Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 01/01/2024 — 12/31/2024
The HPHC Insurance Company PPO Coverage for: Individual + Family | Plan Type: PPO

Important Questions Answers Why This Matters
What is the overall Out-of-Network: $250 member/ $500 family Generally you must pay all the costs up to the deductible
deductible? Benefits are administered on a calendar year basis. amount before this plan begins to pay. If you have other

family members on the policy, they have to meet their own
individual deductible until the overall family deductible
amount has been met.

Are there services covered Yes:
before you meet your
deductible?
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https://www.healthcare.gov/coverage/preventive-care-benefits/
https://www.healthcare.gov/coverage/preventive-care-benefits/
http://www.harvardpilgrim.org/LGsampleEOC
http://www.healthcare.gov/sbc-glossary

Important Questions

What is not included in the
out2of2pocket limit?

Answers

Premiums, balance-billing charges, penalties for failure
to obtain preauthorization for services and health care this
plan doesn’t cover

Why This Matters

Even though you pay these expenses, they don’t count
toward the out2of2pocket limit.

Will you pay less if you use
a network provider?

Yes. See https://www.harvardpilgrim.org/public/find-
a-provider or call 1-888-333-4742 for a list of network

providers.

Do you need a referral to
see a specialist?

No.

This plan uses a provider network. You will pay less if
you use a provider in the SIDQ-V 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 permission
from this plan.
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https://www.harvardpilgrim.org/public/find-a-provider
https://www.harvardpilgrim.org/public/find-a-provider

Ne

Common Medical Event

If you have a test

Services You May Need

Diagnostic test (x-ray,

blood work)

What You Will Pay

Out-of-Network Provider
(You will pay the most)
X-rays: 20% coinsurance

Laboratory: 20%
coinsurance

Network Provider

(You will pay the least)
X-rays: No charge;_
deductible does not apply
Laboratory: No charge;_
deductible does not apply

Limitations, Exceptions,
& Other Important
Information

None
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What You Will Pay Limitations, Exceptions,

Common Medical Event Services You May Need Network Provider Out-of-Network Provider & Other Important
(You will pay the least) (You will pay the most) Information

If you need immediate Emergency room care $150 copay/visit; deductible does not apply
medlcal attentlon Emerqencv medical
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What You Will Pay Limitations, Exceptions,

Common Medical Event Services You May Need Network Provider Out-of-Network Provider & Other Important
(You will pay the least) (You will pay the most) Information
Skilled nursing care No charge; deductible does 20% coinsurance
not apply

2lIKHU &RYHUHG 6HUYLFHV 7KLV LVQ-Ii D FRIPSOHIH 0LVl &KHFN \RXU SRILF\ RU plan document for other covered services and your costs for
these services.)
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http://www.dol.gov/ebsa/healthreform
http://www.cciio.cms.gov/
http://www.healthcare.gov/
http://www.dol.gov/ebsa/healthreform
http://www.hcfama.org/helpline

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 (
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https://www.healthcare.gov/sbc-glossary/#provider

Language Assistance Services

Espaiol (Spanish) ATENCION: Si usted habla espafiol, servicios de _sistencia lingistica, de forma gratuita, estan a su disposicion. Llame al 1-888-333-
4742 (TTY: 711).

s n-se disponiveis senvigos linguisticos gratuitos. Ligue para 1-888-333-4742 (TTY:

Kreyol Ayisyen {French Creole} ATANSES ™

OIS, ¢ ST HEEAR TV T HTECHHI T TETITSO |  iHH ; — TIEERA TR T LET T

e

e o | el | Tl i o s el e :iam™=

e =




o2 . = PO i O Al TIO A AN A A e
gim (Korean)'g'm“;gja(}{l‘_'! APE Ol A = o, YA T Ilz_, T OB = 5 Sl =1 = G Jl gl
T AL O

(35 I YI
é)d\nvma (Greek] NPOIOXH: Av wAate eAdnvka. unaovouy otn dic
e

30




General Notice About Nondiscrimination as ,.\ """ ity Renutraments

navaiur m_ﬂlu mﬂll"l Care and its affiliates a" =t~ by SV PHE R S ~reohnp ,“hﬁ'?"c?pzﬂ.a[) .é’?ic ai L"-"IK.QJI'B el Ry
Anng pnt ntrssmainas e Mo sbormee B, .mm,nalo gin, age, disab lity, sex, sexual or entation, of gande’ udmmy
HPHC does nct exc'ude peogle o treal them dfferently bacause of race, color, naticnal orgn, age, disab lity, *2x sovua
L

cmantatinn Aaraandar idanhhe

b2

mail, fax or email. K you need help flng a grevance, the Civil Rights Comn ;e .2 Officer ig,g7ailable to help you, *

19, (800) samssmm Compaint forms are avail




