Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
Piedmont Community HealthCare HMO: Piedmont Choice POS Bronze 7500/65/95/500

Coverage Period: 01/01/2022 - 12/31/2022
Coverage for: All Coverage Tiers | 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

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 1-800-400-7247 or visit our
website at www.pchp.net. 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/shc-glossary/ or call 1-800-400-7247 to request a copy.

Important Questions

What is the overall
deductible?

=

Answers

$7,700 Individual / $15,400 Family Unit In-
Network  $15,000 Individual / $30,000 Family Unit
ut-of- Network

Why This Matters:

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.

Are there services
covered before you meet
your deductible?

Yes. Preventive care and some primary care

services are covered before you meet your
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/.

Are there other
deductibles for specific
services?

Yes. Prescription drugs —
$500 individual, $1,000 family In-Network
$1,000 individual, $2,000 family Out-of-Network

There are no other specific deductibles. Does not
apply to Tier 1 and Tier 2 drugs.

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.

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

For network providers $8,700 Individual / $17,400
Family Unit; for out-of-network providers $18,200
Individual / $36,400 Family Unit

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.

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

Premiums, balance-billing charges, and health
care this plan doesn’t cover.

Even though you pay these expenses, they don’t count toward the out—

of—pocket limit.

Will you pay less if you
use a network provider?

Yes. See www.pchp.net or call 1-800-400-7247 for
a list of network providers.

This plan uses a provider network. You will pay less if you use a
provider in the plan's network. You will pay the most if you use an
out-of-network provider, and you might receive a bill from a provider
for the difference between the provider's charge and what your plan
pays (balance billing). Be aware your network provider might use an
out-of-network provider for some services (such as lab work). Check
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with your provider before you get services.

Do you need a referral to
see a specialist?

from this plan.

No. To see a specialist, you don’t need a referral

You can see the specialist you choose without a referral.

JilN

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

Network Provider
(You will pay the
least)

What You Will Pay

Out-of-Network
Provider
(You will pay the

Limitations, Exceptions, & Other Important
Information

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

Primary care visit to treat an injury
or illness

$75 copay/ office
visit; deductible
does not apply

most)

50% coinsurance

Allergy Injections (excluding serum) are a
$5 copay. Telemedicine is a $0 copay for
Centra 24/7 Telehealth and a $70 copay
for all other Telemedicine.

Specialist visit

$95 copay/visit;
deductible does

50% coinsurance

None

If you have a test

Diagnostic test (x-ray, blood work)

performed as part
of an office visit

50% coinsurance

not apply
You may have to pay for services that
. . , . Sy
et cus/sessitg) | N | 9o | SS7DSSIS Mbvouwpider
check what your plan will pay for.
No Charge when

Diagnostic mammogram/$100 copay.
Outpatient Diagnostic Test — 50%
coinsurance; Imaging — 50% Outpatient

50% coinsurance

50% coinsurance

: 50% or 40% o . i A0 -
Imaging (CT/PET scans, MRIs) coinsurance 50% coinsurance | Facility; 40% Office/Free-Standing
, $15 copay/retail Copays are per prescription
. . $15 copay/retail . o
Generic (%rugs (Tier 1) 1 $38 copay/mail $38 copay/mail Covers up to a 30-day or 100 unit supply
If you need drugs to treat (Deductible does not apply) order OFde.r S.ee (retail prescription);
your illness or condition Limitations Covers up to a 90-day or 300 unit supply
. i1 ton).
More information about ) $50 copay/retail. $50 copay/ retal.l' %lfu Olrder pre-scrllznon)d » ~
intion drug Preferred brand drugs (Tier 2) $125 copay/mail $125 copay/mail 1s plan requires “mandatory” generic
prescrip |. . (Deductible does not apply> d R order See substitution if the FDA has determined
wﬁ B a\;a”able at order Limitations the generic to be equivalent to the brand
WWW.pChp.net. 50% coinsurance | 50% coinsurance | product, unless an In-Network provider
Non-preferred brand drugs (Tier 3) | (retail) (retail) requires brand name drugs.

Prescriptions filled at an Out-of-Network

* For more information about limitations and exceptions, see the plan or policy document at www.pchp.net.
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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 the

Limitations, Exceptions, & Other Important
Information

($500 maximum per script retail,
$1,250 maximum per script mail
order)

(mail order)

most)
(mail order) See
Limitations

Specialty drugs - Preferred (Tier 4)
($500 maximum per script retail,
Specialty drugs - Non-Preferred
(Tier 5) ($500 maximum per script
retail)

50% coinsurance
(retail)

50% coinsurance
(retail)

50% coinsurance
(retail)

50% coinsurance
(retail)

pharmacy reimbursed up to the amount
that would have been paid to an In-
Network pharmacy (less copay,
deductible and/or coinsurance).

If you have outpatient
surgery

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

50% coinsurance

50% coinsurance

Preauthorization is required. If you don't
get preauthorization, benefits could be
covered as Out-of-Network.

Physician/surgeon fees

50% coinsurance

50% coinsurance

None

If you need immediate
medical attention

Emergency room care

$350 copay/visit +

50% coinsurance

$350 copay/visit +

50% coinsurance

Emergency medical
transpotrtation

50% coinsurance

50% coinsurance

Urgent care

$95 copay/visit

$95 copay/visit

If not an actual emergency, covered at
50% coinsurance after deductible.
Urgent Care — deductible does not apply.

If you have a hospital
stay

Facility fee (e.g., hospital room)

50% coinsurance

50% coinsurance

Physician/surgeon fees

50% coinsurance

50% coinsurance

Preauthorization is required. If you don't
get preauthorization, benefits could be
covered as Out-of-Network.

If you need mental health,

behavioral health, or
substance abuse
services

Outpatient services

$65 copay/office

visit

50% coinsurance

Inpatient services

50% coinsutrance

50% coinsurance

Preauthorization required for any
inpatient or outpatient facility services.
Preauthorization required for any
services and office visits from Out-of-
Network providers. Covered as Out-of-
Network without preauthorization.

If you are pregnant

Office visits

50% coinsurance

50% coinsurance

Cost sharing does not apply to certain

Childbirth/delivery professional
services

50% coinsurance

50% coinsurance

Childbirth/delivery facility services

50% coinsurance

50% coinsurance

preventive services. Depending on the
type of services, coinsurance may apply.
Maternity care may include tests and
services described elsewhere in the SBC
(i.e. ultrasound).

* For more information about limitations and exceptions, see the plan or policy document at www.pchp.net.
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What You Will Pay

Out-of-Network

Provider Limitations, Exceptions, & Other Important

Common Medical Event Network Provider

Services You May Need

If you need help
recovering or have other
special health needs

Home health care

(You will pay the

least) (You will pay the

most)

50% coinsurance 50% coinsurance

Information

Limited to 100 visits/calendar year

Rehabilitation services

$75 copay/office
visit and 50%

coinsurance for
other outpatient

50% coinsurance

Habilitation setrvices

visit and 50%
coinsurance for
other outpatient
services

50% coinsurance

Physical/Occupational therapy or Speech

services therapy limited to 30 visits/year each for
$75 copay/office rehabilitative or habilitative services. No

deductible In-Network.

Skilled nursing care

50% coinsurance 50% coinsurance

Limited to 100 visits/calendar year

Durable medical equipment

50% coinsurance 50% coinsurance

Preauthorization requirement is based
on CPT code.

Hospice setvices

50% coinsurance 50% coinsurance

Preauthorization is required. If you don't
get preauthorization, benefits could be
covered as Out-of-Network.

If your child needs dental
or eye care

Children’s eye exam

No Charge 50% coinsurance

Limited to one routine eye exam per year.

Children’s glasses

No Charge with

L. 50% coinsurance
limitations -

Limited to one pair of standard glasses
(lenses and frames), or one pair of contact
lenses per year from a limited collection.

Children’s dental check-up

Not Covered Not Covered

Dental check-up is 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.)

e Abortion (except in cases of rape, incest, or e Glasses (except for pediatric vision e Routine Foot Care (unless you are under
when the life of the mother is endangered) benefits) active treatment for a metabolic or peripheral

e Acupuncture e Hearing aids vascular disease, such as diabetes

e Bariatric Surgery e Infertility Treatment e  Weight loss programs

e Cosmetic Surgery * Long Term Care

e Dental Care (Adult) (except for accidental * Non-emergency care when traveling

injury)

outside the U.S.

* For more information about limitations and exceptions, see the plan or policy document at www.pchp.net.
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Other Covered Services (Limitations may apply to these services. This isn’'t a complete list. Please see your plan document.)

e Chiropractic Care (total spinal manipulation e Private-duty nursing (limited to 16 hours
/ chiropractic services limited to 30 visits per year)
each per year for rehabilitative or

habilitative services) e Routine eye care (Adult) (limited to one

routine eye exam per year)

e Habilitation services

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: Virginia Bureau of Insurance at 1-800-552-7945 or bureauofinsurance(@scc.virginia.gov. You may also contact the U.S. Department of Labor,
Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa/healthreform, or the U.S. Department of Health and Human Services
at 1-877-267-2323 x61565 or www.cciio.cms.gov. 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 on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about
your rights, this notice, or assistance, contact: : Piedmont at 1-800-400-7247 (434-947-4463 if local) or visit www.pchp.net. You may also contact the U.S.
Department of Labor at 1-866-444-3272 ot visit www.dol.gov/ebsa/healthreform; or call the Virginia Bureau of Insurance at 1-877-310-6560 or visit
www.scc.virginia.gov/boi/omb. Additionally, a consumer assistance program can help you file your appeal. Contact the Virginia Bureau of Insurance,
Office of Managed Care Ombudsman at 1-877-310-6560 or , www.scc.virginia.gov/boi/omb, or for assistance with complaints regarding the quality of
health care setvices received, contact the Virginia Department of Health, Office of Licensure at 1-800-955-1819 or www.vdh.state.va.us/OLC/Complaint.

Does this plan provide Minimum Essential Coverage? Yes. Minimum Essential Coverage generally includes plans, health insurance available through
the Marketplace or other individual market policies, Medicare, Medicaid, CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of
Minimum Essential Coverage, you may not be eligible for the premium tax credit.

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

Language Access Services:
English ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call 1-800-400-7247 (T'TY: 711).
Espanol si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingtistica. Llame al 1-800-400-7247 (TTY: 1-877-295-1454).

Korean T=2|: St O{E AIESIA| = B2, 20 X[ MH|AE B E2 0|83 = AFLIC}. 1-800-400-7247 (TTY: 1-877-295-1454)H 2 2 T 2} 5|

TR,

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

PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The valid
OMB control number for this information collection is 0938-1146. The time required to complete this information collection is estimated to average 0.08 hours per response, including the time to review
instructions, search existing data resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of the time estimate(s) or
suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

* For more information about limitations and exceptions, see the plan or policy document at www.pchp.net. Page 5 of 6



About these Coverage Example:

JiiN

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 up

hospital delivery)

B The plan’s overall deductible $7,500
B Specialist copayment $95
B Hospital (facility) coinsurance 50%
B Other coinsurance 50%

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)

controlled condition)

B The plan’s overall deductible $7,500
B Specialist copayment $95
B Hospital (facility) coinsurance 50%
B Other coinsurance 50%

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

care)
B The plan’s overall deductible $7,500
W Specialist copayment $95
B Hospital (facility) coinsurance 50%
W Other coinsurance 50%

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 $12,700
In this example, Peg would pay:

Cost Sharing
Deductibles $7,500
Copayments $0
Coinsurance $1,600

What isn’t covered

Limits or exclusions $60

The total Peg would pay is $9,160

Total Example Cost $5,600 Total Example Cost $2,800
In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing

Deductibles $0 Deductibles $2,000
Copayments $2,000 Copayments $600
Coinsurance $0 Coinsurance $0

What isn’t covered What isn’t covered
Limits or exclusions $20 Limits or exclusions $0
The total Joe would pay is $2,020 The total Mia would pay is $2,600

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

COMMUNITY HEALTH PLAN

Nondiscrimination Notice

Piedmont Community Health Plan, on behalf of itself and its affiliates (hereafter “Piedmont”) complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex. Piedmont does not exclude people or treat them differently because of race,
color, national origin, age, disability, or sex.

Piedmont:

e Provides free aids and services to people with disabilities to communicate effectively with us, such as:

o Qualified sign language interpreters

o Written information in other formats (large print, audio, accessible electronic formats, other formats)
e Provides free language services to people whose primary language is not English, such as:

o Qualified interpreters

o Information written in other languages
If you need these services, contact Customer Service at 1-800-400-7247 (TTY: 711)

If you believe that Piedmont has failed to provide these services or discriminated in another way on the basis of race, color, national origin, age, disability, or
sex, you can file a grievance with our Compliance Officer by mail or phone:

Compliance Officer

Piedmont Community Health Plan
2316 Atherholt Road

Lynchburg, VA 24501
434-947-4463 (TTY: 711)

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, DC 20201

1-800-368-1019, 800-537-7697 (TDD).

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

H1659_Nondiscrim2017_NM PCHP.NDN (Iss.2016.12.13)



PIEDMONT COMMUNITY HEALTH PLAN

English ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call 1-800-400-7247 (TTY: 711).

Espaiiol (Spanish) ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame al 1-800-400-7247 (TTY: 711).

£t 0] (Korean) =0|: St=0| & AFESHA|= 32, 20| X| & MH|AE R R 2 0|85 5= JUSLICE 1-800-400-7247 (TTY: 711) Ho 2 T35 FHA| L.

Tiéng Viét (Vietnamese) CHU Y: Néu ban ndi Tiéng Viét, ¢6 cac dich vu hd trg ngdn ngir mién phi danh cho ban. Goi s6 1-800-400-7247 (TTY: 711).

P IT (Chinese) 715 : Al HEM b SC, AL EATE S EIIRG, SHECE 1-800-400-7247 (TTY : 711)

1-800-400-7247 pé 0 doail  laally &l 3l 45 &, salll Saclusal) cload Gla dalll K3 Eaaai i€ 1Y) 1k sale (Arabic)in sl
(711 28 5 aall s o))

Tagalog (Tagalog — Filipino) PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 1-800-
400-7247 (TTY: 711).

e s U8 oy sy Sl k—ll'e:m W o S w4 S assi (Farsi) v
2,80 Gl 1-800-400-7247 (TTY: 711) b 250 e aal

A7ICE (Amharic) “I030O0; 091575 R7% ATICE QP PHCHI° WCA T £CEPFE 1% ALLTHPT FHIETPA: DL “LNtAD- £ TC LLD¢ 1-800-400-7247 (et AtAGTFD-: 711).

SIS G i (e i et (S sae (S gl S Gl 5o S sl 1 loa (Urdu) 53
1-800-400-7247 (TTY: 711).

Francais (French) ATTENTION: Si vous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-800-400-7247 (ATS: 711).

Pyccknii (Russian) BHUMAHUE: Ecnu Bbl roBopuTe Ha pycCKOM Si3bIKE, TO BaM AOCTYIHBI OecryiaTHble yciyru nepeBona. 3Bonute 1-800-400-7247 (teneraiin: 711).

& (Hindi) &t & A 39 S drerar § @ e fT gwa # HINT FEIIAT FATU 3T §1 1-800-400-7247 (TTY: 711) TR el HY|

Deutsch (German) ACHTUNG: Wenn Sie Deutsch sprechen, stehen Thnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung. Rufnummer: 1-800-400-7247 (TTY:
711).

IR (Bengali) TF FFa: I A IR, FT 0@ NG, ©IRET (AT SAT F2Tol ANEFAT Ofed A=l (B IFF $-800-400-7247 (TTY: 711)|

Basds-wudu-po-nyd (Bassa) D¢ de nia ke dyédé gbo: O ju ké m [Basdd-wudu-po-nyd] ju ni, nii, a wudu ka ko do po-pod b&in m gbo kpaa. Ba 1-800-400-7247 (TTY:711)

Igbo asusu (Ibo) Ige nti: O buru na asu Ibo asusu, enyemaka diri gi site na call 1-800-400-7247 (TTY: 711).

édé Yoruba (Yoruba) AKIYESI: Ti o ba nso ede Yoruba ofe ni iranlowo lori ede wa fun yin o. E pe ero ibanisoro yi 1-800-400-7247 (TTY: 711).
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