Summary of Benefits and Coveraybat this Plan Covers & What You Pay For Covere
'JJ . ) Coverage Period: 08/17/20Q8/16/20:
UnitedHealthcare' | amar University 202001 Coverage foStudentt Plan TypePPC

M The Summary of Benefits and Coverage (SBC) document will help you choogglanh&aéSBC shows you how you angtaewould

5 share the cost for covered health care services. NOTE: Information about the cp&irgicedied thgoremium will be provided separately.
This is only a summaifyor more information about your coverage, or to get a copy of the cofmpbeter égensisit www.uhcsr.com c88all 1
7997716. For general definitions of common termxlfawehdiamotibailance billinepinsurance (coirgpayment (copa@ductible (ded)
provideror othewnderlinettrms see the Glossary. caowiew the Glossary at www.cciio.cms.gov8&8ZaI81716 to request a copy.

Important Questions __Answers ___________________\Why This Matters:

: Generally, you must pay all of the cogisdvaiarap to theeductiblamount
Preferred Provid8&00 (Person) . . . .
Out of Network $1,000 (Person) before thiglanbegins to pay. If you have other family membgwprdod fami

What is the overall

deductibl@ member must meet their own inddedwatiblentil the total amourdedudble
expenses paid by all family members meets the ovelediuetibiley
Thisplanc over s some items and s @eductiblee
Are there services cover(Yes Preventive calediatric Dental, amount. Butapaymertrcoinsuranamay apply. For examplepthrxovers
before you meet your | Pediatric Vision and categories that sp(certairpreventive servicegshoutost sharirend before you meet yagluctible
deductible? deddoes not apply. See a list obueregreventive serviads

https://www.healthcare.gov/coverage/preasatigaefits/.
Are there othateductiblesYes. Pediatric Dental $500. There are 1You must pay all of the costs for these services up to thedsptibifitnount

for specific services?  |specifideductibles before thiglanbegins to pay for these services.
o Preferred Provid&&350 (Person) Theoutofpocket limig the most you could pay in a year for covered services
?{Ynk}?fi)lrstmt Out of Network $15,000 (Person) have other family members ipldmshey have to meet theiraviofpocket limits

until the overall familjofpocket lintitas been met.

What is not included in thPremium®alancéillingcharges, and hee
outdofdpocket limi? carethipland oes nét cove

Even though you pay t hes ouidgopkethinite

Thisplanuses arovidenetwork You will pay less if you yseadein thep | _a n
network You will pay the most if you usé afinetwork providand yo might
Will you pay less if you uYes. See www.uhcsr.com or-888799 receive a bill frorpravidefor the difference betweep theo v ¢harge anil svhat
anetworkprovide® 7716 for a listrudtwork providers yourplanpays lfalance billing3e aware yauetworlprovidemight use asutof
network provider some services (such as lab work). Check pritivigebefore
you get services.

Do you need @ferrato

see specialisp No. You can see tbpecialistou choose withoutgerral
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Services You May Need

What You Will Pay

Preferred Provide Outof-Network
(Youwill pay the | Provider (You will pa
least) the most)

. Allcopaymenandcoinsuranceosts shown in this chart are aftatgauatiblehas been met, ifleductibleapplies.

Limitations, Exceptions, & Othe
Important Information

Primary care visit to treat an injury or illn

Specialistisit
If you visit a health ce

pr ov ioficeord s
clinic

Preventive cdsereeningnmunization

Diagnostic testray, blood work)

If you h a test -
you have a tes Imaging (CT/PET scans, MRIs)

If you need drugs to | Tier ' Your LoweStost Option

treat your illness or
condition

Tier 2 Your Midranggost Option
More information abo
prescription drug
coverages available g Tier 3 Your Highe§tost Option
www.uhcsr.com/txpdl

Tier 4 Additional HigPost Option

$30Copayper visit

o
deddoes not apply 40%Coins

$30Copayper visit

deddoes not apply 40%Coins

No Charge 40%Coins
20%Coins 40%Coins
20%Coins 40%Coins
$20Copayper

prescription Tier 1/40%Coins
deddoes not apply
$60Copayer

prescription Tier 2/40%Coins
deddoes not apply
80%Coingper

prescription Tier 3/40%Coins
deddoes not apply

Not Covered

Not Covered

May not apply when relatsdrigery or
Physiotherapy.

Student Health Center Benefits (Stu
Only)The Deductible and Copays w
waived and benefits will be paid at :
for Covered Medical Expenses incu
when treatment is rendered at the S
Health Center.

Includepreventive servicgsecified in
the health care reform law or benefi
provided as mandated by state law.
You may have to pay for services tt
arenot pr e previdfihes
services needed are preventive. Th
check what yquianwill pay for.

T T T i hond T T T i

C T T T T hond i T i i

Preferred Provideup to a 31 day suf
per prescription

Preferred Provide¥ail order
Prescription Drufsough UHCP at 2.
times the ret@lbpayp to a 90 day
supply

You may need totain certagpecialty
drugdrom a pharmacy designated k
You may need to obtain prior autho
for certaiRrescription DrEgoducts

*For more information about limitations and exceptiansr pedicy document at www.uhcsr.com 20f7



What You Will Pay

Common Medical Ev¢ Services You May Need Preferred Provide Outof-Network leltlatlons, SAEE U, e
) : : mportant Information
(Youwill pay the | Provider (You will pa
least) the most)
before being dispensed at a networ
pharmacy.
If you have outpatient Facility fee (e.g., ambulatory surgery cer20%Coins 40%Coins TT T 77 hond oo 7T 77717
surgery Physician/surgeon fees 20%Cains 40%Coins P77 T T hond W W T T TT
20%C0INS 20%C0iNs gﬂna:jysbuep:{;rl?étsed to use of emergency
_ _ Emergency room care $150Copayper visit$150Copayper visit TheCopayvill be waived if admitted
If you need immediatt deddoes not apply deddoes not apply the _p_Hospital.
SEIEE) EHETe Emergency medical transportation 20%Coins 20%Coins P77 T 7 hond i iar v
$50Copayper visit |, o, ~ . - -
Urgent care deddoes not apply 40%Coins May be limited to facility fees.
If you have a hospital Facility fee (e.g., hospital room) 20%Coins 40%Coins TTT T 7 hond Wwwr T viTT
stay Physician/surgefees 20%Coins 40%Coins T T T 7T 7T hond Wi T 17T 00
T e —— Office Visits: $30
. . . Copayper visit Office Visits: 4@BINS |.. .. . o v o o o
Eea:m, beha\élotral Outpatient services deddoes not apply Other: 40%oins 7777 hond WoW W T T T T
agﬁse’soerr\s/ilé ess ance Other: 20%0ins
Inpatient services 20%Coins 40%Coins T T T 7T 7T hond W T T 7T 70
O visle $30Copayper visit 40%CoiNs Cost sharirdpes not apply foeventiv

deddoes not apply servicesvhen provided bpraferred
providerDepending on the type of
services, eopaymentoinsurancer
Childbirth/delivery professional services |20%Coins 40%Coins deductiblmay apply. Maternity care
include tests and services describe!

elsewhere in the SBC (i.e. ultrasour

If you are pregnant

Childbirth/delivery facility services 20%Coins 40%cCoins TT T 77T hond oo 777770
If you need help Home health care 20%Coins 40%Coins 60 visits maximum (Per Policy Year
recovering or have Outpatient: 35 visits of any combing
other special health RehabilitatiGervices 20%Coins 40%Coins physical therapy, occupational ther
needs cardiac therapy and manipulative tk

*For more information about limitations and exceptiansr pedicy document at www.uhcsr.com 3of7



What You Will Pay
Limitations, Exceptions, & Other
Important Information

| Common Medical Ev¢ Services You May Need Preferred Provide Outof-Network

(Youwill pay the | Provider (You will pa
least) the most)

Outpatient: 35 visits of any combing

Habilitation services 20%Coins 40%Coins physicaherapy, occupational theraf
cardiac therapy and manipulative th
Skilled nursing care 20%Coins 40%Coins 25 days maximum (Per Policy Year
Durable medical equipment 20%Coins 40%Coins P77 T 7 hond Wi T v T T
Hospice services 20%Cains 40%Coins P77 T 7 hond W W T T TT
Childrenods eye exa $20Copayer exan50%Coinsdeddoes noSee youq:’goﬁagic Vision Benef
deddoes not apply apply Details. Age limits apply.*

Lens: $4Copay
deddoes not apply
Frames: Tiered
Chil drenbdés gl ass e s Copaygfromno
charge to 40% bas
on retail costed
does not apply

Childrendéw dent al |50%Coins 50%Coins

If your child needs
dental or eye care

50%Coinsdeddoes noSee youp | aPediasic Vision Benel
apply Details. Age limits apply.*

See youp | aPediasic Dental Bene
Details. Age limits apply.*

*For more information about limitations and exceptiansr pedicy document at www.uhcsr.com 40f 7



Excluded Services & Other Covered Services:

Services YourlanGenerally Does NOT Cover (Check your polmgmdocument for more information and a list of any exoduded servicel

9 Acupuncture 9 Bariatric surgery 9 Cosmetic surgery

9 Infertility treatment 9 Longterm care 9 Nonremergency care when traveling outsia
U.S.

9 Privateluty nursing 1 Routine eye care (Adult) 1 Routine foot care

9 Weight loss programs

Ot her Covered Services (Limitations may ap plangocumentt hese servic

i Chiropractic ca@utpatient: 35 visits for an' § Dental care (Adult) Injury to Sound Nature § Hearing aids, 1 per earye86rmonths

combination of physical therapy, occupatit and removal of complete bony impacted t
therapy, cardiac therapy, and manipulativi only
therapy
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Your Rights to Continue Coverabieere are agencies that can help if you want to continue your coverage after it ends. The contact information fo
agencies islnitedHealthcare StudentResourc88&1997716 andexas Department of Insuranc8082b23439 or visit http://www.tdi.texas.gov/. Other
coverage options may be available to you too, including buying individual insurance coverage throughNeeké¢altic #ruraoreeinformation about
theMarketplaceisitvww.HealthCare.gowcall BOG3182596.

Your Grievance and Appeals Rightere are agencies that can help if you have a complaint qigifeat yalenial otéaim This complaint is called a
grievancerappealFor mor@formation about your rights, look at the explanation of benefits you will receivectamtihoumptaincimicuments also
provide complete information to sudbanmappealor agrievancéor any reason to yplan For more informationualgour rights, this notice, or assistance,
contact: Texas Department of Insurar@@02623439 or visit http://www.tdi.texas.gov/.

Does this plan provide Minimum Essential Covehéege?
| f y ou MdhiomanoBssertial Covefager a rimavettormake ya paynieht when you file your tax return unless you qualify for an exemptio
requirement that you have health coverage for that month.

Does this plan meet Minimum Value Standafels?
If youpland o e s n 0 tMinimene\alue Stardsyou may be eligible fpreamium tax credithelp you pay fgslanthrough thiglarketplace

Language Access Services:
Spanish (Espafiol): Para obtener asistencia en EspaficBU&aGHar23.

Tagalog (Tagalog): Kung kailangan nitylmagga Tagalog tumawag8&#2602723.
Chinese ( ): 1-8662602723.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijg@6Ra6ee7 23.

T 1T 17 1 1Tio gee &xamples of howptarsnight cover costs for a sample medical situation, see the nektsectiori. T T T 1
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About these Coverage Examples:

This is not a cost estimatdreatments shown are just examples of ptarthight cover medical care. Your actual costs will be different
on the actual care you receive, the prigeoymarsharge, and many other factors. Focugost ttearirgmountdeductiblesopaymentnd

coinsurang@ancexcluded serviaasder thplan Use this information to compare the portion of costs you might pay underpldfes e dea
notethese coverage examples are basedamysetiverage.

Peg is Having a Baby

(9 months of imetwork prenatal care and a

Managi ng Diabetéss
(a year of routine4metwork care of a well

hospital delivery)

$500

$30
20%
20%

éTheQ | aowvebasideductible
A Specialistopayment

A Hospital (facilitygoinsurance
A Othercoinsurance

This EXAMPLE event includes services like
Specialist office vifteenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tegtdtrasounds and blood work)
Specialist vig@inesthesia)

controlled condition)

$500

$30
20%
20%

éTheQ | aowvedadideductible
A Specialistopayment

A Hospital (facilitydoinsurance
A Othercoinsurance

This EXAMPLE event includes services like
Primary care physician office(insitsding
disease education)

Diagnostic tegtslood work)

Prescription drugs

Durable medical equipr@otose meter)

Mi ads Simpl e
(innetwork emergency room visit and follo
care)
A Thep | aavedatideductible $500
A Specialistopayment $30
A Hospital (facility}oinsurance 20%
A Othercoinsurance 20%

This EXAMPLE event includes services like
Emergency room c@neluding medical
supplies)

Diagnostic testray)

Durable medical equiprf@ntches)
Rehabilitati@erviceghysical therapy)

Total Example Cost $12,80C Total Example Cost $7,400 Total Example Cost $1,900
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing

Deductibles $500 Deductibles $500 Deductibles $500
Copayments $50 Copayments $1,300 Copayments $90
Coinsurance $2,000 Coinsurance $200 Coinsurance $100
What i sndét co What i sndét co) What i sndét co)

Limits or exclusions $60 Limits or exclusions $60 Limits or exclusions $0
The total Peg would pay is $2,610 The total Joe would pay is $2,060 The total Mia would pay is $690
Theplanwould be responsible for the other costs of these EXAMPLE covered services. 7o0of7



NON-DISCRIMINATION NOTICE

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

If you think you were treated unfairly because of your sex, age, race, color, disability or national origin, you can send a
complaint to:

Civil Rights Coordinator

United HealthCare Civil Rights Grievance
P.O. Box 30608

Salt Lake City, UTAH 84130

UHC_ Civil_Rights@uhc.com

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

If you need help with your complaint, please call the toll-free member phone number listed on your health plan ID card,
Monday through Friday, 8 a.m. to 8 p.m. ET.

You can also file a complaint with the U.S. Dept. of Health and Human Services.

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

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)

Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW
Room 509F, HHH Building Washington, D.C. 20201

We also provide free services to help you communicate with us. Such as, letters in other languages or large print. Or, you
can ask for free language services such as speaking with an interpreter. To ask for help, please call the toll-free member
phone number listed on your health plan ID card, Monday through Friday, 8 a.m. to 8 p.m. ET.

NDLAP-FO-001 (1-17)
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LANGUAGE ASSISTANCE PROGRAM

We provide free services to help you communicate with
us, such as, letters in other languages or large print. Or,
you can ask for free language services such as
speaking with an interpreter. To ask for help, please call
toll-free 1-866-260-2723, Monday through Friday,

8a.m. to 8 p.m. ET.

English
Language assistance services are available to you free of charge.
Please call 1-866-260-2723.

Albanian
Shérbimet e ndihmés né gjuhén amtare ofrohen falas. Ju lutemi
telefononi né numrin 1-866-260-2723.

Ambharic

PEYE KCAF AWINCEF 1R 276 ANh® 0L 1-866-260-2723
£.L Mt

Arabic .

1-866-260-2723 a3 )1l o Josil Ulas &y alll oo Lusall cilona A y3 5
Armenian
2hq dunshiih Bu wd&wp (kquljul oglnipjut
dwnugnipintittin: Mugpnud Bup quiiquihwinby
1-866-260-2723 hwlwpny:
Bantu- Kirundi

Uronswa ku buntu serivisi zifatiye ku rurimi zo kugufasha.
Utegerezwa guhamagara 1-866-260-2723.

Bisayan- Visayan (Cebuano)

Magamit nimo ang mga serbisyo sa tabang sa lengguwahe nga
walay bayad. Palihug tawag sa 1-866-260-2723.

Bengali- Bangala

e« ST WRIFel AEEIT SnAfe Iy (e = |
T @ 1-866-260-2723-( T FFA|

Burmese

000m: RIS 0§eemlaqp: 908 T0p0d
320068 $E00pd coyadqiq o§: 1-866-260-2723 oBesl G
Cambodian- Mon-Khmer

NS gUigRMANZ S AEMS MS N UEA
AJUGIATNIENIE 1-866-260-2723

Cherokee

SOhAVJI OLeoSAd COLPET hed RGE°0vTooLJ/IAT
hLEGG6’6 D4W@WT. FG(d Dh @BWE6>S 1-866-260-2723.

Chinese
TP GEREBESEMRY - BHE 1-866-260-2723 °

Choctaw

Chahta anumpa ish anumpuli hokmvt tohsholi yvt peh pilla ho
chi apela hinla. I paya 1-866-260-2723.

Cushite- Oromo

Tajaajilliwwan gargaarsa afaanii kanfalttii malee siif jira.
Maaloo karaa lakkoofsa bilbilaa 1-866-260-2723 bilbili.
Dutch

Taalbijstandsdiensten zijn gratis voor u beschikbaar. Gelieve
1-866-260-2723 op te bellen.

SR LAP 64 (6-18)

French

Des services d'aide linguistique vous sont proposés gratuitement.
Appelez le 1-866-260-2723.

French Creole- Haitian Creole

Gen seévis ed pou lang ki disponib gratis pou ou. Rele
1-866-260-2723.

German

Sprachliche Hilfsdienstleistungen stehen Thnen kostenlos zur
Verfugung. Bitte rufen Sie an unter: 1-866-260-2723.

Greek

Ot vmnpeoisg yanoowng PonPsiag oag SwatiBeviar Swpsdv.
Kaieote 10 1-866-260-2723.

Gujarati

AlUsl ALl Aol dAHIRL HER B yes Guaou B, sul s3lal
1-866-260-2723 UR Sl 53,

Hawaiian

K&kua manuahi ma kau ‘Glelo i loa‘a ‘ia. E kelepona 1 ka helu
1-866-260-2723.

Hindi

3T & AT T TR Ha0 fAeeh 3uereer 1 For
1-866-260-2723 TR @hicT Y|

Hmong

Muaj cov kev pab txhais lus pub dawb rau koj. Thov hu rau

1-866-260-2723.

Ibo

Enyemaka na-ahazi asusy, bu n’efu, diri gi. Kpoo

1-866-260-2723.

Ilocano

Adda awan bayadna a serbisio para iti language assistance.

Pangngaasim ta tawagam ti 1-866-260-2723.

Indonesian

Layanan bantuan bahasa bebas biaya tersedia untuk Anda.

Harap hubungi 1-866-260-2723.

Italian

Sono disponibili servizi di assistenza linguistica gratuiti.

Chiamare il numero 1-866-260-2723.

Japanese

EEOSHEIEY - 22 ZFAGWERETET,

1-866-260-2723 & THEREL 72& 0,

Karen

or%gmﬁgmusa8%;.91;&?331396(\)1@(\9?}Ug?:sag)_w’)ﬁ(aecg)%ﬁcgh

63)8%1@530%87)’51-866-260-27230}0@%.

Korean

Ao A& MH|AE FERE 0|85t 4+ AFLCH

1-866-260-2723 H2 E T ElotpAl 2.

Kru- Bassa

Bot ba hola ni kobol mahop ngui nsaa wogui wo ba yé ha i nyuu

yor). Sebel i nsinga ini 1-866-260-2723.

Kurdish Sorani

30480 O3l 4SS 08 Ses s 3 5 g5 e ey (S B
1-866-260-2723 oo Je3

Laotian . , L

DO3MVNYFILWITIVCTOHI LHCHWIV. NEQLNNMICD

1-866-260-2723.






