Summanpf BenefitsandCoverageWhathisPlanCovers Whaty ouPayFor Covereservice Coverage Perio61/01/202212/31/204
HSAChoice Pluflan Coveragdor: Family PlanTypePS:

The Summary of Benefits and Coverage (SBC) document will help you choosglanh&aélSBC shows you how you angtaewould share

the cost for covered health care services. NOTE: Information about the cqsbof thited thgoremiuny will be provided separately.

This is only a summanyor more information about your coverage, or to get a copy of the sahptetertayeall1-86631403350r visit
welcometouhc.coRor general definitions of common terms, alachkesismountbalancéillingcoinsuran¢ceopaymendeductiblgrovideror other
underlinetkrms see the Glossafgu can view the Glossamnat.healthcare.gov/glossaryér call
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http://www.welcometouhc.com/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/coverage/preventive-care-benefits/
http://www.myuhc.com/



http://www.welcometouhc.com/

What You Will Pay

S Services You May Ne NetworkProvider Outof-NetworkProvider| Limitations, Exceptions, & Other Important Inform

Medical Event

* For more information about limitations and exceptiopfarseethiey documentvaicometouhc.con Page3of 7



http://www.welcometouhc.com/

What You Will Pa

S Services You May Ne NetworkProvider Outof-NetworkProvider| Limitations, Exceptions, & Other Important Inform

Medical Event

* For more information about limitations and exceptiopfarseethiey documentvaicometouhc.con Pagedof 7



http://www.welcometouhc.com/

What You Will Pay

Common

Medical Event Services You May Ne NetworkProvider Outof-NetworkProvider| Limitations, Exceptions, & Other Important Inform

Preauthorizatienrequiredutofnetworkefore
2Q%coinsurance 4Q%coinsurance | admission for an Inpatient Stay in a hospiaer facility
benefit reduces to 50%llofved amount
Limited th exam eveByears.
No coveragaitofnetwork

Hospice services

If your child needs & KLOGUHQYV

dental or eye care 20%coinsurance Not Covered

* For more information about limitations and exceptiopaxeetiiey documentvatcometouhc.con Pagebof 7
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* For more information about limitations and exceptiopfarxeethlieey document at


http://www.welcometouhc.com/
http://www.dol.gov/ebsa
http://www.cciio.cms.gov/
http://www.healthcare.gov/
http://www.myuhc.com/
http://www.myuhc.com/
https://www.dol.gov/ebsa/healthreform
https://www.dol.gov/ebsa/healthreform




We do 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 caore@halra to the Civil
Rights Coordinator.

Online:
Mail: Civil Rights Coordinator. UnitedHealthcare Civil Rights Grievance. P.O. Box 30608 Salt Lake City, UTAH 84130

You must send the complaint within 60 days of when you found auita 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 thefrelé number listed within this Summary®énefits and Coverage (SBC), TTY 711,
Monday through Friday, 8 a.m. to 8 p.m.


mailto:UHC_Civil_Rights@uhc.com
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html
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