862.
Mo fesoasoani tau gagana | le Gagana Samoa vala'au le 1-888-982-3862 e aunoa ma se totogi.

Za jezi¢nu pomo¢ na hrvatskom jeziku pozovite besplatan broj 1-888-982-3862.

Para obtener asistencia lingtiistica en espafiol, llame sin cargo al 1-888-982-3862.

Fii yo on hebu balal e ko yowitii e haala Pular noddee e oo numero doo 1-888-982-3862 Njodi woo fawaaki on.
Ukihitaji usaidizi katika lugha ya Kiswahili piga simu kwa 1-888-982-3862 bila malipo.

R D Fa N paaic od ol 00in o M tene ad),aal 1-888-982-3862 ana -

Para sa tulong sa wika na nasa Tagalog, tawagan ang 1-888-982-3862 nang walang bayad.

N JOHOBBEY DB0ES DEI 3500¢% 1-888-982-3862 ¥0 B 3003, (3e>0%50)

smsuanuTRan UM Ndu M lne Tns 1-888-982-3862 W3 laifien 144w

Kapau ‘oku fiema'u ha tokoni ‘1 he lea faka-Tonga telefoni 1-888-982-3862 ‘o ‘ikai ha totongi.

Ren aninnisin chiaka ren (Kapasen Chuuk) kopwe kékkééri 1-888-982-3862 nge esapw kamé ngonuk.

(Dil) ¢agrist dil yardim i¢in. Higbir ticret 6demeden 1-888-982-3862.

[[1o6 oTprMaTH AOIIOMOTY IIEpEKAaAAYA YKPATHCHKOI MOBH, 3aTeAedOHyIiTe 32 Oe3KOIITOBHUM HOMepoM 1-888-982-3862.
Nsaudbosag! sonS Jar 1-888-982-3862 < puin S JSyg )

Dé’dudc hé'trd ngdn ngu bang (ngdn ngu), hay goi mién phi‘dén s6” 1-888-982-3862.

SINYON |ID "D 1-888-982-3862 UDN W'T'X |'N §7'1 INIDYW XD

Fuan iranlowo nipa ¢d¢ (Yoruba) pe 1-888-982-3862 1ai san ow6 kankan rara.



Colorado Supplement to the Summary of Benefits and Coverage Form

INSURANCE COMPANY NAME

Aetna Life Insurance Company

NAME OF PLAN
Aetna Open Access® Managed Choice® - MC POS OA $3,000/70%

1. Type of Policy
Large Employer Group Policy

2. Type of Plan
Point of service (POS)

3. Areas of Colorado Where

Plan is Available Plan is available throughout Colorado.

SUPPLEMENTAL INFORMATION REGARDING BENEFITS

Important Note: The contents of this form are subject to the provisions of the policy, which contains all terms, covenants and conditions of
coverage. It provides additional information meant to supplement the Summary of Benefits and Coverage you have received for this plan.
This plan may exclude coverage for certain treatments, diagnoses, or services not specifically noted. Consult the actual policy to determine the

exact terms and conditions of coverage.

080100-050020-031861 Page 1 of 3



Description

4. Annual Deductible Type

EMBEDDED DEDUCTIBLE

INDIVIDUAL: The amount that each member of the family must meet prior to claims being
paid. Claims will not be paid for any other individual until their individual deductible or the
family deductible has been met.

FAMILY: The maximum amount that the family will pay for the year. The family deductible can
be met by 2 or more individuals.

5. Out-of-Pocket Type

EMBEDDED OUT-OF-POCKET

INDIVIDUAL: The amount that each member of the family must meet prior to claims being
paid at 100%. Claims will not be paid at 100% for any other individual until their individual
out-of-pocket or the family out-of-pocket has been met.

FAMILY: The maximum amount that the family will pay for the year. The family out-of-pocket
can be met by 2 or more individuals.

6. What is included in the In-Network
Out-of-Pocket Maximum?

Deductible, copayments, coinsurance

7. Is pediatric dental coverage included
in this plan?

No, the plan does not include pediatric dental.

8. What cancer screenings are covered?

Prostate Cancer Screening, Cervical Cancer Screening, Breast Cancer Screening, Colorectal
Cancer Screening — age and frequency schedules may apply.

USING THE PLAN
IN-NETWORK OUT-OF-NETWORK
9. If the provider charges more for a No Yes, refer to your certificate of coverage for
covered service than the plan normally details.

pays, does the enrollee have to pay the
difference?

10. Does the plan have a binding
arbitration clause?

080100-050020-031861
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Questions: Call 1-888-982-3862, TDD 1-800-628-3323 (hearing impaired only) or visit www.Aetna.com.

If you are not satisfied with the resolution of your complaint or grievance, contact: Colorado Division of Insurance
Consumer Services, Life and Health Section
1560 Broadway, Suite 850, Denver, CO 80202
Call 303-894-7490 (in state, toll free: 800-930-3745)

Email: dora_insurance@state.co.us

Colorado Network Access Plan Disclosure:
Aetna maintains and makes available to interested parties upon request a managed care network access plan on its business premises. The

managed care network access plan demonstrates the managed care network contains an adequate number of accessible acute care
hospitals, primary care providers, and specialists available to provide covered health care services. Among other things, the access plan
describes Aetna's process for monitoring and assuring on an ongoing basis the sufficiency of the network to meet the health care needs of
plan enrollees.

This document is available in other languages. Do you need this in another language? Call us.
No Cost Language Services. You can get an interpreter. You can get documents read to you and some sent to you in your language. For
help, call us at the number listed on your ID card or 1-888-982-3862.

Si necesita asistencia lingiiistica en espafiol, llamenos al nimero que figura en su tarjeta de identificaciéon (ID) médica.
Servicios de idiomas sin costo. Puede obtener un intérprete. Le pueden leer documentos y que le envien algunos en espafiol. Para obtener

ayuda, llimenos al nimero que figura en su tarjeta de identificacién o al 1-888-982-3862.

080100-050020-031861 Page 3 of 3
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ONEPOINT HRO,LLC

Supplemental Information Coverage for: Individual + Family | Plan Type: POS
How is the overall deductible or |Individual deductible and |The family deductible and family out-of-pocket limit are cumulative for all family
out-of-pocket limit met? out-of-pocket limit members. The family deductible and out-of-pocket limit can be met by a combination

payments apply to the of family members; however no single individual within the family will be subject to
family deductible and more than the individual deductible or out-of-pocket limit amount.

out-of-pocket limit.

How your out-of-network care is reimbursed:
We cover the cost of services based on whether doctors are “in-network™ or “out-of-network.” We want to help you understand how much Aetna pays for

your out-of-network care. At the same time, we want to make it clear how much more you will need to pay for this "out-of-network" care.

You may choose a provider (doctor or hospital) in our network. You may choose to visit an out-of-network provider. If you choose a doctor who is
out-of-network, your Aetna health plan may pay some of that doctot's bill. Most of the time, you will pay a lot more money out of your own pocket if you
choose to use an out-of-network doctor or hospital.

When you choose out-of-network care, Aetna limits the amount it will pay. This limit is called the "recognized" or "allowed" amount.

Professional Services: 105% of Medicare Facility Services: 140% of Medicare

Your doctor sets his or her own rate to charge you. It may be higher -- sometimes much higher -- than what your Aetna plan "recognizes." Your doctor may
bill you for the dollar amount that your plan doesn't "recognize." You must also pay any copayments, coinsurance and deductibles under your plan. No
dollar amount above the "recognized charge" counts toward your deductible or out-of-pocket limit. To learn more about how we pay out-of-network
benefits, visit www.aetna.com. Type “how Aetna pays” in the search box.

You can avoid these extra costs by getting your care from Aetna’s network of health care providers. Go to www.aetna.com and click on “Find a Doctor” on
the left side of the page. If you are already a member, sign on to your Aetna Navigator® member site.

This applies when you choose to get care out-of-network. When you have no choice (for example: emergency room visit after a car accident or for other
emergency services), we will pay the bill as if you got care in-network. You pay cost sharing and deductibles for your in-network level of benefits.
Contact Aetna if your health care provider asks you to pay more. You are not responsible for any outstanding balance billed by your providers for
emergency services beyond your cost sharing and deductibles.

Other important information about your plan:

This plan does not cover all health care expenses and includes exclusions and limitations. Members should refer to their plan documents to determine which

Questions: Call the toll free number on your ID card (1-888-982-3862 for prospective members), TDD 1-800-628-3323 (hearing impaired only), 080100-050020-031858
or visit us at www.HealthReformPlanSBC.com 1of3
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ONEPOINT HRO,LLC

Supplemental Information Coverage for: Individual + Family | Plan Type: POS
health care services are covered and to what extent.

Additional information regarding your plan is available in the Disclosure Document on www.aetna.com.

Information includes:

® “Knowing what is covered” which describes how we review a request for coverage for a service or supply

® “Prescription drug benefit” which describes procedures we use to manage prescription drug benefits. These procedures include how to obtain a list of
covered drugs and the exception policy for receiving coverage of a drug that is not on a closed formulary

Plans are provided by: Aetna Life Insurance Company. While this material is believed to be accurate as of the production date, it is subject to change.
Health benefits and health insurance plans contain exclusions and limitations. Not all health services are covered.

See plan documents for a complete description of benefits, exclusions, limitations and conditions of coverage. Plan features and availability may vary by
location and are subject to change. You may be responsible for the health care provider's full charges for any non-covered services, including circumstances
where you have exceeded a benefit limit contained in the plan. Providers are independent contractors and are not agents of Aetna. Provider participation
may change without notice. We do not provide care or guarantee access to health services.

The following is a partial list of services and supplies that are generally not covered. However, your plan documents may contain exceptions to this list based
on state mandates or the plan design or rider(s) purchased by you or your employer.
® ong-term rehabilitation therapy

® All medical and hospital services not specifically covered in, or which are
® Non-medically necessary services or supplies

limited or excluded by your plan documents

e Donor egg retrieval ® Orthotics except diabetic orthotics

® Outpatient prescription drugs (except for treatment of diabetes), unless

® Experimental and investigational procedures, except for coverage for
covered by a prescription plan rider and over-the-counter medications

medically necessary routine patient care costs for members

participating in a cancer clinical trial with respect to the treatment of (except as provided in a hospital) and supplies

cancer or other life-threatening disease or condition ® Radial keratotomy or related procedures

® Home births ® Reversal of sterilization

® Immunizations for travel or work except where medically necessary or ® Services for the treatment of sexual dysfunction or inadequacies,
indicated including therapy, supplies, counseling or prescription drugs

® Implantable drugs and certain injectable drugs including injectable ® Therapy or rehabilitation other than those listed as covered
infertility drugs

Questions: Call the toll free number on your ID card (1-888-982-3862 for prospective members), TDD 1-800-628-3323 (hearing impaired only), 080100-050020-031858

or visit us at www.HealthReformPlanSBC.com 20f3
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ONEPOINT HRO,LLC

Supplemental Information Coverage for: Individual + Family | Plan Type: POS

Aetna receives rebates from drug manufacturers that may be taken into account in determining Aetna's Preferred Drug List. Rebates do not reduce the
amount a member pays the pharmacy for covered prescriptions. Aetna Rx Home Delivery refers to Aetna Rx Home Delivery, LLC, a licensed pharmacy
subsidiary of Aetna Inc., that operates through mail order. The charges that Aetna negotiates with Aetna Rx Home Delivery may be higher than the cost they
pay for the drugs and the cost of the mail order pharmacy services they provide. For these purposes, the pharmacy's cost of purchasing drugs takes into
account discounts, credits and other amounts that they may receive from wholesalers, manufacturers, suppliers and distributors.

In case of emergency, call 911 or your local emergency hotline, or go directly to an emergency care facility.

We consider your personal information to be private. We have policies and procedures in place to protect your personal information from unlawful use and
disclosure. For a summary of our policy, go to www.aetna.com. You’ll find the Privacy Notices link at the bottom of the page.

Plan features and availability may vary by location and group size.

© 2014 Aetna Inc.

Questions: Call the toll free number on your ID card (1-888-982-3862 for prospective members), TDD 1-800-628-3323 (hearing impaired only), 080100-050020-031858
or visit us at www.HealthReformPlanSBC.com 30f3
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NOTICE OF CERTAIN MANDATORY

BENEFITS — Texas

In compliance with State of Texas laws, we are pleased to provide you with the following notice about

your health care coverage.

If any person covered by this plan has questions concerning the below information, please contact us. Our
phone number and mailing address are on your member ID card.

Need inpatient care for a
mastectomy or lymph
node dissection?

Minimum inpatient stay: If due to treatment of breast
cancer, any person covered by this plan has either a

mastectomy or a lymph node dissection, this plan will
provide coverage for inpatient care for a minimum of:

(a) 48 hours following a mastectomy, and
(b) 24 hours following a lymph node dissection.

The minimum number of inpatient hours is not required
if the covered person receiving the treatment and the
attending physician determine that a shorter period of
inpatient care is appropriate.

Prohibitions: We may not (a) deny any covered person
eligibility or continued eligibility or fail to renew this plan
solely to avoid providing the minimum inpatient hours;
(b) provide money payments or rebates to encourage
any covered person to accept less than the minimum
inpatient hours; (c) reduce or limit the amount paid to
the attending physician, or otherwise penalize the
physician, because the physician required a covered
person to receive the minimum inpatient hours; or (d)
provide financial or other incentives to the attending
physician to encourage the physician to provide care
that is less than the minimum hours.
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Do you have questions about
your coverage and/or benefits
for reconstructive surgery
after mastectomy?

Coverage and/or benefits are provided to each
covered person for reconstructive surgery after
mastectomy, including:

(a) all stages of the reconstruction of the breast on
which mastectomy has been performed;

(b) surgery and reconstruction of the other breast to
achieve a symmetrical appearance; and

(c) prostheses and treatment of physical
complications, including lymphedemas, at all stages
of mastectomy.

The coverage and/or benefits must be provided in a
manner determined to be appropriate in consultation
with the covered person and the attending physician.

Prohibitions: We may not (a) offer the covered person
a financial incentive to forego breast reconstruction or
waive the coverage and/or benefits shown above; (b)
condition, limit, or deny any covered person'’s eligibility
or continued eligibility to enrollin the plan or fail to
renew this plan solely to avoid providing the coverage
and/or benefits shown above; or (c) reduce or limit the
amount paid to the physician or provider, nor otherwise
penalize, or provide a financial incentive to induce the
physician or provider to provide care to a covered
person in a manner inconsistent with the coverage
and/or benefits shown above.
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Do you need an exam for
detection of prostate cancer?

Benefits are provided for each covered male for an
annual medically recognized diagnostic examination for
the detection of prostate cancer. Benefits include:

(a) a physical examination for the detection of prostate
cancer; and

(b) a prostate-specific antigen test for each covered
male who is

(1) at least 50 years of age; or

(2) at least 40 years of age with a family history of
prostate cancer or other prostate cancer
risk factor.

Are you planning to have
a baby?

For each person covered for maternity/childbirth
benefits, we will provide inpatient care for the mother
and her newborn child in a health care facility for a
minimum of:

(a) 48 hours following an uncomplicated vaginal
delivery, and

(b) 96 hours following an uncomplicated delivery by
cesarean section.

This benefit does not require a covered female who is
eligible for maternity/childbirth benefits to (a) give birth
in a hospital or other health care facility or (b) remain in
a hospital or other health care facility for the minimum
number of hours following birth of the child.

If a covered mother or her newborn child is discharged
before the 48 or 96 hours has expired, we will provide
coverage for post-delivery care. Post-delivery care
includes parent education, assistance and training in
breast-feeding and bottle-feeding and the performance
of any necessary and appropriate clinical tests. Care
will be provided by a physician, registered nurse or
other appropriate licensed health care provider, and
the mother will have the option of receiving the care

at her home, the health care provider’s office or a
health care facility.

Since we provide in-home post-delivery care, we are not
required to provide the minimum number of hours
outlined above unless (a) the mother’s or child’s
physician determines the inpatient care is medically
necessary or (b) the mother requests the inpatient stay.

Prohibitions: We may not (a) modify the terms of

this coverage based on any covered person requesting
less than the minimum coverage required; (b) offer

the mother financial incentives or other compensation
for waiver of the minimum number of hours required;
(c) refuse to accept a physician's recommendation for a
specified period of inpatient care made in consultation
with the mother if the period recommended by the
physician does not exceed guidelines for prenatal care
developed by nationally recognized professional
associations of obstetricians and gynecologists or
pediatricians; (d) reduce payments or reimbursements
below the usual and customary rate; or (e) penalize a
physician for recommending inpatient care for the
mother and/or the newborn child.

Did you know you have
coverage for tests to detect
colorectal cancer?

Benefits are provided for each person enrolled in the
plan who is 50 years of age or older and at normal risk
for developing colon cancer. These benefits provide for
expenses incurred in conducting a medically recognized
screening examination for the detection of colorectal
cancer. Benefits include the covered person’s choice of:

(a) a fecal occult blood test performed annually and
a flexible sigmoidoscopy performed every five
years, or

(b) a colonoscopy performed every 10 years.

Did you know you have
coverage for tests to detect
the human papillomavirus
(HPV), ovarian cancer and
cervical cancer?

Coverage is provided for each woman enrolled in the
plan who is 18 years of age or older for expenses
incurred for an annual medically recognized diagnostic
examination for the early detection of ovarian and
cervical cancer. Coverage required under this section
includes a CA 125 blood test and, at a minimum, a
conventional Pap smear screening or a screening using
liquid-based cytology methods, as approved by the FDA,
alone or in combination with a test approved by the FDA
for the detection of the human papillomavirus.
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Did you know your plan
may cover acquired brain
injury services?

Your health benefit plan coverage for an acquired brain
injury includes the following services when they are
medically necessary:

- Cognitive rehabilitation therapy

+ Cognitive communication therapy

- Neurocognitive therapy and rehabilitation

* Neurobehavioral, neurophysiological,
neuropsychological and psychophysiological testing
and treatment

* Neurofeedback therapy and remediation

+ Post-acute transition services and community
reintegration services, including outpatient day
treatment services or other post-acute-care treatment
services

* Reasonable expenses related to periodic reevaluation
of the care of an individual covered under the plan who
has incurred an acquired brain injury, has been
unresponsive to treatment, and becomes responsive to
treatment at a later date, at which time the cognitive
rehabilitation services would be a covered benefit.

©2018 Aetna Inc.
01.29.3071-TX A (4/18)

The fact that an acquired brain injury does not result in
hospitalization or acute-care treatment does not affect
the right of the insured or the enrollee to receive the
preceding treatments or services commensurate with
their condition.

Post-acute-care treatment or services may be obtained
in any facility where those services may legally be
provided, including acute or post-acute rehabilitation
hospitals and assisted living facilities regulated under
the Health and Safety Code.

You may obtain additional information from the Texas
Department of Insurance regarding your rights by
contacting them. Their website is tdi.texas.gov. Their
toll-free telephone number is 1-800-252-3439. Their
address is 333 Guadalupe Street, Austin, TX 78701.
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