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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, visit wpshealth.com or call 888-950-0060.
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/sbc-glossary /or call 888-950-0060 to request a copy.

Important Questions

What is the overall
deductible?

Are there services covered
before you meet your
deductible?

Are there other
deductibles for specific
services?

What is the out-of-pocket
limit for this plan?

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

Will you pay less if you use
a network provider?

For preferred providers: $2,000 / Covered
Person or $4,000 / Family; For non-
preferred providers: $16,000 / Covered
Person or $32,000 / Family.

Yes. Preventive care and primary care
services Office visits, labs, and basic
radiology are covered before you meet
your deductible.

No.

For preferred providers: $6,000 / Covered
Person or $12,000 / Family; (includes

copayments). For non-preferred providers:

$24,000 / Covered Person or $48,000 /
Family.

Premiums, balance-billing charges, and
health care this plan doesn’t cover.

Yes. See
https://onlineaccess.hps.md

Disclaimer: No Payment due at time of
service at PayMedix Participating
Providers. Questions, please call

1-888-477-7968

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.

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/.

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

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.

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

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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Do you need a referral to
see a specialist?

No.

You can see the specialist you choose without a referral.

A-&
A All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common
Medical Event

Services You May Need

What You Will Pay

Preferred Provider
(You will pay the least)

Non-Preferred
Provider
(You will pay the

Limitations, Exceptions, & Other Important
Information

Primary care visit to treat an
injury or illness

$25 copayment,
deductible does not apply

most)

50% coinsurance

$0 copayment / Teladoc ® visit charge

Virtual visits and telephonic visits are the same
as in-office visits.

If you visit a health

Specialist visit

$50 copayment,

50% coinsurance

Virtual visits and telephonic visits are the same

care provider’s office deductible does not apply as in-office visits.
or clinic
You may have to pay for services that aren’t
Preventive care/screening/ No charge, 50% coinsurance preventive care. Ask your provider if the
immunization deductible does not apply 0 FESEEEE services you need are preventive care. Then

check what your plan will pay for.

Diagnostic test (x-ray, blood
work)

$50 copayment,
deductible does not apply

50% coinsurance

If you have a test

Imaging (CT/PET scans,
MRIs)

$500 copayment after
deductible

50% coinsurance

Certain genetic tests and high-technology
imaging require prior authorization or benefit
reduces to 50% of allowed amount.
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Common
Medical Event

Services You May Need

What You Will Pay

Preferred Provider
(You will pay the least)

Non-Preferred
Provider

(You will pay the

Limitations, Exceptions, & Other Important
Information

If you need drugs to
treat your iliness or
condition

More information about
prescription drug
coverage is available at
https://www.smithrx.com/

Retail 30-day: $10 copayment

most)

Tier 1 drugs Mail order: $20 copayment Not covered
, Retail 30-day: $40 copayment

VIS 2 CYEE Mail order: $80 copayment Ml eraiEe
Retail 30-day: $80 copayment

Tier 3 drugs y: $ Not covered

Mail order: $160 copayment

or by calling 1-844-454-
5201

Tier 4 - Specialty drugs

Not covered

Not covered

For purposes of this section, the provider is a
pharmacy.

The medical deductible does not apply to
prescription drugs purchased from a
pharmacy.

Covers up to a 30-day supply (retail
subscription); 31-90 day supply mail order
prescription).

Please contract SmithRx for more information
on obtaining specialty drugs through the
Connect360 program.

If you have outpatient
surgery

Facility fee (e.g., ambulatory
surgery center)

$900 copayment, after
deductible

50% coinsurance

Prior authorization may be required or benefit
reduces to 50% of allowed amount.

Physician/surgeon fees

No charge after deductible

50% coinsurance

None

If you need immediate
medical attention

Emergency room care

$500 copayment, after
deductible

*

50% coinsurance

Emergency medical
transportation

$100 copayment, deductible
does not apply

*

50% coinsurance

Urgent care

$100 copayment , deductible
does not apply

50% coinsurance

Copayment is waived if admitted.

*Only in the case of a true emergency will the
network benefit will apply.

Non-emergency medical transportation
requires prior authorization or benefit reduces
to 50% of allowed amount.

If you have a hospital
stay

Facility fee (e.g., hospital
room)

$1,500 copayment, after
deductible

50% coinsurance

All non-emergent inpatient hospital stays
require prior authorization or benefit reduces to
50% of allowed amount.

Physician/surgeon fees

No Charge, after deductible

50% coinsurance

All non-emergent inpatient hospital stays
require prior authorization or benefit reduces to
50% of allowed amount.
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Common
Medical Event

Services You May Need

What You Will Pa

Preferred Provider
(You will pay the least)

Non-Preferred
Provider
(You will pay the

Limitations, Exceptions, & Other Important
Information

If you need mental
health, behavioral
health, or substance
abuse services

If you are pregnant

If you need help
recovering or have
other special health
needs

Outpatient services

Inpatient services

Office visits

Childbirth/delivery professional

services

Childbirth/delivery facility
services

Home health care

Rehabilitation services

Habilitation services

Skilled nursing care

Durable medical equipment

Office Visit — $25 copayment,

deductible does not apply
Facility - $900 Copay after
deductible

$1,500 copayment, after
deductible

$50 copayment,
deductible does not apply

No Charge, after deductible

$1,500 copayment, after
deductible

$50 copayment,
deductible does not apply

$50 copayment,
deductible does not apply

$50 copayment,
deductible does not apply

$1,500 copayment, after
deductible

Prosthetics:
$500 copayment, deductible
does not apply

All other DME:
$350 copayment, deductible
does not apply

50% coinsurance

50% coinsurance

50% coinsurance

50% coinsurance

50% coinsurance

50% coinsurance

50% coinsurance

50% coinsurance

50% coinsurance

50% coinsurance

$0 copayment / Teladoc ® visit charge

All non-emergent inpatient hospital stays
require prior authorization or benefit reduces to
50% of allowed amount.

Cost sharing does not apply to certain
preventive services. Depending on the type of
services, coinsurance may apply. Maternity
care may include tests and services described
elsewhere in the SBC (i.e. ultrasound). All non-
emergent inpatient hospital stays require prior
authorization or benefit reduces to 50% of
allowed amount.

90 visits/year combined with private duty
nursing in the home setting

Coverage is limit to 25 visits/year. Includes
physical therapy, speech therapy, and
occupational therapy.

Coverage is limited to 90 visits/year. All non-
emergent admissions require prior
authorization or benefit reduces to 50% of
allowed amount.

Prior authorization required for:

* Purchases over $1,000

* All other rentals and purchases as stated on
our website

Benefits may not be payable if you do not
obtain prior authorization.

Excludes vehicle modifications, home
modifications, exercise, and bathroom
equipment.
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What You Will Pay
Non-Preferred
Services You May Need Preferred Provider Provider
(You will pay the least) (You will pay the

Common
Medical Event

Limitations, Exceptions, & Other Important

Information

Hospice services No Chgrge, 50% coinsurance Hospipe services require prior authorization or
deductible does not apply = benefit reduces to 50% of allowed amount.
Children’s eye exam Not covered Not covered Coverage limited as required by PPACA.
If your child needs Children’s glasses Not covered Not covered Not a covered service under this Plan.
dental or eye care Children’s dental check-up Not covered Not covered Coverage s Iimiteq toan oral risk assessment
each year as required by PPACA.

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.)

o Bariatric surgery o |Infertility Treatment ¢ Routine Foot Care

o Cosmetic Surgery e Long Term Care ¢ Routine Eye Care (Adult)
e Dental Care (Adult) e Non-emergency care when traveling outside - the e  Weight loss programs

e Hearing Aids us

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

e Acupuncture Services e Chiropractic Care e Private Duty Nursing (in home setting)
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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: for the U.S. Department of Labor, Employee Benefits Security Administration 1-866-444-3272 or www.dol.gov/ebsa, or the Department of Health and
Human Services at 1-877-267-2323 x 61565 or www.cciio.cms.gov. 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.

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 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: WPS at 888-950-0060. You may also contact your state insurance department at 1-800-236-8517 or the U.S. Department of Labor's Employee Benefits
Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform.

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 Minimum Value Standards? Yes.
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 (888) 915-4001.
Hmong (Hmoob): Kev pab nyob rau hauv Hmoob hu (888) 915-4001.

Traditional Chinese ({8473 ): BREIF i, ;525 (888) 915-4001.
German (Deutsch): Fir Hilfe in deutscher Sprache rufen (888) 915-4001.

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

A the cost sharing amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information

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 $2,000

B Specialist copayment $50
W Hospital (facility) copayment $1,500
W Other coinsurance 0%

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)

Total Example Cost $12,700
In this example, Peg would pay:
Cost Sharing
Deductibles $2,000
Copayments $2,000
Coinsurance
What isn’t covered

Limits or exclusions

The total Peg would pay is $4,000

Managing Joe’s type 2 Diabetes

(a year of routine in-network care of a
well-controlled condition)

B The plan’s overall deductible $2,000

B Specialist copayment $50
W Hospital (facility) copayment $1,500
W Other coinsurance 0%

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)

Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing
Deductibles
Copayments $1,620
Coinsurance
What isn’t covered

Limits or exclusions

The total Joe would pay is $1,620

to compare the portion of costs you might pay under different health plans. Please note these coverage examples are based on

Mia’s Simple Fracture

(in-network emergency room visit and
follow up care)

M The plan’s overall deductible $2,000
M Specialist copayment $50
W Hospital (facility) copayment $1,500
B Other coinsurance 0%

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

Diagnostic test (x-ray)

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

Total Example Cost $2,800
In this example, Mia would pay:
Cost Sharing

Deductibles $1,300

Copayments $700

Coinsurance $0

What isn’t covered
Limits or exclusions $0
The total Mia would pay is $2,000

The plan would be responsible for the other costs of these EXAMPLE covered services. 70f7



Nondiscrimination and Language Access Policy

Discrimination is Against the Law

Wisconsin Physicians Service Insurance Corporation (WPS)/The EPIC Life Insurance Company
(collectively, WPS/EPIC) complies with applicable federal civil rights laws and does not discriminate
on the basis of race, color, national origin, age, disability, or sex (consistent with the scope of sex
discrimination described at 45 CFR § 92.101(a)(2)). WPS/EPIC does not exclude people or treat
them differently because of race, color, national origin, age, disability, or sex.

WPS/EPIC:

Provides people with disabilities reasonable modifications and free auxiliary aids and
services 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 assistance services to people whose primary language is not English,
such as:

* Qualified interpreters

e Information written in other languages

If you need any these services, contact us at the phone humber on the attached correspondence,
your ID card, or the number listed on wpshealth.com/contact.

If you believe that WPS/EPIC 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:

WPS/EPIC

Nondiscrimination Grievance Coordinator
P.O. Box 7458 Madison, WI 53707

Email: WPSNondiscrimination@wpsic.com

You can file a grievance in person, by mail, or by email. If you need help filing a grievance, the
Nondiscrimination Grievance 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; by mail at U.S. Department of Health and Human
Services, 200 Independence Avenue SW., Room 509F, HHH Building, Washington, D.C., 20201, or by
phone at 800-368-1019, 800-537-7697 (TDD). Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

'Il'he EPIC I.(i:fe
nsurance Company’ -
A WPS Company WPS

Medicare Supplement Insurance Plans A HEALTH SOLUTIONS COMPANY
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Notice of Availability of Language Assistance Services and Auxiliary Aids

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 the number on your Member ID
card or speak to your provider.

SPANISH: ATENCION: Si habla espanol, los servicios de asistencia con el idioma estan disponibles para usted sin cargo.
También se encuentran disponibles de forma gratuita ayudas y servicios auxiliares adecuados para proporcionar informacion
en formatos accesibles. Llame al niimero que figura en la tarjeta de identificacion de miembro o hable con su proveedor.

HMONG: NCO NTSOOV: Yog hais tias koj hais lus Hmoob, peb yeej muaj kev pab txhais lus dawb rau koj. Peb los kuj tseem
muaj cov khoom siv thiab cov kev pab los npaj lwm yam ntaub ntawv uas yuav muab tau coj los saib dawb. Hu xov tooj mus
rau tus xov tooj nyob ntawm koj daim ID Ua Tswv Cuab los sis nrog koj tus kws kho mob tham.

TRADITIONAL CHINESE: iVt &: SRR 0, AT UG BEASRE 5 IR o 5 S B AR B 0 i B T R R IR 265 11 DA fie
PRk PR AL R SEECR SIS 2 ID R LW TR RS SRS ER AR S PR i .
GERMAN: HINWEIS: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose Sprachassistenzdienste zur Verfugung
Entsprechende Hilfsmittel und Dienste zur Bereitstellung von Informationen in barrierefreien Formaten stehen ebenfalls
kostenlos zur Verfugung. Rufen Sie die Nummer auf lhrer Versichertenkarte an oder sprechen Sie mit Ihrem Dienstleister.
ity Cila slaall b gl Aanliall ac Ll chlaadd) 5 lac Ll Loayl g3 Auilacall 35 galll sac Locall ciledd @l A giiud ¢y jall Chaaty i€ 1Y) -auii; ARABIC
l Galal Aarall atie ga s gf ol sl gumall i D ALy e s sl o8l Josil Ulaa Ll  gum sl S
RUSSIAN: BHUMAHMUE: ecav Bbl roBOpUTE HA PYCCKOM fi3blke, BaM MOTYT NPeAOCTaBUTbL BecnaaTHble YCAYTM NEPEBOAA.
CooTtBeTcTBYIOLLME BCOMOraTeAbHble CPEACTBA M YCAYTM MO NPeAOCTaBA€HUI0 UHPOPMAaLMK B AOCTYMHbIX dopmaTax Takke

MOXHO NOAyuMTb 6ecnnaTtHo. M03BOHUTE MO HOMEPY, YKa3aHHOMY Ha Ballel UAEHTUPUKALIMOHHON KapTOUKe ydacTHUKa NAaHa,
uAM obpaTUTecb K CBoeMy Bpauy.

KOREAN: 2| Ateh: ot= 0| & FAISHA | & 8%, 72 20| X[ | MH|AF 0|80t &= ASHICEL HM A 7Hse HAHe 2
SEE MEot7| ?lof HEet 2= =7 S MB| A R 2 MSELICHL 7FYAHID 7HE0| 7| M &l Tt o = HESHA| A Lt
T5te| 2|z MEX| A E2l5tAl 2 BHEf LTt

VIETNAMESE: CHU Y: N&u quy vi néi tiéng Viét, cac dich vy hd tro ngdn ngir mién phi s& c6 sin cho quy vi. Cac hd tro va dich vu
phu tro phit hop dé cung cap théng tin & dinh dang dé tiép can ciing duoc cung cap mién phi. Hay goi s6 trén thé ID Thanh vién
cta quy vi hodc néi chuyén véi nha cung cip cla quy vi.

PENNSYLVANIA DUTCH: WICHDICH: Wann du Deitsch schwetzscht un hoscht Druwwel fer Englisch verschtehe, kenne mer
epper beigriege fer dich helfe unni as es dich ennich eppes koschte zeelt. Mir kenne dich helfe aa wann du Druwwel hoscht fer

heere odder sehne. Mir kenne Schtofft lauder mache odder iesier fer lese un sell koscht dich aa nix. Ruf die Nummer uff dei
Member ID Card uff odder schwetz mit dei Provider.

LAO: 2eonisls: 11191c09wI99990, 9251903 N1w508Ee0WwIZIWS luiccnuiov. Nvgoscds war
N9IVO3NMCSLTICELIESL B lw2YBIVSLECLLHFIVINCEICTIS ccBVS WiccLLLIOtIOBISNCOL.
LmcSHgluGoUr9IG0ILIFN299UI § SVFHVEIBIDSNIV2D9UIID.

FRENCH: ATTENTION : Si vous parlez francais, des services d'assistance linguistique gratuits sont a votre disposition. Des aides

et des services auxiliaires appropriés pour fournir des informations dans des formats accessibles sont également disponibles
gratuitement. Appelez le numeéro figurant sur votre carte d'adhérent ou parlez a votre prestataire.

POLISH: UWAGA: Osoby moéwigce po polsku moga skorzystaé z bezptatnej pomocy jezykowej. Odpowiednie materiaty
pomocnicze i ustugi zapewniajace informacje w dostosowanych formatach sg rowniez dostepne bezptatnie. Nalezy zadzwonic
pod numer podany na karcie cztonkowskiej lub porozmawia¢ z lekarzem prowadzacym.

HINDI: &9 €: Ig 3y fget - aard &, a 3muds fog F:X[eeh HTo Teraar Yart Iudsy § | JaH YRy B YaHT Suds HRMH &
m%qgaawmmaﬁvﬁammﬁﬁzwmél 3 YT 33 ol BTe UR AT T R WR HId & T 39 T o
CIcER]

ALBANIAN: KINI PARASYSH: Nése flisni shqip, ofrohen shérbime falas té ndihmés gjuhésore. Ndihmat dhe shérbimet e
pérshtatshme ndihmése pér té ofruar informacion né formate té aksesueshme jané gjithashtu té disponueshme pa pagesé.
Telefononi numrin né kartén tuaj té identitetit té€ Anétarit ose flisni me ofruesin tuaj té shérbimit.

TAGALOG: BIGYANG-PANSIN: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng serbisyo sa tulong sa wika.
Ang mga naaangkop ha pantulong na suporta at serbisyo upang magbigay ng impormasyon sa mga naa-access na format ay
makukuha rin nang libre. Tawagan ang numero sa iyong card ng Member ID o makipag-usap sa iyong provider.





