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EPO plan details, all in one
place.

Use this benefit summary to learn more about this plan’s benefits, ways
you can get help managing costs and how you may get more out of this
health plan.

network providers.

Network and out-of-network benefits
You may receive care and services from network and out-of-network providers and
facilities — but staying in the network can help lower your costs.

Primary care physician (PCP) required
With this plan, you need to select a PCP — the doctor who plays a key role in helping
manage your care. Each enrolled person on your plan will need to choose a PCP.

Referrals required
You'll need referrals from your PCP before seeing a specialist or getting certain health
care services.

3UHYHQILYH FDUH FRYHUHG DI
There is no additional cost to you for seeing a network provider for preventive care.

<

Pharmacy benefits
With this plan, you have coverage that helps pay for prescription drugs and medications.

<

Tier 1 providers

Using Tier 1 providers may bring you the greatest value from your health care benefits.
These PCPs and medical specialists meet national standard benchmarks for quality care
and cost savings.

Freestanding centers
You may pay less when you use certain freestanding centers — health care facilities that ¢
do not bill for services as part of a hospital, such as MRI or surgery centers.

Health savings account (HSA)
With an HSA, you've got a personal bank account that lets you put money aside, tax-free. J
Use it to save and pay for qualified medical expenses.

This Benefit Summary is to highlight your Benefits. Donlt use this document to understand your exact coverage. If this Benefit Summary conflicts
with the Certificate of Coverage (COC), Schedule of Benefits, Riders, and/or Amendments, those documents govern. Review your COC for an exact
description of the services and supplies that are and are not covered, those which are excluded or limited, and other terms and conditions of
coverage.




Here's a more in-depth look at how EPO works.
Medical Benefits

What You Pay for Services

Copays ($) and Coinsurance (%) for
Covered Health Care Services

Preventive Care Services
Preventive Care Services No copay

Certain preventive care services are provided as specified by
the Patient Protection and Affordable Care Act (ACA), with no
cost-sharing to you. These services are based on your age,
gender and other health factors. UnitedHealthcare also covers
other routine services that may require a copay, co-



Urgent Care Center Services

Emergency Care

Ambulance Services - Non-Emergency Ambulance
Air Ambulance

Ground Ambulance

Emergency Department

There is no cost for health care forensic examinations
performed under Public Health Law §2805-i.

Pre-Hospital Emergency Medical Services (Ambulance
Services)

Air Ambulance
Ground Ambulance

Inpatient Care

Inpatient Habilitative Services (Physical, Speech &
Occupational Therapy)

Limited to 60 combined visits of physical therapy, occupational
therapy and speech therapy per year.

Inpatient Hospital for a Continuous Confinement
Inpatient Medical Visits

Skilled Nursing Facility/Inpatient Rehabilitation Facility
Services

Limited to 60 days per year in an Inpatient Rehabilitation
Facility.

The limit for Inpatient Rehabilitation Services applies to any
combination of physical therapy, occupational therapy, and
speech therapy.

Outpatient Care

Chiropractic Services

*After the Annual Medical Deductible has been met.
Prior Authorization Required. Refer to COC/SBN.

30%*

30%*
30%*

50%*

30%*

30%*

30%*

30%*
30%*

30%*

$75 copay*

What You Pay for Services

|



What You Pay for Services

Copays ($) and Coinsurance (%) for
Covered Health Care Services

Habilitative Services - Outpatient $75 copay*

Limited to 30 visits of post-cochlear implant aural therapy per
year.

Lab, X-Ray and Diagnostic - Outpatient - Lab Testing

Performed as Outpatient Hospital Services 30%*
Performed in a Freestanding Radiology Facility 30%*
Performed in a PCP Office $25 copay*
Performed in a Specialist Office $75 copay*

Lab, X-Ray and Diagnostic - Outpatient - X-Ray and other
Diagnostic Testing

Performed as Outpatient Hospital Services 30%*
Performed in a Freestanding Radiology Facility 30%*
Performed in a PCP Office $25 copay*
Performed in a Specialist Office $75 copay*

Major Diagnostic and Imaging - Outpatient
Performed as Outpatient Hospital Services 30%*

Performed in a Freestanding Radiology Facility- " a at



Supplies and Services
Diabetic Education $25 copay*

Diabetic Equipment, Supplies, Insulin and Diabetic Oral and $25 copay*
Injectible Anti-Diabetic Agents

There is no cost in-network for a 30-day supply of insulin.

Durable Medical Equipment and Braces 30%*
External Hearing Aids 30%*

Limited to a single purchase per hearing impaired ear every 3
years.

Repair and/or replacement of a hearing aid would apply to this
limit in the same manner as a purchase.

Prescription Drugs Administered in Office or Outpatient

Facilities

Performed in Outpatient Facilities 30%*
Performed in a PCP Office $25 copay*
Performed in a Specialist Office $75 copay*

This includes medications given at a doctor's office, or in a
covered person's home.

*After the Annual Medical Deductible has been met.
Prior Authorization Required. Refer to COC/SBN.
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What You Pay for Services

Copays ($) and Coinsurance (%) for
Covered Health Care Services

Prosthetic Devices
External 30%*
Internal 30%*

Limited to 1 prosthetic device per limb per lifetime.
Limit applies to External Prosthetic Devices only.

Repair and/or replacement of a prosthetic device would apply
to this limit in the same manner as a purchase.

Pregnancy

Maternity and Newborn Care The amount you pay is based on where the covered health care service is provided except that
an Annual Deductible will not apply for a newborn child whose length of stay in the Hospital is
the same as the mother's length of stay.

One Home Care visit is covered at no cost-sharing if mother is
discharged from Hospital early.

There is no cost for network prenatal care and postnatal care
provided in accordance with the comprehensive guidelines
supported by USPSTF and HRSA.

Mental Health Care & Substance Related and
Addictive Disorder Services

Inpatient 30%*

Intensive Behavioral Therapy (e.g. ABA Treatment for Autism No copay*
Spectrum Disorder)

Other Outpatient Services such as Electro-Convulsive No copay*
Treatment, Psychological Testing, Transcranial Magnetic
Stimulation and Medication Assisted Treatment

Other Outpatient Services, including Partial No copay*
Hospitalization/Day Treatment/High Intensity
Outpatient/Intensive Outpatient Treatment

There is no cost for Network Opioid Treatment Programs, after
deductible.

Outpatient Office Visits $75 copay*

There is no cost for Network Opioid Treatment Programs, after
deductible.

Other Services
Abortion Services No copay*

Assistive Communication Devices for Autism Spectrum $25 copay*
Disorder

Clinical Trials The amount you pay is based on where the covered health care service is
Hospice Care
Inpatient 30%*

Outpatient $75 copay*

*After the Annual Medical Deductible has been met.
Prior Authorization Required. Refer to COC/SBN.
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What You Pay for Services

Copays ($) and Coinsurance (%) for
Covered Health Care Services

Infertility Services The amount you pay is based on where the covered health care service is provided.
Medical Supplies 30%*
Oral Surgery The amount you pay is based on where the covered health care service is provided or in the

Prescription Drug Benefits Section.

Reconstructive Procedures The amount you pay is based on where the covered health care service is provided.
Retail Health Care Clinic $25 copay*
Second and third Opinions $75 copay*

If you obtain a second opinion for a diagnosis of cancer from
an out-of-Network provider, it will be covered at the Network
Benefit level.

There is no charge to you for second or third opinions
requested by us.

Transplantation Servicest 30%*

Transplantation services must be received from a Designated
Provider.

Wigs 30%*

Limited to one wig per lifetime.

Pediatric Services - Dental
All Pediatric Dental - Benefits covered up to age 19

Additional limits may apply. Refer to your plan documents for
more information.

Basic Dental Services 20%*
Diagnostic Services No copay*

Limited to 1 time every 36 months for Panoramic x-rays.
Limited to 2 evaluations (checkup exams) every 12 months.

Limited to 2 series of films every 12 months of Bitewing x-rays.

Major Restorative Services 50%*
Medically Necessary Orthodontics® 50%*

All orthodontic treatment must be prior authorized.

Preventive Services No copay*

Limited to 2 dental prophylaxis cleanings and fluoride
treatments every 12 months.

*After the Annual Medical Deductible has been met.
Prior Authorization Required. Refer to COC/SBN.
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Copays ($) and Coinsurance (%) for
Cov

Eyeglass Frames

Eyeglass frames with a retail cost below $130.

Eyeglass frames with a retail cost between $130-$160.
Eyeglass frames with a retail cost between $160-$200.

Eyeglass frames with a retail cost between $200-$250.

Eyeglass frames with a retail cost greater than $250.

Limited to once every 12 months.

Lens Extras

Limited to once every

50%*
50%*
50%*
50%*

50%*

No copay*

What You Pay for Services




Pharmacy Benefits

Pharmacy Plan Details
Pharmacy Network

Prescription Drug List

Annual Pharmacy Deductible
Individual

Family

Annual Deductible

The Pharmacy Deductible is the amount you pay for pharmacy
expenses per year before you begin to receive Pharmacy
Benefits.

Broad Rx Network

Advantage

Up to a 31-day supply

In Network

See the Annual Medical Deductible section

See the Annual Medical Deductible section

Up to a 90-day supply

Prescription Drug Product Tier

Level Retail and Specialty Pharmacy Network In-Network Mail Order Pharmacy* *
Tieé U 30%* 30%*
Ti;l’;s 2 30%* 30%*
Ti$f’£$3 30%* 30%*

** Only certain Prescription Drug Products are available through mail order; please visit myuhc.com® or call Customer Care at the telephone number on the back of your ID card for more information. You will be charged a
retail Copayment and/or Coinsurance for 31 days or 2 times for 60 days based on the number of days supply dispensed for any Prescription Order or Refills sent to the mail order pharmacy. To maximize your Benefit, ask

your Physician to write your Prescription Order or Refill for a 90-day supply, with refills when appropriate, rather than a 30-day supply with three refills.
Your Copayment and/or Coinsurance is determined by the tier to which the Prescription Drug List (PDL) Management Committee has assigned the Prescription Drug Product. All Prescription Drug Products on the

Prescription Drug List are assigned to Tier 1, Tier 2 or Tier 3.

If you are a member, you can find individualized information on your benefit coverage, determine tier status, check the status of claims and search for network pharmacies by logging into your account on myuhc.com® or
calling the Customer Care number on your ID card. If you are not a member, you can view prescription information at welcometouhc.com > Benefits > Pharmacy Benefits.

|



Here’s an example of how the plan’s costs come into play.

More ways to help manage your health plan and stay in the loop.

6HDUFK WKH QHWZRUN IR 1LQG GRFIRWV

You can go to providers in and out of our network — but when
you stay in network, you’ll likely pay less for care. To get started:

Go to ZHIFRPHIRXKF FRP T %HQHILIV ! )LQG D *RFIRU RU ) DFLILIN

Choose 6HDUFK IRU D KHDIIK SIDQ

Choose (32 to view providers in the health plan’s network.

Manage your meds.

Look up your prescriptions using the Prescription Drug List (PDL).
It places medications in tiers that represent what you’ll pay, which
may make it easier for you and your doctor to find options to help

you save money.

. Go to welcometouhc.com > Benefits > Pharmacy Benefits.

. Select Advantage to view the medications that are
covered under your plan.

Access your plan online.
With myuhc.com®, you’ve got a personalized health hub to help
you find a doctor, manage your claims, estimate costs and more.

Get on-the-go access.

When you’re out and about, the UnitedHealthcare® app puts your
health plan at your fingertips. Download to find nearby care, video

chat with a doctor 24/7, access your health plan ID card and more.

——

10


http://welcometouhc.com
http://welcometouhc.com
http://myuhc.com

Other important information about your benefits.

Medical Exclusions

Services your plan generally does NOT cover. It is recommended that you review your COC, Amendments and Riders for an exact description of
the services and supplies that are covered, those which are excluded or limited, and other terms and conditions of coverage.

= Acupuncture

= Cosmetic Surgery

= Dental Care (Adult)

= Long-Term Care

= Non-emergency care when traveling outside the U.S.
= Routine Eye Care (Adult)

= Routine Foot Care

= Weight Loss Programs

Outpatient Prescription Drug Benefits



Other important information about your benefits.

Pharmacy Exclusions
The following exclusions apply. In addition see your Pharmacy Rider and SBN for additional exclusions and limitations that may apply.

= Certain Prescription Drug Products that are FDA approved as a package with a device or application, including smart package sensors and/or
embedded drug sensors.
= Certain compounded drugs.
» Diagnostic kits and products, including associated services.
* Drugs available over-the-counter, except for smoking cessation drugs, over-the-counter preventive drugs or devices provided in accordance with
the comprehensive guidelines supported by HRSA or with an "A" or "B" rating from USPSTF, or as otherwise provided in this Certificate.
< Durable Medical Equipment, including certain insulin pumps and related supplies for the management and treatment of diabetes, for which
Benefits are provided in your Certificate. Prescribed and non-prescribed outpatient supplies. This does not apply to diabetic supplies and inhaler
spacers specifically stated as covered.
* Experimental or Investigational or Unproven Services and medications for any drug prescribed or dispensed in a manner contrary to standard
medical practice. If coverage is denied, you are entitled to an Appeal as described in the Utilization Review and External Appeal sections of the
Certificate of Coverage.
= General vitamins, except Prenatal vitamins, vitamins with fluoride, and single entity vitamins when accompanied by a Prescription Order or Refill.
= Medications used for cosmetic or convenience purposes.

Preccpp ion Dmg Podac gdigpenged oq dde he Unied Saeqg e cep aqpeqqiged fopEmemencg ea men .
= Prescription Drug Products, including New Prescription Drug Products or new dosage forms, that we determine do not meet the definition of a
Covered Health Care Service.
= Publicly available software applications and/or monitors that may be available with or without a Prescription Order or Refill, except for assistive
communication devices.
= We do not Cover Prescription Drugs dispensed to You while in a Hospital, nursing home, other institution, Facility, or if You are a home care
patient, except in those cases where the basis of payment by or on behalf of You to the Hospital, nursing home, Home Health Agency or home care
services agency, or other institution, does not include services for drugs.
* We do not Cover services if benefits are provided for such services under the federal Medicare program or other governmental program (except
Medicaid).




UnitedHealthcare does not treat members di erently because
of sex, age, race, color, disability or national origin.

If you think you weren't treated fairly because of your sex, age, race,
color, disability or national origin, you can send a complaint to the Civil
Rights Coordinator:

Online: UHC_Civil_Rights@uhc.com

Mail: Civil Rights Coordinator
UnitedHealthcare Civil Rights Grievance
P.O. Box 30608, Salt Lake City, UT 84130

You must send the complaint within 60 days of when you found out
about it. A decision will be sent to you within 30 days. If you disagree
with the decision, you have 15 days to ask us to look at it again.

If you need help with your complaint, please call the toll-free phone
number listed on your ID card, TTY 711, Monday through Friday, 8 a.m.
to 8 p.m. You can also file a complaint with the U.S. Dept. of Health and
Human Services.

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

Complaint forms are available at:
http://www.hhs.gov/ocr/o ce/file/index.html.
Phone: Toll-free 1-800-368-1019, 1-800-537-7697 (TDD)
Mail: U.S. Dept. of Health and Human Services,

200 Independence Avenue, SW Room 509F, HHH Building
Washington, D.C. 20201

We provide free services to help you communicate with us such as
letters in others languages or large print. You can also ask for an
interpreter. To ask for help, please call the toll-free member phone
number listed on your health plan ID card.

ATTENTION: If you speak English, language assistance services, free
of charge, are available to you. Please call the toll-free phone number
listed on your identification card.

ATENCION: Si habla espafiol (Spanish), hay servicios de asistencia
de idiomas, sin cargo, a su disposicion. Llame al nimero de
teléfono gratuito que aparece en su tarjeta de identificacion.

000j vOOOS . I(Chinese)d HOe 0000 OOHON
OO0f 00" OO0 nf De” 0O0O0O0O0O0Of

XIN LUU Y: Néu quy vi n6i téng Viét (Vietnamese), quy vi sé duwoc
cung cép dich vu trg gidp vé ngdn ngl mién phi. Vui long goi s6 dién
thoai mién phi & mit sau thé hdi vién clia quy vi.
(Korean) # # # # #
# LI ) 1# # # # #
£ 4N # 1

PAALALA: Kung nagsasalita ka ng Tagalog (Tagalog), may
makukuha kang mga libreng serbisyo ng tulong sa wika.
Pakitawagan ang toll-free na numero ng telepono na nasa iyong
identification card.

BHUMAHWE: 6ecninatHble ycnyri nepesoga AOCTYMHbI 4151
NOfEN, Yeii pofHOI A3bIK ABNsfeTcs pycckuii (Russian). Mo3BoHMTe
no GecnnaTHOMy HoMepy TeneoHa, ykasaHHOMY Ha BalLleld
VAEHTU(MKALIMOHHON KapTe.

(Arabic)

ATANSYON: Si w pale Kreyol ayisyen (Haitian Creole), ou kapab
benefisye sevis ki gratis pou ede w nan lang pa w. Tanpri rele
nimewo gratis ki sou kat idantifikasyon w.

ATTENTION : Si vous parlez francais (French), des services d’aide
linguistique vous sont proposeés gratuitement. Veuillez appeler le
numéro de téléphone gratuit figurant sur votre carte d’identification.

UWAGA: Jezeli mowisz po polsku (Polish), udostepnilismy darmowe
ustugi ttumacza. Prosimy zadzwoni¢ pod bezptatny numer telefonu
podany na karcie identyfikacyjne;j.

ATENCAO: Se vocé fala portugués (Portuguese), contate 0 servico
de assisténcia de idiomas gratuito. Ligue gratuitamente para o
numero encontrado no seu cartéo de identificacéo.

ATTENZIONE: in caso la lingua parlata sia I'italiano (Italian),
sono disponibili servizi di assistenza linguistica gratuiti. Per favore
chiamate il numero di telefono verde indicato sulla vostra tessera
identificativa.

ACHTUNG: Falls Sie Deutsch (German) sprechen, stehen Ihnen
kostenlos sprachliche Hilfsdienstleistungen zur Verfligung. Bitte
rufen Sie die geblhrenfreie Rufnummer auf der Rickseite Ihres
MitgliedsausCio5TJO -1 s



https://youtube.com/unitedhealthcare
https://instagram.com/UnitedHealthcare
https://twitter.com/UHC
https://facebook.com/UnitedHealthcare

