Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
Cigna HealthCare of Texas, Inc.: Connect Bronze-1 8500 Indiv Med Deductible

Coverage Period: 01/01/2026 — 12/31/2026
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 www.cigna.com/ifp-documents. 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:/lwww.healthcare.gov/sbhc-glossary/ or call 1-866-494-

2111 to request a copy.

What is the overall

$0 at Indian Health Care
Provider (IHCP) or with IHCP

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

deductible? referral at non-IHCP; or $8,500 | meet their own individual deductible until the total amount of deductible expenses paid by all
person/ $17,000 family family members meets the overall family deductible.
Yes. Preventive care, office
. LS, Prescnptllon drugs, This plan covers some items and services even if you haven't yet met the deductible amount, but
Are there services Urgent care visits subject to a

covered before you
meet your deductible?

copayment and eye
exam/glasses for children are

covered before you meet your
deductible.

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?

No.

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

What is the out-of-

pocket limit for this
plan?

$10,600 person/ $21,200 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 notincluded 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.
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Important Questions Answers Why This Matters:

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

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

to see a specialist?

providers. (such as lab work). Check with your provider before you get services.
Doyouneed areferral | | You can see the specialist you choose without a referral.

4% Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Medical

Event

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

Services You May
Need

Primary care visit

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

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

$0 copaymentivisit,

What You Will Pay

Non-IHCP Out-
of-Network
Provider (You
N EVAGES

Limitations, Exceptions, & Other
Important Information

Refer to the policy for more
information about Virtual Care

:ﬁntg:zt Amimier | iWoarige deductible does not apply MO ERRRE Services. Cost sharing waived at
non-IHCP with IHCP referral.
e : Cost sharing waived at non-IHCP
Specialist visit No charge 50% coinsurance Not covered with IHCP referral
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.
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What You Will Pay

Non-IHCP Out-
Common Medical Services You May | Indian Health Care Non-IHCP In-Network of-Network Limitations, Exceptions, & Other
Event Need Provider (IHCP) (You | Provider (Youwillpay | Provider (You Important Information
will pay the least) more) will pay the
$75 copayment/diagnostic
test: deductible does not
Diagnostic test (x- apply for laboratory and Cost sharing waived at non-IHCP
i h test ray, blood work) No charge professional services. 50% Not covered with IHCP referral.
youhaveates coinsurance for x-ray and
diagnostic imaging.
Imaging (CT/PET o i Cost sharing waived at non-IHCP
scans, MRIs) No charge 50% coinsurance Not covered with IHCP referral.
Preferred Generic: No Generic, Preferred, and Non-
charge (retail’lhome Preferred Drugs: Limited to up to a
, delivery). 30-day supply (retail) or a 90-day
Generic drugs No charge Generic: Not covered supply (designated 90-day retail
If you need drugs to 49%.coinsuran<.:e pharmacy/home delivery). You pay
e i (retail/home delivery) a copayment for each 30-day
condition Preferred brand |\ 49% coinsurance Not covered supply (retail), if applicable.
More information about | drugs g (retail/lhome delivery) Specialty drugs: Limited to upto
prescription drug Non-preferred 49% coinsurance 30-cay supply (retail) or a 30-dgy
coverage is available at | drugs No charge (retail/lhome delivery) Not covered supply (designated 90-day retai
mgn_a comifo- g "y pharmacy/home delivery). Cigna
clgna. D Healthcare’s specialty pharmacy
drug-lists . . .
Specialty drugs . can assist you in obtaining your
and other high No charge i CNRNGo Not covered spedialty drugs. Gall Accredo, at 1-
cost drugs (retaillhome delivery) 877-826-7657 to talk to
representative. Cost sharing waived
at non-IHCP with IHCP referral.
Facility fee (e.g., . , )
. ambulatory No charge 50% coinsurance Not covered Mg waived atnon-IHCP
If you have outpatient surgery center) with IHCP referral.
surgery — . .
Physician/surgeon o Cost sharing waived at non-IHCP
fees NDEIETEE Ut CEIREWENE Notcovered | ity IHCP referral.
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What You Will Pay
Non-IHCP Out-
of-Network

Provider (You

Common Medical Services You May

Need

Limitations, Exceptions, & Other
Important Information

Non-IHCP In-Network
Provider (You will pay

Indian Health Care
Provider (IHCP) (You

Event

will pay the least)

more)

will pay the

Emergency room , 50% You pay the same level as In-
No charge 50% coinsurance : pay
care : —— coinsurance Network if it is an emergency as
Emergency 50% defined in your plan, otherwise not
, ' medical No charge 50% coinsurance 0 covered. Cost sharing waived at
i you ICEL imm SHEE transportation colnstirance non-IHCP with IHCP referral.
medical attention . .
$75 Emergency medical transportation
$75 Cogayment/visit’ Cogaymemj\/isit, services for MH/SA diagnoses will
Urgent care No charge deductible does notapply | deductible does | be payable according to emergency
not apply room care benefits.
Facility fee (e.g., . Cost sharing waived at non-IHCP
If you have a hospital | hospital room) No charge 50% coinsurance Not covered with IHCP referral.
stay Physician/surgeon o Cost sharing waived at non-IHCP
fees No charge 50% coinsurance Not covered with IHCP referral.
Includes medical services for
Outpatient o MH/SA diagnoses. Cost sharing
If you need mental services 10 RIETES 50% coinsurance M waived at non-IHCP with IHCP
health, behavioral referral.
health, or substance Includes medical services for
abuse services , , o o MH/SA diagnoses. Cost sharing
Inpatient services | No charge 50% coinsurance Not covered waived at non-IHCP with IHCP
referral.
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
Childbirth/deli described elsewhere in the SBC
o ool A - ie., ult d). Cost sharin
" : No charge 50% coinsurance Not covered (i.e., ultrasound). Cost sharing
facility services S ’ waived at non-HCP with IHCP
referral.
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Non-IHCP Out-
of-Network
Provider (You
will pay the

Common Medical Services You May
Event Need

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

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

Limitations, Exceptions, & Other

Important Information

Coverage is limited to 60 visits
Home health care | No charge 50% coinsurance Not covered annual max. Cost sharing waived at
non-IHCP with IHCP referral.
Coverage of physical, occupational
and chiropractic therapy is limited to
Rehabilitation o 35 combined visits annual max.
services No charge 50% coinsurance Not covered Speech therapy is unlimited annual
max. Cost sharing waived at non-
IHCP with IHCP referral.
If you need help Coverage of physical and
recovering or have occupational therapy is limited to 35
other special health Habilitation . combined visits annual max.
needs P services No charge 50% coinsurance Not covered Speech therapy is unlimited annual
max. Cost sharing waived at non-
IHCP with IHCP referral.
: , Coverage is limited to 25 days
Skiled nursing No charge 50% coinsurance Not covered annual max. Cost sharing waived at
care .
= non-IHCP with IHCP referral.
5;;?;':) errr]ledlcal No charge 50% coinsurance Not covered W;gﬁﬁtlafggr:ef‘\;vr?;\fd atnon-IHCP
Hospice services | No charge 50% coinsurance Not covered W;gﬁﬁtlﬁgg? ef:;vr?;\fd oG
Children’s eye Children up tg age 19, through the
exam No charge No charge Not covered gnq of their birth month. Coverage
limited to one exam/year.
If your child needs Children up to age 19, through the
dental or eye care Children’s glasses | No charge No charge Not covered end of their birth month. Coverage
limited to one pair of glasses/year.
Shhélcd&nps dental Not covered Not covered Not covered
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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 Infertility treatment e Routine eye care (Adult)

e Bariatric surgery e Long-term care e Routine foot care (except for certain conditions
o Cosmetic surgery e Non-emergency care when traveling outside e Weightloss programs

e Dental care (Adult) the U.S.

e Private-duty nursing

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

e Chiropractic care (limited to 35 visits
annual maximum combined with
Physical and Occupational therapies)

e Hearing aids (limited to 1 hearing aid
per ear every 3 years)

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: Texas Department of Insurance at 1-800-252-3439. 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 complaintis 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: Texas Department of Insurance at 1-800-252-3439.

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

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 (P X ): MR FEZ P XHFE B, BRI S191-866-494-2111.

Navajo (Dine): Dinek'ehgo shika atohwol 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.

About these Coverage Examples:
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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)

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

Mia’s Simple Fracture
(in-network emergency room visit and follow up

B The plan’s overall deductible $8,500
B Specialist coinsurance 50%
B Hospital (facility) coinsurance 50%
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)

B The plan’s overall deductible $8,500
B Specialist coinsurance 50%
B Hospital (facility) coinsurance 50%
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)

care)
B The plan’s overall deductible $8,500
B Specialist coinsurance 50%
B Hospital (facility) coinsurance 50%
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.

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Discrimination is against the law

Cigna Healthcare® complies with applicable
Federal civil rights laws and does not
discriminate on the basis of race, color,
national origin, age, disability, sex, ancestry,
religion, marital status, gender, sexual
orientation, gender identity or sexual
stereotypes.

Cigna Healthcare does not exclude people or
treat them less favorably differently because
of race, color, national origin, age, disability,
sex, ancestry, religion, marital status, gender,
sexual orientation, gender identity or sexual
stereotypes.

Cigna Healthcare:

e Provides people with disabilities
reasonable modifications and free
appropriate auxiliary aids to communicate
effectively with us, such as:

— Qualified sign language interpreters

— Written information in other formats
(large print, audio, accessible electronic
formats, other formats)

e Provides free language assistance services
to people whose primary language is not
English in a timely manner, such as:

— Qualified interpreters
— Information written in other languages

\“
WS
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healthcare

If you need reasonable modifications,
appropriate auxiliary aids and services or
language assistance services, contact the
Civil Rights Coordinator.

If you believe that Cigna Healthcare has failed
to provide these services or discriminated in
another way on the basis of race, color,
national origin, age, disability, sex, ancestry,
religion, marital status, gender, sexual
orientation, gender identity or sexual
stereotypes, you can file a grievance with the
Civil Rights Coordinator

P.O. Box 188016, Chattanooga, TN 37422,
877.822.6561 (TTY: Dial 711)

ACAGrievance@CignaHealthcare.com

You can file a grievance in person or by mail,
fax, or email. If you need help filing a
grievance, the Civil Rights Coordinator is
available to help you.

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
https://www.hhs.gov/civil-rights/filing-a-
complaint/complaint-process/index.html

Cigna Healthcare products and services are provided exclusively by or through operating subsidiaries of The Cigna Group, including Cigna Health and Life Insurance Company, Evernorth
Behavioral Health, Inc., Evernorth Care Solutions, Inc., Cigna Dental Health, Inc., and HMO or service company subsidiaries of Cigna Health Corporation, including Cigna HealthCare of Arizona,
Inc., Cigna HealthCare of Georgia, Inc., Cigna HealthCare of linois, Inc., Cigna HealthCare of North Carolina, Inc., and Cigna HealthCare of Texas, Inc. In Texas, the Dental plan is known a
Cigna Dental Choice, and this plan uses the national Cigna DPPO Advantage nefwork. ATTENTION: If you speak languages other than English, language assistance senvice, free of charge are
avalable to you. For current Clgna Healthcare customers, call the number on the back of your D card. Othervise, call 1.800.244 6224 (TTY: Dial 711). ATENCION: Si usted habla un idioma que no
sea inglés, fiene a su disposicion senvicios gratuitos de asistencia linglistica. Si es un cliente actual de Cigna, llame al numero que figura en el reverso de su tarjeta de identificacion. Sinolo es, lame

al 1.800.244.6224 (los usuarios de TTY deben llamar al 711).
824707 5125 © 2025 Cigna Healthcare.
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Proficiency of Language Assistance Services

English — ATTENTION: If you speak English, free language assistance services are available to you. Appropriate
auxiliary aids and services to provide information in accessible formats are also available free of charge. Call 1-
800-244-6224 (TTY: Dial 711) or speak to your provider.

Spanish — ATENCION: Si habla espafiol, los servicios de asistencia lingiiistica gratuitos estan disponibles para
usted. También estan disponibles de forma gratuita ayudas y servicios auxiliares adecuados para proporcionar
informacion en formatos accesibles. Llame al 1-800-244-6224 (TTY: Marque 711) o hable con su proveedor.

Chinese — /E&: RGP, AR RAITE SRS . 1E MBI & AR ST DL g it ft, DR pt e
FERERE RIE B, 15T 1-800-244-6224 (TTY: &3IT 711 dz‘ﬁ‘ IR S5 TR BE R

Vietnamese — XIN LUU Y: Neu ban noi tiéng Viet, dich vu hé tro ngon ngly mién ph| c6 san cho ban. Cac thiét bi
va dich vu hé tro phu hop dé cung cap thong tin & d|nh dang co thé tlep céan cling ¢4 s8n mién phi. Goi sb
1-800-244-6224 (TTY: Goi 711) hoac ndi chuyén voi nha cung cép cla ban)

Korean — F2|: ot=0|E ALE3IA = B2, & 0 A& MH| A7t HSELCHL H2 7tstt Az FEE
&tz st MEst 2x 77| G MHAEZ 222 HIZELICH 1-800-244-6224 (TTY: 711 2 F3h 2
H2SHA| AL S KA 225t Al2.

Tagalog — PAUNAWA: Kung ikaw ay nagsasalita ng Tagalog, ang mga libreng serbisyo ng tulong sa wika ay
magagamit para sa iyo. Ang mga angkop na pantulong na kagamitan at serbisyo upang magbigay ng impormasyon
sa mga naa-access na format ay magagamit din ng libre. Tumawag sa 1-800-244-6224 (TTY: Tumawag sa 711) o
makipag-usap sa iyong tagapagbigay.

Russian — BH/IMAHWE: Ecnu Bbl roBopuTe Ha pycCKOM, [OCTYMHbI BecnnaTHble YCryrn si3bIKOBOM MOMOLLM. Takke
BecnnaTHO NPeoCTaBNATCS COOTBETCTBYIOLLME BCOMOraTernbHble CpeiCcTBa 1 YCryrv Anst NpeaocTaBrneHuns
nHdopMauum B AOCTYMNHbIX doopMaTtax. Mo3soHuTe no TenedoHy 1-800-244-6224 (TTY: Habepute 711) nnu
obpaTtutech Kk Baemy npoBanigepy.

A3 daail Blae dlld s el J g sl ALE Cilaclia a8 om LS Auilaall 45 g3l ac Lisal) clead @l ja o ol yal) Coaai <€ 13 14wii - Arabic
1-800-244-6224 (TTY: 711 clll) el (alall desdll psia ) o .

French Creole — ATANSYON: Si ou pale Kreyol Ayisyen, sévis asistans lang gratis yo disponib pou ou. Ekipman
ak sevis adisyonél ki apwopriye pou bay enfomasyon nan foma ki aksesib yo disponib tou gratis. Rele 1-800-244-
6224 (TTY: Rele 711) oswa pale ak founisé ou a.

French — ATTENTION : Si vous parlez frangais, des services d’assistance linguistique gratuits sont disponibles
pour vous. Des aides et des services auxiliaires appropriés pour fournir des informations dans des formats
accessibles sont également disponibles gratuitement. Appelez le 1-800-244-6224 (TTY : composez le 711) ou
parlez a votre fournisseur.

Portuguese — ATENCAO: Se vocé fala portugués, servigos gratuitos de assisténcia linguistica estéo disponiveis
para vocé. Auxilios e servigos apropriados para fornecer informagdes em formatos acessiveis também estéo
disponiveis gratuitamente. Ligue para 1-800-244-6224 (TTY: disque 711) ou fale com seu prestador de servicos.

Polish — UWAGA: Jesli méwisz po polsku, dostepne sg bezptatne ustugi pomocy jezykowej. Odpowiednie
pomoce i ustugi wspierajgce w celu dostarczenia informacji w dostepnych formatach sg réwniez dostepne
bezptatnie. Zadzwon pod numer 1-800-244-6224 (TTY: wybierz 711) lub skontaktuj sie ze swoim dostawcg ustug.

Japanese - JTE: HAZZETHEIE. BROFEXEY —EXANFATEET, 77 EXARAGTEATIEREZ
’IET 2 7‘~<V>U)1I‘J’GJJ7LA?$E)J¢%%“’P#— EXHLERTHHETEE T, 1-800-244-6224 (TTY: 711 12X A vV I)L) IZE
EIT AN RBEFEICEL TS L,

Italian — ATTENZIONE: Se parli italiano, sono disponibili per te servizi gratuiti di assistenza linguistica. Sono
disponibili gratuitamente anche ausili e servizi appropriati per fornire informazioni in formati accessibili. Chiama il
numero

1-800-244-6224 (TTY: comporre il 711) o parla con il tuo fornitore.

German — Achtung: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose Sprachassistenzdienste zur
Verflgung. Geeignete Hilfsmittel und Dienste, um Informationen in barrierefreien Formaten bereitzustellen, sind
ebenfalls kostenlos verfiigbar. Rufen Sie 1-800-244-6224 an (TTY: Wahlen Sie 711) oder sprechen Sie mit Ihrem
Anbieter.

dag Q@ aSie cuna b gl gl SwS g8 ciledd Cal Geyied 53 ) cailie S cilaxd 5 Jilws (oines - Persian (Farsi)
oledly athas (ol 53 O8I G 4 el J ledld 0 cledal Al (TTY: a8 1) 711 o Jled) L2 et jli g R
L€ Cunn 353 saa il ), 1-800-244-6224

824711 8/24



	Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 01/01/2026 – 12/31/2026
	Cigna Healthcare
	1.800.368.1019, 800.537.7697 (TDD)
	824707b Cigna IFP NDN.pdf
	U.S. Department of Health and Human Services
	1.800.368.1019, 800.537.7697 (TDD)




