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HSA-compatible, high-deductible plan

WESTERN 1800/0/0 HDHP HMO PRIME

COPAYMENT SUMMARY a uniform health plan benefit and coverage matrix

THIS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS AND IS A SUMMARY
ONLY. THE EVIDENCE OF COVERAGE/DISCLOSURE FORM AND PLAN CONTRACT SHOULD BE CONSULTED
FOR A DETAILED DESCRIPTION OF COVERAGE BENEFITS AND LIMITATIONS.

member
responsibility
$1,800*

$3,000*

$3,600*

$3,600
$3,600
$7,200

none

DEDUCTIBLE

Self-only coverage

Individual with Family coverage

Family coverage

The annual deductible is the amount of money a member or family must pay for covered services before WHA is
responsible for covered services. Each member enrolled as a family must meet the Individual with Family coverage
amount or Family coverage amount, whichever is met first. Once the deductible is met, the relevant copayment(s) will
apply. The deductible applies to both medical and pharmacy expenses. The deductible does not apply to Preventive
Care Services, as noted below. Amounts paid for non-covered services do not count toward a member’s deductible.

ANNUAL OUT-OF-POCKET MAXIMUM

Self-only coverage

Individual with Family coverage

Family coverage

The out-of-pocket maximum is the most a member will pay in a calendar year for covered services. It includes the
deductible and copayments. Once the deductible and copayment costs reach the annual out-of-pocket maximum,
WHA will cover 100% of the covered services for the remainder of the calendar year. Amounts paid for non-covered
services do not count toward a member’s out-of-pocket maximum.

Lifetime maximum

cost to member
none

none
none

SERVICES NOT SUBJECT TO DEDUCTIBLE

Preventive care services, including laboratory tests, as outlined under the Preventive Services Covered without Cost-
Sharing section of the EOC/DF. See additional benefit information at mywha.org/preventive.

* Annual physical examinations and well baby care

* Immunizations, adult and pediatric

* Women'’s preventive services

* Routine prenatal care and lab tests, and first post-natal visit

* Breast, cervical, prostate, colorectal and other generally accepted cancer screenings

NOTE: In order for a service to be considered “preventive,” the service must be provided or ordered by your

PCP or OB/GYN, and the primary purpose of the visit must be to obtain the preventive service. In the event you
receive additional services that are not part of the preventive exam (for example, procedures or labs resulting from
screenings or in response to your medical condition or symptoms), you will be responsible for the cost of those
services as described in this copayment summary.

Vision examination

Hearing examination

cost to member
after deductible is met

none
none
none
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SERVICES SUBJECT TO DEDUCTIBLE

Professional Services

Office or virtual visit, primary care and other practitioners not listed below
Office or virtual visit, specialist

Family planning services
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cost to member SERVICES SUBJECT TO DEDUCTIBLE

after deductible is met

Outpatient Services
Outpatient surgery
none ¢ Performed in office setting
none ¢ Performed in facility — facility fees
none ¢ Performed in facility — professional services
none Dialysis, chemotherapy, infusion therapy and radiation therapy
none Laboratory tests, X-ray and diagnostic imaging
none Imaging (CT/PET scans and MRIs)
none Therapeutic injections, including allergy shots

Hospitalization Services
none Facility fees — semi-private room and board and hospital services for acute care or intensive care, including:
* Newborn delivery (private room when determined medically necessary by a participating provider)

* Use of operating and recovery room, anesthesia, inpatient drugs, X-ray, laboratory, radiation therapy, blood
transfusion services, rehabilitative services, and nursery care for newborn babies

none Professional inpatient services, including physician, surgeon, anesthesiologist and consultant services

Urgent and Emergency Services
Outpatient care to treat an injury or sudden onset of an acute illness within or outside the WHA Service Area
none * Physician’s office or virtual visit
none ¢ Urgent care virtual visit
none ¢ Urgent care center
none * Emergency room — facility fees
none ¢ Emergency room — professional services
none ¢ Ambulance service as medically necessary or in a life-threatening emergency (including 911)

Prescription Coverage
Wialk-in pharmacy (30-day supply)
none ¢ Tier 1 - Preferred generic and certain preferred brand name medication
$30 e Tier 2 - Preferred brand name and certain non-preferred generic medication’
$50 + Tier 3 - Non-preferred (generic or brand) medication’

Mail order (up to 90-day supply)
none ¢ Tier 1 - Preferred generic and certain preferred brand name medication
$75 « Tier 2 - Preferred brand name and certain non-preferred generic medication’
$125  Tier 3 - Non-preferred (generic or brand) medication’

Other Prescription Coverage

none Home self-injectable medication

50%* Erectile Dysfunction medication', up to $250 maximum per 30-day supply

none Aspirin, folic acid (including in prenatal vitamins), fluoride for preschool age children, tobacco cessation medication
and women's contraceptives; generic required if available

Members will pay the lesser of the applicable copayment, the actual cost, or the retail price of the prescription.

Non-injectable specialty medication may be classified on Tiers 1-3. Regardless of tier, all specialty medications are
limited to a 30-day supply.

'Regardless of medical necessity or generic availability, the member will be responsible for the applicable copayment
when a Tier 2 or Tier 3 medication is dispensed. If a Tier 1 medication is available and the member elects to receive a
Tier 2 or Tier 3 medication without medical indication from the prescribing physician, the member will be responsible
for the difference in cost between the Tier 1 and the purchased medication in addition to the Tier 1 copayment.**
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cost to member SERVICES SUBJECT TO DEDUCTIBLE
after deductible is met
Durable Medical Equipment (DME)

none Durable medical equipment (excluding orthotic and prosthetic devices) when determined by a participating physician
to be medically necessary and when authorized in advance by WHA

none Orthotics and prosthetics when determined by a participating physician to be medically necessary and when
authorized in advance by WHA

Behavioral Health Services
Mental Health Disorders and Substance Use Disorders
none ¢ Office visit or virtual visit
none ¢ Outpatient other services
none ¢ Inpatient hospital services, including detoxification — provided at a participating acute care facility
none ¢ Inpatient hospital services — provided at residential treatment center
none * Inpatient professional services, including physician services

Other Health Services

none Home health care when prescribed by a participating physician and determined to be medically necessary, up to 100
visits in a calendar year

none Skilled nursing facility, semi-private room and board, when medically necessary and arranged by a primary care
physician, including drugs and prescribed ancillary services, up to 100 days per calendar year

none Hospice services
none Habilitation services
none Outpatient rehabilitative services, including:

* Physical therapy, speech therapy and occupational therapy, when authorized in advance by WHA and determined
to be medically necessary

* Respiratory therapy, cardiac therapy and pulmonary therapy, when authorized in advance by WHA and determined
to be medically necessary and to lead to continued improvement

none Inpatient rehabilitation

none Abortion and abortion-related service, including pre-abortion and follow-up services
Acupuncture and chiropractic services, provided through Landmark Healthplan of California, Inc., no PCP referral
required. See additional benefit information at mywha.org.

none * Acupuncture, up to 20 visits per year

none ¢ Chiropractic care, up to 20 visits per year

* Deductibles or percentage copayments are based upon WHA's contracted rates with the provider of service.
** The amount paid for the difference in cost does not apply to the deductible or contribute to the out-of-pocket maximum.

IMPORTANT: Health savings accounts (HSAs) are complex financial products. This plan is a high-deductible health care plan. While
there is no obligation to have an HSA, WHA recommends that you consult your tax or financial advisor to discuss the benefits and
determine whether this plan and HSAs are a good choice for you.

MANAGING YOUR HIGH-DEDUCTIBLE PLAN: The deductible and annual out-of-pocket maximum apply only to the covered services
described in this Copayment Summary. Copayments and deductibles for any benefits purchased separately as a rider, including but

not limited to infertility benefits, do not apply to this deductible or annual out-of-pocket maximum. When you reach your annual out-
of-pocket maximum described in this Copayment Summary, WHA will mail you a letter to inform you that you do not have to pay any
more copayments or deductibles for covered services through the end of the calendar year. To review amounts applied to your annual
deductible and out-of-pocket maximum, simply access your accumulator through mywha.org. If you have any questions about how
much has been applied to your deductible or annual out-of-pocket maximum, or whether certain payments you have made apply to the
annual out-of-pocket maximum, please call WHA Member Services.



Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
Western Health Advantage: Westem 1800/0/0 HDHP HMO Prime

Coverage Period: 07/01/2023 - 06/30/2024
Coverage for: Self + Family | Plan Type: HMO

the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary or call 1-800-318-2596 to request a copy.

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 1-888-563-2250 or visit mywha.org. For
general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see

Important Questions

What is the overall

Answers

$3,000/Individual or
$3,600/Family per calendar

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 member must meet their own

deductible? year ($1,800 if enrolled as individual deductible until the total amount of deductible expenses paid by all family members meets
single-only) the overall family deductible.
. , . . This plan covers some items and services even if you haven't yet met the deductible amount. But a
ﬁgfeotrr;ergus?nnggfsoﬁvered zﬁg’ ;2%’;'?}% %’ copayment or coinsurance may apply. For example, this plan covers certain preventive services
o cti)t/ﬂ e? y ViSION EXaMs 9 without cost sharing and before you meet your deductible. See a list of covered preventive services at

www.healthcare.gov/coverage/preventive-care-benefits.

Are there other deductibles
for specific services?

No

You don't have to meet deductibles for specific services.

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

$3,600/Individual or
$7,200/Family per calendar
year

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 and health care the
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 mywha.org/directory
or call 1-888-563-2250 for a list

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

of network providers. network provider might use an out-of-network provider for some services (such as lab work). Check
with your provider before you get services.
Do you need a referral to Yes This plan will pay some or all of the costs to see a specialist for covered services but only if you have

see a specialist?

a referral before you see the specialist.
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A\‘\ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.
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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

Limitations, Exceptions, & Other Important
Information

Primary care visit to treat an

(You will pay the most)

injury or illness No charge Not covered None
Preauthorization may be required. Failure to
If you visit a health Specialist visit No charge Not covered obtain preauthorization may result in non-
care provider's office or payment of services.
clinic You may have to pay for services that aren't
Preventive care/screening/ | No charge; deductible does Not covered preventive. Ask your provider if the services
immunization not apply needed are preventive. Then check what
your plan will pay for.
Diagnostic test (x-ray, blood For diagnostic tests, preauthorization may
work) No charge Not covered be required. Failure to obtain
preauthorization may result in non-payment
If you have a test Imaging (CT/PET scans, No ch Not g of services. For imagingl, Qreauthori;atien
MRIs) 0 charge Ot covere required. Failure to obtain preauthorization
may result in non-payment of services.
Tier 1 (Preferred generic and
cergern preferred brand name |No charge Not covered At Retail pharmacies, a 30-day supply is
If you need drugs to | medications) allowed; up to a 90-day supply is allowed
treat your illness or Tier 2 (Preferred brand nam through Mail Order. Preauthorization
condrtron . orenonf r:f:rr: 4 e?reric ame | Retail: $30/prescription; Mail Not covered required for specialty medications, which are
More information about medic a? o) g order: $75/prescription limited to a 30-day supply and must be
MMQI " icat obtained through WHA's specialty pharmacy
coverage s available m T network as described in the EOC/DF. Failure
at Ezgia(r{\rlg:ss referred Er%t::l.' $$15 gfﬁzarfjscc”rrr);lt?gn Mail Not covered to obtain preauthorization may result in non-
mywha.org/pharmacy ) payment of services.
Self-injectable specialty drugs |No charge Not covered
. Preauthorization required. Failure to obtain
zjfg;lrletr};fs:n(tpeg” ambulatory No charge Not covered preauthorization may result in non-payment
If you have outpatient of services.
surgery Preauthorization required. Failure to obtain
Physician/surgeon fees No charge Not covered Qreauthorrzatro may result in non-payment

of services.
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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 most)

Limitations, Exceptions, & Other Important
Information

If you need immediate
medical attention

Emergency room care

No charge

No charge

At urgent care centers, services from an out-
of-network provider are covered only when

Emergency medical
transportation

No charge

No charge

Urgent Care Center

No charge

No charge

obtained outside the service
area.Preauthorization may be required.
Failure to obtain preauthorization may result
in non-payment of services.

If you have a hospital
stay

Facility fee (e.g., hospital
room)

No charge

Not covered

Preauthorization may be required. Failure to
obtain preauthorization may result in non-
payment of services.

Physician/surgeon fees

No charge

Not covered

Preauthorization may be required. Failure to
obtain preauthorization may result in non-
payment of services.

If you need mental
health, behavioral
health, or substance
abuse services

Outpatient services

No charge

Not covered

Inpatient services

No charge

Not covered

Preauthorization required for outpatient
mental health and residential treatment
center. Preauthorization may be required for
inpatient mental health. Failure to obtain
preauthorization may result in non-payment
of services.

If you are pregnant

Office visits

No charge; deductible does
not apply

Not covered

Childbirth/delivery
professional services

No charge

Not covered

Childbirth/delivery facility
services

No charge

Not covered

Cost sharing does not apply for preventive
services, including routine prenatal care and

first postnatal visit. Maternity care may
include tests and services described
elsewhere in the SBC (i.e., ultrasound).
Depending on the type of services, a
copayment, coinsurance or deductible may
apply.Preauthorization may be required for
inpatient services. Failure to obtain
preauthorization may result in non-payment
of services.
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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

Limitations, Exceptions, & Other Important
Information

If you need help
recovering or have
other special health
needs

Home health care

No charge

(You will pay the most)

Not covered

100 visits per calendar year.
Preauthorization required. Failure to obtain
Qreauthorlzatlo may result in non-payment
of services.

Rehabilitation services

No charge

Not covered

Preauthorization required. Failure to obtain
Qreauthonzatlo may result in non-payment
of services.

Habilitation services

No charge

Not covered

Preauthorization required. Failure to obtain
Qreauthorlzatlo may result in non-payment
of services.

Skilled nursing care

No charge

Not covered

100 days per calendar year. Preauthorization
required. Failure to obtain Qreauthorlzatlo
may result in non-payment of services.

Durable medical equipment

No charge

Not covered

Preauthorization may be required. Failure to
obtain preauthorization may result in non-
payment of services.

Hospice services

No charge

Not covered

Preauthorization required. Failure to obtain
Qreauthorlzatlo may result in non-payment
of services.

If your child needs
dental or eye care

Children's eye exam

No charge; deductible does
not apply

Not covered

One comprehensive eye exam per year
(including dilation if medically indicated).

Children's glasses

Not covered

Not covered

None

Children's dental check-up

Not covered

Not covered

None
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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.)

« Cosmetic Surgery * Infertility Treatment * Private-Duty Nursing
* Dental Care Adult * Long-Term Care * Routine Foot Care
* Hearing Aids (unless purchased as a rider) . Uosn-emergency care when traveling outside the . V\(Ijei%ht Loss Programs (unless purchased as a
S. rider
Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)
* Abortion Services * Bariatric Surgery * Routine Eye Care Adult
* Acupuncture « Chiropractic Care

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 Managed Health Care California Help Center, 980 9th Street Suite #500, Sacramento, CA 95814-4275 at 1-888-466-2219 or www.dmhc.ca.gov, or
the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. 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 you 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. Additionally, a consumer assistance program can help you
file your appeal. For more information about your rights, this notice, or assistance, contact the California Department of Managed Health Care at 1-888-446-2219 or 1-
888-877-5378 (TTY) or visit their website www.dmhc.ca.gov.

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

Language Access Services:
See addendum for notification of nondiscrimination and language assistance.

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.

Page 6 of 7



http://www.healthcare.gov/sbc-glossary/#plan
http://www.healthcare.gov/sbc-glossary/#plan
http://www.healthcare.gov/sbc-glossary/#excluded-services
http://www.healthcare.gov/sbc-glossary/#plan
http://www.dmhc.ca.gov
http://www.dol.gov/ebsa/healthreform
http://www.healthcare.gov/sbc-glossary/#health-insurance
http://www.healthcare.gov/sbc-glossary/#marketplace
http://www.healthcare.gov/sbc-glossary/#marketplace
http://www.HealthCare.gov
http://www.healthcare.gov/sbc-glossary/#plan
http://www.healthcare.gov/sbc-glossary/#claim
http://www.healthcare.gov/sbc-glossary/#grievance
http://www.healthcare.gov/sbc-glossary/#appeal
http://www.healthcare.gov/sbc-glossary/#claim
http://www.healthcare.gov/sbc-glossary/#plan
http://www.healthcare.gov/sbc-glossary/#claim
http://www.healthcare.gov/sbc-glossary/#appeal
http://www.healthcare.gov/sbc-glossary/#grievance
http://www.healthcare.gov/sbc-glossary/#plan
http://www.healthcare.gov/sbc-glossary/#appeal
http://www.dmhc.ca.gov
http://www.healthcare.gov/sbc-glossary/#minimum-essential-coverage
http://www.healthcare.gov/sbc-glossary/#plan
http://www.healthcare.gov/sbc-glossary/#health-insurance
http://www.healthcare.gov/sbc-glossary/#marketplace
http://www.healthcare.gov/sbc-glossary/#minimum-essential-coverage
http://www.healthcare.gov/sbc-glossary/#premium-tax-credits
http://www.healthcare.gov/sbc-glossary/#plan
http://www.healthcare.gov/sbc-glossary/#minimum-value-standard
http://www.healthcare.gov/sbc-glossary/#premium-tax-credits
http://www.healthcare.gov/sbc-glossary/#plan
http://www.healthcare.gov/sbc-glossary/#marketplace
http://www.healthcare.gov/sbc-glossary/#plan

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 Managing Joe's type 2 Diabetes Mia's Simple Fracture
(9 months of in-network pre-natal care and a (a year of routine in-network care of a well- (in-network emergency room visit and follow up
hospital delivery) controlled condition) care)

= The Plan's overall Deductible $3,000 = The Plan's overall Deductible $3,000 = The Plan's overall Deductible $3,000
I Specialist Copayment $0 m Specialist Copayment $0 m Specialist Copayment $0
I Hospital (facility) Copayment $0 m Hospital (facility) Copayment $0 m Hospital (facility) Copayment $0
= Other Copayment $0 m Other Copayment $0 m Other Copayment $0
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) Primary care physician office visits (including Emergency room care (including medical
Childbirth//Delivery Professional Services disease education) supplies)

Childbirth/Delivery Facility Services Diagnostic tests (blood work) Diagnostic test (x-ray)

Diagnostic tests (ultrasounds and blood work) Prescription drugs Durable medical equipment (crutches)

Specialist visit (anesthesia) Durable medical equipment (glucose meter) Rehabilitation services (physical therapy)

Total Example Cost $12,700 Total Example Cost $5,600 Total Example Cost $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:

Cost Sharing Cost Sharing Cost Sharing
Deductibles $3,000 Deductibles $3,000 Deductibles $2,800
Copayments $0  Copayments $400 Copayments $0
Coinsurance $0  Coinsurance $0  Coinsurance $0
What isn't covered What isn't covered What isn't covered

Limits or exclusions $20  Limits or exclusions $0  Limits or exclusions $0
The total Peg would pay is $3,020  The total Joe would pay is $3,400 The total Mia would pay is $2,800

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Western Health Advantage complies with applicable Federal and California civil rights laws and does not discriminate on the basis of race, color, national
origin, ancestry, religion, sex, marital status, gender, gender identfity, sexual orientation, age, or disability, as applicable. Western Health Advantage does
not exclude people or freat them differently because of race, color, national origin, ancestry, religion, sex, marital status, gender, gender identity, sexual
orientation, age, or disability.

Western Health Advantage:

Provides free aids and services to people with disabilities to communicate effectively with us, such as:
¢ Qualified sign language interpreters
e Written information in other formats (large print, audio, accessible electronic formats, other formats)

Provides free language services to people whose primary language is not English, such as:
¢ Qualified interpreters
¢ Information written in other languages

If you need these services, contact the Member Services Manager at 888.563.2250 and find more information online at
https://www.westernhealth.com/legal/non-discrimination-notice/.

If you believe that Western Health Advantage has failed to provide these services or discriminated in another way on the basis of race, color, national
origin, ancestry, religion, sex, marital status, gender, gender identity, sexual orientation, age, or disability, you can file a grievance by telephone, mail, fax,
email, or online with: Member Services Manager, 2349 Gateway Oaks Drive, Suite 100, Sacramento, CA 95833, 888.563.2250 or 916.563.2250, 888.877.5378
(TTY), 916.568.0126 (fax), memberservices@westernhealth.com, https://www.westernhealth.com/legal/grievance-form/. If you need help filing a grievance,
the Member Services Manager is available to help you. For more information about the Western Health Advantage grievance process and your grievance
rights with the California Department of Managed Health Care, please visit our website at https://www.westernhealth.com/legal/grievance-form/.

If there is a concern of discrimination based on race, color, national origin, age, disability, or sex, 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 aft:

Website: https://ocrportal.nhs.gov/ocr/portal/lobby.jsf; Mail: U.S. Department of Health and Human Services,
200 Independence Avenue, SW, Room 509F, HHH Building, Washington, D.C. 20201; Phone: 800.368.1019 or 800.537.7697 (TDD);
Complaint forms are available at hitp://www.hhs.gov/ocr/office/file/index.html.

ENGLISH
If you, or someone you're helping, have questions about Western Health Advantage, you have the right to get help and information in your language at no cost.
To talk to aninterpreter, call 888.563.2250 or TTY 888.877.5378.

SPANISH
Si usted, o alguien a quien usted estd ayudando, tiene preguntas acerca de Western Health Advantage, tiene derecho a obtener ayuda e informacién en su
idioma sin costo alguno. Para hablar con un intérprete, llame al 888.563.2250, o al TTY 888.877.5378 si tiene dificultades auditivas.

CHINESE
MRE , AREBEEHEINER , R Western Health Advantoge FEREE , ZERAREUECWIESIEHNALR, BHE—HES  FREFES88.563.2250R FERE A
TEHR(TTY) 888.877.5378,

VIETNAMESE
Néu quy vi, hay ngudi ma quy vi dang gitip d, c6 ciu hoi vé Western Health Advantage, quy vi s& c6 quyén dugc gitp va c6 thém thong tin biang ngon ngit ciia minh mién phi. Bé ndi chuyén voi
mot thong dich vién, xin goi s6 888.563.2250, hodc goi dwong day TTY danh cho ngudi khiém thinh tai s 888.877.5378.



TAGALOG

Kung ikaw, o ang iyong finutulungan, ay may mga katanungan tungkol sa Western Health Advantage, may karapatan ka na makakuha ng fulong at
impormasyon sa iyong wika ng walang gastos. Upang makausap ang isang tagasalin, fumawag sa 888.563.2250 o TTY para sa may kapansanan sa pandinig sa
888.877.5378.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
Western Health Advantage: Westem 1800/0/0 HDHP HMO Prime

Coverage Period: 07/01/2023 - 06/30/2024
Coverage for: Self | Plan Type: HMO

the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary or call 1-800-318-2596 to request a copy.

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 1-888-563-2250 or visit mywha.org. For
general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see

Important Questions Answers Why This Matters:
What is the overall Generally, you must pay all of the costs from providers up to the deductible amount before this plan
deductible? $1,800 per calendar year begins to pay.

. , . . This plan covers some items and services even if you haven't yet met the deductible amount. But a
/;‘;tfeotrr;ergus ?nnggf socijorvered zﬁg’ ;2;’{:1;'2% ap—rriﬁve:r:'(\jlzgﬁﬁe’ copayment or coinsurance may apply. For example, this plan covers certain preventive services
ol cti)tlal o7 y viSion exams g without cost sharing and before you meet your deductible. See a list of covered preventive services at

www.healthcare.gov/coverage/preventive-care-benefits.

Are there other deductibles

for specific services? No You don't have to meet deductibles for specific services.
m}ﬁ;ﬁ tt::iz ‘i;?,f' oKet $3,600 per calendar year The out-of-pocket limit is the most you could pay in a year for covered services.

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

Premiums and health care the
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 mywha.org/directory
or call 1-888-563-2250 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
with your provider before you get services.

Do you need a referral to
see a specialist?

Yes

This plan will pay some or all of the costs to see a specialist for covered services but only if you have
a referral before you see the specialist.
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A\‘\ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.
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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

Limitations, Exceptions, & Other Important
Information

Primary care visit to treat an

(You will pay the most)

injury or illness No charge Not covered None
Preauthorization may be required. Failure to
If you visit a health Specialist visit No charge Not covered obtain preauthorization may result in non-
care provider's office or payment of services.
clinic You may have to pay for services that aren't
Preventive care/screening/ | No charge; deductible does Not covered preventive. Ask your provider if the services
immunization not apply needed are preventive. Then check what
your plan will pay for.
Diagnostic test (x-ray, blood For diagnostic tests, preauthorization may
work) No charge Not covered be required. Failure to obtain
preauthorization may result in non-payment
If you have a test Imaging (CT/PET scans, No ch Not g of services. For imagingl, Qreauthori;atien
MRIs) 0 charge Ot covere required. Failure to obtain preauthorization
may result in non-payment of services.
Tier 1 (Preferred generic and
cergern preferred brand name |No charge Not covered At Retail pharmacies, a 30-day supply is
If you need drugs to | medications) allowed; up to a 90-day supply is allowed
treat your illness or Tier 2 (Preferred brand nam through Mail Order. Preauthorization
condrtron . orenonf r:f:rr: 4 e?reric ame | Retail: $30/prescription; Mail Not covered required for specialty medications, which are
More information about medic a? o) g order: $75/prescription limited to a 30-day supply and must be
MMQI " icat obtained through WHA's specialty pharmacy
coverage s available m T network as described in the EOC/DF. Failure
at Ezgia(r{\rlg:ss referred Er%t::l.' $$15 gfﬁzarfjscc”rrr);lt?gn Mail Not covered to obtain preauthorization may result in non-
mywha.org/pharmacy ) payment of services.
Self-injectable specialty drugs |No charge Not covered
. Preauthorization required. Failure to obtain
zjfg;lrletr};fs:n(tpeg” ambulatory No charge Not covered preauthorization may result in non-payment
If you have outpatient of services.
surgery Preauthorization required. Failure to obtain
Physician/surgeon fees No charge Not covered Qreauthorrzatro may result in non-payment

of services.
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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 most)

Limitations, Exceptions, & Other Important
Information

If you need immediate
medical attention

Emergency room care

No charge

No charge

At urgent care centers, services from an out-
of-network provider are covered only when

Emergency medical
transportation

No charge

No charge

Urgent Care Center

No charge

No charge

obtained outside the service
area.Preauthorization may be required.
Failure to obtain preauthorization may result
in non-payment of services.

If you have a hospital
stay

Facility fee (e.g., hospital
room)

No charge

Not covered

Preauthorization may be required. Failure to
obtain preauthorization may result in non-
payment of services.

Physician/surgeon fees

No charge

Not covered

Preauthorization may be required. Failure to
obtain preauthorization may result in non-
payment of services.

If you need mental
health, behavioral
health, or substance
abuse services

Outpatient services

No charge

Not covered

Inpatient services

No charge

Not covered

Preauthorization required for outpatient
mental health and residential treatment
center. Preauthorization may be required for
inpatient mental health. Failure to obtain
preauthorization may result in non-payment
of services.

If you are pregnant

Office visits

No charge; deductible does
not apply

Not covered

Childbirth/delivery
professional services

No charge

Not covered

Childbirth/delivery facility
services

No charge

Not covered

Cost sharing does not apply for preventive
services, including routine prenatal care and

first postnatal visit. Maternity care may
include tests and services described
elsewhere in the SBC (i.e., ultrasound).
Depending on the type of services, a
copayment, coinsurance or deductible may
apply.Preauthorization may be required for
inpatient services. Failure to obtain
preauthorization may result in non-payment
of services.
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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

Limitations, Exceptions, & Other Important
Information

If you need help
recovering or have
other special health
needs

Home health care

No charge

(You will pay the most)

Not covered

100 visits per calendar year.
Preauthorization required. Failure to obtain
Qreauthorlzatlo may result in non-payment
of services.

Rehabilitation services

No charge

Not covered

Preauthorization required. Failure to obtain
Qreauthonzatlo may result in non-payment
of services.

Habilitation services

No charge

Not covered

Preauthorization required. Failure to obtain
Qreauthorlzatlo may result in non-payment
of services.

Skilled nursing care

No charge

Not covered

100 days per calendar year. Preauthorization
required. Failure to obtain Qreauthorlzatlo
may result in non-payment of services.

Durable medical equipment

No charge

Not covered

Preauthorization may be required. Failure to
obtain preauthorization may result in non-
payment of services.

Hospice services

No charge

Not covered

Preauthorization required. Failure to obtain
Qreauthorlzatlo may result in non-payment
of services.

If your child needs
dental or eye care

Children's eye exam

No charge; deductible does
not apply

Not covered

One comprehensive eye exam per year
(including dilation if medically indicated).

Children's glasses

Not covered

Not covered

None

Children's dental check-up

Not covered

Not covered

None
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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.)

« Cosmetic Surgery * Infertility Treatment * Private-Duty Nursing
* Dental Care Adult * Long-Term Care * Routine Foot Care
* Hearing Aids (unless purchased as a rider) . Uosn-emergency care when traveling outside the . V\(Ijei%ht Loss Programs (unless purchased as a
S. rider
Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)
* Abortion Services * Bariatric Surgery * Routine Eye Care Adult
* Acupuncture « Chiropractic Care

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 Managed Health Care California Help Center, 980 9th Street Suite #500, Sacramento, CA 95814-4275 at 1-888-466-2219 or www.dmhc.ca.gov, or
the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. 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 you 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. Additionally, a consumer assistance program can help you
file your appeal. For more information about your rights, this notice, or assistance, contact the California Department of Managed Health Care at 1-888-446-2219 or 1-
888-877-5378 (TTY) or visit their website www.dmhc.ca.gov.

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

Language Access Services:
See addendum for notification of nondiscrimination and language assistance.

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.
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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 Managing Joe's type 2 Diabetes Mia's Simple Fracture
(9 months of in-network pre-natal care and a (a year of routine in-network care of a well- (in-network emergency room visit and follow up
hospital delivery) controlled condition) care)

= The Plan's overall Deductible $1,800 = The Plan's overall Deductible $1,800 = The Plan's overall Deductible $1,800
I Specialist Copayment $0 m Specialist Copayment $0 m Specialist Copayment $0
™ Hospital (facility) Copayment $0 m Hospital (facility) Copayment $0 m Hospital (facility) Copayment $0
= Other Copayment $0 m Other Copayment $0 m Other Copayment $0
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) Primary care physician office visits (including Emergency room care (including medical
Childbirth//Delivery Professional Services disease education) supplies)

Childbirth/Delivery Facility Services Diagnostic tests (blood work) Diagnostic test (x-ray)

Diagnostic tests (ultrasounds and blood work) Prescription drugs Durable medical equipment (crutches)

Specialist visit (anesthesia) Durable medical equipment (glucose meter) Rehabilitation services (physical therapy)

Total Example Cost $12,700 Total Example Cost $5,600 Total Example Cost $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:

Cost Sharing Cost Sharing Cost Sharing
Deductibles $1,800 Deductibles $1,800 Deductibles $1,800
Copayments $0  Copayments $700 Copayments $0
Coinsurance $0  Coinsurance $0  Coinsurance $0
What isn't covered What isn't covered What isn't covered

Limits or exclusions $20  Limits or exclusions $0  Limits or exclusions $0
The total Peg would pay is $1,820  The total Joe would pay is $2,500 The total Mia would pay is $1,800

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

Page 7 of 7



http://www.healthcare.gov/sbc-glossary/#plan
http://www.healthcare.gov/sbc-glossary/#provider
http://www.healthcare.gov/sbc-glossary/#cost-sharing
http://www.healthcare.gov/sbc-glossary/#deductible
http://www.healthcare.gov/sbc-glossary/#copayment
http://www.healthcare.gov/sbc-glossary/#coinsurance
http://www.healthcare.gov/sbc-glossary/#excluded-services
http://www.healthcare.gov/sbc-glossary/#plan
http://www.healthcare.gov/sbc-glossary/#plan
http://www.healthcare.gov/sbc-glossary/#plan
http://www.healthcare.gov/sbc-glossary/#deductible
http://www.healthcare.gov/sbc-glossary/#specialist
http://www.healthcare.gov/sbc-glossary/#copayment
http://www.healthcare.gov/sbc-glossary/#copayment
http://www.healthcare.gov/sbc-glossary/#copayment
http://www.healthcare.gov/sbc-glossary/#plan
http://www.healthcare.gov/sbc-glossary/#deductible
http://www.healthcare.gov/sbc-glossary/#specialist
http://www.healthcare.gov/sbc-glossary/#copayment
http://www.healthcare.gov/sbc-glossary/#copayment
http://www.healthcare.gov/sbc-glossary/#copayment
http://www.healthcare.gov/sbc-glossary/#plan
http://www.healthcare.gov/sbc-glossary/#deductible
http://www.healthcare.gov/sbc-glossary/#specialist
http://www.healthcare.gov/sbc-glossary/#copayment
http://www.healthcare.gov/sbc-glossary/#copayment
http://www.healthcare.gov/sbc-glossary/#copayment
http://www.healthcare.gov/sbc-glossary/#plan

Western Health Advantage complies with applicable Federal and California civil rights laws and does not discriminate on the basis of race, color, national
origin, ancestry, religion, sex, marital status, gender, gender identfity, sexual orientation, age, or disability, as applicable. Western Health Advantage does
not exclude people or freat them differently because of race, color, national origin, ancestry, religion, sex, marital status, gender, gender identity, sexual
orientation, age, or disability.

Western Health Advantage:

Provides free aids and services to people with disabilities to communicate effectively with us, such as:
¢ Qualified sign language interpreters
e Written information in other formats (large print, audio, accessible electronic formats, other formats)

Provides free language services to people whose primary language is not English, such as:
¢ Qualified interpreters
¢ Information written in other languages

If you need these services, contact the Member Services Manager at 888.563.2250 and find more information online at
https://www.westernhealth.com/legal/non-discrimination-notice/.

If you believe that Western Health Advantage has failed to provide these services or discriminated in another way on the basis of race, color, national
origin, ancestry, religion, sex, marital status, gender, gender identity, sexual orientation, age, or disability, you can file a grievance by telephone, mail, fax,
email, or online with: Member Services Manager, 2349 Gateway Oaks Drive, Suite 100, Sacramento, CA 95833, 888.563.2250 or 916.563.2250, 888.877.5378
(TTY), 916.568.0126 (fax), memberservices@westernhealth.com, https://www.westernhealth.com/legal/grievance-form/. If you need help filing a grievance,
the Member Services Manager is available to help you. For more information about the Western Health Advantage grievance process and your grievance
rights with the California Department of Managed Health Care, please visit our website at https://www.westernhealth.com/legal/grievance-form/.

If there is a concern of discrimination based on race, color, national origin, age, disability, or sex, 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 aft:

Website: https://ocrportal.nhs.gov/ocr/portal/lobby.jsf; Mail: U.S. Department of Health and Human Services,
200 Independence Avenue, SW, Room 509F, HHH Building, Washington, D.C. 20201; Phone: 800.368.1019 or 800.537.7697 (TDD);
Complaint forms are available at hitp://www.hhs.gov/ocr/office/file/index.html.

ENGLISH
If you, or someone you're helping, have questions about Western Health Advantage, you have the right to get help and information in your language at no cost.
To talk to aninterpreter, call 888.563.2250 or TTY 888.877.5378.

SPANISH
Si usted, o alguien a quien usted estd ayudando, tiene preguntas acerca de Western Health Advantage, tiene derecho a obtener ayuda e informacién en su
idioma sin costo alguno. Para hablar con un intérprete, llame al 888.563.2250, o al TTY 888.877.5378 si tiene dificultades auditivas.

CHINESE
MRE , AREBEEHEINER , R Western Health Advantoge FEREE , ZERAREUECWIESIEHNALR, BHE—HES  FREFES88.563.2250R FERE A
TEHR(TTY) 888.877.5378,

VIETNAMESE
Néu quy vi, hay ngudi ma quy vi dang gitip d, c6 ciu hoi vé Western Health Advantage, quy vi s& c6 quyén dugc gitp va c6 thém thong tin biang ngon ngit ciia minh mién phi. Bé ndi chuyén voi
mot thong dich vién, xin goi s6 888.563.2250, hodc goi dwong day TTY danh cho ngudi khiém thinh tai s 888.877.5378.



TAGALOG

Kung ikaw, o ang iyong finutulungan, ay may mga katanungan tungkol sa Western Health Advantage, may karapatan ka na makakuha ng fulong at
impormasyon sa iyong wika ng walang gastos. Upang makausap ang isang tagasalin, fumawag sa 888.563.2250 o TTY para sa may kapansanan sa pandinig sa
888.877.5378.
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