Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

Cigna HealthCare of Arizona, Inc.: Cigna Connect 0B-1

Coverage Period: 01/01/2023 - 12/31/2023
Coverage for: Individual & Family | Plan Type: HMO

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 1-866-494-2111 or visit us

at https://www.cigna.com/individuals-families/policy. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment,
deductible, provider, or other underlined terms, see the Glossary. You can view the Glossary at https://www.healthcare.gov/sbhc-glossary/ or call 1-866-494-

2111 to request a copy.

Important Questions m Why This Matters:

What is the overall
deductible?

$0 at Indian Health Care
Provider (IHCP) or with IHCP
referral at non-IHCP; or $0
person/ $0 family

Generally, you must pay all of the costs from providers up to the deductible amount before this
plan begins to pay. If you have other family members on the plan, each family member must
meet their own individual deductible until the total amount of deductible expenses paid by all
family members meets the overall family deductible.

Are there services
covered before you
meet your deductible?

Yes. All covered Health
Services are covered without a
deductible. Yes, except Preferred
Brand, Non-preferred, and
Specialty drugs.

This plan covers some items and services even if you haven’t yet met the deductible amount.
But a copayment or coinsurance may apply. For example, this plan covers certain preventive
services without cost-sharing and before you meet your deductible. See a list of covered
preventive services at https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other
deductibles for specific
services?

Yes. Prescription drugs $4,000
person/ $8,000 family. Does not
apply to Generic. There are no
other specific deductibles.

You must pay all of the costs for these services up to the specific deductible amount before this plan
begins to pay for these services.

What is the out-of-

pocket limit for this
plan?

$9,100 person/ $18,200 family

The out-of-pocket limit is the most you could pay in a year for covered services. If you have other
family members in this plan, they have to meet their own out-of-pocket limits until the overall
family out-of-pocket limit has been met.

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

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

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

Will you pay less if you
use a network
provider?

Yes. See www.cigna.com/ifp-
providers or call 1-866-494-
2111 for a list of network

roviders.

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.
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Important Questions

Why This Matters:

Do you need a referral
to see a specialist?

No.

You can see the specialist you choose without a referral.

Common Medical Event

Services You May
Need

Indian Health Care
Provider (IHCP) (You
will pay the least)

Non-IHCP In-
Network Provider
(You will pay more)

What You Will Pay

Non-IHCP Out-of-

Network Provider

(You will pay the
most)

Limitations, Exceptions, & Other
Important Information

Primary care visit

Refer to the policy for more
information about Virtual Care

;tlclnntéeszzt aninjury or . No charge. $55 copayment/visit ~ Not covered. Services. Cost sharina waived at
non-IHCP with IHCP referral.
Ifrz’:,? d‘:rs’lst ;:}22'2: care Specialist visit No charge. $95 copayment/visit | Not covered. mf\gﬁ;fw at non-IHCP
clinic You may have to pay for services
Preventive that aren’t preventive. Ask your
care/screening/ No charge. No charge. Not covered. provider if the services needed are
immunization preventive. Then check what your
plan will pay for.
$55
copayment/diagnostic
test; deductible does
Diagnostic test (x- not apply for Cost sharing waived at non-IHCP
No charge. laboratory and Not covered. .
ray, blood work) : , with IHCP referral.
If you have a test professional services.
50% coinsurance for
X-ray and diagnostic
imaging.
Imaging (CT/PET No charge 50% coinsurance Not covered Cost sharing waived at non-IHCP
scans, MRIs) ' I ' with IHCP referral.
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What You Will Pay

Services You May | Indian Health Care Non-IHCP In-

Non-IHCP Out-of-

Network Provider

(You will pay the
most)

Limitations, Exceptions, & Other

Common Medical Event Important Information

Need Provider (IHCP) (You | Network Provider
will pay the least) (You will pay more)

Preferred generic:

$5 copayment (retail)/

$12.50 copayment
(home delivery)

Generic drugs No charge. Generic: Not covered. I(_in;it_elz)d to Ugot%a 30'd33|’ supply
30 copayment retail) or a 90-day supply
?retaﬁ())/ 3?7{5“ = (Designated 90-day retail

t(h pharmacy/home delivery). You pay
copayment (horne a copayment for each 30-day

If you need drugs to gﬂ\éeg)) avment supply (retail), if applicable. Cost

treat your iliness or Preferred brand (retail)/?’%ﬁ sharing waived at non-IHCP with

condition druas No charge. copavment (Home Not covered. IHCP referral.

More information about g @fi_\/(\a;

prescription drug ry.)

coverage is available at ~ Non-preferred No charge. ot Coll Bl e Not covered.

www.cigna.com/ifp-drug- drugs (retaillhome delivery)

list Limited to up to a 30-day supply

- (retail) or a 30-day supply
(Designated 90-day retail

Specialty druas pharmacy/home delivery). Cigna's
—w—an d other high No charge 50% coinsurance specialty pharmacy can assist you
cost drugs ' (retail/home delivery) in obtaining your specialty drugs.

Call Accredo, at 877.826.7657 to
talk to a representative.Cost
sharing waived at non-IHCP with
IHCP referral.

Not covered.

Facility fee (e.g., Cost sharing waived at non-IHCP

o i

If you have outpatient ambulatory No charge. 50% coinsurance Not covered. with IHCP referral.

T surgery center) -
Physician/surgeon No charge. 50% coinsurance Not covered. Cpst sharing waived at non-IHCP
fees E— with IHCP referral.
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What You Will Pay

Non-IHCP Out-of-

. Services You May | [ndian Health Care Non-IHCP In- ; Limitations, Exceptions, & Other
Common Medical Event .
sy Need Provider (IHCP) (You | Network Provider ?j;‘ﬁ'i‘np":‘”t‘i"‘:r Important Information
will pay the least) (You will pay more) pay
most)
Emergency room No charde $2,000 $2,000
care ge. copayment/visit copayment/visit Yotl\J/vpalzl .:chl;alsame level as In-
If you need immediate Emergency ngingzj iln ;/;ifﬁq%rt%zr;\?{szsNot
medical attention medical No charge. 50% coinsurance 50% coinsurance c 4. Cost sh .’ ved
iransoortation overed. Cost sharing waive at
e - ~ non-IHCP with IHCP referral.
Urgent care No charge. $70 copayment/visit = $70 copayment/visit
$2,500
Facility fee (e.g., copayment/day 1-3; Cost sharing waived at non-IHCP
If you have a hospital  hospital room) No charge. deductble does not VOt covered. with IHCP referral.
stay apply.
Physician/surgeon No charge. 50% coinsurance Not covered. Cpst sharing waived at non-IHCP
fees - with IHCP referral.
$55 copayment/visit;
Outpatient and 50% coinsurance Cost sharing waived at non-IHCP
If you need mental services No charge. all other outpatient Not covered. with IHCP referral.
health, behavioral services.
health, or substance $2,500
abuse services Inpatient services | No charge. T me”t’day b Not covered. —gC_ost ST PEER 20 eI
deductible does not with IHCP referral.
apply.
Office visits No charge. 50% coinsurance Not covered. Cost sharing does not apply for
Childbirth/delivery preventive services. Depending on
professional No charge. 50% coinsurance Not covered. the type of services, coinsurance
services may apply. Maternity care may
If you are pregnant include tests and services
o , $2,500 . described elsewhere in the SBC
Chlldblnh/dellvery No Charge. w/day 1- 3’ Not covered. (le Ultrasound). Cost Sharing

facility services

deductible does not
apply.

waived at non-[HCP with IHCP
referral.
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What You Will Pay

Services You May | Indian Health Care Non-IHCP In-

Non-IHCP Out-of-
Network Provider
(You will pay the

Limitations, Exceptions, & Other

Common Medical Event Important Information

Need Provider (IHCP) (You | Network Provider
will pay the least) (You will pay more)

most)
Coverage is limited to 42 visits
Home health care = No charge. No charge. Not covered. annual max. Cost sharing waived at
non-IHCP with IHCP referral.
Rehabilitation Coverage is limited to 60 visits
services No charge. 35% coinsurance Not covered. annual max. Cost sharing waived at
= non-IHCP with IHCP referral.
If you need help el . Coverage is limited to 50 visi’gs
recovering or have services No charge. 35% coinsurance Not covered. annual max. Cost sharing waived at
other special health - non-IHCP with IHCP referral.
needs Skilled nursin Coverage is limited to 90 days
rg- No charge. 50% coinsurance Not covered. annual max. Cost sharing waived at
B non-IHCP with IHCP referral.
Durable medical No charge 35% coinsurance Not covered Cost sharing waived at non-IHCP
equipment ' - ' with IHCP referral.
Hospice services No charge. 50% coinsurance Not covered. Mg waived at non-IHCP
with IHCP referral.
Children up to age 19. Coverage
Children’s eye No charde No charde Not covered limited to one exam/year. Cost
exam ge. ge. ' sharing waived at non-IHCP with
IHCP referral.
If your child needs Children up to age 19. Coverage
Sl EF e Children’s glasses = No charge. No charge. Not covered. limited to one parr of glasses/year.
Cost sharing waived at non-IHCP
with IHCP referral.
Children’s dental Not covered. Not covered. Not covered. Coverage is available f[hrough a
check-up stand-alone dental policy.
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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.)

e Acupuncture e Elective abortion e Routine eye care (Adult)
e Cosmetic surgery o Infertility treatment e Routine foot care
e Dental care (Adult) e Long-term care o Weight loss programs
e Dental care (Child) (coverage available e Non-emergency care when traveling outside the
through a stand-alone dental policy) us.

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Bariatric surgery (benefit depends on type of e Hearing aids (maximum of 1 hearing aid per e Private-duty nursing (If determined to be
service provided) ear, per calendar year) medically necessary; as part of inpatient hospital
e Chiropractic care care coverage.)

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: Arizona Department of Insurance at 1-602-364-2499. 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. For more
information on your rights to continue coverage, contact the insurer at 1-866-494-2111.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or
assistance, contact: Arizona Department of Insurance at 1-602-364-2499.

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

Does this plan meet the Minimum Value Standards? Not Applicable.

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-866-494-2111.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-494-2111.
Chinese (A X): IR FEHRXHIEERN, 1BIKTT XN S151-866-494-2111.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-866-494-2111.

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

(9 months of in-network pre-natal care and a
hospital delivery)

B The plan’s overall deductible $0
B Specialist copayment $95
M Hospital (facility) copayment $2,500
B Other coinsurance 50%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Managing Joe’s Type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

B The plan’s overall deductible $0
B Specialist copayment $95
M Hospital (facility) copayment $2,500
B Other coinsurance 50%

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Mia’s Simple Fracture

(in-network emergency room visit and follow up

care)
B The plan’s overall deductible $0
B Specialist copayment $95
B Hospital (facility) copayment $2,500
B Other coinsurance 50%

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic tests (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost \ $12,700
In this example, Peg would pay:
Cost Sharing
Deductibles $0
Copayments $0
Coinsurance $0
What isn’t covered
Limits or exclusions $0
The total Peg would pay is $0

Total Example Cost ‘ $5,600 Total Example Cost \ $2,800
In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing
Deductibles $0 Deductibles $0
Copayments $0 Copayments $0
Coinsurance $0 Coinsurance $0
What isn’t covered What isn’t covered
Limits or exclusions $0 Limits or exclusions $0
The total Joe would pay is $0 The total Mia would pay is $0

Note: These numbers assume the patient received care from an IHCP provider or with IHCP referral at a non-IHCP. If you receive care from a non-IHCP
provider without a referral from an IHCP your costs may be higher.

943232 01-2023
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DISCRIMINATION IS AGAINST THE LAW

Medical coverage

Cigna complies with applicable Federal civil rights laws and does not discriminate on the basis of race,color, national origin, age, disability,
or sex. Cigna does not exclude people or treat them differently because of race, color, national origin, age, disability, or sex.

Cigna:
* Provides free aids and services to people with disabilities to communicate effectively with us,such as:
- Qualified sign language interpreters
- 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 customer service at the toll-free number shown on your ID card, and ask a Customer Service
Associate for assistance.

Ifyou believe that Cigna 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 by sending an emailto ACAGrievance@Cigna.com or by writing to the following
address:

Cigna

Nondiscrimination Complaint Coordinator
PO Box 188016

Chattanooga, TN 37422

If you need assistance filing a written grievance, please call the number on the back of your ID cardor send an email to
ACAGrievance@Cigna.com. You can also file a civil rights complaint with the

U.S. Department of Health and Human Services, Office for Civil Rights electronically through the Office for Civil Rights
Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf,or by mail or phone at:

U.S. Department of Health and Human Services

200 Independence Avenue, SW

Room 509F, HHH Building

Washington, DC 20201

1.800.368.1019, 800.537.7697 (TDD)
Complaint forms are available at
http:/Aww.hhs.gov/ocr/officeffile/index.html.

.“:'.::S °
A VS C
3¢ Cigna.
All Cigna products and services are provided exclusively by or through operating subsidiaries of CignaCorporation. ATTENTION: If
you speak languages other than English, language assistance services, free of charge are available to you. For current Cigna customers, call
the number on the back of your ID card. Otherwise,call 1.800.244.6224 (TTY: Dial 711). ATENCION: Si usted habla un idioma que no sea inglés,

tiene a su disposicionservicios gratuitos de asistencia linglistica. Si es un cliente actual de Cigna, llame al nimero que figura en el reverso
de su tarjeta de identificacion. Sino lo es, llame al 1.800.244.6224 (los usuarios de TTY deben llamar al 711).
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Proficiency of Language Assistance Services

English - ATTENTION: Language assistance services, free of charge, are available to you. For current Cignacustomers, call the number
on the back of your ID card. Otherwise, call 1.800.244.6224 (TTY: Dial 711).

Spanish - ATENCION: Hay servicios de asistencia de idiomas, sin cargo, a su disposicion. Si es un cliente actual de Cigna, llame al
numero que figura en el reverso de su tarjeta de identificacion. Sinolo es, llameal 1.800.244.6224 (los usuarios de TTY deben llamaral 711).

Chinese - XE KU AZRBRUZSHHRE. BR Cigna WREEF , BHELN D FEEMNHRE.
HitEZFEHE 1.800.244.6224 ( BmEERRE : BH®711)

Vietnamese — XIN LUU Y: Quy vi dwoc cap dich vu tro gitip vé ngdn ngtr mién phi. Danh cho khach hang
hién tai ciaCigna, vui 1ong goi sb & mat sau thé Haéi vién. Cac trudng hop khac xin goi s6 1.800.244.6224
(TTY: Quay s6 711).

Korean - F2|: ot=0{& AH%MI {2, A XY MHAE ZE2 0|83 &= JUSL
Cigna 7I2AtEEMM= ID 7tE ST Us TtHS 2 AHEBIFMA|. 7|EF CHE 2
1.800.244.6224(TTY: CtO| D 711)HO 2 HSISFMUA| 2.

Tagalog - PAUNAWA: Makakakuha ka ng mga serbisyo sa tulong sa wika nang libre. Para sa mga kasalukuyang customer ng Cigna,
tawagan ang numero sa likuran ng iyong ID card. O kaya, tumawag sa1.800.244.6224 (TTY: I-dialang 711).

rr=

=2 rfi
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m
-

Russian - BHUMAHUE: Bam MoryT npeaocTaBuTb GecnnaTtHbie ycnyri nepeBoga. Ecnu Bbl yxe yyacTByeTe B nnaHe
Cigna, N03BOHMTE NO HOMEPY, YKa3aHHOMY Ha 0OpaTHON CTOPOHE Ballel MAeHTU(MKALMOHHON KapPTOUKM y4aCTHUKA
nnaHa. Ecnu Bbl He AiBNsAieTeCb Y4aCTHUKOM OAHOrO U3 HALWMXMNIAHOB, NO3BOHUTE MO HoMepy 1.800.244.6224 (TTY: 711).

Joaddl) il jeh Lo gl Juall ela sl Cigna sdled o<1 dalic daladl) des il s oLl ols 1 - Arabic
(7111 < Jail :TTY) 1.800.244.6224 < Jail )

French Creole —ATANSYON: Gen sevis éd nan lang ki disponib gratis pou ou. Pou kliyan Cigna yo, relenimewo ki déyé kat ID ou. Sinon,
rele nimewo 1.800.244.6224 (TTY: Rele 711).

French - ATTENTION: Des services d'aide linguistique vous sont proposés gratuitement. Si vous étes unclientactuel de Cigna,
veuillez appeler le numéro indiqué au verso de votre carte d'identité. Sinon, veuillezappeler le numéro 1.800.244.6224 (ATS : composez le
numéro 711).

Portuguese - ATENGAOQ: Tem ao seu dispor servicos de assisténcia linguistica, totalmente gratuitos. Paraclientes Cigna atuais, ligue
para 0 numero que se encontra no verso do seu cartdo de identificagdo. Casocontrério, ligue para 1.800.244.6224 (Dispositivos TTY: marque
711).

Polish —UWAGA: w celu skorzystania z dostepnej, bezptatnej pomocy jezykowej, obecni klienci firmyCigna moga dzwoni¢ pod
numer podany na odwrocie karty identyfikacyjnej. Wszystkie inne osobyprosimy o skorzystanie znumeru 1.800.244.6224 (TTY: wybierz
711).

Japanese - AEEE | HAEZFEET N358. BROSEXIETEREZIFIAWVEETET, RENDCigna
DHEEE. IDH— REAOEEESET, HEFCTIERLEEL, TOMDTBIE, 1.800.244.6224( TTY: 711 )
£T, B%nﬁl‘_'&_ EELSEEV,

Italian — ATTENZIONE: Sono disponibili servizi di assistenza linguistica gratuiti. Per i clienti Cigna attuali,chiamare il numero sul retro
della tessera di identificazione. In caso contrario, chiamare il numero 1.800.244.6224 (utenti TTY: chiamareilnumero 711).

German -ACHTUNG: Die Leistungen der Sprachunterstiitzung stehen Ihnen kostenlos zur Verfligung.Wenn Sie gegenwartiger Cigna-
Kunde sind, rufen Sie bitte die Nummer auf der Riickseite Ihrer Krankenversicherungskarte an. Andernfalls rufen Sie 1.800.244.6224 an (TTY:
Wahlen Sie 711).

248 (glo jlasi I rldh) ,C|gna Gk Ol e gl o 2 gda ) Wi 4 u@ J ) Cyguad ) S8 ‘—'L“‘JC “4a g — Persian (Fars|)
\) 711 e)l.nu.u u\gbu\u a‘)jj J!L o)\.m.u) JQJUJ\A u.nl.Au 1 800 244 6224 a‘)uu.a L\ A_U}aa.\;\ JJ& R AJJJJ\A ual.m_l &_m\.au,n sl Luhdu &_U\d uuu
(S s o e
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