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

CHRISTUS Health Plan: New Mexico Catastrophic

Coverage Period: 01/01/2019 - 12/31/2019
Coverage for: Individual, Individual + 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. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-844-282-3025. 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 www.healthcare.gov/sbc-glossary or call 1-844-282-3025 to request a copy.

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?
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$7,900/individual or
$15,800/family

Yes. Preventative care services
are covered before you meet your

deductible.

No.

$7,900/individual or
$15,800/family

Premiums, balance-billing

charges, and health care this plan

doesn’t cover.

Yes. See

https://www.christushealthplan.org

Iprovider-search or call 1-844-282-

3025 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 haven't yet met the deductible amount. But
a copayment or coinsurance may apply. For example, this plan covers certain preventive
services without cost-sharing and before you meet your deductible. See a list of covered
preventive services at https://www.healthcare.gov/coverage/preventive-care-benefits/.

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

The out-of-pocket limit is the most you could pay in a year for covered services. If you have other
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 in-network specialist you choose without a referral.
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ﬁ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common
Medical Event

What You Will Pay
Network Provider Out-of-Network provider
(You will pay the least) | (You will pay the most)

| Limitations, Exceptions, & Other Important

Services You May Need .
Information

Primary care visit to treatan | No Charge after Not Covered N
- ) ; one.
injury or illness deductible
Ifyou visita health | Specialist visit H0 wharga aftar Not Covered None.
care provider’s office , ,
or clinic . . You may have to pay for services that argnt
Preven_tlve. care/Screening/ No Charge Not Covered preventive. Ask yourlgrowder if the services
Immunization you need are preventive. Then check what
your plan will pay for.
Diagnostic test (x-ray, blood No Chgrge after Not Covered None.
work) deductible
Ifyou have a test No Charge after Preauthorization is required. If you don't get
Tl (G PR T Seas; () deductible ol bt preauthorization, benefits MAY be denied.
It you neec_i drugs to Generic drugs No Chgrge after Not Covered
treat your iliness or deductible Cost sharing for a 90-d v by mail ord
condition No Charge after ~0SLSnallng fora =b-day supply by mat order
. . Preferred brand drugs . Not Covered is triple the cost sharing for a standard 30-day
More information deductible .
about Prescription No Charge after supply. . Covers up to a 30-day supply (retail
drud coverage is Non-preferred brand drugs deductible Not Covered p;zzg::pt:ggg 31-90 day supply (mail order
available at www. Specialty d No Charge after Not Covered preserip
christushealthplan.org =PE¢@1y dIUds deductible ot Covere
Facility fee (e.g., ambulatory No Charge after Not Covered Preauthorization is required. If you don't get
If you have outpatient = surgery center) deductible preauthorization, benefits MAY Be denied.
surgery . No Charge after Preauthorization is required. If you don't get
ARSI 0N 228 deductible ol bt preauthorization, benefits MAY Be denied.
No Charge after .
Emergency Room Care deductible No Charge after deductible
If you need |mrned|ate Emerqency medical No Chgrge after No Charge after deductible | None.
medical attention transportation deductible B
No Charge after .
Urgent care deductible No Charge after deductible
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* For more information about limitations and exceptions, see the plan or policy document at https://www.christushealthplan.org/
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Common What You Will Pay : Limitations, Exceptions, & Other Important
Services You May Need Network Provider Out-of-Network provider
Medical Event . . Information
(You will pay the least) | (You will pay the most)

Facility fee (e.g., hospital room) No Charge after Not Covered Preauthorization is required. If you don't get
If you have a hospital deductible preauthorization, benefits MAY Be denied.
stay - No Charge after Preauthorization is required. If you don't get
Physician/Surgeon fees deductib?e Not Covered preauthorization, benefits MAY )Ige deniedg.
MH/SUD office visits are subject to the listed
If you need mental . . No Charge after copay, while MH/SUD facility outpatient
he);Ith, behavioral OUPEBIT NS deductible Neteareize treatments are subject to the outpatient facility
health, or substance coinsurance.
abuse services Inpatient services No Charge after Not Covered Preauthorization is required. If you don't get
deductible preauthorization, benefits MAY Be denied.
Office visits e Ch"?"ge SIS Not Covered None.
deductible
If you are pregnant Childbirth/delivery professional | No Charge after Not Covered Preauthorization is required. If you don't get
services deductible preauthorization, benefits MAY Be denied.
Childbirth/delivery facility No Charge after Not Covered Preauthorization is required. If you don't get
services deductible preauthorization, benefits MAY Be denied.
No Charge after 100 Days per Year. Preauthorization is
Home health care deductible Not Covered required. If you don't get preauthorization,
- benefits MAY Be denied.
Provider must determine in advance that
Rehabilitation services can be expected to
Rehabilitation services Mo Chgrge ity Not Covered resuIF .in Agpiieen imprpvement in. your
deductible condition. Preauthorization is required. If you
If you need help don’t get preauthorization, benefits MAY be
recovering or have denied.
other special health Supplementing with the federal definition of
needs habilitative services: Health care services that
help a person keep, learn, or improve skills
No Charge after and functioning for daily living. Examples
Habilitation services q : Not Covered include therapy for a child who is not walking
eductible ) .
or talking at the expected age. These services
may include physical and occupational
therapy, speech-language pathology and other
services for people with disabilities in a variety
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Common : .What You Will Pay - Limitations, Exceptions, & Other Important
. Services You May Need Network Provider Out-of-Network provider -
Medical Event . . Information
(You will pay the least) | (You will pay the most)

of inpatient and/or outpatient settings.
Preauthorization is required. If you don’t get
preauthorization, benefits MAY be denied.

60 Days per Year. Preauthorization is required.

Skilled nursing care 1 Ch‘?rge after Not Covered If you don't get preauthorization, benefits MAY
deductible .
Be denied.
Only Durable Medical Equipment considered
No Charae after standard and/or basic as defined by nationally
Durable medical equipment 19 Not Covered recognized guidelines are Covered.
deductible T . .
S Preauthorization is required. If you don't get
preauthorization, benefits MAY be denied.
Hospice Services No Charge after Not Covered Preauthorization is required. If you don't get
b deductible preauthorization, benefits MAY Be denied.
Children’s eye exam No Charge Not Covered 1 exam per year.
1 pair of glasses per year for children, with a
Children’s glasses No Charge Not Covered limit of $100 allowance for frames and lenses
. or $150 for contact lenses.
If your child needs P : T
Limited services covered.” Additional coverage
dental or eye care
can be purchased as a stand-alone product
Children’s dental check-up No Charge Not Covered from another health plan. CHRISTUS Health
Plan does not provide any stand-alone dental
products.

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 Abortion o Infertility Treatment ¢ Routine Eye Exam (Adult)
e Cosmetic Surgery e Long-Term Care ¢ Routine Foot Care
o Dental Services (Adult) e Private-Duty Nursing

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

e Acupuncture (20 visit limit) e Hearing Aids (1 device per 3 years) e Prosthetic Devices (1 per year)
e Chiropractic Care (20 visit limit)
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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 Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
https://www.dol.gov/ebsa/contactEBSA/consumerassistance.html; New Mexico HICAP at 1-855-857-0972 or http://www.nmhicap.org; New Mexico Medicaid Program
at 1-888-997-2583 or http://www.hsd.state.nm.us; or New Mexi-Kids at 1-888-997-2583 or https://www.hsd.state.nm.us/mad. 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: CHRISTUS Health Plan Customer Service at 1-844-282-3025 or The Office of Superintendent of Insurance at 1-855-427-5674 or
mhcb.grievance@state.nm.us.

Does this plan provide Minimum Essential Coverage? Yes
If you don’t have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax return unless you qualify for an exemption from the
requirement that you have health coverage for that month.

Does this plan meet the Minimum value standards? Yes
If your plan doesn’t meet the Minimum value standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:

Spanish (Espafiol): ATENCION: si habla espafiol, tiene a su disposicidn servicios gratuitos de asistencia linguistica. Llame al 1-844-282-3025 (TTY: 1-800-735-
2989).

Viethnamese: CHU Y: Néu ban noi Tiéng Viét, ¢ cac dich vu hé tro' ngdn nglr mién phi danh cho ban. Goi s6 1-844-282-3025 (TTY: 1-800-735-2989).
Chinese: 718 * MIRAEEHER TS » WAILIREIESES RIS - 55%8E1-844-282-3025 (TTY1-800-735-2989)

Korean: =2|: St=0HE AIE0tAl= R, 8N X & MBIAE a2 0|Z06t4! &= AUSLICH 1-844-282-3025 (TTY: 1-800-735-
2089)H O £ M Stoll F=AAIL.

Arabic; 4t gale; 13) o S Gy A% HSH A Allle gld Gladdael ol 4 galll ) &) g el gl sl Jail 28 1 1-844-282-3025 (»2 ) —&ila
p—all o<l 5 1-800-735-2989).

Urdu: oS JUS - O pliiand (e e ladd (S dda (S Ol oS @) 8 o g sl @l 81 20 231-844-282-3025 (TTY: 1-800-735-2989).

Tagalog : PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 1-844-282-
3025 (TTY: 1-800-735-2989).

French: ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-844-282-3025 (ATS : 1-800-735-
2989).

Persian; S Ladi (s jlodise Claad SeaS ol 3 sl Cs a acs 2S¢ py g A led A & uly 1-844-282-3025 (TTY: 1-800-735-

2989).
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German: ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfligung. Rufnummer: 1-844-282-3025 (TTY: 1-
800-735-2989).

Russian: BHUMAHWE: Ecnu Bbl roBopuTe Ha pycckom s3blke, TO BaM LOCTYMHbI GecnnatHble ycnyrv nepesoga. 3soHuTe 1-844-282-3025 (tenetain: 1-800-735-

2989).

Japanese: ;T EEIE : HAREZHEINDIGE. BHOEEXEZX CHAWZHET, 1-844-282-3025 (TTY: 1-800-735-2989) £ T. HEid
[CTITERLSTFZELY, . .

Laotian: 2U0QR9L: 11909 119VC3I1WIFI 990, NIVVINIVFOLCHDAIVWII, Lov0CcT 389, ccinDwanlnnian. Ins 1-844-282-3025 (TTY: 1-
800-735-2989).

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:

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

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

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

hospital delivery)

M The plan’s overall deductible $7,900

M Specialist copay $0
W Hospital (facility) copayment $0
B Other coinsurance 0%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost $12,800

In this example, Peg would pay:
Cost sharing

Deductibles $7,900

Copayments

Coinsurance

What isn’t covered

Limits or Exclusions

The total Peg would pay is $7,960
CHPNM19CS

controlled condition)

M The plan’s overall deductible $7,900

M Specialist copay $0
M Hospital (facility) copayment $0
B Other coinsurance 0

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $7,400
In this example, Joe would pay:
Cost sharing
Deductibles $7,184
Copayments
Coinsurance
What isn’t covered

Limits or Exclusions

The total Joe would pay is $7,239

up care)
M The plan’s overall deductible $7,900
M Specialist copay $0
M Hospital (facility) copayment $0
B Other coinsurance 0

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 $1,925
In this example, Mia would pay:
Cost sharing

Deductibles $1,925

Copayments $0

Coinsurance $0

What isn’t covered
Limits or Exclusions $0
The total Mia would pay is $1,925

The plan would be responsible for the other costs of these EXAMPLE covered services. 7o0f7



