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HealthCare

Harvard Pilgrim

The Harvard Pilgrim Best Buy HMO

Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Massachusetts

Coverage Period: 01/01/2017 — 12/31/2017
Coverage for: Individual + Family | Plan Type: HMO

A

This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan
document at https:/ /www.harvardpilgrim.org/portal/page?_pageid=213,9144018=portal=PORTAL or by calling 1-888-333-4742.

Important Questions

What is the overall
deductible?

Answers

$2,000 per member / $4,000 petr
family per Plan Year

The deductible applies to benefits
cited in the chart starting on Page 2

Why this matters:

You must pay all the costs up to the deductible amount before this plan begins

to pay for covered services you use. Check your policy or plan document to see
when the deductible starts over (usually, but not always, January 1st). See the chart
starting on page 2 for how much you pay for covered services after you meet
the deductible.

Are there other
deductibles for specific
services?

No.

You don’t have to meet deductibles for specific services, but see the chart starting
on page 2 for other costs for services this plan covers.

Is there an out—of-pocket
limit on my expenses?

Yes. $5,250 per member p/ $10,500
per family per Plan Year

The out-of-pocket limit is the most you could pay during a coverage period (usually
one year) for your share of the cost of covered services. This limit helps you plan
for health care expenses.

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

Premiums, balance-billed charges,
and health care this plan doesn’t
covet.

Even though you pay these expenses, they don’t count toward the out—of-pocket
limit.

Is there an overall annual
limit on what the plan

pays?

No.

The chart starting on page 2 describes any limits on what the plan will pay for
specific covered services, such as office visits.

Does this plan use a
network of providers?

Yes. For alist of preferred providers,
see www.harvardpilgrim.org or
call 1-888-333-4742.

If you use an in-network doctor or other health care provider, this plan will pay
some or all of the costs of covered services. Be aware, your in-network doctor or
hospital may use an out-of-network provider for some services. Plans use the term
in-network, preferred, or participating for providers in their network. See the chart
starting on page 2 for how this plan pays different kinds of providers.

Do I need a referral to see
a specialist?

Yes, some exceptions apply.

This plan will pay some or all of the costs to see a specialist for covered services
but only if you have the plan’s permission before you see the specialist.

Are there services this plan
doesn’t cover?

Yes.

Some of the services this plan doesn’t cover are listed on page 4. See your policy
or plan document for additional information about excluded setvices.

Questions: Call 1-888-333-4742 or visit us at www.harvardpilgrim.org. If you are not clear about any of the bolded terms used in this
form, see the Glossary. You can view the Glossary at www.harvardpilgrim.org/fher or call 1-888-333-4742 to request a copy.
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Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Co-payments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.
Co-insurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For
example, if the plan’s allowed amount for an overnight hospital stay is $1,000, your co-insurance payment of 20% would be
$200. This may change if you haven’t met your deductible.
* The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more
than the allowed amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an
overnight stay and the allowed amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.)
* This plan may encourage you to use participating providers by charging you lower deductibles, co-payments and co-insurance
amounts.

Common Medical Event

Services You May Need

Participating Provider  Non-Participating

Limitations &

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

Provider

Exceptions

Primary care visit to treat an | Level 1: $25 Copay/ visit Not covered None
injury or illness
Specialist visit Level 1: $25 Copay/ visit Not covered None

Level 2: $40 Copay/ visit

Other practitioner office
visit

Deductible, then Level 1:
$25 Copay/ visit

Not covered

Cost sharing may vary for
certain practitioners.

Preventive No charge Not covered None
care/screening/immunization

If you have a test Diagnostic test (x-ray, blood | Deductible, then $25 Copay/ | Not covered None
work) visit
Imaging (CT/PET scans, Deductible, then $200 Not covered None

MRIs)

Copay/ procedure

If you need drugs to treat
your illness or condition
More information about
prescription drug
coverage is available at
www.harvardpilgrim.org/
2017Value5T.

Most generic drugs

30-Day Retail Pharmacy Tier 1: $5 Copay

90-Day Mail Order Pharmacy Tier 1: $12.50 Copay
30-Day Retail Pharmacy Tier 2: $15 Copay

90-Day Mail Order Pharmacy Tier 2: $37.50 Copay

Value formulary -covers a

limited list of drugs.

Preferred brand drugs

30-Day Retail Pharmacy Tier 3: $40 Copay
90-Day Mail Order Pharmacy Tier 3: $100 Copay

Some generic drugs are in
this tiet.

Non-preferred brand drugs

30-Day Retail Pharmacy Tier 4: $70 Copay
90-Day Mail Order Pharmacy Tier 4: $210 Copay

Same as above.

Specialty drugs

30-Day Retail Pharmacy Tier 4: $70 Copay

90-Day Mail Order Pharmacy Tier 4: $210 Copay
30-Day Retail Pharmacy Tier 5: 20% Coinsurance up
to $250/ prescription/

Some drugs must be
obtained through a Specialty
Pharmacy.

Questions: Call 1-888-333-4742 or visit us at www.harvardpilgrim.org. If you are not clear about any of the bolded terms used in this
form, see the Glossary. You can view the Glossary at www.harvardpilgrim.org/fher or call 1-888-333-4742 to request a copy.
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Common Medical Event

Summary of Benefits and Coverage: What this Plan Covers & What it Costs
Services You May Need Participating Provider

Non-Participating
Provider

Limitations &
Exceptions

90-Day Mail Order Pharmacy Tier 5: 20% Coinsurance
up to $750/ prescription

If you have outpatient Facility fee (e.g.,, ambulatory [ Deductible, then $200 Not covered None
surgery surgery center) Copay/ visit
Physician/surgeon fees Deductible, then no charge | Not covered None
If you need immediate Emergency Room Services | $200 Copay/ visit Same As Participating None
medical attention Provider
Emergency Medical Deductible, then no charge | Same As Participating None
Transportation Provider
Urgent Care Convenience care clinic: | Not covered None
$25 Copay/ visit
Urgent care clinic
(including hospital urgent
care clinic): $40 Copay/
visit
If you have a hospital stay | Facility fee (e.g., hospital Deductible, then $250 Not covered None
room) Copay/ admission
Physician/surgeon fee Deductible, then no charge [ Not covered None
If you have mental health, | Mental/Behavioral health Group Therapy: $10 Not covered None
behavioral health, or outpatient services Copay/ visit
substance abuse needs Individual Therapy: Level
1: $25 Copay/ visit
Mental/Behavioral health Deductible, then $250 Not covered None
inpatient services Copay/ admission
Substance use disorder Group Therapy: $10 Not covered None
outpatient services Copay/ visit
Individual Therapy: Level
1: $25 Copay/ visit
Substance use disorder Deductible, then $250 Not covered None
inpatient services Copay/ admission
If you are pregnant Prenatal and postnatal care [ No charge Not covered None
Delivery and all inpatient Deductible, then $250 Not covered None

services

Copay/ admission

Questions: Call 1-888-333-4742 or visit us at www.harvardpilgrim.org. If you are not clear about any of the bolded terms used in this
form, see the Glossary. You can view the Glossary at www.harvardpilgrim.org/fher or call 1-888-333-4742 to request a copy.
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Common Medical Event

Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Services You May Need

Participating Provider

Non-Participating
Provider

Limitations &
Exceptions

If you need help recovering
or have other special
health needs

Home health care

Deductible, then no charge

Not covered

None

Rehabilitation services
(Inpatient)

Deductible, then $250
Copay/ admission

Not covered

— 60 days per Plan Year

Habilitation services

(Outpatient)

Deductible, then Level 1:
$25 Copay/ visit

Not covered

Physical & Occupational
Therapy — 60 combined
visits per Plan Year

Skilled nursing care

Deductible, then $250
Copay/ admission

Not covered

— 100 days per Plan Year

Durable medical equipment

Deductible, then 20%

Coinsurance

Not covered

— 1 synthetic monofilament
wig per Plan Year

Hospice services

Deductible, then no charge

Not covered

For inpatient services, see
“If you have a hospital stay”.

If your child needs dental
or eye care

Eye exam

Level 1: $25 Copay/ visit

Not covered

— 1 exam per Plan Year

Glasses
— Up to the age of 19

Reimbursed first $50, then
50% of covered charges

Reimbursed first $50, then
50% of covered charges

Frames & lenses OR
contacts every 12 months

Dental check-up
— Up to the age of 19

50% Coinsurance

50% Coinsurance

— Limited to 2 exam per 12
months

EXCLUDED SERVICES & OTHER COVERED SERVICES:

Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy or plan document for other excluded setvices.)

* Long-Term (Custodial) Care .

* Most Cosmetic Surgery

Most Dental Care (Adult)
* Non-emergency care when traveling outside the U.S. .
* Private-duty nursing

* Routine foot care
Services that are not Medically Necessary

Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered services and your costs for

these services.)

* Abortion
* Acupuncture

* Bariatric Surgery
*  Chiropractic Care
* Hearing Aids

* Infertility Treatment
* Routine eye care (Adult)
*  Weight Loss Programs

Questions: Call 1-888-333-4742 or visit us at www.harvardpilgrim.org. If you are not clear about any of the bolded terms used in this
form, see the Glossary. You can view the Glossary at www.harvardpilgrim.org/fher or call 1-888-333-4742 to request a copy.
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Summary of Benefits and Coverage: What this Plan Covers & What it Costs
Your Rights to Continue Coverage:

If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep health
coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium you pay
while covered under the plan. Other limitations on your rights to continue coverage may also apply.

For more information on your rights to continue coverage, contact the plan at 1-800-333—4742. You may also contact your state insurance department,
the US. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, ot the U.S. Department of Health
and Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov

Your Grievance and Appeals Rights:

If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For
questions about your rights, this notice, or assistance, you can contact:

HPHC Member Appeals-Member ~ Department of Labor’s Employee Health Care for All Massachusetts Division of
Services Department Benefits Security Administration 30 Winter Street, Suite 1004 Insurance

Harvard Pilgrim Health Care, Inc. 1-866-444-3272 Boston, MA 02108 1000 Washington Street, Suite 810
1600 Crown Colony Drive www.dol.gov/ebsa/healthreform  1-800-272-4232 Boston, MA 02118-6200

Quincy, MA 02169 http://www.hcfama.org/helpline 1-617-521-7794

Telephone: 1-888-333-4742
Fax: 1-617-509-3085

Does this Coverage Provide Minimum Essential Coverage?
The Affordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.” This plan or policy
does provide minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?
The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% ( actuarial value). This
health coverage does meet the minimum value standard for the benefits it provides.

Language Access Services: Para obtener asistencia en Esparfiol, llame al 1-888-333-4742.

WMRFEP OB, FHRITHSE 1-888-333-4742.

De assisténcia em Portugués, por favor ligue 1-888-333-4742.

Questions: Call 1-888-333-4742 or visit us at www.harvardpilgrim.org. If you are not clear about any of the bolded terms used in this
form, see the Glossary. You can view the Glossary at www.harvardpilgrim.org/fher or call 1-888-333-4742 to request a copy. Page 5 of 7
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Summary of Benefits and Coverage: What this Plan Covers & What it Costs
About these Coverage Examples:

These examples show how this plan might
cover medical care in given situations. Use these
examples to see, in general, how much financial
protection a sample patient might get if they are
covered under different plans.

This is
not a cost
estimator.

Don’t use these examples
to estimate your actual
costs under this plan. The
actual care you receive will
be different from these
examples, and the cost
of that care will also be
different.

See the next page for
important information
about these examples.

Having a baby

(normal delivery)

m Amount owed to providers: $7,540
m Plan pays: $5,130
m Patient pays: $2,410

Managing type 2 diabetes
(routine maintenance of a well-controlled
condition)

Sample care costs:

m Amount owed to providers: $5,400
m Plan pays: $3,980
m Patient pays: $1,420

Sample care costs:

Hospital charges (mother) $2,700

Routine obstetric care $2,100

Hospital charges (baby) $900

Anesthesia $900

Laboratory tests $500

Prescriptions $200

Radiology $200

Vaccines, other preventive $40

Total $7,540
Patient pays:

Deductibles $2,000

Co-pays $260

Co-insurance $0

Limits or exclusions $150

Total $2,410

Questions: Call 1-888-333-4742 or visit us at www.harvardpilgrim.org. If you are not clear about any of the bolded terms used in this

form, see the Glossaty. You can view the Glossary at www.hatrvardpilgrim.org/fhcr or call 1-888-333-4742 to request a copy.

Prescriptions $2,900
Medical Equipment and Supplies $1,300
Office Visits and Procedures $700
Education $300
Laboratory tests $100
Vaccines, other preventive $100
Total $5,400
Patient pays:
Deductibles $140
Co-pays $1,200
Co-insurance $0
Limits or exclusions $80
Total $1,420
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Summary of Benefits and Coverage: What this Plan Covers & What it Costs
Questions and answers about the Coverage Examples:

What are some of the assumptions
behind the Coverage Examples?

* Costs don’t include premiums.

* Sample care costs are based on national
averages supplied by the U.S. Department
of Health and Human Setvices, and aren’t
specific to a particular geographic area or
health plan.

* The patient’s condition was not an
excluded or preexisting condition.

e All services and treatments started and
ended in the same coverage period.

* There are no other medical expenses for
any member covered under this plan.

*  Out-of-pocket expenses are based only on
treating the condition in the example.

* The patient received all care from
in-network providers. If the patient
had received care from out-of-network
providers, costs would have been higher.

What does a Coverage Example
show?

For each treatment situation, the Coverage
Example helps you see how deductibles,
co-payments, and co-insurance can add up.
It also helps you see what expenses might be
left up to you to pay because the service or
treatment isn’t covered or payment is limited.

Does the Coverage Example

predict my own care needs?

X No. Treatments shown are just examples.
The care you would receive for this condition
could be different based on your doctor’s
advice, your age, how serious your condition
is, and many other factors.

Does the Coverage Example

predict my future expenses?

X No. Coverage Examples are not cost
estimators. You can’t use the examples to
estimate costs for an actual condition. They
are for comparative purposes only. Your own
costs will be different depending on the care
you receive, the prices your providers charge,
and the reimbursement your health plan
allows.

Can | use Coverage Examples to

compare plans?

v Yes. When you look at the Summary of
Benefits and Coverage for other plans, you’ll
find the same Coverage Examples. When you
compare plans, check the "Patient Pays" box
in each example. The smaller that number,
the more coverage the plan provides.

Are there other costs | should

consider when comparing plans?

v Yes. An important cost is the premium you
pay. Generally, the lower your premium, the
more you’ll pay in out-of-pocket costs, such as
co-payments, deductibles, and co-insurance.
You should also consider contributions to
accounts such as health savings accounts
(HSAs), flexible spending arrangements
(FSAs) or health reimbursement accounts
(HRAs) that help you pay out-of-pocket

expenses.

Questions: Call 1-888-333-4742 or visit us at www.harvardpilgrim.org. If you are not clear about any of the bolded terms used in this

form, see the Glossaty. You can view the Glossary at www.hatrvardpilgrim.org/fhcr or call 1-888-333-4742 to request a copy.
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Harvard Pilgrim
HealthCare

Language Assistance Services

Espaiiol (Spanish) ATENCION: Si usted habla espafiol, servicios de asistencia lingiiistica, de forma gratuita,
estdn a su disposicion. Llame al 1-888-333-4742 (TTY: 711).

Portugués (Portuguese) ATENCAO: Se vocé fala portugués, encontram-se disponiveis servicos linguisticos
gratuitos. Ligue para 1-888-333-4742 (TTY: 711).

Kreyol Ayisyen (French Creole) ATANSYON: Si nou palé Kreyol Ayisyen, gen asistans pou sévis ki disponib nan
lang nou pou gratis. Rele 1-888-333-4742 (TTY: 711).

HREh X (Traditional Chinese) (& : MR EFERAERD X , B LIREEBESEMRS. S3FT1-
888-333-4742 (TTY : 711 ) .

Tiéng Viét (Vietnamese) CHU Y: Néu qui vi néi Tiéng Viét, dich vu théng dich clia chiing t6i san sang phuc vu
qui vi mién phi. Goi s6 1-888-333-4742 (TTY: 711).

Pycckwmia (Russian) BHUMAHWE: Ecnm ebl roBopuTe Ha pycCKOM A3blKe, TO Bam A0CTYNHbI BecnnatHbie yoayrm
nepesoaa. 3soHuTe 1-888-333-4742 (tenetaiin: 711).

4u all (Arabic)
1 888-333-4742 (1o Jaal] "oz oll 5 8 id il sam Ll cilansl « B el Al s ool 13) aliy
(TTY: 711)
121 (Cambodian) [¢HiESSMH: 10 SUNWMaNIS), WHDSIUNAYUUSTU gSinsgsiEnw
SEASINTY G SI00 1-888-333-4742 (TTY: 711)1

Francgais (French) ATTENTION: Si vous parlez francais, des services d'aide linguistique vous sont proposés
gratuitement. Appelez le 1-888-333-4742 (ATS: 711).

Italiano (Italian) ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza
linguistica gratuiti. Chiamare il numero 1-888-333-4742 (TTY: 711).




eh= 0] (Korean) 'Z E" TH=0|S AlE0tA = 8%, 2101 A& ME|A S T2 =2 0|80t &= /AASLICE 1-

888-333-4742 (TTY: 711) HHO 2 HM3ol| =4 A| 2.

eAAnvika (Greek) MPOZOXH: Av pihdre eAAnVIKd, untdpyouv otn d1dbeor) oag dwpedv uTnpeciec YAWOOKNC
urtootnpEnc. Kahéote 1-888-333-4742 (TTY: 711).

Polski (Polish) UWAGA: Jezeli méwisz po polsku, mozesz skorzystac z bezplatnej pomocy jezykowej. Zadzwon
pod numer 1-888-333-4742 (TTY: 711).

TR (Hindi) &=t ST 3R 319 BEr aea & ar 3m9es o sIerhT Jeraar Aed A 39l 2.
SHFRT & o BT FY. 1-888-333-4742 (TTY: 711)

oAl (Gujarati) tallel U : %l dAX Al lAdl &l dl sl W2 sl UslA dgol MG
Guatod 8. (AW HIBAl He Slot 53\, 1-888-333-4742 (TTY: 711)

WIFI990 (Lao) LUOFIV: 1799 IVCDIWITI D90, NIVVINIVROLCTDAIVWITI, LOBVCTaM,
cconDwaLltva. lns 1-888-333-4742 (TTY: 711).

ATTENTION: If vou speak a language other than English. language assistance services. free of charge. are
available to you. Call 1-888-333-4742 (TTY: 711).

(Continued)



General Notice About Nondiscrimination and Accessibility Requirements
Harvard Pilgrnm Health Care complies with applicable federal civil rights laws and does not discriminate on the basis of race,
color, national ongin, age, disability, or sex. Harvard Pilgnm Health Care does not exclude people or treat them differently
because of race, color, national origin, age, disability or sex.

Harvard Pilgnm Health Care:
* Provides free aids and services to people with disabilities to communicate effectively with us, such as qualified sign
language interpreters and written information in other formats (large print, audio, other formats)
* Provides free language services to people whose primary language is not English, such as qualified interpreters.

If you need these services, contact our Civil Rights Compliance Officer.

If you believe that Harvard Pilgrim Health Care 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: Civil Rights Compliance Officer, 93
Worcester St, Wellesley, MA 02481, (866) 750-2074, TTY service: 711, Fax: (617) 509-3085, Emaul:
civil_rights@harvardpilgrim_org. You can file a grievance in person or by mail, fax or email. If you need help filing a
grievance, the Civil Rights Compliance Officer i1s available to help you. You can also file a civil nghts 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.goviocr/portal/lobby s, or by mail or phone at:
U_S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building
Washington, D.C. 20201
(800) 368-1019, (800) 537-7697 (TTY)

Complaint forms are available at http://www.hhs_gov/ocr/office/file/index_html.



