STmmary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

'l UnitedHealthcare CA SignatureValue Alliance HMO E6Q

a5

Coverage Period: 01/01/2025 - 12/31/2025
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, visit https://whyuhc.com/cosd or by
calling 1-888-586-6365. 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 www.healthcare.gov/sbc-glossary/ or call 1-888-586-6365 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?

Do you need a
referral to see a

specialist?

$0

Yes. Preventive care and primary
care services are covered before you
meet your deductible.

No.

For participating providers $2,000
individual / $6,000 family.

Copayments for certain services,
premiums, balance-billing charges,
and health care this plan doesn’t
cover.

Yes. See https://whyuhc.com/cosd or
call 1-888-586-6365 for a list of
participating providers.

Yes, written or oral approval is
required, based upon medical policies.

See the Common Medical Events chart below for your costs for services this plan covers.

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 a non-participating 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 participating provider might use a non-participating provider for some
services (such as lab work). Check with your provider before you get services.

This plan will pay some or all of the costs to see a specialist for covered services but only if you
have a referral before you see the specialist.
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Non-Participating Provider

Limitations, Exceptions, & Other
Important Information

Common .
Medical Event Services You May Need

Primary care visit to treat

Participating Provider

(You will pay the least)
$25 copay / office visit and
No charge / Virtual visits by a

(You will pay the most)

If you receive services in addition to

an injury or illness designated virtual participating N off!ce HE EeI O] TN O
rovider coinsurance may apply.
Member is required to obtain a
referral to specialist or other
licensed health care practitioner,
If you visit a health care except for OB/GYN Physician
provider’s office or services, reproductive health care
clinic Specialist visit $40 copay / visit Not covered services within the Participating
Medical Group and Emergency /
Urgently needed services.
If you receive services in addition to
office visit, additional copayments or
coinsurance may apply.
You may have to pay for services that
Preveqtivg care/screening/ No charge Not covered aren’t pr'eventive. Ask your grovidfer if
immunization the services you need are preventive.
Then check what your plan will pay for.
_g—tf))lla nosfic lest (x-ray, No charge Not covered
ood work)
If you have a test None
:\ng)ng (G S, No charge Not covered

Page 2 of 7



https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#preventive-care
https://www.healthcare.gov/sbc-glossary/#screening
https://www.healthcare.gov/sbc-glossary/#diagnostic-test

Common .
Medical Event Services You May Need

What You Will Pa

Limitations, Exceptions, & Other
Important Information

Participating Provider Non-Participating Provider
(You will pay the least) (You will pay the most)

Tier 1 Not covered Not covered
If you need drugs to
treat yourillnessor  Tigr o Not covered Not covered
condition Refer to your pharmacy plan for
Refer to your pharmacy coverage details.
plan for coverage Tier 3 Not covered Not covered
details.
Tier 4 Not covered Not covered
Facility fee (e.g., :
If you have outpatient = ambulatory surgery center) $100 copay { admil ot covered None
surgery Physician/surgeon fees No charge Not covered
Emergency room care $125 copay / visit $125 copay / visit Copayment waived if admitted.
If you need immediate tIEr;nnirqsrr:;:zorrr:edlcal No charge No charge None
medical attention Tansportation
I ! If you receive services in addition to
Urgent care $25 copay / visit $25 copay / visit urgent care, additional copayments
or coinsurance may apply.
Facility fee (e.g., hospital ,
If you have a hospital  room) HELD ey il Not covered None
stay Physician/surgeon fees No charge Not covered
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Common

Non-Participating

Limitations, Exceptions, & Other

Medical Event Services You May Need Part|0|_pat|ng Aoy Provider Important Information
(You will pay the least) .
You will pay the most
If you need mental Outoationt sen 225 (;]_0@\[ ]{ ofﬂﬁe v;]sut and o ]
health, behavioral utpatient services otc ?rg(te Slrelleer otcovere Substance abuse outpatient and inpatient
health, or substance outpatient services services are covered at No charge.
abuse services Inpatient services $200 copay / admit Not covered
Cost sharing does not apply to certain
Office visits No charge Not covered preventive services. Routine pre-natal care
and first postnatal visit is covered at No
Childbirth/delivery charge. Depending on the type of services,
UIEETOLTEIED professional services No charge Not covered additional copayments or coinsurance
I : " may apply. Maternity care may include
Ch'k.jb'rth/ e ety el $200 copay / admit Not covered tests and services described elsewhere in
services .
the SBC (i.e. ultrasound).
Home health care No charge Not covered Limited to 100 visits per calendar year.
i . - Coverage is limited to physical,
Rehabilitation services $25 copay / visit Not covered occupational, and speech therapy.
UL nt_eed L Habilitative services $25 copay / visit Not covered Coverage s limited to physical,
recovering or have occupational, and speech therapy.
°ch’ special health gy nursing care No charge Not covered Up to 100 days per benefit period.
needs .
w No charge Not covered None
equipment
Vel CEmEs No charge Not covered If inpatient admlsglon, subject to inpatient
copayments or coinsurance.
Children’s eye exam $25 copay / visit Not covered 1 exam per year.
If your child needs . ,
dental or eye care Children’s glasses Not covered Not covered None
Children’s dental check-up  Not covered Not covered No coverage for Dental check-ups.
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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 Cosmetic surgery o Infertility treatment e Private-duty nursing
e Dental care (Adult) e |ong-term care ¢ Routine foot care
e Dental care (Child) ¢ Non-emergency care when traveling outside the U.S. e  Weight loss programs

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

e Bariatric surgery o Hearing aids e Routine eye care (Adult)
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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

are: Department of Managed Health Care California Help Center, 980 9th Street Suite #500, Sacramento, CA 95814-4275 at 1-888-466-2219 or www.dmhc.ca.gov., or

Department of Labor’'s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or http://www.dol.gov/ebsa/healthreform. 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 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: your human resource department, and the Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
http://www.dol.gov/ebsa/healthreform.

Additionally, a consumer assistance program may help you file your appeal. Contact Department of Managed Health Care California Help Center, 980 9th Street
Suite #500, Sacramento, CA 95814-4275 at 1-888-466-2219 or www.dmhc.ca.gov.

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? 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 1-888-586-6365.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-888-586-6365.
Chinese (7 32): A7 2 ST B, 1B IR FTEX A 515 1-888-586-6365.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-888-586-6365.

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.

Mia’s Simple Fracture

(participating provider emergency room visit and
follow up care)

Managing Joe’s Type 2 Diabetes

(a year of routine participating provider care of
a well-controlled condition)

Peg is Having a Baby

(9 months of participating provider pre-natal care
and a hospital delivery)

B The plan’s overall deductible $0 m The plan’s overall deductible $0 m The plan’s overall deductible $0
M Specialist copayment $40  m Specialist copayment $40  m Specialist copayment $40
M Hospital (facility) copayment $200 m Hospital (facility) copayment $200 m Hospital (facility) copayment $200
B Other coinsurance 0% ™ Other coinsurance 0% m Other coinsurance 0%
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (pre-natal care) Primary care physician office visit Emergency room care (including medical
Childbirth/Delivery Professional Services (including disease education) supplies)
Childbirth/Delivery Facility Services Diagnostic tests (blood work) Diagnostic test (x-ray)
Diagnostic tests (ultrasounds and blood work) Prescription drugs Durable medical equipment (crutches)
Specialist visit (anesthesia) Durable medical equipment (glucose meter) Rehabilitation services (physical therapy)

Total Example Cost $12,700 Total Example Cost $5,600 Total Example Cost $2,800
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 $0 Deductibles $0 Deductibles $0

Copayments $200 Copayments $200 Copayments $400

Coinsurance $0 Coinsurance $0 Coinsurance $0

What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $70 Limits or exclusions $4,300 Limits or exclusions $10
The total Peg would pay is $270 The total Joe would pay is $4,500 The total Mia would pay is $410
Note: These numbers assume the patient does not participate in the plan’s wellness program. If you participate in the plan’s wellness program,
you may be able to reduce your costs. For more information about the wellness program, please contact: 1-888-586-6365.
The plan would be responsible for the other costs of these EXAMPLE covered services. Page 7 of 7
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English
IMPORTANT LANGUAGE INFORMATION:

You may be entitled to the rights and services below. You can get an interpreter or translation
services at no charge. Written information may also be available in some languages at no charge.
To get help in your language, please call your health plan at: UnitedHealthcare of California
1-800-624-8822 / TTY: 711. If you need more help, call DMHC Help Line at 1-888-466-2219.

Spanish
INFORMACION IMPORTANTE SOBRE IDIOMAS:

Es probable que usted disponga de los derechos y servicios a continuacion. Puede pedir un
intérprete o servicios de traduccion sin cargo. Es posible que tenga disponible documentacion
impresa en algunos idiomas sin cargo. Para recibir ayuda en su idioma, llame a su plan de salud
de UnitedHealthcare of California al 1-800-624-8822 / TTY: 711. Si necesita mas ayuda, llame a
la Linea de Ayuda de |la DMHC al 1-888-466-2219.

Chinese

EEIESEM :

BRI e B EEER FHHENILENS TIPS - 4&!‘”1%?&55&21:1‘%21‘2%5%553% EIRES 7]‘13%
EFREEEEIN - NN EMBESEHSHE) » G5B TH BEREBAABRMESTERAS -
UnitedHealthcare of California 1-800-624-8822 / i /132 E MEEARFESRLR (TTY) 1 711 - AR TR
T =78 - 5513F] DMHC #Bh S 4R 1-888-466-2219 -

Arabic
AR o Aaga Silaglna
et sy pse s Oo dan il Glass 5l (5558 an jie o Jsemall BiSad lial Clesaliy B gall Lo Jgeaall S 5o 585 ey
e Aaaall Sl oW s Bl Saclee o Jsaally s e el Saey 4 aSell Cilegleall Wl 440
GiSay acluall e 2 el Caadal 139 1-800-624-8822 / TTY: 711 A, = UnitedHealthcare of California
.1-888-466-2219 A il e DMHC J alill sas el dasy JlasV|

Armenian

UGN LEQIUYUL SEBUNRE3NRL

Zujultwlul k, np 2kq hwuwtbh (hukt hbnlyw) hpugnibipbbpl ne dwnuwynupinibhbpp:
Yuwpnn kp unwbw) pwbwynp pupgduish jud pupgdutnipiut wddwp dwunwynipiniubibp:
Zuwpuwynp k np dh 2wpp (kgniutpnd twl wnlju (huh wtddwp gpudnp mbinklnipinc: 2kp
Lkqyny oguntpinit unwbwn hwdwp jpungpoud Bup quitquhwply 2kp wennewiyjwhwiljut
dpwghp’ UnitedHealthcare of California 1-800-624-8822 / TTY 711 hwudwpny: Zwybjuy
oqunipiwb Juphph ntypnud, quiuquhwuplp DMHC-h Ogunipjut hinwhunuwghd
1-888-466-2219 hwdwpny:

Cambodian

AfSaINSHNMAN:

HAMGSHWMSAIG GIMIATG SHiuMiSIWMEY HAMGS GIUHRUMD WANMIU[MIL EUReamn
ARESIHIT S AUl RNGSBHSMANYIIGSS ENWRBAMGINT 1HH]9 g USSWMMAN IUATHRN AJE
GIAINISIRMBAISMNIUATHR 1912 UnitedHealthcare of California 1-800-624-8822 / TTY: 7114 {UfAISHMN
nimitigisuig)n wiigjgiain gty DMHC muinie 1-888-466-2219¢



Farsi
1M e 3 pgs Sile Sl
Adaa Al g O | dea B L ALS an jie Sledd adl B el ool 33 aady ) Slead 5 Gsia ) Sl OSae Lad
4y eaial ) 5 oSS iy 5o (o) A3l Ssa pe W L A 0 Ao Al 38 Ao O el OSae i (5S Cle Dal | 2SSl o
s 1-800-624-8822/TTY: 711 « e 42 UnitedHealthcare of California :lbe 2 4l 5 L Lkl (o sa B35
sted 4 DMHC (leitl, 5 SaS by Jaa L oayjly e s dse Jleialy 5 S8 4 S 3,8
a8 el 1-888-466-2219

Hindi

39 fFrEafaf@a 3R 3R s F ghar 8 Thd &1 ATIHT HFT H U gorisar ar
Jeare A 3T FAe ST FHhal &1 F& AW F BT srawrdr off goa 7 3=y
FUS ST FHall &1 ITAT ST F HETAAT 9o FLed & A0, FIAT 39l FAELT ToAlA T T@T
&HIT FY: UnitedHealthcare of California 1-800-624-8822 / TTY: 711 uX| afe 3Muesr J&H
TETIAr T HTERAFAT &, dr DMHC Help Line T 1-888-466-2219 9T &hidd |

Hmong

NCAUJ LUS TSEEM CEEB TXOG KEV TXUAS LUS:

Tej zaum koj yuav tsim nyog tau cov cai thiab kev pab cuam hauv qab no. Koj yuav tau ib tug kws
txhais lus los sis txhais ntawv pub dawb. Yuav puav leegj txhais tau cov ntaub ntawv ua gee hom
lus pub dawb. Kom tau kev pab rau koj hom lus, thov hu rau ghov chaw pab them nqi kho mob
rau rau koj ntawm: UnitedHealthcare of California 1-800-624-8822 / TTY: 711. Yog koj xav tau
kev pab ntxiv, hu rau DMHC Help Line ntawm tus xov tooj 1-888-466-2219.

Japanese
ERXEBY—EXITDODLWTOEEL MO E

BEFRICIE. LTOESGERAHY.,. WBLGEY—EXZTHAWETET. BEHIE.
WIREIIFROS—EREZEMBE TTHRRAWN=ETET, SEBICE-TIFE. XBBIELEES =15
ZE|ETCCHATZIHBEELHYVFET. CHLOSHBICTEDIEMECHFEZDAIT. BEHD
EREIE TS i THER < 12 & LY . UnitedHealthcare of California 1-800-624-8822 / TTY: 711,
DD AHR— AR ELIFESITIE. DMHC Help Line (= 1-888-466-2219 IZ T HRILVEHE <
=& Ly,

Korean

ER 2o =

Hot= ofdli et &2 del ¥ Mu|lAasd 524 & UAsUO Fsies 9 = He M| A
HE S ERIO0| O|25HAl + USLICH 25 HHS AR AMEH HA AMU|A EFFHE S ERIO|
HEE 5 UasUCh #HSHe] 20 X|@ MU|ATF HRSIAIHE 2] AHAZIEEO| COFS
HepH S 2 22|54 Al 2. UnitedHealthcare of California 1-800-624-8822 / TTY: 711. I} B &
T 20| RS 22 DMHC & = 2l (QHLHHH 5 : 1-888-466-2219) 2 F 2|5 Al 2.



Punjabi
HISTUIS I3 S ArExSl:

FHN It [E2 niftygrg w2 Agret  daorg J A I FAT s A &ar3 '2 g3k | nigee Aeet
Y =E I3 AT J| BuET weaal Iy Ire 20 o i uas @ s wael I )| wdE 3T fee AafasT
Y= Fde B9, Faur gga wuEl a3 dAs & 8 3% a3: UnitedHealthcare of California
1-800-624-8822 / TTY: 7111 71 3ITS II Hee et I, 3F DMHC IBY TEls '3 985 &3
1-888-466-2219|

Russian

BAXHAA A3bIKOBAA MHO®OPMALINA:

Bam moryT nonarartbcsa cneaymoume npasa n yenyru. Bel moxxeTe nonyunte 6ecnnartHyo nomolLlb
YCTHOro NnepeBoa4vmka unm nMcbMeHHbIn nepesos. NucsmeHHas uHopMaL A MOXKET ObITe Takke
AOCTYNHAa Ha psae A3blkoB BbecnnaTtHo. HTo6bk!l NONy4YMTeE NOMOLLEL HA BalLeM A3blKe, NoXXanyuncra,
no3BOHUTE NO HOMEpPY Bawero nnada: UnitedHealthcare of California 1-800-624-8822 / nuHua
TTY: 711. Ecnun Bam Bce euwle Ttpebyercs MNOMOLLUL, NO3BOHUTE B CNyXOy nNnoanep»Kku
DMHC no tenedoHy 1-888-466-2219.

Tagalo

MAHALAGANG IMPORMASYON SA WIKA:

Maaaring kwalipikado ka sa mga karapatan at serbisyo sa ibaba. Maaari kang kumuha ng
interpreter o mga serbisyo sa pagsasalin nang walang bayad. Maaaring may available ding
libreng nakasulat na impormasyon sa ilang wika. Upang makatanggap ng tulong sa iyong wika,
mangyaring tumawag sa iyong planong pangkalusugan sa: UnitedHealthcare of California
1-800-624-8822 / TTY: 711. Kung kailangan mo ng higit pang tulong, tumawag sa DMHC
Help Line sa 1-888-466-2219.

Thai

sinyadd@anAAun e : ,

Ama 1AV 1leTuaNBuUarutnIT619 1 drua1vll aauE I sauad uwlan i Iwiausasulan s e
Tealisiasldualddrausiatinele uvanaind fearaddayafluaradneaidnmwsuroni s luea Taw
sisasdua 1 ldsitawsiae1vle vincasnisuamauzhuwmdatiunimwrvasq o TuseaTnsanvidowuu
gunwuasnau : UnitedHealthcare of California 1-800-624-8822 / dywiudflanuunwsiaanivunis
W9 : 711 vnnsasnisauthauSaviuidy TusaTnsdwvifoguealviauthaudalioadu DMHC 4
NI ELRUITNIANYI 1-888-466-2219

TH%NG TIN QUAN TRONG VE NGON NGU':

Quy vi cé thé duoc hudng cac quyén va dich vu dudi day. Quy vi céd thé yéu ciu duoc cung cap
mot théng dich vién hodc cac dich vu dich thuat mién phi. Théng tin badng van ban clng coé thé
san c6 & mét sé ngdn nglr mién phi. Bé nhan tro giup bang ngdén nglr cha quy vi, vui ldng goi
cho chuwong trinh bdo hiém y té cta quy vi tai: UnitedHealthcare of California 1-800-624-8822 /
TTY: 711. Néu quy vi can tro giup thém, xin goi Pudong day hé troo DMHC theo sé
1-888-466-2219.
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Nondiscrimination Notice and Access to Communication Services

UnitedHealthcare does not exclude, deny Covered Health Care Benefits to, or otherwise discriminate against any Member on the ground of race,
color, national origin, ancestry, religion, sex, marital status, gender, gender identity, sexual orientation, age, or disability for participation in, or
receipt of the Covered Health Care Services under, any of its Health Plans, whether carried out by UnitedHealthcare directly or through a Network
Medical Group or any other entity with which UnitedHealthcare arranges to carry out Covered Health Care Services under any of its Health Plans.

Free services are available to help you communicate with us such as letters in other languages, or in other formats like large print. Or, you can ask for
an interpreter at no charge. To ask for help, please call the toll-free number listed on your health plan ID card.

If you think you weren’t treated fairly because of your sex, age, race, color, national origin, or disability, you can send a complaint to:

Online: UHC Civil Rights@uhc.com
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 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 phone number listed on your
health plan ID card, Monday through Friday, 8 a.m. to 8 p.m.

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
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